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INSTRUCTIONS

		INSTRUCTIONS (Protocol 2 - Data Verification)

		Note:  The Audit Team should read the document "Data Quality Audit:  Guidelines for Implementation" in addition to these instructions prior to administering this protocol.

		OBJECTIVE

		The objective of this protocol is to (1) recount and verify the accuracy of reported data at selected sites; and (2) review the timeliness, completeness and availability of reports.

		CONTENT

		This Data Verification Protocol relates to the indicator:  Number of People benefiting from Community-based Programmes.  Indeed, because there can be significant differences between types of indicators and service delivery sites - e.g., health-based (clinics) and community-based sites, the DQA includes Indicator-specific Protocols with specific information and data quality challenges related to the indicator (e.g., the risk of double counting). This information is incorporated into the 5-steps of the protocol, which are outlined  below. 

The protocol begins with a description of the service(s) associated with the indicator to orient the Audit Team to the service being given and thus, what is being “counted” to measure the indicator.  This will help lead the Audit Team to the relevant source documents, which can be significantly different for various indicators (e.g., patient records, laboratory reports, training logs, etc).

The data verification takes place in two stages:

(1) In-depth verifications at the Service Delivery Points (SDPs); and
(2) Follow-up verifications at the relevant Intermediate Aggregation Levels (IALs) and at the Program/project M&E Unit. 
  
Typically, programs will have a 3-tier reporting system; In other words, the data will flow from Service Delivery Points (SDPs), 
to one Intermediate Aggregation Level (i.e., a Region or a District), and then to the central M&E Unit.

However, in some countries, SDPs may report directly to the central M&E Unit, without passing through Intermediate 
Aggregation Levels (IALs). In other countries, there could be two (or more) IALs with data being aggregated, for example,
at the District and then at the Provincial level before reaching the central M&E Unit. In such cases (i.e., a 2-tier or 4-tier reporting
system), the Data Verification Protocol will need to be adapted (as explained in the below).

		Editing the content of the Excel Template
The Excel Templates should be modified with care.  To enable the selective addition or removal of tabs for the different sites and 
levels the templates have been programmed in VBA (Visual Basic for Applications).  Modifications to the worksheets can disrupt the
programming and render the template inoperable.  However, it is possible to make certain changes that will make the template more 
useful during the DQA, and more descriptive of the information system.  For example, additional cross-checks and spot-checks can be
added to individual worksheets provided they are added at the bottom of the worksheet. Please do not 'insert' rows or columns in the
middle of the sheet as this could alter the calculation of certain performance indicators.  Other additions to the sheets can also be 
made at the bottom of the worksheet.

Up to six Service Delivery Sites within four Intermediate Aggregation Sites can be selected (i.e. 24 sites) so it is unlikely that service
points or intermediate sites will need to be added to "Information Page".   Simply select the desired number of each from the dropdown
lists on the “HEADER” page.  These selections can be modified later if need be.

It is acceptable to rename worksheet tabs as needed.

The worksheets are protected to guard against inadvertent changes to the contents .  To edit the contents of cells, unprotect the
worksheets by selecting 'Protection' from the 'Tools' pull-down menu.  Then select 'Unprotect'.  Remember to Re-protect the worksheet
after making the modifications.

		AUDITORS INSTRUCTIONS FOR USING THE PROTOCOL

		Service Delivery Points – 5 Types of Data Verifications

The first stage of the data-verification occurs at the Service Delivery Points. There are five types of standard data-verification steps that can be performed at this level :

1 - Description:  Describe the connection between the delivery of services/commodities and the completion of the source document that records that service delivery.

2 - Documentation Review:  Review availability and completeness of all indicator source documents for the selected reporting period.

3 - Trace and Verification:  Trace and verify reported numbers: (1) Recount the reported numbers from available source documents; (2) Compare the verified numbers to the site reported number; (3) Identify reasons for any differences. 

4 - Cross-checks:  Perform “cross-checks” of the verified report totals with other data-sources (e.g. inventory records, laboratory reports, registers, etc.).

5 - Spot-checks:  Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations.

		Intermediate Aggregation Levels (IALs) and Central M&E Unit – 2 Types of Data Verifications

The second stage of the data-verification occurs at the Intermediate Aggregation Levels (e.g., Districts, Regions) and at the Program/project M&E Unit. 

1 - Documentation Review:  Review availability, timeliness and completeness of expected reports from Service Delivery Points for the selected reporting period.

2 - Trace and Verification:  Trace and verify reported numbers: (1) Re-aggregate the numbers submitted by the Service Delivery Points; (2) Compare the verified counts to the numbers submitted to the next level (e.g., Central M&E Unit); (3) Identify reasons for any differences.

		Instructions for a "2-tier" or "4-tier" reporting system:

Selecting Levels and Sites
The Protocol 2:  Data Verification Excel template is designed to follow the DQA sampling methodology with regard to the selection of Intermediate Aggregation Levels and Service Delivery Sites.  On the "HEADER" tab, the Auditing Team can select the number of Intermediate Aggregation Sites, and the number of Service Delivery Sites reporting to each Intermediate Aggregation Site, according to the understanding reached with the Organization Commissioning the DQA.  In the event there more than, or less than, one intermediary level to the flow of data from service delivery level to the national level, the required numbers of intermediate levels and sites per level can be selected.  First select the number of Intermediate Aggregation Levels (e.g. region or district).  If the data passes through both the region and the district, select two levels.  If the data only passes through the district before being sent to national level, select one level.  In some countries the data is reported from the service delivery point directly to national level.  In this case, select zero intermediate levels.  

Next select the number of sites within each intermediate level.  The most likely sampling scheme calls for the random selection of three clusters (intermediate sites), 
and three Service Delivery Sites within each cluster.  In the event of two intermediate levels, the sampling scheme will most likely be two regional clusters, with two
district clusters within each region.  Then two service points will be selected within each district cluster for a total of eight Service Delivery Sites.  Modifications to 
this sampling scheme may become necessary due to constraints of time, distance and resources.  All changes to the methodology should be agreed upon with the 
Organization Commissioning the DQA before the field visits.

		Instructions for filling in the columns of the checklist:

A list of questions appears on the left on each worksheet (column B).  The Audit Team should read each question (statement) and  complete columns C/D, E, F and G.  Column C has a pull down menu (in the right bottom corner) for each question with response categories: "Yes - completely", "Partly", "No - not at all" and "N/A".  Column D should be used to enter numbers or percentages (which will be used in the calculations). Column E is for auditor notes and column F should be filled in with "Yes" if the Audit Team deems that issues raised by the response to a question(statement) are sufficient to require a "Recommendation Note" to the Program/project.

		OUTPUTS

		Based on all responses to the questions, the following Summary Statistics will be produced:

- Accuracy of Reported Data through the calculation of Verification Factors  generated from the recounting exercise performed at each level of the reporting system (i.e., percentage comparison of the reported numbers for the selected indicators to the verified numbers); 

- Availability, Completeness and Timeliness Reports through percentages calculated at the Intermediate Aggregation Level(s) and the M&E Unit.

		Interpretation of the Output:

Mathematical modeling of the modified two-stage cluster sampling technique used by the DQA has determined that the precision of estimates of the verification factor for immunization coverage data is too low for realistic use at the national level.  In simulations, Woodard et al(1) found that up to 30 districts would need to be sampled to achieve precision in the neighborhood of +/-10%.  Given the investment of time, staff and financial resources required to visit 30 districts, the calculation of a precise national verification factor is unlikely.  

That said, it is possible to gain an insight into the overall quality of data in a Program/project without reliance on the national estimate of VF.  The qualitative aspects of the DQA are adequate to determine the strengths and weaknesses of a given reporting system.  For example, if indicator definitions are poorly understood in a majority of a representative sample of sites, it is quite likely that indicator definitions are poorly understood in non-sampled districts as well.  The recounting of indicators and comparison with reported values for a sample of sites is similarly adequate to determine in a general sense whether data quality is good, mediocre or poor, even without the
benefit of a precise national estimate.   Missing reports or large disparities between recounted and reported results in a handful of
sites is indicative of similar disparities elsewhere.  

Ultimately, the national verification factor should be interpreted with caution.  For the purposes of the Data Quality Audit it should be 
used as an indication of data quality (or lack of data quality), rather than an exact measure.   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA)
  Ann Epidemiol  2007;17:628–633.





SERVICE DESCRIPTION

		SERVICE DESCRIPTION (Protocol 2 - Data Verification)

		Background Information on Community Outreach

		Number of people benefiting from community based programs (specify a. Prevention b. Orphan support c. Care and support

		General Service Description

		Community-based programs are typically implemented by Non-Governmental Organizations (NGOs), Community-based Organizations (CBOs) and Faith-based Organizations (FBOs) that provide benefits or services to a specific community or population. The range and scope of these services varies considerably; however, those related to HIV/AIDS, tuberculosis and malaria – aim to achieve any one or all of the following: 

1) Prevent or reduce transmission of the respective disease by raising awareness,  mobilizing communities, and encouraging changes in behavior (e.g. use abstinence, monogamy or condoms to prevent HIV transmission, use bed nets to prevent malaria infection, and adhere to treatment regimens).

		2)  Provide treatment or treatment-related services to those infected by the respective disease, by teaching households how to use home-based management to treat malaria cases, or by training family members or other guardians of TB-infected persons how to observe treatment.   

3)   Provide care and support services to those affected by the disease (the infected person as well as their family and/or community members, including orphans and vulnerable children) by providing (home-based) basic care, emotional/spiritual support, referral to other care and support services for those who are infected and their families and dependents.

		Examples of Community Outreach Programs and Potential Source Documents

		   Prevention

		Behavior Change Communication (BCC)

		BCC is a process through which tailored messages and approaches that use various channels of communication to promote and sustain positive behavior among individuals, communities and societies.   BCC has been used in programs to reach all groups affected by HIV and AIDS and in TB and Malaria programs.  BCC could be used, for example, to encourge TB testing or use of bed nets for prevention of Malaria.

		P Potential Source Documents for BCC

  May depend on the target group (e.g. youth, sex workers, MSM, IDU)

		Community Counsling and Testing.   Ensuring that people are counseled and tested to know their HIV status is considered an important means of prevention and also for channeling those who need treatment to the appropriate programs and facilities.   Methods of expanding access to counseling and testing include mobile voluntary counseling and testing (MVCT) programs, and setting up voluntary counseling and testing facilities in community-based organizations.

		P Potential Source documents for Community Testing

   Log sheets or conseling and testeing registers

		Peer Education 

Peer education, a widely used strategy to address HIV and AIDS, involves training and supporting members of a group to effect change among members of the same group.  Peer education provides on peer with the knowledge and ability to educate his or her fellow peers with prevention messages and education.  It enables peers to build and develop skills for public speaking, teamwork, leadership and the ability to make positive changes in behaviors and attitudes.

While peer education is most often used to effect changes in knowledge, attitudes, beliefs, and behaviors among individuals, the technique can also be used to change group or societal norms and to encourage collective action.

		P Potential Source documents for Peer Education

   Community peer educators’ daily (periodic) record of peered counseled

		Needle/Syringe Exchange Programs (NEPs) 

NEPs allow people to trade used syringes for sterile syringes in order to reduce the spread of HIV and other blood borne diseases.   In these programs, people bring used syringes to a designated location and exchange them for sterile syringes.

		P Potential Source documents for NEPs

   Log sheets

		   Orphan support/OVC

		Orphans and other children made vulnerable by HIV/AIDS (OVC)

These programs are designed to meet a range of needs for orphans and other children made vulnerable by HIV and AIDS.  The definition of what is included in the package of support or how many services must be rendered during a reporting period for an OVC to be counted as having received support may differ by Agency Funding the Data Quality Verification.  For example, according to PEPFAR, basic or "core" needs include food/nutrition, shelter and care, protection, health care, psychosocial support, and education.  OVC programs provide support to families or others to care for OVC and other children made vulnerable by HIV/AIDS.   In practice, such children and their caregivers may receive support from more than one organization or program.  To be counted during a reporting period, at least three OVC-related services must have been received.

		PPotential Source Documents for OVC

   OVC Care sheet
   OVC Register

		   Care and Support

		Home-based management of malaria (HHM)

It has been recognized that, in endemic countries, most malaria episodes are treated outside public health facilities, mainly at home;  In fact, health facility-based treatment does not reach the majority of the population. As a result, the provision of improved home-based treatment of uncomplicated malaria has become a key strategy for meeting Roll Back Malaria (RBM) country targets.  Training in communities has addressed malaria recognition, appropriate treatment, and changes in health-seeking behaviour, but lessons learned from effective local-level activities in research settings have not been translated into larger programmes.

		P Potential Source Documents for HHM
   
Community health workers periodic records of households visited or community information sessions held

		Community Participation in TB Care

Community participation in TB care implies establishing a working partnership between the health sector and the community – the local population and TB patients, both current and cured. The experiences of TB patients help fellow-patients to cope better with their illness and guide National TB Programs (NTPs) in delivering services responsive to patients’ needs. Ensuring that patients and communities alike are informed about TB, enhancing general awareness about the disease and sharing responsibility for TB care can lead to effective patient empowerment and community participation, increasing the demand for health services and bringing care closer to the community.

		In general TB community supporters will contribute to early case detection by referring patients suspected of having TB to the nearest health facilities for diagnosis.  These patients will indicate that they have been referred by a community volunteer, which is recorded on the TB treatment card.  After diagnosis health staff will on the other side refer TB patients for further treatment support to Community supporters, which is recorded by entering the name of the treatment supporter on the treatment card.  National programs have an option to transfer this information into the BMU TB register and yearly report on TB program management.

		To this end, NTPs should provide support to frontline health workers, for example to facilitate the creation of patient groups, encourage peer education and support, and link with other self-help groups in the community.  The training requirements of community volunteers may vary from setting to setting, ranging from “on-the-job” instruction to more formal short courses provided by NTP staff. Community volunteers also need regular support, motivation, instruction and supervision. Where larger systems already exist – such as community-based HIV/AIDS initiatives in Africa – these platforms should be built upon. Evidence shows that community-based TB care is cost-effective compared with hospital-based care and other ambulatory care models. Inspiring communities and obtaining their continued support in identifying and providing care for people with TB is essential to sustain community TB initiatives.

		PPotential Source documents for Community Participation in TB Care

   Facility-based treatment cards (for referral)
   Community-based register of TB cases referred from health facilitires

		Care and Support for People Living with HIV and AIDS

Community-based care and support activities are designed to link people living with and affected by HIV and AIDS with the range of services they need.   Care and support is defined in various ways, for example including medical and social support services, counseling support, palliative care, and support for dependents and orphans.   Post-delivery care of women and infants enrolled in PMTCT is also included.  Care and support also includes referrals and linkages among the related services.  

Care and support programs have grown over the years to focus on four areas that 
PLHA and their families face needs in four areas:  

   Medical (e.g., oportunistic infections, palliative care, adherence), 
   Psychological (e.g. counseling and spiritual support), 
   Socioeconomic (e.g., livelihoods, nutrition), and 
   Hhuman rights and legal support (e.g., support for maintaining work and property).

		P Potential Source documents for Care and Support for People Living with HIV and AIDS  
   
Community health workers daily record of households visited
Facility-level register 
Client intake forms

		Sources: 

en.wikipedia.org/wiki/Harm_reduction#Syringe_exchange_and_related_programs

Population Council.  No Date.  Peer Education and AIDS:  Past Experience Future Directions.  www.popcouncil.org.  

The Stop TB Strategy: Building on and enhancing DOTS to meet the TB-related Millenium Development Goals, WHO, 2006 (pg. 15).

www.fhi.org/en/Topics/HIV-AIDS+Care+and+Support.htm

www.fhi.org/en/HIVAIDS/pub/fact/carsupp.htm

www.malariaconsortium.org/pdfs/resource%20pack%201/13%20Scaling%20up%20home%20based%20management%20of%20malaria%20from%20research%20to%20implementation.pdf

www.pepfar.gov/guidance/78217.htm
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		B- BACKGROUND INFORMATION FOR COMPLETION OF TRACE AND VERIFY INDICATOR DATA PROTOCOL

		Name of Orgnization Implementing the DQA

		Country

		Program Area(s)

		Indicator(s)

		Grant Number(s)

		M&E Management Unit at Central Level

		Name of Site																Date of Audit

		1-

		Regional Sites

		Name of Site																Date of Audit

		1

		2

		Intermediate Aggregation Sites (IAS)

		Name of Site																Date of Audit

		1

		2

		3

		4

		-		add more lines as needed

		Service Delivery Points (SDPs)

		Name of Site																Date of Audit

		1.1

		1.2

		1.3

		1.4

		1.5

		1.6

		2.1

		2.2

		2.3

		2.4

		2.5

		2.6

		3.1

		3.2

		3.3

		3.4

		3.5

		3.6

		4.1

		4.2

		4.3

		4.4

		4.5

		4.6

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10

		11

		12





M&E_Unit

		M&E Unit (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the M&E Unit is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the M&E summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				M&E Unit:		-								Need for Recommendation (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		0.  Recording and Reporting System for Community-based Interventions

		0.1		Describe the type of beneficiaries that the community-based program is trying to reach and provide a short description of the nature of the services being provided by the program.

		0.2		Describe the recording and reporting system related to this indicator (i.e., from initial recording of the service delivery on source documents to the reporting of aggregated numbers to the M&E Unit). Please describe when recording of the service takes place, on what form(s) and by which staff member(s).

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the M&E Unit.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the M&E Unit numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the M&E Unit (and released or submitted to the funding agency)

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (M&E Unit)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the M&E Unit		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers used by the M&E Unit for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the M&E Unit or in a database.

		1.3		What result was contained for the audited Regional Aggregation Site no.1 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.1		What result was contained for the audited Intermediate Aggregation Site no.1 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.2		What result was contained for the audited Intermediate Aggregation Site no.2 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Regional Aggregation Site no.2 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.3		What result was contained for the audited Intermediate Aggregation Site no.3 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.4		What result was contained for the audited Intermediate Aggregation Site no.4 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the M&E Unit for those Intermediate Aggregation Sites.

		1.4		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the M&E Unit should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 1

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service and the completion of the source document -

		Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the service (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site/organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the service and recording of the service on the source document?

		1.4		If the service and recording of the service are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers counseled, facility-level register and/or client intake forms.

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people/cases/events recorded during the reporting period by reviewing the source document.

		3.2		Copy the number of people/cases/events reported by the site/organization during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, cross checks may be performed by comparing the number of persons receiving the service by the a

		CROSS CHECK 1:  Between the distribution records from suppliers and the stock records at the site.  Was this cross check performed?

		4.1		List the type of commodity (e.g., bed net, condom, anti-malarial medication, etc) that was distributed during the service.

		4.2		Enter the number of commodities issued to the site during the reporting period.

		4.3		Enter the number of commodities received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.4		If a discrepancy between issued and received commodities occurred during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and commodities distributed by the site.  Was this cross check performed?

		4.5		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of commodities received by the site during the reporting period.

		4.7		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of commodities distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -

		Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and feasibility of, spot checks.

		5.1		How many beneficiaries were visited?

		5.2		How many of the beneficiaries contacted had actually received the service?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service and the completion of the source document -

		Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the service (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site/organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the service and recording of the service on the source document?

		1.4		If the service and recording of the service are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers counseled, facility-level register and/or client intake forms.

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people/cases/events recorded during the reporting period by reviewing the source document.

		3.2		Copy the number of people/cases/events reported by the site/organization during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, cross checks may be performed by comparing the number of persons receiving the service by the a

		CROSS CHECK 1:  Between the distribution records from suppliers and the stock records at the site.  Was this cross check performed?

		4.1		List the type of commodity (e.g., bed net, condom, anti-malarial medication, etc) that was distributed during the service.

		4.2		Enter the number of commodities issued to the site during the reporting period.

		4.3		Enter the number of commodities received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.4		If a discrepancy between issued and received commodities occurred during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and commodities distributed by the site.  Was this cross check performed?

		4.5		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of commodities received by the site during the reporting period.

		4.7		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of commodities distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -

		Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and feasibility of, spot checks.

		5.1		How many beneficiaries were visited?

		5.2		How many of the beneficiaries contacted had actually received the service?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service and the completion of the source document -

		Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the service (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site/organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the service and recording of the service on the source document?

		1.4		If the service and recording of the service are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers counseled, facility-level register and/or client intake forms.

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people/cases/events recorded during the reporting period by reviewing the source document.

		3.2		Copy the number of people/cases/events reported by the site/organization during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, cross checks may be performed by comparing the number of persons receiving the service by the a

		CROSS CHECK 1:  Between the distribution records from suppliers and the stock records at the site.  Was this cross check performed?

		4.1		List the type of commodity (e.g., bed net, condom, anti-malarial medication, etc) that was distributed during the service.

		4.2		Enter the number of commodities issued to the site during the reporting period.

		4.3		Enter the number of commodities received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.4		If a discrepancy between issued and received commodities occurred during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and commodities distributed by the site.  Was this cross check performed?

		4.5		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of commodities received by the site during the reporting period.

		4.7		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of commodities distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -

		Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and feasibility of, spot checks.

		5.1		How many beneficiaries were visited?

		5.2		How many of the beneficiaries contacted had actually received the service?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service and the completion of the source document -

		Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the service (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site/organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the service and recording of the service on the source document?

		1.4		If the service and recording of the service are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers counseled, facility-level register and/or client intake forms.

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people/cases/events recorded during the reporting period by reviewing the source document.

		3.2		Copy the number of people/cases/events reported by the site/organization during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, cross checks may be performed by comparing the number of persons receiving the service by the a

		CROSS CHECK 1:  Between the distribution records from suppliers and the stock records at the site.  Was this cross check performed?

		4.1		List the type of commodity (e.g., bed net, condom, anti-malarial medication, etc) that was distributed during the service.

		4.2		Enter the number of commodities issued to the site during the reporting period.

		4.3		Enter the number of commodities received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.4		If a discrepancy between issued and received commodities occurred during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and commodities distributed by the site.  Was this cross check performed?

		4.5		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of commodities received by the site during the reporting period.

		4.7		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of commodities distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -

		Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and feasibility of, spot checks.

		5.1		How many beneficiaries were visited?

		5.2		How many of the beneficiaries contacted had actually received the service?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 5

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service and the completion of the source document -

		Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the service (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site/organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the service and recording of the service on the source document?

		1.4		If the service and recording of the service are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers counseled, facility-level register and/or client intake forms.

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people/cases/events recorded during the reporting period by reviewing the source document.

		3.2		Copy the number of people/cases/events reported by the site/organization during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, cross checks may be performed by comparing the number of persons receiving the service by the a

		CROSS CHECK 1:  Between the distribution records from suppliers and the stock records at the site.  Was this cross check performed?

		4.1		List the type of commodity (e.g., bed net, condom, anti-malarial medication, etc) that was distributed during the service.

		4.2		Enter the number of commodities issued to the site during the reporting period.

		4.3		Enter the number of commodities received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.4		If a discrepancy between issued and received commodities occurred during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and commodities distributed by the site.  Was this cross check performed?

		4.5		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of commodities received by the site during the reporting period.

		4.7		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of commodities distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -

		Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and feasibility of, spot checks.

		5.1		How many beneficiaries were visited?

		5.2		How many of the beneficiaries contacted had actually received the service?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 6

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service and the completion of the source document -

		Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the service (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site/organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the service and recording of the service on the source document?

		1.4		If the service and recording of the service are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers counseled, facility-level register and/or client intake forms.

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people/cases/events recorded during the reporting period by reviewing the source document.

		3.2		Copy the number of people/cases/events reported by the site/organization during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, cross checks may be performed by comparing the number of persons receiving the service by the a

		CROSS CHECK 1:  Between the distribution records from suppliers and the stock records at the site.  Was this cross check performed?

		4.1		List the type of commodity (e.g., bed net, condom, anti-malarial medication, etc) that was distributed during the service.

		4.2		Enter the number of commodities issued to the site during the reporting period.

		4.3		Enter the number of commodities received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.4		If a discrepancy between issued and received commodities occurred during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and commodities distributed by the site.  Was this cross check performed?

		4.5		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of commodities received by the site during the reporting period.

		4.7		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of commodities distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -

		Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and feasibility of, spot checks.

		5.1		How many beneficiaries were visited?

		5.2		How many of the beneficiaries contacted had actually received the service?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 7

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service and the completion of the source document -

		Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the service (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site/organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the service and recording of the service on the source document?

		1.4		If the service and recording of the service are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers counseled, facility-level register and/or client intake forms.

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people/cases/events recorded during the reporting period by reviewing the source document.

		3.2		Copy the number of people/cases/events reported by the site/organization during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, cross checks may be performed by comparing the number of persons receiving the service by the a

		CROSS CHECK 1:  Between the distribution records from suppliers and the stock records at the site.  Was this cross check performed?

		4.1		List the type of commodity (e.g., bed net, condom, anti-malarial medication, etc) that was distributed during the service.

		4.2		Enter the number of commodities issued to the site during the reporting period.

		4.3		Enter the number of commodities received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.4		If a discrepancy between issued and received commodities occurred during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and commodities distributed by the site.  Was this cross check performed?

		4.5		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of commodities received by the site during the reporting period.

		4.7		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of commodities distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -

		Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and feasibility of, spot checks.

		5.1		How many beneficiaries were visited?

		5.2		How many of the beneficiaries contacted had actually received the service?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)
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		Service Delivery Point (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service and the completion of the source document -

		Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the service (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site/organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the service and recording of the service on the source document?

		1.4		If the service and recording of the service are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers counseled, facility-level register and/or client intake forms.

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people/cases/events recorded during the reporting period by reviewing the source document.

		3.2		Copy the number of people/cases/events reported by the site/organization during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, cross checks may be performed by comparing the number of persons receiving the service by the a

		CROSS CHECK 1:  Between the distribution records from suppliers and the stock records at the site.  Was this cross check performed?

		4.1		List the type of commodity (e.g., bed net, condom, anti-malarial medication, etc) that was distributed during the service.

		4.2		Enter the number of commodities issued to the site during the reporting period.

		4.3		Enter the number of commodities received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.4		If a discrepancy between issued and received commodities occurred during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and commodities distributed by the site.  Was this cross check performed?

		4.5		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of commodities received by the site during the reporting period.

		4.7		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of commodities distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -

		Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and feasibility of, spot checks.

		5.1		How many beneficiaries were visited?

		5.2		How many of the beneficiaries contacted had actually received the service?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)
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		Service Delivery Point (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service and the completion of the source document -

		Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the service (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site/organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the service and recording of the service on the source document?

		1.4		If the service and recording of the service are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers counseled, facility-level register and/or client intake forms.

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people/cases/events recorded during the reporting period by reviewing the source document.

		3.2		Copy the number of people/cases/events reported by the site/organization during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, cross checks may be performed by comparing the number of persons receiving the service by the a

		CROSS CHECK 1:  Between the distribution records from suppliers and the stock records at the site.  Was this cross check performed?

		4.1		List the type of commodity (e.g., bed net, condom, anti-malarial medication, etc) that was distributed during the service.

		4.2		Enter the number of commodities issued to the site during the reporting period.

		4.3		Enter the number of commodities received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.4		If a discrepancy between issued and received commodities occurred during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and commodities distributed by the site.  Was this cross check performed?

		4.5		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of commodities received by the site during the reporting period.

		4.7		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of commodities distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -

		Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and feasibility of, spot checks.

		5.1		How many beneficiaries were visited?

		5.2		How many of the beneficiaries contacted had actually received the service?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)
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		Service Delivery Point (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service and the completion of the source document -

		Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the service (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site/organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the service and recording of the service on the source document?

		1.4		If the service and recording of the service are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers counseled, facility-level register and/or client intake forms.

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people/cases/events recorded during the reporting period by reviewing the source document.

		3.2		Copy the number of people/cases/events reported by the site/organization during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, cross checks may be performed by comparing the number of persons receiving the service by the a

		CROSS CHECK 1:  Between the distribution records from suppliers and the stock records at the site.  Was this cross check performed?

		4.1		List the type of commodity (e.g., bed net, condom, anti-malarial medication, etc) that was distributed during the service.

		4.2		Enter the number of commodities issued to the site during the reporting period.

		4.3		Enter the number of commodities received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.4		If a discrepancy between issued and received commodities occurred during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and commodities distributed by the site.  Was this cross check performed?

		4.5		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of commodities received by the site during the reporting period.

		4.7		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of commodities distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -

		Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and feasibility of, spot checks.

		5.1		How many beneficiaries were visited?

		5.2		How many of the beneficiaries contacted had actually received the service?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 11

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service and the completion of the source document -

		Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the service (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site/organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the service and recording of the service on the source document?

		1.4		If the service and recording of the service are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers counseled, facility-level register and/or client intake forms.

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people/cases/events recorded during the reporting period by reviewing the source document.

		3.2		Copy the number of people/cases/events reported by the site/organization during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, cross checks may be performed by comparing the number of persons receiving the service by the a

		CROSS CHECK 1:  Between the distribution records from suppliers and the stock records at the site.  Was this cross check performed?

		4.1		List the type of commodity (e.g., bed net, condom, anti-malarial medication, etc) that was distributed during the service.

		4.2		Enter the number of commodities issued to the site during the reporting period.

		4.3		Enter the number of commodities received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.4		If a discrepancy between issued and received commodities occurred during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and commodities distributed by the site.  Was this cross check performed?

		4.5		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of commodities received by the site during the reporting period.

		4.7		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of commodities distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -

		Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and feasibility of, spot checks.

		5.1		How many beneficiaries were visited?

		5.2		How many of the beneficiaries contacted had actually received the service?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 12

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service and the completion of the source document -

		Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the service (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site/organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the service and recording of the service on the source document?

		1.4		If the service and recording of the service are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers counseled, facility-level register and/or client intake forms.

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people/cases/events recorded during the reporting period by reviewing the source document.

		3.2		Copy the number of people/cases/events reported by the site/organization during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, cross checks may be performed by comparing the number of persons receiving the service by the a

		CROSS CHECK 1:  Between the distribution records from suppliers and the stock records at the site.  Was this cross check performed?

		4.1		List the type of commodity (e.g., bed net, condom, anti-malarial medication, etc) that was distributed during the service.

		4.2		Enter the number of commodities issued to the site during the reporting period.

		4.3		Enter the number of commodities received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.4		If a discrepancy between issued and received commodities occurred during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and commodities distributed by the site.  Was this cross check performed?

		4.5		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of commodities received by the site during the reporting period.

		4.7		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of commodities distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -

		Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and feasibility of, spot checks.

		5.1		How many beneficiaries were visited?

		5.2		How many of the beneficiaries contacted had actually received the service?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Regional Level 1

		Regional Aggregation Level (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Regional Aggregation Site is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the Regional summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Regional Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the Regional Aggregation Site.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the Regional Aggregation Site numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Regional Aggregation Site (and released or submitted to the funding agency )

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (Regional Aggregation Site)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the Regional Aggregation Site		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers reported  by the Regional Aggregation Site for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the Regional Aggregation Site or in a database.

		1.3		What result was contained for the audited Intermediate Aggregation Site no.1 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Intermediate Aggregation Site no.2 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the Regional Aggregation Site for those Intermediate Aggregation Sites.

		1.5		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the Regional Aggregation Site should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time? (i.e., on time means that the report was able to be used in the summary report prepared by the Regional Aggregation Site)

		Calculate % On time Reports						-

		2.4		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data.)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Intermediate Level 1

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 1.1

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service and the completion of the source document -

		Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the service (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site/organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the service and recording of the service on the source document?

		1.4		If the service and recording of the service are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers counseled, facility-level register and/or client intake forms.

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people/cases/events recorded during the reporting period by reviewing the source document.

		3.2		Copy the number of people/cases/events reported by the site/organization during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, cross checks may be performed by comparing the number of persons receiving the service by the a

		CROSS CHECK 1:  Between the distribution records from suppliers and the stock records at the site.  Was this cross check performed?

		4.1		List the type of commodity (e.g., bed net, condom, anti-malarial medication, etc) that was distributed during the service.

		4.2		Enter the number of commodities issued to the site during the reporting period.

		4.3		Enter the number of commodities received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.4		If a discrepancy between issued and received commodities occurred during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and commodities distributed by the site.  Was this cross check performed?

		4.5		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of commodities received by the site during the reporting period.

		4.7		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of commodities distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -

		Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and feasibility of, spot checks.

		5.1		How many beneficiaries were visited?

		5.2		How many of the beneficiaries contacted had actually received the service?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.2

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service and the completion of the source document -

		Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the service (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site/organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the service and recording of the service on the source document?

		1.4		If the service and recording of the service are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers counseled, facility-level register and/or client intake forms.

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people/cases/events recorded during the reporting period by reviewing the source document.

		3.2		Copy the number of people/cases/events reported by the site/organization during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, cross checks may be performed by comparing the number of persons receiving the service by the a

		CROSS CHECK 1:  Between the distribution records from suppliers and the stock records at the site.  Was this cross check performed?

		4.1		List the type of commodity (e.g., bed net, condom, anti-malarial medication, etc) that was distributed during the service.

		4.2		Enter the number of commodities issued to the site during the reporting period.

		4.3		Enter the number of commodities received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.4		If a discrepancy between issued and received commodities occurred during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and commodities distributed by the site.  Was this cross check performed?

		4.5		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of commodities received by the site during the reporting period.

		4.7		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of commodities distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -

		Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and feasibility of, spot checks.

		5.1		How many beneficiaries were visited?

		5.2		How many of the beneficiaries contacted had actually received the service?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.3

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service and the completion of the source document -

		Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the service (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site/organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the service and recording of the service on the source document?

		1.4		If the service and recording of the service are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers counseled, facility-level register and/or client intake forms.

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people/cases/events recorded during the reporting period by reviewing the source document.

		3.2		Copy the number of people/cases/events reported by the site/organization during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, cross checks may be performed by comparing the number of persons receiving the service by the a

		CROSS CHECK 1:  Between the distribution records from suppliers and the stock records at the site.  Was this cross check performed?

		4.1		List the type of commodity (e.g., bed net, condom, anti-malarial medication, etc) that was distributed during the service.

		4.2		Enter the number of commodities issued to the site during the reporting period.

		4.3		Enter the number of commodities received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.4		If a discrepancy between issued and received commodities occurred during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and commodities distributed by the site.  Was this cross check performed?

		4.5		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of commodities received by the site during the reporting period.

		4.7		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of commodities distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -

		Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and feasibility of, spot checks.

		5.1		How many beneficiaries were visited?

		5.2		How many of the beneficiaries contacted had actually received the service?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.4

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service and the completion of the source document -

		Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the service (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site/organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the service and recording of the service on the source document?

		1.4		If the service and recording of the service are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers counseled, facility-level register and/or client intake forms.

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people/cases/events recorded during the reporting period by reviewing the source document.

		3.2		Copy the number of people/cases/events reported by the site/organization during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, cross checks may be performed by comparing the number of persons receiving the service by the a

		CROSS CHECK 1:  Between the distribution records from suppliers and the stock records at the site.  Was this cross check performed?

		4.1		List the type of commodity (e.g., bed net, condom, anti-malarial medication, etc) that was distributed during the service.

		4.2		Enter the number of commodities issued to the site during the reporting period.

		4.3		Enter the number of commodities received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.4		If a discrepancy between issued and received commodities occurred during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and commodities distributed by the site.  Was this cross check performed?

		4.5		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of commodities received by the site during the reporting period.

		4.7		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of commodities distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -

		Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and feasibility of, spot checks.

		5.1		How many beneficiaries were visited?

		5.2		How many of the beneficiaries contacted had actually received the service?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.5

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service and the completion of the source document -

		Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the service (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site/organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the service and recording of the service on the source document?

		1.4		If the service and recording of the service are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers counseled, facility-level register and/or client intake forms.

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people/cases/events recorded during the reporting period by reviewing the source document.

		3.2		Copy the number of people/cases/events reported by the site/organization during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, cross checks may be performed by comparing the number of persons receiving the service by the a

		CROSS CHECK 1:  Between the distribution records from suppliers and the stock records at the site.  Was this cross check performed?

		4.1		List the type of commodity (e.g., bed net, condom, anti-malarial medication, etc) that was distributed during the service.

		4.2		Enter the number of commodities issued to the site during the reporting period.

		4.3		Enter the number of commodities received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.4		If a discrepancy between issued and received commodities occurred during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and commodities distributed by the site.  Was this cross check performed?

		4.5		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of commodities received by the site during the reporting period.

		4.7		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of commodities distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -

		Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and feasibility of, spot checks.

		5.1		How many beneficiaries were visited?

		5.2		How many of the beneficiaries contacted had actually received the service?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.6

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service and the completion of the source document -

		Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the service (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site/organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the service and recording of the service on the source document?

		1.4		If the service and recording of the service are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers counseled, facility-level register and/or client intake forms.

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people/cases/events recorded during the reporting period by reviewing the source document.

		3.2		Copy the number of people/cases/events reported by the site/organization during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, cross checks may be performed by comparing the number of persons receiving the service by the a

		CROSS CHECK 1:  Between the distribution records from suppliers and the stock records at the site.  Was this cross check performed?

		4.1		List the type of commodity (e.g., bed net, condom, anti-malarial medication, etc) that was distributed during the service.

		4.2		Enter the number of commodities issued to the site during the reporting period.

		4.3		Enter the number of commodities received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.4		If a discrepancy between issued and received commodities occurred during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and commodities distributed by the site.  Was this cross check performed?

		4.5		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of commodities received by the site during the reporting period.

		4.7		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of commodities distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -

		Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and feasibility of, spot checks.

		5.1		How many beneficiaries were visited?

		5.2		How many of the beneficiaries contacted had actually received the service?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Intermediate Level 2

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 2.1

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service and the completion of the source document -

		Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the service (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site/organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the service and recording of the service on the source document?

		1.4		If the service and recording of the service are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers counseled, facility-level register and/or client intake forms.

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people/cases/events recorded during the reporting period by reviewing the source document.

		3.2		Copy the number of people/cases/events reported by the site/organization during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, cross checks may be performed by comparing the number of persons receiving the service by the a

		CROSS CHECK 1:  Between the distribution records from suppliers and the stock records at the site.  Was this cross check performed?

		4.1		List the type of commodity (e.g., bed net, condom, anti-malarial medication, etc) that was distributed during the service.

		4.2		Enter the number of commodities issued to the site during the reporting period.

		4.3		Enter the number of commodities received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.4		If a discrepancy between issued and received commodities occurred during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and commodities distributed by the site.  Was this cross check performed?

		4.5		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of commodities received by the site during the reporting period.

		4.7		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of commodities distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -

		Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and feasibility of, spot checks.

		5.1		How many beneficiaries were visited?

		5.2		How many of the beneficiaries contacted had actually received the service?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.2

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service and the completion of the source document -

		Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the service (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site/organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the service and recording of the service on the source document?

		1.4		If the service and recording of the service are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers counseled, facility-level register and/or client intake forms.

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people/cases/events recorded during the reporting period by reviewing the source document.

		3.2		Copy the number of people/cases/events reported by the site/organization during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, cross checks may be performed by comparing the number of persons receiving the service by the a

		CROSS CHECK 1:  Between the distribution records from suppliers and the stock records at the site.  Was this cross check performed?

		4.1		List the type of commodity (e.g., bed net, condom, anti-malarial medication, etc) that was distributed during the service.

		4.2		Enter the number of commodities issued to the site during the reporting period.

		4.3		Enter the number of commodities received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.4		If a discrepancy between issued and received commodities occurred during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and commodities distributed by the site.  Was this cross check performed?

		4.5		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of commodities received by the site during the reporting period.

		4.7		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of commodities distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -

		Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and feasibility of, spot checks.

		5.1		How many beneficiaries were visited?

		5.2		How many of the beneficiaries contacted had actually received the service?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.3

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service and the completion of the source document -

		Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the service (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site/organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the service and recording of the service on the source document?

		1.4		If the service and recording of the service are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers counseled, facility-level register and/or client intake forms.

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people/cases/events recorded during the reporting period by reviewing the source document.

		3.2		Copy the number of people/cases/events reported by the site/organization during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, cross checks may be performed by comparing the number of persons receiving the service by the a

		CROSS CHECK 1:  Between the distribution records from suppliers and the stock records at the site.  Was this cross check performed?

		4.1		List the type of commodity (e.g., bed net, condom, anti-malarial medication, etc) that was distributed during the service.

		4.2		Enter the number of commodities issued to the site during the reporting period.

		4.3		Enter the number of commodities received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.4		If a discrepancy between issued and received commodities occurred during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and commodities distributed by the site.  Was this cross check performed?

		4.5		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of commodities received by the site during the reporting period.

		4.7		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of commodities distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -

		Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and feasibility of, spot checks.

		5.1		How many beneficiaries were visited?

		5.2		How many of the beneficiaries contacted had actually received the service?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.4

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service and the completion of the source document -

		Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the service (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site/organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the service and recording of the service on the source document?

		1.4		If the service and recording of the service are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers counseled, facility-level register and/or client intake forms.

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people/cases/events recorded during the reporting period by reviewing the source document.

		3.2		Copy the number of people/cases/events reported by the site/organization during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, cross checks may be performed by comparing the number of persons receiving the service by the a

		CROSS CHECK 1:  Between the distribution records from suppliers and the stock records at the site.  Was this cross check performed?

		4.1		List the type of commodity (e.g., bed net, condom, anti-malarial medication, etc) that was distributed during the service.

		4.2		Enter the number of commodities issued to the site during the reporting period.

		4.3		Enter the number of commodities received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.4		If a discrepancy between issued and received commodities occurred during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and commodities distributed by the site.  Was this cross check performed?

		4.5		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of commodities received by the site during the reporting period.

		4.7		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of commodities distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -

		Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and feasibility of, spot checks.

		5.1		How many beneficiaries were visited?

		5.2		How many of the beneficiaries contacted had actually received the service?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.5

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service and the completion of the source document -

		Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the service (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site/organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the service and recording of the service on the source document?

		1.4		If the service and recording of the service are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers counseled, facility-level register and/or client intake forms.

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people/cases/events recorded during the reporting period by reviewing the source document.

		3.2		Copy the number of people/cases/events reported by the site/organization during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, cross checks may be performed by comparing the number of persons receiving the service by the a

		CROSS CHECK 1:  Between the distribution records from suppliers and the stock records at the site.  Was this cross check performed?

		4.1		List the type of commodity (e.g., bed net, condom, anti-malarial medication, etc) that was distributed during the service.

		4.2		Enter the number of commodities issued to the site during the reporting period.

		4.3		Enter the number of commodities received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.4		If a discrepancy between issued and received commodities occurred during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and commodities distributed by the site.  Was this cross check performed?

		4.5		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of commodities received by the site during the reporting period.

		4.7		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of commodities distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -

		Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and feasibility of, spot checks.

		5.1		How many beneficiaries were visited?

		5.2		How many of the beneficiaries contacted had actually received the service?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.6

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service and the completion of the source document -

		Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the service (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site/organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the service and recording of the service on the source document?

		1.4		If the service and recording of the service are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers counseled, facility-level register and/or client intake forms.

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people/cases/events recorded during the reporting period by reviewing the source document.

		3.2		Copy the number of people/cases/events reported by the site/organization during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, cross checks may be performed by comparing the number of persons receiving the service by the a

		CROSS CHECK 1:  Between the distribution records from suppliers and the stock records at the site.  Was this cross check performed?

		4.1		List the type of commodity (e.g., bed net, condom, anti-malarial medication, etc) that was distributed during the service.

		4.2		Enter the number of commodities issued to the site during the reporting period.

		4.3		Enter the number of commodities received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.4		If a discrepancy between issued and received commodities occurred during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and commodities distributed by the site.  Was this cross check performed?

		4.5		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of commodities received by the site during the reporting period.

		4.7		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of commodities distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -

		Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and feasibility of, spot checks.

		5.1		How many beneficiaries were visited?

		5.2		How many of the beneficiaries contacted had actually received the service?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Regional Level 2

		Regional Aggregation Level (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Regional Aggregation Site is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the Regional summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Regional Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the Regional Aggregation Site.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the Regional Aggregation Site numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Regional Aggregation Site (and released or submitted to the funding agency )

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (Regional Aggregation Site)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the Regional Aggregation Site		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers reported  by the Regional Aggregation Site for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the Regional Aggregation Site or in a database.

		1.3		What result was contained for the audited Intermediate Aggregation Site no.1 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Intermediate Aggregation Site no.2 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the Regional Aggregation Site for those Intermediate Aggregation Sites.

		1.5		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the Regional Aggregation Site should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time? (i.e., on time means that the report was able to be used in the summary report prepared by the Regional Aggregation Site)

		Calculate % On time Reports						-

		2.4		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data.)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Intermediate Level 3

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 3.1

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service and the completion of the source document -

		Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the service (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site/organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the service and recording of the service on the source document?

		1.4		If the service and recording of the service are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers counseled, facility-level register and/or client intake forms.

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people/cases/events recorded during the reporting period by reviewing the source document.

		3.2		Copy the number of people/cases/events reported by the site/organization during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, cross checks may be performed by comparing the number of persons receiving the service by the a

		CROSS CHECK 1:  Between the distribution records from suppliers and the stock records at the site.  Was this cross check performed?

		4.1		List the type of commodity (e.g., bed net, condom, anti-malarial medication, etc) that was distributed during the service.

		4.2		Enter the number of commodities issued to the site during the reporting period.

		4.3		Enter the number of commodities received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.4		If a discrepancy between issued and received commodities occurred during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and commodities distributed by the site.  Was this cross check performed?

		4.5		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of commodities received by the site during the reporting period.

		4.7		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of commodities distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -

		Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and feasibility of, spot checks.

		5.1		How many beneficiaries were visited?

		5.2		How many of the beneficiaries contacted had actually received the service?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.2

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service and the completion of the source document -

		Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the service (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site/organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the service and recording of the service on the source document?

		1.4		If the service and recording of the service are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers counseled, facility-level register and/or client intake forms.

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people/cases/events recorded during the reporting period by reviewing the source document.

		3.2		Copy the number of people/cases/events reported by the site/organization during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, cross checks may be performed by comparing the number of persons receiving the service by the a

		CROSS CHECK 1:  Between the distribution records from suppliers and the stock records at the site.  Was this cross check performed?

		4.1		List the type of commodity (e.g., bed net, condom, anti-malarial medication, etc) that was distributed during the service.

		4.2		Enter the number of commodities issued to the site during the reporting period.

		4.3		Enter the number of commodities received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.4		If a discrepancy between issued and received commodities occurred during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and commodities distributed by the site.  Was this cross check performed?

		4.5		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of commodities received by the site during the reporting period.

		4.7		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of commodities distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -

		Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and feasibility of, spot checks.

		5.1		How many beneficiaries were visited?

		5.2		How many of the beneficiaries contacted had actually received the service?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.3

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service and the completion of the source document -

		Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the service (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site/organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the service and recording of the service on the source document?

		1.4		If the service and recording of the service are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers counseled, facility-level register and/or client intake forms.

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people/cases/events recorded during the reporting period by reviewing the source document.

		3.2		Copy the number of people/cases/events reported by the site/organization during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, cross checks may be performed by comparing the number of persons receiving the service by the a

		CROSS CHECK 1:  Between the distribution records from suppliers and the stock records at the site.  Was this cross check performed?

		4.1		List the type of commodity (e.g., bed net, condom, anti-malarial medication, etc) that was distributed during the service.

		4.2		Enter the number of commodities issued to the site during the reporting period.

		4.3		Enter the number of commodities received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.4		If a discrepancy between issued and received commodities occurred during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and commodities distributed by the site.  Was this cross check performed?

		4.5		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of commodities received by the site during the reporting period.

		4.7		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of commodities distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -

		Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and feasibility of, spot checks.

		5.1		How many beneficiaries were visited?

		5.2		How many of the beneficiaries contacted had actually received the service?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.4

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service and the completion of the source document -

		Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the service (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site/organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the service and recording of the service on the source document?

		1.4		If the service and recording of the service are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers counseled, facility-level register and/or client intake forms.

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people/cases/events recorded during the reporting period by reviewing the source document.

		3.2		Copy the number of people/cases/events reported by the site/organization during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, cross checks may be performed by comparing the number of persons receiving the service by the a

		CROSS CHECK 1:  Between the distribution records from suppliers and the stock records at the site.  Was this cross check performed?

		4.1		List the type of commodity (e.g., bed net, condom, anti-malarial medication, etc) that was distributed during the service.

		4.2		Enter the number of commodities issued to the site during the reporting period.

		4.3		Enter the number of commodities received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.4		If a discrepancy between issued and received commodities occurred during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and commodities distributed by the site.  Was this cross check performed?

		4.5		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of commodities received by the site during the reporting period.

		4.7		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of commodities distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -

		Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and feasibility of, spot checks.

		5.1		How many beneficiaries were visited?

		5.2		How many of the beneficiaries contacted had actually received the service?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.5

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service and the completion of the source document -

		Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the service (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site/organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the service and recording of the service on the source document?

		1.4		If the service and recording of the service are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers counseled, facility-level register and/or client intake forms.

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people/cases/events recorded during the reporting period by reviewing the source document.

		3.2		Copy the number of people/cases/events reported by the site/organization during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, cross checks may be performed by comparing the number of persons receiving the service by the a

		CROSS CHECK 1:  Between the distribution records from suppliers and the stock records at the site.  Was this cross check performed?

		4.1		List the type of commodity (e.g., bed net, condom, anti-malarial medication, etc) that was distributed during the service.

		4.2		Enter the number of commodities issued to the site during the reporting period.

		4.3		Enter the number of commodities received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.4		If a discrepancy between issued and received commodities occurred during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and commodities distributed by the site.  Was this cross check performed?

		4.5		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of commodities received by the site during the reporting period.

		4.7		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of commodities distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -

		Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and feasibility of, spot checks.

		5.1		How many beneficiaries were visited?

		5.2		How many of the beneficiaries contacted had actually received the service?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.6

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service and the completion of the source document -

		Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the service (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site/organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the service and recording of the service on the source document?

		1.4		If the service and recording of the service are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers counseled, facility-level register and/or client intake forms.

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people/cases/events recorded during the reporting period by reviewing the source document.

		3.2		Copy the number of people/cases/events reported by the site/organization during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, cross checks may be performed by comparing the number of persons receiving the service by the a

		CROSS CHECK 1:  Between the distribution records from suppliers and the stock records at the site.  Was this cross check performed?

		4.1		List the type of commodity (e.g., bed net, condom, anti-malarial medication, etc) that was distributed during the service.

		4.2		Enter the number of commodities issued to the site during the reporting period.

		4.3		Enter the number of commodities received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.4		If a discrepancy between issued and received commodities occurred during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and commodities distributed by the site.  Was this cross check performed?

		4.5		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of commodities received by the site during the reporting period.

		4.7		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of commodities distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -

		Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and feasibility of, spot checks.

		5.1		How many beneficiaries were visited?

		5.2		How many of the beneficiaries contacted had actually received the service?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Intermediate Level 4

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 4.1

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service and the completion of the source document -

		Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the service (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site/organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the service and recording of the service on the source document?

		1.4		If the service and recording of the service are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers counseled, facility-level register and/or client intake forms.

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people/cases/events recorded during the reporting period by reviewing the source document.

		3.2		Copy the number of people/cases/events reported by the site/organization during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, cross checks may be performed by comparing the number of persons receiving the service by the a

		CROSS CHECK 1:  Between the distribution records from suppliers and the stock records at the site.  Was this cross check performed?

		4.1		List the type of commodity (e.g., bed net, condom, anti-malarial medication, etc) that was distributed during the service.

		4.2		Enter the number of commodities issued to the site during the reporting period.

		4.3		Enter the number of commodities received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.4		If a discrepancy between issued and received commodities occurred during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and commodities distributed by the site.  Was this cross check performed?

		4.5		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of commodities received by the site during the reporting period.

		4.7		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of commodities distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -

		Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and feasibility of, spot checks.

		5.1		How many beneficiaries were visited?

		5.2		How many of the beneficiaries contacted had actually received the service?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.2

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service and the completion of the source document -

		Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the service (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site/organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the service and recording of the service on the source document?

		1.4		If the service and recording of the service are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers counseled, facility-level register and/or client intake forms.

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people/cases/events recorded during the reporting period by reviewing the source document.

		3.2		Copy the number of people/cases/events reported by the site/organization during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, cross checks may be performed by comparing the number of persons receiving the service by the a

		CROSS CHECK 1:  Between the distribution records from suppliers and the stock records at the site.  Was this cross check performed?

		4.1		List the type of commodity (e.g., bed net, condom, anti-malarial medication, etc) that was distributed during the service.

		4.2		Enter the number of commodities issued to the site during the reporting period.

		4.3		Enter the number of commodities received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.4		If a discrepancy between issued and received commodities occurred during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and commodities distributed by the site.  Was this cross check performed?

		4.5		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of commodities received by the site during the reporting period.

		4.7		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of commodities distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -

		Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and feasibility of, spot checks.

		5.1		How many beneficiaries were visited?

		5.2		How many of the beneficiaries contacted had actually received the service?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.3

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service and the completion of the source document -

		Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the service (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site/organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the service and recording of the service on the source document?

		1.4		If the service and recording of the service are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers counseled, facility-level register and/or client intake forms.

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people/cases/events recorded during the reporting period by reviewing the source document.

		3.2		Copy the number of people/cases/events reported by the site/organization during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, cross checks may be performed by comparing the number of persons receiving the service by the a

		CROSS CHECK 1:  Between the distribution records from suppliers and the stock records at the site.  Was this cross check performed?

		4.1		List the type of commodity (e.g., bed net, condom, anti-malarial medication, etc) that was distributed during the service.

		4.2		Enter the number of commodities issued to the site during the reporting period.

		4.3		Enter the number of commodities received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.4		If a discrepancy between issued and received commodities occurred during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and commodities distributed by the site.  Was this cross check performed?

		4.5		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of commodities received by the site during the reporting period.

		4.7		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of commodities distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -

		Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and feasibility of, spot checks.

		5.1		How many beneficiaries were visited?

		5.2		How many of the beneficiaries contacted had actually received the service?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.4

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service and the completion of the source document -

		Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the service (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site/organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the service and recording of the service on the source document?

		1.4		If the service and recording of the service are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers counseled, facility-level register and/or client intake forms.

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people/cases/events recorded during the reporting period by reviewing the source document.

		3.2		Copy the number of people/cases/events reported by the site/organization during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, cross checks may be performed by comparing the number of persons receiving the service by the a

		CROSS CHECK 1:  Between the distribution records from suppliers and the stock records at the site.  Was this cross check performed?

		4.1		List the type of commodity (e.g., bed net, condom, anti-malarial medication, etc) that was distributed during the service.

		4.2		Enter the number of commodities issued to the site during the reporting period.

		4.3		Enter the number of commodities received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.4		If a discrepancy between issued and received commodities occurred during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and commodities distributed by the site.  Was this cross check performed?

		4.5		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of commodities received by the site during the reporting period.

		4.7		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of commodities distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -

		Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and feasibility of, spot checks.

		5.1		How many beneficiaries were visited?

		5.2		How many of the beneficiaries contacted had actually received the service?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.5

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service and the completion of the source document -

		Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the service (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site/organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the service and recording of the service on the source document?

		1.4		If the service and recording of the service are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers counseled, facility-level register and/or client intake forms.

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people/cases/events recorded during the reporting period by reviewing the source document.

		3.2		Copy the number of people/cases/events reported by the site/organization during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, cross checks may be performed by comparing the number of persons receiving the service by the a

		CROSS CHECK 1:  Between the distribution records from suppliers and the stock records at the site.  Was this cross check performed?

		4.1		List the type of commodity (e.g., bed net, condom, anti-malarial medication, etc) that was distributed during the service.

		4.2		Enter the number of commodities issued to the site during the reporting period.

		4.3		Enter the number of commodities received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.4		If a discrepancy between issued and received commodities occurred during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and commodities distributed by the site.  Was this cross check performed?

		4.5		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of commodities received by the site during the reporting period.

		4.7		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of commodities distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -

		Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and feasibility of, spot checks.

		5.1		How many beneficiaries were visited?

		5.2		How many of the beneficiaries contacted had actually received the service?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.6

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of People benefiting from Community-based Programmes

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service and the completion of the source document -

		Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the service (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site/organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the service and recording of the service on the source document?

		1.4		If the service and recording of the service are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers counseled, facility-level register and/or client intake forms.

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people/cases/events recorded during the reporting period by reviewing the source document.

		3.2		Copy the number of people/cases/events reported by the site/organization during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, cross checks may be performed by comparing the number of persons receiving the service by the a

		CROSS CHECK 1:  Between the distribution records from suppliers and the stock records at the site.  Was this cross check performed?

		4.1		List the type of commodity (e.g., bed net, condom, anti-malarial medication, etc) that was distributed during the service.

		4.2		Enter the number of commodities issued to the site during the reporting period.

		4.3		Enter the number of commodities received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.4		If a discrepancy between issued and received commodities occurred during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and commodities distributed by the site.  Was this cross check performed?

		4.5		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of commodities received by the site during the reporting period.

		4.7		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of commodities distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -

		Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and feasibility of, spot checks.

		5.1		How many beneficiaries were visited?

		5.2		How many of the beneficiaries contacted had actually received the service?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





SUMMARY_TABLE

		Important Note:  This table may need to be revised if a different sampling scheme is used or if not all intermediate aggregation sites include three service delivery sites.  It is important to carefully revise this table if a different sampling strategy (other than 4 intermediate aggregation level sites/districts and 3 service delivery sites per intermediate aggregation level site) is used in the Data Quality Audit.  Careful revision will be needed to ensure that all relevant data are used to measure the summary statistics.  If the worksheets are modified (e.g. worksheets added), it is critical to ensure that all formulas (including those hidden in columns) are reviewed by an expert in Excel.

										Step 1						Step 2						Step 3		Step 4

		SUMMARY TABLE

Trace and Verify								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Verified Counts at Audited Sites		Reported Count at Audited Sites		Site and Unadjusted District Verification Factors)		Observed Reported Count from All Sites in the "District"		Reported Count from the "District" at the M&E Unit (e.g. National Level)		Adjustment Factor  Rdi/Rni		Adjusted District Verification Factors		VF (Weight)		Total Verification Factor		% Available Reports		%  On-time Reports		% Complete Reports		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Lower 95% CI limit		Upper 95% CI limit		number of districts		Degrees of freedom t-distribution

		M&E Unit																																																df		P(2-tailed) = 0.025

		-		-						0.00		0.00				0.00		0.00						0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Intermediate Aggregation Level Sites and Service Delivery Sites																																																2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-																		3.00		3.18

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-																4.00		2.78

		1.1		-						0.00		0.00		-																																				5.00		2.57

		1.2		-						0.00		0.00		-

		1.3		-						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		1.6		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						0.00		0.00		-

		2.2		-						0.00		0.00		-

		2.3		-						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		2.6		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		3.6		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

		4.6		-						0.00		0.00		-

				Service Point Summary						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-

		11		-						0.00		0.00		-

		12		-						0.00		0.00		-





Summary_Statistics_No IAS

		DQA Summary Statistics (no Intermediate Aggregation Sites)

																																																																																-

																																																																																-

																																																																																-

																																																																																-

																																																																																-





Summary_Statistics_No IAS

										% Available Reports		% Available Reports		% Available Reports



5

4

3

% Available Reports

%  On-time Reports

% Complete Reports

Performance indicators

Percent

Summary of Reporting from DQA

0

0

0



SUMMARY_STATISTICS_2 IAL

		Service Point Summary		Service Point Summary		Service Point Summary

		-		-		-

		-		-		-

		-		-		-

		-		-		-



Site Verification factors for DQA

0

0

0

0

0



SUMMARY_STATISTICS

		DQA Summary Statistics

																																																																																Accuracy		Availability		Timeliness		Completeness

																																																																												7		-		-		-		-		-

																																																																												6		-		-		-		-		-

																																																																												5		-		-		-		-		-

																																																																												4		-		-		-		-		-

																																																																												3		-		-		-		-		-

																																																																												2		-		-		-		-		-

																																																																												1		-		-		-		-		-





SUMMARY_STATISTICS

		0		0		0		0		0		0		0



-

-

-

-

-

-

-

Total and Adjusted District 
Verification Factors from DQA



		0		0		0		0		0		0		0



-

-

-

-

-

-

-

% Available Reports from DQA



		-		-		-		-		-		-



-

-

-

-

-

-

% On Time Reports from DQA

0

0

0

0

0

0



		0		0		0		0		0		0		0



-

-

-

-

-

-

-

% Complete Reports from DQA



		DQA Summary Statistics

																																																																																				Accuracy		Availability		Timeliness		Completeness

																																																																																5		-		-		-		-		-

																																																																																4		-		-		-		-		-

																																																																																3		-		-		-		-		-

																																																																																2		-		-		-		-		-

																																																																																1		-		-		-		-		-





		0		0		0		0		0



-

-

-

-

-

Total and Adjusted District Verification Factors from DQA



		0		0		0		0		0



-

-

-

-

-

% Available Reports from DQA



		0		0		0		0		0



-

-

-

-

-

% On Time Reports from DQA



		0		0		0		0		0



-

-

-

-

-

% Complete Reports from DQA
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INSTRUCTIONS

		INSTRUCTIONS (Protocol 2 - Data Verification)

		Note:  The Audit Team should read the document "Data Quality Audit:  Guidelines for Implementation" in addition to these instructions prior to administering this protocol.

		OBJECTIVE

		The objective of this protocol is to (1) recount and verify the accuracy of reported data at selected sites; and (2) review the timeliness, completeness and availability of reports.

		CONTENT

		This Data Verification Protocol relates to the indicator: Number of Service Deliverers Trained.  Indeed, because there can be significant differences between types of indicators and service delivery sites - e.g., health-based (clinics) and community-based sites, the DQA includes Indicator-specific Protocols with specific information and data quality challenges related to the indicator (e.g., the risk of double counting). This information is incorporated into the 5-steps of the protocol, which are outlined  below. 

The protocol begins with a description of the service(s) associated with the indicator to orient the Audit Team to the service being given and thus, what is being “counted” to measure the indicator.  This will help lead the Audit Team to the relevant source documents, which can be significantly different for various indicators (e.g., patient records, laboratory reports, training logs, etc).

The data verification takes place in two stages:

(1) In-depth verifications at the Service Delivery Points (SDPs); and
(2) Follow-up verifications at the relevant Intermediate Aggregation Levels (IALs) and at the Program/project M&E Unit. 
  
Typically, programs will have a 3-tier reporting system; In other words, the data will flow from Service Delivery Points (SDPs), 
to one Intermediate Aggregation Level (i.e., a Region or a District), and then to the central M&E Unit.

However, in some countries, SDPs may report directly to the central M&E Unit, without passing through Intermediate 
Aggregation Levels (IALs). In other countries, there could be two (or more) IALs with data being aggregated, for example,
at the District and then at the Provincial level before reaching the central M&E Unit. In such cases (i.e., a 2-tier or 4-tier reporting
system), the Data Verification Protocol will need to be adapted (as explained in the below).

		Editing the content of the Excel Template
The Excel Templates should be modified with care.  To enable the selective addition or removal of tabs for the different sites and 
levels the templates have been programmed in VBA (Visual Basic for Applications).  Modifications to the worksheets can disrupt the
programming and render the template inoperable.  However, it is possible to make certain changes that will make the template more 
useful during the DQA, and more descriptive of the information system.  For example, additional cross-checks and spot-checks can be
added to individual worksheets provided they are added at the bottom of the worksheet. Please do not 'insert' rows or columns in the
middle of the sheet as this could alter the calculation of certain performance indicators.  Other additions to the sheets can also be 
made at the bottom of the worksheet.

Up to six Service Delivery Sites within four Intermediate Aggregation Sites can be selected (i.e. 24 sites) so it is unlikely that service
points or intermediate sites will need to be added to "Information Page".   Simply select the desired number of each from the dropdown
lists on the “HEADER” page.  These selections can be modified later if need be.

It is acceptable to rename worksheet tabs as needed.

The worksheets are protected to guard against inadvertent changes to the contents .  To edit the contents of cells, unprotect the
worksheets by selecting 'Protection' from the 'Tools' pull-down menu.  Then select 'Unprotect'.  Remember to Re-protect the worksheet
after making the modifications.

		AUDITORS INSTRUCTIONS FOR USING THE PROTOCOL

		Service Delivery Points – 5 Types of Data Verifications

The first stage of the data-verification occurs at the Service Delivery Points. There are five types of standard data-verification steps that can be performed at this level :

1 - Description:  Describe the connection between the delivery of services/commodities and the completion of the source document that records that service delivery.

2 - Documentation Review:  Review availability and completeness of all indicator source documents for the selected reporting period.

3 - Trace and Verification:  Trace and verify reported numbers: (1) Recount the reported numbers from available source documents; (2) Compare the verified numbers to the site reported number; (3) Identify reasons for any differences. 

4 - Cross-checks:  Perform “cross-checks” of the verified report totals with other data-sources (e.g. inventory records, laboratory reports, registers, etc.).

5 - Spot-checks:  Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations.

		Intermediate Aggregation Levels (IALs) and Central M&E Unit – 2 Types of Data Verifications

The second stage of the data-verification occurs at the Intermediate Aggregation Levels (e.g., Districts, Regions) and at the Program/project M&E Unit. 

1 - Documentation Review:  Review availability, timeliness and completeness of expected reports from Service Delivery Points for the selected reporting period.

2 - Trace and Verification:  Trace and verify reported numbers: (1) Re-aggregate the numbers submitted by the Service Delivery Points; (2) Compare the verified counts to the numbers submitted to the next level (e.g., Central M&E Unit); (3) Identify reasons for any differences.

		Instructions for a "2-tier" or "4-tier" reporting system:

Selecting Levels and Sites
The Protocol 2:  Data Verification Excel template is designed to follow the DQA sampling methodology with regard to the selection of Intermediate Aggregation Levels and Service Delivery Sites.  On the "HEADER" tab, the Auditing Team can select the number of Intermediate Aggregation Sites, and the number of Service Delivery Sites reporting to each Intermediate Aggregation Site, according to the understanding reached with the Organization Commissioning the DQA.  In the event there more than, or less than, one intermediary level to the flow of data from service delivery level to the national level, the required numbers of intermediate levels and sites per level can be selected.  First select the number of Intermediate Aggregation Levels (e.g. region or district).  If the data passes through both the region and the district, select two levels.  If the data only passes through the district before being sent to national level, select one level.  In some countries the data is reported from the service delivery point directly to national level.  In this case, select zero intermediate levels.  

Next select the number of sites within each intermediate level.  The most likely sampling scheme calls for the random selection of three clusters (intermediate sites), 
and three Service Delivery Sites within each cluster.  In the event of two intermediate levels, the sampling scheme will most likely be two regional clusters, with two
district clusters within each region.  Then two service points will be selected within each district cluster for a total of eight Service Delivery Sites.  Modifications to 
this sampling scheme may become necessary due to constraints of time, distance and resources.  All changes to the methodology should be agreed upon with the 
Organization Commissioning the DQA before the field visits.

		Instructions for filling in the columns of the checklist:

A list of questions appears on the left on each worksheet (column B).  The Audit Team should read each question (statement) and  complete columns C/D, E, F and G.  Column C has a pull down menu (in the right bottom corner) for each question with response categories: "Yes - completely", "Partly", "No - not at all" and "N/A".  Column D should be used to enter numbers or percentages (which will be used in the calculations). Column E is for auditor notes and column F should be filled in with "Yes" if the Audit Team deems that issues raised by the response to a question(statement) are sufficient to require a "Recommendation Note" to the Program/project.

		OUTPUTS

		Based on all responses to the questions, the following Summary Statistics will be produced:

- Accuracy of Reported Data through the calculation of Verification Factors  generated from the recounting exercise performed at each level of the reporting system (i.e., percentage comparison of the reported numbers for the selected indicators to the verified numbers); 

- Availability, Completeness and Timeliness Reports through percentages calculated at the Intermediate Aggregation Level(s) and the M&E Unit.

		Interpretation of the Output:

Mathematical modeling of the modified two-stage cluster sampling technique used by the DQA has determined that the precision of estimates of the verification factor for immunization coverage data is too low for realistic use at the national level.  In simulations, Woodard et al(1) found that up to 30 districts would need to be sampled to achieve precision in the neighborhood of +/-10%.  Given the investment of time, staff and financial resources required to visit 30 districts, the calculation of a precise national verification factor is unlikely.  

That said, it is possible to gain an insight into the overall quality of data in a Program/project without reliance on the national estimate of VF.  The qualitative aspects of the DQA are adequate to determine the strengths and weaknesses of a given reporting system.  For example, if indicator definitions are poorly understood in a majority of a representative sample of sites, it is quite likely that indicator definitions are poorly understood in non-sampled districts as well.  The recounting of indicators and comparison with reported values for a sample of sites is similarly adequate to determine in a general sense whether data quality is good, mediocre or poor, even without the
benefit of a precise national estimate.   Missing reports or large disparities between recounted and reported results in a handful of
sites is indicative of similar disparities elsewhere.  

Ultimately, the national verification factor should be interpreted with caution.  For the purposes of the Data Quality Audit it should be 
used as an indication of data quality (or lack of data quality), rather than an exact measure.   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA)
  Ann Epidemiol  2007;17:628–633.





SERVICE DESCRIPTION

		SERVICE DESCRIPTION (Protocol 2 - Data Verification)

		Background Information on Service Deliverers Trained

This indicator measures the progress towards creating a cadre of trained health professionals and peer educators/community members/volunteers to carry out specific activities and attain the level of competency to fulfill their roles. 

Training refers to new training or retraining of individuals and assumes that training is conducted according to national or international standards when these exist. Training must have specific learning objectives, a course outline or curriculum, and expected knowledge, skills and/or competencies to be gained by participants. Only participants who complete the full training course should be counted.

		Description of Training

		Training is one of the primary interventions for improving the performance of people who will or are delivering services, e.g. treatment, counseling, testing, making referrals, etc. 

Various approaches can be used. Trainings may be instructor-led or technology-assisted, be conducted on-the-job or involve distance learning. They may be conducted in a classroom setting or involve an exchange visit. 

The duration of trainings may vary considerable, ranging from a few hours to several years.

		Training is applied across a broad range of content areas including policy, management, quality assurance, logistics, community education, and clinical.

Training refers to new training or retraining of individuals and assumes that training is conducted according to national or international standards when these exist. 

Trainings must have the following characteristics in order to be counted as such:
• Learning objectives
• Course outline or curriculum
• Expected knowledge, skills and/or competencies to be gained by the participants.

Only participants who completed the full training course should be counted.  Note that competion of training is not judged on competency-based criteria in counting numbers of people trained.

		Potential Source Documents for Training

		Organizations providing training maintain various documentation of training.  The primary source document may be some variation on an attendance sheet, which should have the original signatures of the participants.   Some organizations maintrain computerized databases of the people they have trained.

		For data verification purposees, the attendance sheets of training participants should also be accompanied by the course curriculum, learing objectives and expected knowledge, skills and/or competencies that result from the training. Only training with these three characteristics should be counted in the data verification.

		Furthermore, the source document should provide evidence that participants completed the full training.
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		B- BACKGROUND INFORMATION FOR COMPLETION OF TRACE AND VERIFY INDICATOR DATA PROTOCOL

		Name of Orgnization Implementing the DQA

		Country

		Program Area(s)

		Indicator(s)

		Grant Number(s)

		M&E Management Unit at Central Level

		Name of Site																Date of Audit

		1-

		Regional Sites

		Name of Site																Date of Audit

		1

		2

		Intermediate Aggregation Sites (IAS)

		Name of Site																Date of Audit

		1

		2

		3

		4

		-		add more lines as needed

		Service Delivery Points (SDPs)

		Name of Site																Date of Audit

		1.1

		1.2

		1.3

		1.4

		1.5

		1.6

		2.1

		2.2

		2.3

		2.4

		2.5

		2.6

		3.1

		3.2

		3.3

		3.4

		3.5

		3.6

		4.1

		4.2

		4.3

		4.4

		4.5

		4.6

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10

		11

		12





M&E_Unit

		M&E Unit (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the M&E Unit is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the M&E summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				M&E Unit:		-								Need for Recommendation (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		0.  Recording and Reporting System for Training

		0.1		Describe the training being audited.

		0.2		Describe the recording and reporting system related to the training (i.e. from initial recording of the training on source documents to the reporting of aggregated numbers to the M&E Unit). Please describe when recording of the service takes place, on what form(s) and by which staff member(s).

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the M&E Unit.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the M&E Unit numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the M&E Unit (and released or submitted to the funding agency)

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (M&E Unit)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the M&E Unit		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers used by the M&E Unit for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the M&E Unit or in a database.

		1.3		What result was contained for the audited Regional Aggregation Site no.1 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.1		What result was contained for the audited Intermediate Aggregation Site no.1 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.2		What result was contained for the audited Intermediate Aggregation Site no.2 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Regional Aggregation Site no.2 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.3		What result was contained for the audited Intermediate Aggregation Site no.3 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.4		What result was contained for the audited Intermediate Aggregation Site no.4 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the M&E Unit for those Intermediate Aggregation Sites.

		1.4		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the M&E Unit should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 1

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TRAINING - Describe the connection between the delivery of the training and the completion of the source document -

		Indicator-specific notes for the Data Verification Team:   The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the training provided. Determine the source document used to record the training and participation in the training at the training site.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the training (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the training organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the training and recording of the training on the source document?

		1.4		If the training and recording of the training are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Data Verification Team:  Source documents may be registration forms/lists, attendance sheets/forms, or training reports.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents (e.g. training attendance sheets matched with course curricula) complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		2.4		Describe what methods the organization conducting the trainings uses to calculate how many people were trained and what, if any, tools are used for this purpose.

		B)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts of people trained.		Indcator-specific notes for auditor:

		2.5		What procedures (in terms of documentation) does the training organizer follow when one or more participants do not complete the training for various reasons?

		2.6		Did all the trainings (conducted during the reporting period) have specific learning objectives, a course outline or curriculum and expected knowledge, skills and/or competencies to be gained by participants?

(Note: if it is not possible to review all training courses, select 3-5 training courses randomly and review them accordingly)

		2.7		Determine what procedures the training organizer took, if any, to address double-counting which may emerge when (1) the training event is organized by one organization but facilitated by another organization, both of whom report on their activities to the same donor agency, (2) a participant attends the same training more than once.

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Data Verification Team:  Data quality issues: This indicator may be inflated because (1) workshops may be counted as trainings despite the fact that they do not meet the criteria of having a curriculum, learning objectives and expected knowledge, skills and/or competencies to be gained by participants, (2)  training participants may be double-counted because training is facilitated by one organization but organized by another organization, each of whom may report this indicator to the same donor, and (3) participants may be counted as being trained despite the fact that they did not complete the training.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Count the number of service deliverers recorded as having been trained during the reporting period according to the source documents (attendance sheets and evidence that the training meets the acceptable criteria to be counted as training)

		3.2		Copy the number of service deliverers trained during the period under review as reported by the site.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for Verification Team   Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross-checks may be conducted by comparing registration forms, if available, with training reports.

		CROSS-CHECK 1 :  Training Curricula with Dates vs. Training Venue Receipts. Was this cross check performed?

		4.1		Choose 5% of the trainings listed as having been completed (or up to 10 trainings)  and review the dates of the training.  How many trainings were selected?

		4.2		Locate the receipts for training venues and compare dates.  For how many trainings were there receipts for the training venue?

		Calculate % difference in Cross Check 1.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of training -

		Indicator-specific notes for Verification Team:   Identify one or more participants at a recent training event and verify with them his/her attendance (and completion) at the training event.

		5.1		How many former training participants were visited?

		5.2		How many confirmed that they attended and completed the training event?

		Calculate % difference between persons recorded as having been trained and those stating that they attended the event.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TRAINING - Describe the connection between the delivery of the training and the completion of the source document -

		Indicator-specific notes for the Data Verification Team:   The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the training provided. Determine the source document used to record the training and participation in the training at the training site.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the training (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the training organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the training and recording of the training on the source document?

		1.4		If the training and recording of the training are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Data Verification Team:  Source documents may be registration forms/lists, attendance sheets/forms, or training reports.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents (e.g. training attendance sheets matched with course curricula) complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		2.4		Describe what methods the organization conducting the trainings uses to calculate how many people were trained and what, if any, tools are used for this purpose.

		B)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts of people trained.		Indcator-specific notes for auditor:

		2.5		What procedures (in terms of documentation) does the training organizer follow when one or more participants do not complete the training for various reasons?

		2.6		Did all the trainings (conducted during the reporting period) have specific learning objectives, a course outline or curriculum and expected knowledge, skills and/or competencies to be gained by participants?

(Note: if it is not possible to review all training courses, select 3-5 training courses randomly and review them accordingly)

		2.7		Determine what procedures the training organizer took, if any, to address double-counting which may emerge when (1) the training event is organized by one organization but facilitated by another organization, both of whom report on their activities to the same donor agency, (2) a participant attends the same training more than once.

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Data Verification Team:  Data quality issues: This indicator may be inflated because (1) workshops may be counted as trainings despite the fact that they do not meet the criteria of having a curriculum, learning objectives and expected knowledge, skills and/or competencies to be gained by participants, (2)  training participants may be double-counted because training is facilitated by one organization but organized by another organization, each of whom may report this indicator to the same donor, and (3) participants may be counted as being trained despite the fact that they did not complete the training.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Count the number of service deliverers recorded as having been trained during the reporting period according to the source documents (attendance sheets and evidence that the training meets the acceptable criteria to be counted as training)

		3.2		Copy the number of service deliverers trained during the period under review as reported by the site.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for Verification Team   Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross-checks may be conducted by comparing registration forms, if available, with training reports.

		CROSS-CHECK 1 :  Training Curricula with Dates vs. Training Venue Receipts. Was this cross check performed?

		4.1		Choose 5% of the trainings listed as having been completed (or up to 10 trainings)  and review the dates of the training.  How many trainings were selected?

		4.2		Locate the receipts for training venues and compare dates.  For how many trainings were there receipts for the training venue?

		Calculate % difference in Cross Check 1.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of training -

		Indicator-specific notes for Verification Team:   Identify one or more participants at a recent training event and verify with them his/her attendance (and completion) at the training event.

		5.1		How many former training participants were visited?

		5.2		How many confirmed that they attended and completed the training event?

		Calculate % difference between persons recorded as having been trained and those stating that they attended the event.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TRAINING - Describe the connection between the delivery of the training and the completion of the source document -

		Indicator-specific notes for the Data Verification Team:   The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the training provided. Determine the source document used to record the training and participation in the training at the training site.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the training (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the training organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the training and recording of the training on the source document?

		1.4		If the training and recording of the training are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Data Verification Team:  Source documents may be registration forms/lists, attendance sheets/forms, or training reports.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents (e.g. training attendance sheets matched with course curricula) complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		2.4		Describe what methods the organization conducting the trainings uses to calculate how many people were trained and what, if any, tools are used for this purpose.

		B)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts of people trained.		Indcator-specific notes for auditor:

		2.5		What procedures (in terms of documentation) does the training organizer follow when one or more participants do not complete the training for various reasons?

		2.6		Did all the trainings (conducted during the reporting period) have specific learning objectives, a course outline or curriculum and expected knowledge, skills and/or competencies to be gained by participants?

(Note: if it is not possible to review all training courses, select 3-5 training courses randomly and review them accordingly)

		2.7		Determine what procedures the training organizer took, if any, to address double-counting which may emerge when (1) the training event is organized by one organization but facilitated by another organization, both of whom report on their activities to the same donor agency, (2) a participant attends the same training more than once.

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Data Verification Team:  Data quality issues: This indicator may be inflated because (1) workshops may be counted as trainings despite the fact that they do not meet the criteria of having a curriculum, learning objectives and expected knowledge, skills and/or competencies to be gained by participants, (2)  training participants may be double-counted because training is facilitated by one organization but organized by another organization, each of whom may report this indicator to the same donor, and (3) participants may be counted as being trained despite the fact that they did not complete the training.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Count the number of service deliverers recorded as having been trained during the reporting period according to the source documents (attendance sheets and evidence that the training meets the acceptable criteria to be counted as training)

		3.2		Copy the number of service deliverers trained during the period under review as reported by the site.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for Verification Team   Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross-checks may be conducted by comparing registration forms, if available, with training reports.

		CROSS-CHECK 1 :  Training Curricula with Dates vs. Training Venue Receipts. Was this cross check performed?

		4.1		Choose 5% of the trainings listed as having been completed (or up to 10 trainings)  and review the dates of the training.  How many trainings were selected?

		4.2		Locate the receipts for training venues and compare dates.  For how many trainings were there receipts for the training venue?

		Calculate % difference in Cross Check 1.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of training -

		Indicator-specific notes for Verification Team:   Identify one or more participants at a recent training event and verify with them his/her attendance (and completion) at the training event.

		5.1		How many former training participants were visited?

		5.2		How many confirmed that they attended and completed the training event?

		Calculate % difference between persons recorded as having been trained and those stating that they attended the event.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TRAINING - Describe the connection between the delivery of the training and the completion of the source document -

		Indicator-specific notes for the Data Verification Team:   The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the training provided. Determine the source document used to record the training and participation in the training at the training site.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the training (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the training organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the training and recording of the training on the source document?

		1.4		If the training and recording of the training are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Data Verification Team:  Source documents may be registration forms/lists, attendance sheets/forms, or training reports.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents (e.g. training attendance sheets matched with course curricula) complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		2.4		Describe what methods the organization conducting the trainings uses to calculate how many people were trained and what, if any, tools are used for this purpose.

		B)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts of people trained.		Indcator-specific notes for auditor:

		2.5		What procedures (in terms of documentation) does the training organizer follow when one or more participants do not complete the training for various reasons?

		2.6		Did all the trainings (conducted during the reporting period) have specific learning objectives, a course outline or curriculum and expected knowledge, skills and/or competencies to be gained by participants?

(Note: if it is not possible to review all training courses, select 3-5 training courses randomly and review them accordingly)

		2.7		Determine what procedures the training organizer took, if any, to address double-counting which may emerge when (1) the training event is organized by one organization but facilitated by another organization, both of whom report on their activities to the same donor agency, (2) a participant attends the same training more than once.

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Data Verification Team:  Data quality issues: This indicator may be inflated because (1) workshops may be counted as trainings despite the fact that they do not meet the criteria of having a curriculum, learning objectives and expected knowledge, skills and/or competencies to be gained by participants, (2)  training participants may be double-counted because training is facilitated by one organization but organized by another organization, each of whom may report this indicator to the same donor, and (3) participants may be counted as being trained despite the fact that they did not complete the training.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Count the number of service deliverers recorded as having been trained during the reporting period according to the source documents (attendance sheets and evidence that the training meets the acceptable criteria to be counted as training)

		3.2		Copy the number of service deliverers trained during the period under review as reported by the site.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for Verification Team   Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross-checks may be conducted by comparing registration forms, if available, with training reports.

		CROSS-CHECK 1 :  Training Curricula with Dates vs. Training Venue Receipts. Was this cross check performed?

		4.1		Choose 5% of the trainings listed as having been completed (or up to 10 trainings)  and review the dates of the training.  How many trainings were selected?

		4.2		Locate the receipts for training venues and compare dates.  For how many trainings were there receipts for the training venue?

		Calculate % difference in Cross Check 1.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of training -

		Indicator-specific notes for Verification Team:   Identify one or more participants at a recent training event and verify with them his/her attendance (and completion) at the training event.

		5.1		How many former training participants were visited?

		5.2		How many confirmed that they attended and completed the training event?

		Calculate % difference between persons recorded as having been trained and those stating that they attended the event.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 5

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TRAINING - Describe the connection between the delivery of the training and the completion of the source document -

		Indicator-specific notes for the Data Verification Team:   The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the training provided. Determine the source document used to record the training and participation in the training at the training site.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the training (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the training organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the training and recording of the training on the source document?

		1.4		If the training and recording of the training are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Data Verification Team:  Source documents may be registration forms/lists, attendance sheets/forms, or training reports.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents (e.g. training attendance sheets matched with course curricula) complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		2.4		Describe what methods the organization conducting the trainings uses to calculate how many people were trained and what, if any, tools are used for this purpose.

		B)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts of people trained.		Indcator-specific notes for auditor:

		2.5		What procedures (in terms of documentation) does the training organizer follow when one or more participants do not complete the training for various reasons?

		2.6		Did all the trainings (conducted during the reporting period) have specific learning objectives, a course outline or curriculum and expected knowledge, skills and/or competencies to be gained by participants?

(Note: if it is not possible to review all training courses, select 3-5 training courses randomly and review them accordingly)

		2.7		Determine what procedures the training organizer took, if any, to address double-counting which may emerge when (1) the training event is organized by one organization but facilitated by another organization, both of whom report on their activities to the same donor agency, (2) a participant attends the same training more than once.

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Data Verification Team:  Data quality issues: This indicator may be inflated because (1) workshops may be counted as trainings despite the fact that they do not meet the criteria of having a curriculum, learning objectives and expected knowledge, skills and/or competencies to be gained by participants, (2)  training participants may be double-counted because training is facilitated by one organization but organized by another organization, each of whom may report this indicator to the same donor, and (3) participants may be counted as being trained despite the fact that they did not complete the training.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Count the number of service deliverers recorded as having been trained during the reporting period according to the source documents (attendance sheets and evidence that the training meets the acceptable criteria to be counted as training)

		3.2		Copy the number of service deliverers trained during the period under review as reported by the site.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for Verification Team   Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross-checks may be conducted by comparing registration forms, if available, with training reports.

		CROSS-CHECK 1 :  Training Curricula with Dates vs. Training Venue Receipts. Was this cross check performed?

		4.1		Choose 5% of the trainings listed as having been completed (or up to 10 trainings)  and review the dates of the training.  How many trainings were selected?

		4.2		Locate the receipts for training venues and compare dates.  For how many trainings were there receipts for the training venue?

		Calculate % difference in Cross Check 1.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of training -

		Indicator-specific notes for Verification Team:   Identify one or more participants at a recent training event and verify with them his/her attendance (and completion) at the training event.

		5.1		How many former training participants were visited?

		5.2		How many confirmed that they attended and completed the training event?

		Calculate % difference between persons recorded as having been trained and those stating that they attended the event.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 6

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TRAINING - Describe the connection between the delivery of the training and the completion of the source document -

		Indicator-specific notes for the Data Verification Team:   The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the training provided. Determine the source document used to record the training and participation in the training at the training site.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the training (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the training organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the training and recording of the training on the source document?

		1.4		If the training and recording of the training are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Data Verification Team:  Source documents may be registration forms/lists, attendance sheets/forms, or training reports.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents (e.g. training attendance sheets matched with course curricula) complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		2.4		Describe what methods the organization conducting the trainings uses to calculate how many people were trained and what, if any, tools are used for this purpose.

		B)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts of people trained.		Indcator-specific notes for auditor:

		2.5		What procedures (in terms of documentation) does the training organizer follow when one or more participants do not complete the training for various reasons?

		2.6		Did all the trainings (conducted during the reporting period) have specific learning objectives, a course outline or curriculum and expected knowledge, skills and/or competencies to be gained by participants?

(Note: if it is not possible to review all training courses, select 3-5 training courses randomly and review them accordingly)

		2.7		Determine what procedures the training organizer took, if any, to address double-counting which may emerge when (1) the training event is organized by one organization but facilitated by another organization, both of whom report on their activities to the same donor agency, (2) a participant attends the same training more than once.

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Data Verification Team:  Data quality issues: This indicator may be inflated because (1) workshops may be counted as trainings despite the fact that they do not meet the criteria of having a curriculum, learning objectives and expected knowledge, skills and/or competencies to be gained by participants, (2)  training participants may be double-counted because training is facilitated by one organization but organized by another organization, each of whom may report this indicator to the same donor, and (3) participants may be counted as being trained despite the fact that they did not complete the training.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Count the number of service deliverers recorded as having been trained during the reporting period according to the source documents (attendance sheets and evidence that the training meets the acceptable criteria to be counted as training)

		3.2		Copy the number of service deliverers trained during the period under review as reported by the site.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for Verification Team   Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross-checks may be conducted by comparing registration forms, if available, with training reports.

		CROSS-CHECK 1 :  Training Curricula with Dates vs. Training Venue Receipts. Was this cross check performed?

		4.1		Choose 5% of the trainings listed as having been completed (or up to 10 trainings)  and review the dates of the training.  How many trainings were selected?

		4.2		Locate the receipts for training venues and compare dates.  For how many trainings were there receipts for the training venue?

		Calculate % difference in Cross Check 1.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of training -

		Indicator-specific notes for Verification Team:   Identify one or more participants at a recent training event and verify with them his/her attendance (and completion) at the training event.

		5.1		How many former training participants were visited?

		5.2		How many confirmed that they attended and completed the training event?

		Calculate % difference between persons recorded as having been trained and those stating that they attended the event.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 7

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TRAINING - Describe the connection between the delivery of the training and the completion of the source document -

		Indicator-specific notes for the Data Verification Team:   The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the training provided. Determine the source document used to record the training and participation in the training at the training site.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the training (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the training organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the training and recording of the training on the source document?

		1.4		If the training and recording of the training are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Data Verification Team:  Source documents may be registration forms/lists, attendance sheets/forms, or training reports.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents (e.g. training attendance sheets matched with course curricula) complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		2.4		Describe what methods the organization conducting the trainings uses to calculate how many people were trained and what, if any, tools are used for this purpose.

		B)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts of people trained.		Indcator-specific notes for auditor:

		2.5		What procedures (in terms of documentation) does the training organizer follow when one or more participants do not complete the training for various reasons?

		2.6		Did all the trainings (conducted during the reporting period) have specific learning objectives, a course outline or curriculum and expected knowledge, skills and/or competencies to be gained by participants?

(Note: if it is not possible to review all training courses, select 3-5 training courses randomly and review them accordingly)

		2.7		Determine what procedures the training organizer took, if any, to address double-counting which may emerge when (1) the training event is organized by one organization but facilitated by another organization, both of whom report on their activities to the same donor agency, (2) a participant attends the same training more than once.

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Data Verification Team:  Data quality issues: This indicator may be inflated because (1) workshops may be counted as trainings despite the fact that they do not meet the criteria of having a curriculum, learning objectives and expected knowledge, skills and/or competencies to be gained by participants, (2)  training participants may be double-counted because training is facilitated by one organization but organized by another organization, each of whom may report this indicator to the same donor, and (3) participants may be counted as being trained despite the fact that they did not complete the training.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Count the number of service deliverers recorded as having been trained during the reporting period according to the source documents (attendance sheets and evidence that the training meets the acceptable criteria to be counted as training)

		3.2		Copy the number of service deliverers trained during the period under review as reported by the site.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for Verification Team   Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross-checks may be conducted by comparing registration forms, if available, with training reports.

		CROSS-CHECK 1 :  Training Curricula with Dates vs. Training Venue Receipts. Was this cross check performed?

		4.1		Choose 5% of the trainings listed as having been completed (or up to 10 trainings)  and review the dates of the training.  How many trainings were selected?

		4.2		Locate the receipts for training venues and compare dates.  For how many trainings were there receipts for the training venue?

		Calculate % difference in Cross Check 1.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of training -

		Indicator-specific notes for Verification Team:   Identify one or more participants at a recent training event and verify with them his/her attendance (and completion) at the training event.

		5.1		How many former training participants were visited?

		5.2		How many confirmed that they attended and completed the training event?

		Calculate % difference between persons recorded as having been trained and those stating that they attended the event.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 8

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TRAINING - Describe the connection between the delivery of the training and the completion of the source document -

		Indicator-specific notes for the Data Verification Team:   The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the training provided. Determine the source document used to record the training and participation in the training at the training site.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the training (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the training organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the training and recording of the training on the source document?

		1.4		If the training and recording of the training are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Data Verification Team:  Source documents may be registration forms/lists, attendance sheets/forms, or training reports.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents (e.g. training attendance sheets matched with course curricula) complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		2.4		Describe what methods the organization conducting the trainings uses to calculate how many people were trained and what, if any, tools are used for this purpose.

		B)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts of people trained.		Indcator-specific notes for auditor:

		2.5		What procedures (in terms of documentation) does the training organizer follow when one or more participants do not complete the training for various reasons?

		2.6		Did all the trainings (conducted during the reporting period) have specific learning objectives, a course outline or curriculum and expected knowledge, skills and/or competencies to be gained by participants?

(Note: if it is not possible to review all training courses, select 3-5 training courses randomly and review them accordingly)

		2.7		Determine what procedures the training organizer took, if any, to address double-counting which may emerge when (1) the training event is organized by one organization but facilitated by another organization, both of whom report on their activities to the same donor agency, (2) a participant attends the same training more than once.

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Data Verification Team:  Data quality issues: This indicator may be inflated because (1) workshops may be counted as trainings despite the fact that they do not meet the criteria of having a curriculum, learning objectives and expected knowledge, skills and/or competencies to be gained by participants, (2)  training participants may be double-counted because training is facilitated by one organization but organized by another organization, each of whom may report this indicator to the same donor, and (3) participants may be counted as being trained despite the fact that they did not complete the training.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Count the number of service deliverers recorded as having been trained during the reporting period according to the source documents (attendance sheets and evidence that the training meets the acceptable criteria to be counted as training)

		3.2		Copy the number of service deliverers trained during the period under review as reported by the site.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for Verification Team   Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross-checks may be conducted by comparing registration forms, if available, with training reports.

		CROSS-CHECK 1 :  Training Curricula with Dates vs. Training Venue Receipts. Was this cross check performed?

		4.1		Choose 5% of the trainings listed as having been completed (or up to 10 trainings)  and review the dates of the training.  How many trainings were selected?

		4.2		Locate the receipts for training venues and compare dates.  For how many trainings were there receipts for the training venue?

		Calculate % difference in Cross Check 1.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of training -

		Indicator-specific notes for Verification Team:   Identify one or more participants at a recent training event and verify with them his/her attendance (and completion) at the training event.

		5.1		How many former training participants were visited?

		5.2		How many confirmed that they attended and completed the training event?

		Calculate % difference between persons recorded as having been trained and those stating that they attended the event.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 9

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TRAINING - Describe the connection between the delivery of the training and the completion of the source document -

		Indicator-specific notes for the Data Verification Team:   The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the training provided. Determine the source document used to record the training and participation in the training at the training site.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the training (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the training organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the training and recording of the training on the source document?

		1.4		If the training and recording of the training are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Data Verification Team:  Source documents may be registration forms/lists, attendance sheets/forms, or training reports.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents (e.g. training attendance sheets matched with course curricula) complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		2.4		Describe what methods the organization conducting the trainings uses to calculate how many people were trained and what, if any, tools are used for this purpose.

		B)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts of people trained.		Indcator-specific notes for auditor:

		2.5		What procedures (in terms of documentation) does the training organizer follow when one or more participants do not complete the training for various reasons?

		2.6		Did all the trainings (conducted during the reporting period) have specific learning objectives, a course outline or curriculum and expected knowledge, skills and/or competencies to be gained by participants?

(Note: if it is not possible to review all training courses, select 3-5 training courses randomly and review them accordingly)

		2.7		Determine what procedures the training organizer took, if any, to address double-counting which may emerge when (1) the training event is organized by one organization but facilitated by another organization, both of whom report on their activities to the same donor agency, (2) a participant attends the same training more than once.

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Data Verification Team:  Data quality issues: This indicator may be inflated because (1) workshops may be counted as trainings despite the fact that they do not meet the criteria of having a curriculum, learning objectives and expected knowledge, skills and/or competencies to be gained by participants, (2)  training participants may be double-counted because training is facilitated by one organization but organized by another organization, each of whom may report this indicator to the same donor, and (3) participants may be counted as being trained despite the fact that they did not complete the training.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Count the number of service deliverers recorded as having been trained during the reporting period according to the source documents (attendance sheets and evidence that the training meets the acceptable criteria to be counted as training)

		3.2		Copy the number of service deliverers trained during the period under review as reported by the site.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for Verification Team   Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross-checks may be conducted by comparing registration forms, if available, with training reports.

		CROSS-CHECK 1 :  Training Curricula with Dates vs. Training Venue Receipts. Was this cross check performed?

		4.1		Choose 5% of the trainings listed as having been completed (or up to 10 trainings)  and review the dates of the training.  How many trainings were selected?

		4.2		Locate the receipts for training venues and compare dates.  For how many trainings were there receipts for the training venue?

		Calculate % difference in Cross Check 1.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of training -

		Indicator-specific notes for Verification Team:   Identify one or more participants at a recent training event and verify with them his/her attendance (and completion) at the training event.

		5.1		How many former training participants were visited?

		5.2		How many confirmed that they attended and completed the training event?

		Calculate % difference between persons recorded as having been trained and those stating that they attended the event.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 10

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TRAINING - Describe the connection between the delivery of the training and the completion of the source document -

		Indicator-specific notes for the Data Verification Team:   The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the training provided. Determine the source document used to record the training and participation in the training at the training site.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the training (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the training organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the training and recording of the training on the source document?

		1.4		If the training and recording of the training are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Data Verification Team:  Source documents may be registration forms/lists, attendance sheets/forms, or training reports.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents (e.g. training attendance sheets matched with course curricula) complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		2.4		Describe what methods the organization conducting the trainings uses to calculate how many people were trained and what, if any, tools are used for this purpose.

		B)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts of people trained.		Indcator-specific notes for auditor:

		2.5		What procedures (in terms of documentation) does the training organizer follow when one or more participants do not complete the training for various reasons?

		2.6		Did all the trainings (conducted during the reporting period) have specific learning objectives, a course outline or curriculum and expected knowledge, skills and/or competencies to be gained by participants?

(Note: if it is not possible to review all training courses, select 3-5 training courses randomly and review them accordingly)

		2.7		Determine what procedures the training organizer took, if any, to address double-counting which may emerge when (1) the training event is organized by one organization but facilitated by another organization, both of whom report on their activities to the same donor agency, (2) a participant attends the same training more than once.

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Data Verification Team:  Data quality issues: This indicator may be inflated because (1) workshops may be counted as trainings despite the fact that they do not meet the criteria of having a curriculum, learning objectives and expected knowledge, skills and/or competencies to be gained by participants, (2)  training participants may be double-counted because training is facilitated by one organization but organized by another organization, each of whom may report this indicator to the same donor, and (3) participants may be counted as being trained despite the fact that they did not complete the training.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Count the number of service deliverers recorded as having been trained during the reporting period according to the source documents (attendance sheets and evidence that the training meets the acceptable criteria to be counted as training)

		3.2		Copy the number of service deliverers trained during the period under review as reported by the site.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for Verification Team   Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross-checks may be conducted by comparing registration forms, if available, with training reports.

		CROSS-CHECK 1 :  Training Curricula with Dates vs. Training Venue Receipts. Was this cross check performed?

		4.1		Choose 5% of the trainings listed as having been completed (or up to 10 trainings)  and review the dates of the training.  How many trainings were selected?

		4.2		Locate the receipts for training venues and compare dates.  For how many trainings were there receipts for the training venue?

		Calculate % difference in Cross Check 1.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of training -

		Indicator-specific notes for Verification Team:   Identify one or more participants at a recent training event and verify with them his/her attendance (and completion) at the training event.

		5.1		How many former training participants were visited?

		5.2		How many confirmed that they attended and completed the training event?

		Calculate % difference between persons recorded as having been trained and those stating that they attended the event.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 11

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TRAINING - Describe the connection between the delivery of the training and the completion of the source document -

		Indicator-specific notes for the Data Verification Team:   The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the training provided. Determine the source document used to record the training and participation in the training at the training site.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the training (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the training organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the training and recording of the training on the source document?

		1.4		If the training and recording of the training are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Data Verification Team:  Source documents may be registration forms/lists, attendance sheets/forms, or training reports.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents (e.g. training attendance sheets matched with course curricula) complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		2.4		Describe what methods the organization conducting the trainings uses to calculate how many people were trained and what, if any, tools are used for this purpose.

		B)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts of people trained.		Indcator-specific notes for auditor:

		2.5		What procedures (in terms of documentation) does the training organizer follow when one or more participants do not complete the training for various reasons?

		2.6		Did all the trainings (conducted during the reporting period) have specific learning objectives, a course outline or curriculum and expected knowledge, skills and/or competencies to be gained by participants?

(Note: if it is not possible to review all training courses, select 3-5 training courses randomly and review them accordingly)

		2.7		Determine what procedures the training organizer took, if any, to address double-counting which may emerge when (1) the training event is organized by one organization but facilitated by another organization, both of whom report on their activities to the same donor agency, (2) a participant attends the same training more than once.

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Data Verification Team:  Data quality issues: This indicator may be inflated because (1) workshops may be counted as trainings despite the fact that they do not meet the criteria of having a curriculum, learning objectives and expected knowledge, skills and/or competencies to be gained by participants, (2)  training participants may be double-counted because training is facilitated by one organization but organized by another organization, each of whom may report this indicator to the same donor, and (3) participants may be counted as being trained despite the fact that they did not complete the training.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Count the number of service deliverers recorded as having been trained during the reporting period according to the source documents (attendance sheets and evidence that the training meets the acceptable criteria to be counted as training)

		3.2		Copy the number of service deliverers trained during the period under review as reported by the site.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for Verification Team   Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross-checks may be conducted by comparing registration forms, if available, with training reports.

		CROSS-CHECK 1 :  Training Curricula with Dates vs. Training Venue Receipts. Was this cross check performed?

		4.1		Choose 5% of the trainings listed as having been completed (or up to 10 trainings)  and review the dates of the training.  How many trainings were selected?

		4.2		Locate the receipts for training venues and compare dates.  For how many trainings were there receipts for the training venue?

		Calculate % difference in Cross Check 1.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of training -

		Indicator-specific notes for Verification Team:   Identify one or more participants at a recent training event and verify with them his/her attendance (and completion) at the training event.

		5.1		How many former training participants were visited?

		5.2		How many confirmed that they attended and completed the training event?

		Calculate % difference between persons recorded as having been trained and those stating that they attended the event.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 12

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TRAINING - Describe the connection between the delivery of the training and the completion of the source document -

		Indicator-specific notes for the Data Verification Team:   The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the training provided. Determine the source document used to record the training and participation in the training at the training site.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the training (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the training organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the training and recording of the training on the source document?

		1.4		If the training and recording of the training are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Data Verification Team:  Source documents may be registration forms/lists, attendance sheets/forms, or training reports.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents (e.g. training attendance sheets matched with course curricula) complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		2.4		Describe what methods the organization conducting the trainings uses to calculate how many people were trained and what, if any, tools are used for this purpose.

		B)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts of people trained.		Indcator-specific notes for auditor:

		2.5		What procedures (in terms of documentation) does the training organizer follow when one or more participants do not complete the training for various reasons?

		2.6		Did all the trainings (conducted during the reporting period) have specific learning objectives, a course outline or curriculum and expected knowledge, skills and/or competencies to be gained by participants?

(Note: if it is not possible to review all training courses, select 3-5 training courses randomly and review them accordingly)

		2.7		Determine what procedures the training organizer took, if any, to address double-counting which may emerge when (1) the training event is organized by one organization but facilitated by another organization, both of whom report on their activities to the same donor agency, (2) a participant attends the same training more than once.

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Data Verification Team:  Data quality issues: This indicator may be inflated because (1) workshops may be counted as trainings despite the fact that they do not meet the criteria of having a curriculum, learning objectives and expected knowledge, skills and/or competencies to be gained by participants, (2)  training participants may be double-counted because training is facilitated by one organization but organized by another organization, each of whom may report this indicator to the same donor, and (3) participants may be counted as being trained despite the fact that they did not complete the training.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Count the number of service deliverers recorded as having been trained during the reporting period according to the source documents (attendance sheets and evidence that the training meets the acceptable criteria to be counted as training)

		3.2		Copy the number of service deliverers trained during the period under review as reported by the site.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for Verification Team   Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross-checks may be conducted by comparing registration forms, if available, with training reports.

		CROSS-CHECK 1 :  Training Curricula with Dates vs. Training Venue Receipts. Was this cross check performed?

		4.1		Choose 5% of the trainings listed as having been completed (or up to 10 trainings)  and review the dates of the training.  How many trainings were selected?

		4.2		Locate the receipts for training venues and compare dates.  For how many trainings were there receipts for the training venue?

		Calculate % difference in Cross Check 1.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of training -

		Indicator-specific notes for Verification Team:   Identify one or more participants at a recent training event and verify with them his/her attendance (and completion) at the training event.

		5.1		How many former training participants were visited?

		5.2		How many confirmed that they attended and completed the training event?

		Calculate % difference between persons recorded as having been trained and those stating that they attended the event.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Regional Level 1

		Regional Aggregation Level (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Regional Aggregation Site is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the Regional summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Regional Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the Regional Aggregation Site.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the Regional Aggregation Site numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Regional Aggregation Site (and released or submitted to the funding agency )

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (Regional Aggregation Site)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the Regional Aggregation Site		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers reported  by the Regional Aggregation Site for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the Regional Aggregation Site or in a database.

		1.3		What result was contained for the audited Intermediate Aggregation Site no.1 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Intermediate Aggregation Site no.2 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the Regional Aggregation Site for those Intermediate Aggregation Sites.

		1.5		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the Regional Aggregation Site should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time? (i.e., on time means that the report was able to be used in the summary report prepared by the Regional Aggregation Site)

		Calculate % On time Reports						-

		2.4		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data.)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Intermediate Level 1

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 1.1

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TRAINING - Describe the connection between the delivery of the training and the completion of the source document -

		Indicator-specific notes for the Data Verification Team:   The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the training provided. Determine the source document used to record the training and participation in the training at the training site.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the training (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the training organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the training and recording of the training on the source document?

		1.4		If the training and recording of the training are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Data Verification Team:  Source documents may be registration forms/lists, attendance sheets/forms, or training reports.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents (e.g. training attendance sheets matched with course curricula) complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		2.4		Describe what methods the organization conducting the trainings uses to calculate how many people were trained and what, if any, tools are used for this purpose.

		B)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts of people trained.		Indcator-specific notes for auditor:

		2.5		What procedures (in terms of documentation) does the training organizer follow when one or more participants do not complete the training for various reasons?

		2.6		Did all the trainings (conducted during the reporting period) have specific learning objectives, a course outline or curriculum and expected knowledge, skills and/or competencies to be gained by participants?

(Note: if it is not possible to review all training courses, select 3-5 training courses randomly and review them accordingly)

		2.7		Determine what procedures the training organizer took, if any, to address double-counting which may emerge when (1) the training event is organized by one organization but facilitated by another organization, both of whom report on their activities to the same donor agency, (2) a participant attends the same training more than once.

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Data Verification Team:  Data quality issues: This indicator may be inflated because (1) workshops may be counted as trainings despite the fact that they do not meet the criteria of having a curriculum, learning objectives and expected knowledge, skills and/or competencies to be gained by participants, (2)  training participants may be double-counted because training is facilitated by one organization but organized by another organization, each of whom may report this indicator to the same donor, and (3) participants may be counted as being trained despite the fact that they did not complete the training.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Count the number of service deliverers recorded as having been trained during the reporting period according to the source documents (attendance sheets and evidence that the training meets the acceptable criteria to be counted as training)

		3.2		Copy the number of service deliverers trained during the period under review as reported by the site.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for Verification Team   Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross-checks may be conducted by comparing registration forms, if available, with training reports.

		CROSS-CHECK 1 :  Training Curricula with Dates vs. Training Venue Receipts. Was this cross check performed?

		4.1		Choose 5% of the trainings listed as having been completed (or up to 10 trainings)  and review the dates of the training.  How many trainings were selected?

		4.2		Locate the receipts for training venues and compare dates.  For how many trainings were there receipts for the training venue?

		Calculate % difference in Cross Check 1.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of training -

		Indicator-specific notes for Verification Team:   Identify one or more participants at a recent training event and verify with them his/her attendance (and completion) at the training event.

		5.1		How many former training participants were visited?

		5.2		How many confirmed that they attended and completed the training event?

		Calculate % difference between persons recorded as having been trained and those stating that they attended the event.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.2

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TRAINING - Describe the connection between the delivery of the training and the completion of the source document -

		Indicator-specific notes for the Data Verification Team:   The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the training provided. Determine the source document used to record the training and participation in the training at the training site.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the training (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the training organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the training and recording of the training on the source document?

		1.4		If the training and recording of the training are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Data Verification Team:  Source documents may be registration forms/lists, attendance sheets/forms, or training reports.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents (e.g. training attendance sheets matched with course curricula) complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		2.4		Describe what methods the organization conducting the trainings uses to calculate how many people were trained and what, if any, tools are used for this purpose.

		B)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts of people trained.		Indcator-specific notes for auditor:

		2.5		What procedures (in terms of documentation) does the training organizer follow when one or more participants do not complete the training for various reasons?

		2.6		Did all the trainings (conducted during the reporting period) have specific learning objectives, a course outline or curriculum and expected knowledge, skills and/or competencies to be gained by participants?

(Note: if it is not possible to review all training courses, select 3-5 training courses randomly and review them accordingly)

		2.7		Determine what procedures the training organizer took, if any, to address double-counting which may emerge when (1) the training event is organized by one organization but facilitated by another organization, both of whom report on their activities to the same donor agency, (2) a participant attends the same training more than once.

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Data Verification Team:  Data quality issues: This indicator may be inflated because (1) workshops may be counted as trainings despite the fact that they do not meet the criteria of having a curriculum, learning objectives and expected knowledge, skills and/or competencies to be gained by participants, (2)  training participants may be double-counted because training is facilitated by one organization but organized by another organization, each of whom may report this indicator to the same donor, and (3) participants may be counted as being trained despite the fact that they did not complete the training.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Count the number of service deliverers recorded as having been trained during the reporting period according to the source documents (attendance sheets and evidence that the training meets the acceptable criteria to be counted as training)

		3.2		Copy the number of service deliverers trained during the period under review as reported by the site.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for Verification Team   Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross-checks may be conducted by comparing registration forms, if available, with training reports.

		CROSS-CHECK 1 :  Training Curricula with Dates vs. Training Venue Receipts. Was this cross check performed?

		4.1		Choose 5% of the trainings listed as having been completed (or up to 10 trainings)  and review the dates of the training.  How many trainings were selected?

		4.2		Locate the receipts for training venues and compare dates.  For how many trainings were there receipts for the training venue?

		Calculate % difference in Cross Check 1.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of training -

		Indicator-specific notes for Verification Team:   Identify one or more participants at a recent training event and verify with them his/her attendance (and completion) at the training event.

		5.1		How many former training participants were visited?

		5.2		How many confirmed that they attended and completed the training event?

		Calculate % difference between persons recorded as having been trained and those stating that they attended the event.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.3

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TRAINING - Describe the connection between the delivery of the training and the completion of the source document -

		Indicator-specific notes for the Data Verification Team:   The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the training provided. Determine the source document used to record the training and participation in the training at the training site.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the training (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the training organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the training and recording of the training on the source document?

		1.4		If the training and recording of the training are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Data Verification Team:  Source documents may be registration forms/lists, attendance sheets/forms, or training reports.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents (e.g. training attendance sheets matched with course curricula) complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		2.4		Describe what methods the organization conducting the trainings uses to calculate how many people were trained and what, if any, tools are used for this purpose.

		B)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts of people trained.		Indcator-specific notes for auditor:

		2.5		What procedures (in terms of documentation) does the training organizer follow when one or more participants do not complete the training for various reasons?

		2.6		Did all the trainings (conducted during the reporting period) have specific learning objectives, a course outline or curriculum and expected knowledge, skills and/or competencies to be gained by participants?

(Note: if it is not possible to review all training courses, select 3-5 training courses randomly and review them accordingly)

		2.7		Determine what procedures the training organizer took, if any, to address double-counting which may emerge when (1) the training event is organized by one organization but facilitated by another organization, both of whom report on their activities to the same donor agency, (2) a participant attends the same training more than once.

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Data Verification Team:  Data quality issues: This indicator may be inflated because (1) workshops may be counted as trainings despite the fact that they do not meet the criteria of having a curriculum, learning objectives and expected knowledge, skills and/or competencies to be gained by participants, (2)  training participants may be double-counted because training is facilitated by one organization but organized by another organization, each of whom may report this indicator to the same donor, and (3) participants may be counted as being trained despite the fact that they did not complete the training.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Count the number of service deliverers recorded as having been trained during the reporting period according to the source documents (attendance sheets and evidence that the training meets the acceptable criteria to be counted as training)

		3.2		Copy the number of service deliverers trained during the period under review as reported by the site.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for Verification Team   Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross-checks may be conducted by comparing registration forms, if available, with training reports.

		CROSS-CHECK 1 :  Training Curricula with Dates vs. Training Venue Receipts. Was this cross check performed?

		4.1		Choose 5% of the trainings listed as having been completed (or up to 10 trainings)  and review the dates of the training.  How many trainings were selected?

		4.2		Locate the receipts for training venues and compare dates.  For how many trainings were there receipts for the training venue?

		Calculate % difference in Cross Check 1.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of training -

		Indicator-specific notes for Verification Team:   Identify one or more participants at a recent training event and verify with them his/her attendance (and completion) at the training event.

		5.1		How many former training participants were visited?

		5.2		How many confirmed that they attended and completed the training event?

		Calculate % difference between persons recorded as having been trained and those stating that they attended the event.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.4

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TRAINING - Describe the connection between the delivery of the training and the completion of the source document -

		Indicator-specific notes for the Data Verification Team:   The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the training provided. Determine the source document used to record the training and participation in the training at the training site.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the training (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the training organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the training and recording of the training on the source document?

		1.4		If the training and recording of the training are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Data Verification Team:  Source documents may be registration forms/lists, attendance sheets/forms, or training reports.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents (e.g. training attendance sheets matched with course curricula) complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		2.4		Describe what methods the organization conducting the trainings uses to calculate how many people were trained and what, if any, tools are used for this purpose.

		B)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts of people trained.		Indcator-specific notes for auditor:

		2.5		What procedures (in terms of documentation) does the training organizer follow when one or more participants do not complete the training for various reasons?

		2.6		Did all the trainings (conducted during the reporting period) have specific learning objectives, a course outline or curriculum and expected knowledge, skills and/or competencies to be gained by participants?

(Note: if it is not possible to review all training courses, select 3-5 training courses randomly and review them accordingly)

		2.7		Determine what procedures the training organizer took, if any, to address double-counting which may emerge when (1) the training event is organized by one organization but facilitated by another organization, both of whom report on their activities to the same donor agency, (2) a participant attends the same training more than once.

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Data Verification Team:  Data quality issues: This indicator may be inflated because (1) workshops may be counted as trainings despite the fact that they do not meet the criteria of having a curriculum, learning objectives and expected knowledge, skills and/or competencies to be gained by participants, (2)  training participants may be double-counted because training is facilitated by one organization but organized by another organization, each of whom may report this indicator to the same donor, and (3) participants may be counted as being trained despite the fact that they did not complete the training.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Count the number of service deliverers recorded as having been trained during the reporting period according to the source documents (attendance sheets and evidence that the training meets the acceptable criteria to be counted as training)

		3.2		Copy the number of service deliverers trained during the period under review as reported by the site.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for Verification Team   Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross-checks may be conducted by comparing registration forms, if available, with training reports.

		CROSS-CHECK 1 :  Training Curricula with Dates vs. Training Venue Receipts. Was this cross check performed?

		4.1		Choose 5% of the trainings listed as having been completed (or up to 10 trainings)  and review the dates of the training.  How many trainings were selected?

		4.2		Locate the receipts for training venues and compare dates.  For how many trainings were there receipts for the training venue?

		Calculate % difference in Cross Check 1.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of training -

		Indicator-specific notes for Verification Team:   Identify one or more participants at a recent training event and verify with them his/her attendance (and completion) at the training event.

		5.1		How many former training participants were visited?

		5.2		How many confirmed that they attended and completed the training event?

		Calculate % difference between persons recorded as having been trained and those stating that they attended the event.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.5

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TRAINING - Describe the connection between the delivery of the training and the completion of the source document -

		Indicator-specific notes for the Data Verification Team:   The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the training provided. Determine the source document used to record the training and participation in the training at the training site.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the training (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the training organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the training and recording of the training on the source document?

		1.4		If the training and recording of the training are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Data Verification Team:  Source documents may be registration forms/lists, attendance sheets/forms, or training reports.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents (e.g. training attendance sheets matched with course curricula) complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		2.4		Describe what methods the organization conducting the trainings uses to calculate how many people were trained and what, if any, tools are used for this purpose.

		B)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts of people trained.		Indcator-specific notes for auditor:

		2.5		What procedures (in terms of documentation) does the training organizer follow when one or more participants do not complete the training for various reasons?

		2.6		Did all the trainings (conducted during the reporting period) have specific learning objectives, a course outline or curriculum and expected knowledge, skills and/or competencies to be gained by participants?

(Note: if it is not possible to review all training courses, select 3-5 training courses randomly and review them accordingly)

		2.7		Determine what procedures the training organizer took, if any, to address double-counting which may emerge when (1) the training event is organized by one organization but facilitated by another organization, both of whom report on their activities to the same donor agency, (2) a participant attends the same training more than once.

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Data Verification Team:  Data quality issues: This indicator may be inflated because (1) workshops may be counted as trainings despite the fact that they do not meet the criteria of having a curriculum, learning objectives and expected knowledge, skills and/or competencies to be gained by participants, (2)  training participants may be double-counted because training is facilitated by one organization but organized by another organization, each of whom may report this indicator to the same donor, and (3) participants may be counted as being trained despite the fact that they did not complete the training.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Count the number of service deliverers recorded as having been trained during the reporting period according to the source documents (attendance sheets and evidence that the training meets the acceptable criteria to be counted as training)

		3.2		Copy the number of service deliverers trained during the period under review as reported by the site.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for Verification Team   Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross-checks may be conducted by comparing registration forms, if available, with training reports.

		CROSS-CHECK 1 :  Training Curricula with Dates vs. Training Venue Receipts. Was this cross check performed?

		4.1		Choose 5% of the trainings listed as having been completed (or up to 10 trainings)  and review the dates of the training.  How many trainings were selected?

		4.2		Locate the receipts for training venues and compare dates.  For how many trainings were there receipts for the training venue?

		Calculate % difference in Cross Check 1.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of training -

		Indicator-specific notes for Verification Team:   Identify one or more participants at a recent training event and verify with them his/her attendance (and completion) at the training event.

		5.1		How many former training participants were visited?

		5.2		How many confirmed that they attended and completed the training event?

		Calculate % difference between persons recorded as having been trained and those stating that they attended the event.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.6

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TRAINING - Describe the connection between the delivery of the training and the completion of the source document -

		Indicator-specific notes for the Data Verification Team:   The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the training provided. Determine the source document used to record the training and participation in the training at the training site.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the training (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the training organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the training and recording of the training on the source document?

		1.4		If the training and recording of the training are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Data Verification Team:  Source documents may be registration forms/lists, attendance sheets/forms, or training reports.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents (e.g. training attendance sheets matched with course curricula) complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		2.4		Describe what methods the organization conducting the trainings uses to calculate how many people were trained and what, if any, tools are used for this purpose.

		B)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts of people trained.		Indcator-specific notes for auditor:

		2.5		What procedures (in terms of documentation) does the training organizer follow when one or more participants do not complete the training for various reasons?

		2.6		Did all the trainings (conducted during the reporting period) have specific learning objectives, a course outline or curriculum and expected knowledge, skills and/or competencies to be gained by participants?

(Note: if it is not possible to review all training courses, select 3-5 training courses randomly and review them accordingly)

		2.7		Determine what procedures the training organizer took, if any, to address double-counting which may emerge when (1) the training event is organized by one organization but facilitated by another organization, both of whom report on their activities to the same donor agency, (2) a participant attends the same training more than once.

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Data Verification Team:  Data quality issues: This indicator may be inflated because (1) workshops may be counted as trainings despite the fact that they do not meet the criteria of having a curriculum, learning objectives and expected knowledge, skills and/or competencies to be gained by participants, (2)  training participants may be double-counted because training is facilitated by one organization but organized by another organization, each of whom may report this indicator to the same donor, and (3) participants may be counted as being trained despite the fact that they did not complete the training.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Count the number of service deliverers recorded as having been trained during the reporting period according to the source documents (attendance sheets and evidence that the training meets the acceptable criteria to be counted as training)

		3.2		Copy the number of service deliverers trained during the period under review as reported by the site.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for Verification Team   Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross-checks may be conducted by comparing registration forms, if available, with training reports.

		CROSS-CHECK 1 :  Training Curricula with Dates vs. Training Venue Receipts. Was this cross check performed?

		4.1		Choose 5% of the trainings listed as having been completed (or up to 10 trainings)  and review the dates of the training.  How many trainings were selected?

		4.2		Locate the receipts for training venues and compare dates.  For how many trainings were there receipts for the training venue?

		Calculate % difference in Cross Check 1.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of training -

		Indicator-specific notes for Verification Team:   Identify one or more participants at a recent training event and verify with them his/her attendance (and completion) at the training event.

		5.1		How many former training participants were visited?

		5.2		How many confirmed that they attended and completed the training event?

		Calculate % difference between persons recorded as having been trained and those stating that they attended the event.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Intermediate Level 2

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 2.1

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TRAINING - Describe the connection between the delivery of the training and the completion of the source document -

		Indicator-specific notes for the Data Verification Team:   The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the training provided. Determine the source document used to record the training and participation in the training at the training site.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the training (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the training organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the training and recording of the training on the source document?

		1.4		If the training and recording of the training are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Data Verification Team:  Source documents may be registration forms/lists, attendance sheets/forms, or training reports.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents (e.g. training attendance sheets matched with course curricula) complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		2.4		Describe what methods the organization conducting the trainings uses to calculate how many people were trained and what, if any, tools are used for this purpose.

		B)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts of people trained.		Indcator-specific notes for auditor:

		2.5		What procedures (in terms of documentation) does the training organizer follow when one or more participants do not complete the training for various reasons?

		2.6		Did all the trainings (conducted during the reporting period) have specific learning objectives, a course outline or curriculum and expected knowledge, skills and/or competencies to be gained by participants?

(Note: if it is not possible to review all training courses, select 3-5 training courses randomly and review them accordingly)

		2.7		Determine what procedures the training organizer took, if any, to address double-counting which may emerge when (1) the training event is organized by one organization but facilitated by another organization, both of whom report on their activities to the same donor agency, (2) a participant attends the same training more than once.

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Data Verification Team:  Data quality issues: This indicator may be inflated because (1) workshops may be counted as trainings despite the fact that they do not meet the criteria of having a curriculum, learning objectives and expected knowledge, skills and/or competencies to be gained by participants, (2)  training participants may be double-counted because training is facilitated by one organization but organized by another organization, each of whom may report this indicator to the same donor, and (3) participants may be counted as being trained despite the fact that they did not complete the training.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Count the number of service deliverers recorded as having been trained during the reporting period according to the source documents (attendance sheets and evidence that the training meets the acceptable criteria to be counted as training)

		3.2		Copy the number of service deliverers trained during the period under review as reported by the site.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for Verification Team   Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross-checks may be conducted by comparing registration forms, if available, with training reports.

		CROSS-CHECK 1 :  Training Curricula with Dates vs. Training Venue Receipts. Was this cross check performed?

		4.1		Choose 5% of the trainings listed as having been completed (or up to 10 trainings)  and review the dates of the training.  How many trainings were selected?

		4.2		Locate the receipts for training venues and compare dates.  For how many trainings were there receipts for the training venue?

		Calculate % difference in Cross Check 1.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of training -

		Indicator-specific notes for Verification Team:   Identify one or more participants at a recent training event and verify with them his/her attendance (and completion) at the training event.

		5.1		How many former training participants were visited?

		5.2		How many confirmed that they attended and completed the training event?

		Calculate % difference between persons recorded as having been trained and those stating that they attended the event.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.2

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TRAINING - Describe the connection between the delivery of the training and the completion of the source document -

		Indicator-specific notes for the Data Verification Team:   The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the training provided. Determine the source document used to record the training and participation in the training at the training site.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the training (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the training organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the training and recording of the training on the source document?

		1.4		If the training and recording of the training are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Data Verification Team:  Source documents may be registration forms/lists, attendance sheets/forms, or training reports.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents (e.g. training attendance sheets matched with course curricula) complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		2.4		Describe what methods the organization conducting the trainings uses to calculate how many people were trained and what, if any, tools are used for this purpose.

		B)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts of people trained.		Indcator-specific notes for auditor:

		2.5		What procedures (in terms of documentation) does the training organizer follow when one or more participants do not complete the training for various reasons?

		2.6		Did all the trainings (conducted during the reporting period) have specific learning objectives, a course outline or curriculum and expected knowledge, skills and/or competencies to be gained by participants?

(Note: if it is not possible to review all training courses, select 3-5 training courses randomly and review them accordingly)

		2.7		Determine what procedures the training organizer took, if any, to address double-counting which may emerge when (1) the training event is organized by one organization but facilitated by another organization, both of whom report on their activities to the same donor agency, (2) a participant attends the same training more than once.

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Data Verification Team:  Data quality issues: This indicator may be inflated because (1) workshops may be counted as trainings despite the fact that they do not meet the criteria of having a curriculum, learning objectives and expected knowledge, skills and/or competencies to be gained by participants, (2)  training participants may be double-counted because training is facilitated by one organization but organized by another organization, each of whom may report this indicator to the same donor, and (3) participants may be counted as being trained despite the fact that they did not complete the training.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Count the number of service deliverers recorded as having been trained during the reporting period according to the source documents (attendance sheets and evidence that the training meets the acceptable criteria to be counted as training)

		3.2		Copy the number of service deliverers trained during the period under review as reported by the site.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for Verification Team   Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross-checks may be conducted by comparing registration forms, if available, with training reports.

		CROSS-CHECK 1 :  Training Curricula with Dates vs. Training Venue Receipts. Was this cross check performed?

		4.1		Choose 5% of the trainings listed as having been completed (or up to 10 trainings)  and review the dates of the training.  How many trainings were selected?

		4.2		Locate the receipts for training venues and compare dates.  For how many trainings were there receipts for the training venue?

		Calculate % difference in Cross Check 1.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of training -

		Indicator-specific notes for Verification Team:   Identify one or more participants at a recent training event and verify with them his/her attendance (and completion) at the training event.

		5.1		How many former training participants were visited?

		5.2		How many confirmed that they attended and completed the training event?

		Calculate % difference between persons recorded as having been trained and those stating that they attended the event.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.3

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TRAINING - Describe the connection between the delivery of the training and the completion of the source document -

		Indicator-specific notes for the Data Verification Team:   The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the training provided. Determine the source document used to record the training and participation in the training at the training site.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the training (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the training organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the training and recording of the training on the source document?

		1.4		If the training and recording of the training are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Data Verification Team:  Source documents may be registration forms/lists, attendance sheets/forms, or training reports.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents (e.g. training attendance sheets matched with course curricula) complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		2.4		Describe what methods the organization conducting the trainings uses to calculate how many people were trained and what, if any, tools are used for this purpose.

		B)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts of people trained.		Indcator-specific notes for auditor:

		2.5		What procedures (in terms of documentation) does the training organizer follow when one or more participants do not complete the training for various reasons?

		2.6		Did all the trainings (conducted during the reporting period) have specific learning objectives, a course outline or curriculum and expected knowledge, skills and/or competencies to be gained by participants?

(Note: if it is not possible to review all training courses, select 3-5 training courses randomly and review them accordingly)

		2.7		Determine what procedures the training organizer took, if any, to address double-counting which may emerge when (1) the training event is organized by one organization but facilitated by another organization, both of whom report on their activities to the same donor agency, (2) a participant attends the same training more than once.

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Data Verification Team:  Data quality issues: This indicator may be inflated because (1) workshops may be counted as trainings despite the fact that they do not meet the criteria of having a curriculum, learning objectives and expected knowledge, skills and/or competencies to be gained by participants, (2)  training participants may be double-counted because training is facilitated by one organization but organized by another organization, each of whom may report this indicator to the same donor, and (3) participants may be counted as being trained despite the fact that they did not complete the training.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Count the number of service deliverers recorded as having been trained during the reporting period according to the source documents (attendance sheets and evidence that the training meets the acceptable criteria to be counted as training)

		3.2		Copy the number of service deliverers trained during the period under review as reported by the site.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for Verification Team   Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross-checks may be conducted by comparing registration forms, if available, with training reports.

		CROSS-CHECK 1 :  Training Curricula with Dates vs. Training Venue Receipts. Was this cross check performed?

		4.1		Choose 5% of the trainings listed as having been completed (or up to 10 trainings)  and review the dates of the training.  How many trainings were selected?

		4.2		Locate the receipts for training venues and compare dates.  For how many trainings were there receipts for the training venue?

		Calculate % difference in Cross Check 1.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of training -

		Indicator-specific notes for Verification Team:   Identify one or more participants at a recent training event and verify with them his/her attendance (and completion) at the training event.

		5.1		How many former training participants were visited?

		5.2		How many confirmed that they attended and completed the training event?

		Calculate % difference between persons recorded as having been trained and those stating that they attended the event.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.4

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TRAINING - Describe the connection between the delivery of the training and the completion of the source document -

		Indicator-specific notes for the Data Verification Team:   The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the training provided. Determine the source document used to record the training and participation in the training at the training site.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the training (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the training organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the training and recording of the training on the source document?

		1.4		If the training and recording of the training are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Data Verification Team:  Source documents may be registration forms/lists, attendance sheets/forms, or training reports.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents (e.g. training attendance sheets matched with course curricula) complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		2.4		Describe what methods the organization conducting the trainings uses to calculate how many people were trained and what, if any, tools are used for this purpose.

		B)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts of people trained.		Indcator-specific notes for auditor:

		2.5		What procedures (in terms of documentation) does the training organizer follow when one or more participants do not complete the training for various reasons?

		2.6		Did all the trainings (conducted during the reporting period) have specific learning objectives, a course outline or curriculum and expected knowledge, skills and/or competencies to be gained by participants?

(Note: if it is not possible to review all training courses, select 3-5 training courses randomly and review them accordingly)

		2.7		Determine what procedures the training organizer took, if any, to address double-counting which may emerge when (1) the training event is organized by one organization but facilitated by another organization, both of whom report on their activities to the same donor agency, (2) a participant attends the same training more than once.

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Data Verification Team:  Data quality issues: This indicator may be inflated because (1) workshops may be counted as trainings despite the fact that they do not meet the criteria of having a curriculum, learning objectives and expected knowledge, skills and/or competencies to be gained by participants, (2)  training participants may be double-counted because training is facilitated by one organization but organized by another organization, each of whom may report this indicator to the same donor, and (3) participants may be counted as being trained despite the fact that they did not complete the training.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Count the number of service deliverers recorded as having been trained during the reporting period according to the source documents (attendance sheets and evidence that the training meets the acceptable criteria to be counted as training)

		3.2		Copy the number of service deliverers trained during the period under review as reported by the site.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for Verification Team   Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross-checks may be conducted by comparing registration forms, if available, with training reports.

		CROSS-CHECK 1 :  Training Curricula with Dates vs. Training Venue Receipts. Was this cross check performed?

		4.1		Choose 5% of the trainings listed as having been completed (or up to 10 trainings)  and review the dates of the training.  How many trainings were selected?

		4.2		Locate the receipts for training venues and compare dates.  For how many trainings were there receipts for the training venue?

		Calculate % difference in Cross Check 1.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of training -

		Indicator-specific notes for Verification Team:   Identify one or more participants at a recent training event and verify with them his/her attendance (and completion) at the training event.

		5.1		How many former training participants were visited?

		5.2		How many confirmed that they attended and completed the training event?

		Calculate % difference between persons recorded as having been trained and those stating that they attended the event.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.5

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TRAINING - Describe the connection between the delivery of the training and the completion of the source document -

		Indicator-specific notes for the Data Verification Team:   The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the training provided. Determine the source document used to record the training and participation in the training at the training site.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the training (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the training organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the training and recording of the training on the source document?

		1.4		If the training and recording of the training are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Data Verification Team:  Source documents may be registration forms/lists, attendance sheets/forms, or training reports.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents (e.g. training attendance sheets matched with course curricula) complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		2.4		Describe what methods the organization conducting the trainings uses to calculate how many people were trained and what, if any, tools are used for this purpose.

		B)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts of people trained.		Indcator-specific notes for auditor:

		2.5		What procedures (in terms of documentation) does the training organizer follow when one or more participants do not complete the training for various reasons?

		2.6		Did all the trainings (conducted during the reporting period) have specific learning objectives, a course outline or curriculum and expected knowledge, skills and/or competencies to be gained by participants?

(Note: if it is not possible to review all training courses, select 3-5 training courses randomly and review them accordingly)

		2.7		Determine what procedures the training organizer took, if any, to address double-counting which may emerge when (1) the training event is organized by one organization but facilitated by another organization, both of whom report on their activities to the same donor agency, (2) a participant attends the same training more than once.

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Data Verification Team:  Data quality issues: This indicator may be inflated because (1) workshops may be counted as trainings despite the fact that they do not meet the criteria of having a curriculum, learning objectives and expected knowledge, skills and/or competencies to be gained by participants, (2)  training participants may be double-counted because training is facilitated by one organization but organized by another organization, each of whom may report this indicator to the same donor, and (3) participants may be counted as being trained despite the fact that they did not complete the training.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Count the number of service deliverers recorded as having been trained during the reporting period according to the source documents (attendance sheets and evidence that the training meets the acceptable criteria to be counted as training)

		3.2		Copy the number of service deliverers trained during the period under review as reported by the site.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for Verification Team   Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross-checks may be conducted by comparing registration forms, if available, with training reports.

		CROSS-CHECK 1 :  Training Curricula with Dates vs. Training Venue Receipts. Was this cross check performed?

		4.1		Choose 5% of the trainings listed as having been completed (or up to 10 trainings)  and review the dates of the training.  How many trainings were selected?

		4.2		Locate the receipts for training venues and compare dates.  For how many trainings were there receipts for the training venue?

		Calculate % difference in Cross Check 1.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of training -

		Indicator-specific notes for Verification Team:   Identify one or more participants at a recent training event and verify with them his/her attendance (and completion) at the training event.

		5.1		How many former training participants were visited?

		5.2		How many confirmed that they attended and completed the training event?

		Calculate % difference between persons recorded as having been trained and those stating that they attended the event.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.6

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TRAINING - Describe the connection between the delivery of the training and the completion of the source document -

		Indicator-specific notes for the Data Verification Team:   The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the training provided. Determine the source document used to record the training and participation in the training at the training site.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the training (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the training organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the training and recording of the training on the source document?

		1.4		If the training and recording of the training are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Data Verification Team:  Source documents may be registration forms/lists, attendance sheets/forms, or training reports.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents (e.g. training attendance sheets matched with course curricula) complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		2.4		Describe what methods the organization conducting the trainings uses to calculate how many people were trained and what, if any, tools are used for this purpose.

		B)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts of people trained.		Indcator-specific notes for auditor:

		2.5		What procedures (in terms of documentation) does the training organizer follow when one or more participants do not complete the training for various reasons?

		2.6		Did all the trainings (conducted during the reporting period) have specific learning objectives, a course outline or curriculum and expected knowledge, skills and/or competencies to be gained by participants?

(Note: if it is not possible to review all training courses, select 3-5 training courses randomly and review them accordingly)

		2.7		Determine what procedures the training organizer took, if any, to address double-counting which may emerge when (1) the training event is organized by one organization but facilitated by another organization, both of whom report on their activities to the same donor agency, (2) a participant attends the same training more than once.

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Data Verification Team:  Data quality issues: This indicator may be inflated because (1) workshops may be counted as trainings despite the fact that they do not meet the criteria of having a curriculum, learning objectives and expected knowledge, skills and/or competencies to be gained by participants, (2)  training participants may be double-counted because training is facilitated by one organization but organized by another organization, each of whom may report this indicator to the same donor, and (3) participants may be counted as being trained despite the fact that they did not complete the training.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Count the number of service deliverers recorded as having been trained during the reporting period according to the source documents (attendance sheets and evidence that the training meets the acceptable criteria to be counted as training)

		3.2		Copy the number of service deliverers trained during the period under review as reported by the site.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for Verification Team   Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross-checks may be conducted by comparing registration forms, if available, with training reports.

		CROSS-CHECK 1 :  Training Curricula with Dates vs. Training Venue Receipts. Was this cross check performed?

		4.1		Choose 5% of the trainings listed as having been completed (or up to 10 trainings)  and review the dates of the training.  How many trainings were selected?

		4.2		Locate the receipts for training venues and compare dates.  For how many trainings were there receipts for the training venue?

		Calculate % difference in Cross Check 1.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of training -

		Indicator-specific notes for Verification Team:   Identify one or more participants at a recent training event and verify with them his/her attendance (and completion) at the training event.

		5.1		How many former training participants were visited?

		5.2		How many confirmed that they attended and completed the training event?

		Calculate % difference between persons recorded as having been trained and those stating that they attended the event.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Regional Level 2

		Regional Aggregation Level (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Regional Aggregation Site is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the Regional summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Regional Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the Regional Aggregation Site.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the Regional Aggregation Site numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Regional Aggregation Site (and released or submitted to the funding agency )

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (Regional Aggregation Site)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the Regional Aggregation Site		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers reported  by the Regional Aggregation Site for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the Regional Aggregation Site or in a database.

		1.3		What result was contained for the audited Intermediate Aggregation Site no.1 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Intermediate Aggregation Site no.2 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the Regional Aggregation Site for those Intermediate Aggregation Sites.

		1.5		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the Regional Aggregation Site should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time? (i.e., on time means that the report was able to be used in the summary report prepared by the Regional Aggregation Site)

		Calculate % On time Reports						-

		2.4		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data.)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Intermediate Level 3

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 3.1

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TRAINING - Describe the connection between the delivery of the training and the completion of the source document -

		Indicator-specific notes for the Data Verification Team:   The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the training provided. Determine the source document used to record the training and participation in the training at the training site.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the training (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the training organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the training and recording of the training on the source document?

		1.4		If the training and recording of the training are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Data Verification Team:  Source documents may be registration forms/lists, attendance sheets/forms, or training reports.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents (e.g. training attendance sheets matched with course curricula) complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		2.4		Describe what methods the organization conducting the trainings uses to calculate how many people were trained and what, if any, tools are used for this purpose.

		B)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts of people trained.		Indcator-specific notes for auditor:

		2.5		What procedures (in terms of documentation) does the training organizer follow when one or more participants do not complete the training for various reasons?

		2.6		Did all the trainings (conducted during the reporting period) have specific learning objectives, a course outline or curriculum and expected knowledge, skills and/or competencies to be gained by participants?

(Note: if it is not possible to review all training courses, select 3-5 training courses randomly and review them accordingly)

		2.7		Determine what procedures the training organizer took, if any, to address double-counting which may emerge when (1) the training event is organized by one organization but facilitated by another organization, both of whom report on their activities to the same donor agency, (2) a participant attends the same training more than once.

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Data Verification Team:  Data quality issues: This indicator may be inflated because (1) workshops may be counted as trainings despite the fact that they do not meet the criteria of having a curriculum, learning objectives and expected knowledge, skills and/or competencies to be gained by participants, (2)  training participants may be double-counted because training is facilitated by one organization but organized by another organization, each of whom may report this indicator to the same donor, and (3) participants may be counted as being trained despite the fact that they did not complete the training.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Count the number of service deliverers recorded as having been trained during the reporting period according to the source documents (attendance sheets and evidence that the training meets the acceptable criteria to be counted as training)

		3.2		Copy the number of service deliverers trained during the period under review as reported by the site.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for Verification Team   Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross-checks may be conducted by comparing registration forms, if available, with training reports.

		CROSS-CHECK 1 :  Training Curricula with Dates vs. Training Venue Receipts. Was this cross check performed?

		4.1		Choose 5% of the trainings listed as having been completed (or up to 10 trainings)  and review the dates of the training.  How many trainings were selected?

		4.2		Locate the receipts for training venues and compare dates.  For how many trainings were there receipts for the training venue?

		Calculate % difference in Cross Check 1.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of training -

		Indicator-specific notes for Verification Team:   Identify one or more participants at a recent training event and verify with them his/her attendance (and completion) at the training event.

		5.1		How many former training participants were visited?

		5.2		How many confirmed that they attended and completed the training event?

		Calculate % difference between persons recorded as having been trained and those stating that they attended the event.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.2

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TRAINING - Describe the connection between the delivery of the training and the completion of the source document -

		Indicator-specific notes for the Data Verification Team:   The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the training provided. Determine the source document used to record the training and participation in the training at the training site.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the training (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the training organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the training and recording of the training on the source document?

		1.4		If the training and recording of the training are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Data Verification Team:  Source documents may be registration forms/lists, attendance sheets/forms, or training reports.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents (e.g. training attendance sheets matched with course curricula) complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		2.4		Describe what methods the organization conducting the trainings uses to calculate how many people were trained and what, if any, tools are used for this purpose.

		B)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts of people trained.		Indcator-specific notes for auditor:

		2.5		What procedures (in terms of documentation) does the training organizer follow when one or more participants do not complete the training for various reasons?

		2.6		Did all the trainings (conducted during the reporting period) have specific learning objectives, a course outline or curriculum and expected knowledge, skills and/or competencies to be gained by participants?

(Note: if it is not possible to review all training courses, select 3-5 training courses randomly and review them accordingly)

		2.7		Determine what procedures the training organizer took, if any, to address double-counting which may emerge when (1) the training event is organized by one organization but facilitated by another organization, both of whom report on their activities to the same donor agency, (2) a participant attends the same training more than once.

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Data Verification Team:  Data quality issues: This indicator may be inflated because (1) workshops may be counted as trainings despite the fact that they do not meet the criteria of having a curriculum, learning objectives and expected knowledge, skills and/or competencies to be gained by participants, (2)  training participants may be double-counted because training is facilitated by one organization but organized by another organization, each of whom may report this indicator to the same donor, and (3) participants may be counted as being trained despite the fact that they did not complete the training.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Count the number of service deliverers recorded as having been trained during the reporting period according to the source documents (attendance sheets and evidence that the training meets the acceptable criteria to be counted as training)

		3.2		Copy the number of service deliverers trained during the period under review as reported by the site.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for Verification Team   Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross-checks may be conducted by comparing registration forms, if available, with training reports.

		CROSS-CHECK 1 :  Training Curricula with Dates vs. Training Venue Receipts. Was this cross check performed?

		4.1		Choose 5% of the trainings listed as having been completed (or up to 10 trainings)  and review the dates of the training.  How many trainings were selected?

		4.2		Locate the receipts for training venues and compare dates.  For how many trainings were there receipts for the training venue?

		Calculate % difference in Cross Check 1.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of training -

		Indicator-specific notes for Verification Team:   Identify one or more participants at a recent training event and verify with them his/her attendance (and completion) at the training event.

		5.1		How many former training participants were visited?

		5.2		How many confirmed that they attended and completed the training event?

		Calculate % difference between persons recorded as having been trained and those stating that they attended the event.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.3

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TRAINING - Describe the connection between the delivery of the training and the completion of the source document -

		Indicator-specific notes for the Data Verification Team:   The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the training provided. Determine the source document used to record the training and participation in the training at the training site.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the training (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the training organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the training and recording of the training on the source document?

		1.4		If the training and recording of the training are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Data Verification Team:  Source documents may be registration forms/lists, attendance sheets/forms, or training reports.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents (e.g. training attendance sheets matched with course curricula) complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		2.4		Describe what methods the organization conducting the trainings uses to calculate how many people were trained and what, if any, tools are used for this purpose.

		B)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts of people trained.		Indcator-specific notes for auditor:

		2.5		What procedures (in terms of documentation) does the training organizer follow when one or more participants do not complete the training for various reasons?

		2.6		Did all the trainings (conducted during the reporting period) have specific learning objectives, a course outline or curriculum and expected knowledge, skills and/or competencies to be gained by participants?

(Note: if it is not possible to review all training courses, select 3-5 training courses randomly and review them accordingly)

		2.7		Determine what procedures the training organizer took, if any, to address double-counting which may emerge when (1) the training event is organized by one organization but facilitated by another organization, both of whom report on their activities to the same donor agency, (2) a participant attends the same training more than once.

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Data Verification Team:  Data quality issues: This indicator may be inflated because (1) workshops may be counted as trainings despite the fact that they do not meet the criteria of having a curriculum, learning objectives and expected knowledge, skills and/or competencies to be gained by participants, (2)  training participants may be double-counted because training is facilitated by one organization but organized by another organization, each of whom may report this indicator to the same donor, and (3) participants may be counted as being trained despite the fact that they did not complete the training.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Count the number of service deliverers recorded as having been trained during the reporting period according to the source documents (attendance sheets and evidence that the training meets the acceptable criteria to be counted as training)

		3.2		Copy the number of service deliverers trained during the period under review as reported by the site.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for Verification Team   Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross-checks may be conducted by comparing registration forms, if available, with training reports.

		CROSS-CHECK 1 :  Training Curricula with Dates vs. Training Venue Receipts. Was this cross check performed?

		4.1		Choose 5% of the trainings listed as having been completed (or up to 10 trainings)  and review the dates of the training.  How many trainings were selected?

		4.2		Locate the receipts for training venues and compare dates.  For how many trainings were there receipts for the training venue?

		Calculate % difference in Cross Check 1.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of training -

		Indicator-specific notes for Verification Team:   Identify one or more participants at a recent training event and verify with them his/her attendance (and completion) at the training event.

		5.1		How many former training participants were visited?

		5.2		How many confirmed that they attended and completed the training event?

		Calculate % difference between persons recorded as having been trained and those stating that they attended the event.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.4

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TRAINING - Describe the connection between the delivery of the training and the completion of the source document -

		Indicator-specific notes for the Data Verification Team:   The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the training provided. Determine the source document used to record the training and participation in the training at the training site.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the training (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the training organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the training and recording of the training on the source document?

		1.4		If the training and recording of the training are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Data Verification Team:  Source documents may be registration forms/lists, attendance sheets/forms, or training reports.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents (e.g. training attendance sheets matched with course curricula) complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		2.4		Describe what methods the organization conducting the trainings uses to calculate how many people were trained and what, if any, tools are used for this purpose.

		B)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts of people trained.		Indcator-specific notes for auditor:

		2.5		What procedures (in terms of documentation) does the training organizer follow when one or more participants do not complete the training for various reasons?

		2.6		Did all the trainings (conducted during the reporting period) have specific learning objectives, a course outline or curriculum and expected knowledge, skills and/or competencies to be gained by participants?

(Note: if it is not possible to review all training courses, select 3-5 training courses randomly and review them accordingly)

		2.7		Determine what procedures the training organizer took, if any, to address double-counting which may emerge when (1) the training event is organized by one organization but facilitated by another organization, both of whom report on their activities to the same donor agency, (2) a participant attends the same training more than once.

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Data Verification Team:  Data quality issues: This indicator may be inflated because (1) workshops may be counted as trainings despite the fact that they do not meet the criteria of having a curriculum, learning objectives and expected knowledge, skills and/or competencies to be gained by participants, (2)  training participants may be double-counted because training is facilitated by one organization but organized by another organization, each of whom may report this indicator to the same donor, and (3) participants may be counted as being trained despite the fact that they did not complete the training.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Count the number of service deliverers recorded as having been trained during the reporting period according to the source documents (attendance sheets and evidence that the training meets the acceptable criteria to be counted as training)

		3.2		Copy the number of service deliverers trained during the period under review as reported by the site.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for Verification Team   Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross-checks may be conducted by comparing registration forms, if available, with training reports.

		CROSS-CHECK 1 :  Training Curricula with Dates vs. Training Venue Receipts. Was this cross check performed?

		4.1		Choose 5% of the trainings listed as having been completed (or up to 10 trainings)  and review the dates of the training.  How many trainings were selected?

		4.2		Locate the receipts for training venues and compare dates.  For how many trainings were there receipts for the training venue?

		Calculate % difference in Cross Check 1.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of training -

		Indicator-specific notes for Verification Team:   Identify one or more participants at a recent training event and verify with them his/her attendance (and completion) at the training event.

		5.1		How many former training participants were visited?

		5.2		How many confirmed that they attended and completed the training event?

		Calculate % difference between persons recorded as having been trained and those stating that they attended the event.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.5

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TRAINING - Describe the connection between the delivery of the training and the completion of the source document -

		Indicator-specific notes for the Data Verification Team:   The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the training provided. Determine the source document used to record the training and participation in the training at the training site.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the training (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the training organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the training and recording of the training on the source document?

		1.4		If the training and recording of the training are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Data Verification Team:  Source documents may be registration forms/lists, attendance sheets/forms, or training reports.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents (e.g. training attendance sheets matched with course curricula) complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		2.4		Describe what methods the organization conducting the trainings uses to calculate how many people were trained and what, if any, tools are used for this purpose.

		B)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts of people trained.		Indcator-specific notes for auditor:

		2.5		What procedures (in terms of documentation) does the training organizer follow when one or more participants do not complete the training for various reasons?

		2.6		Did all the trainings (conducted during the reporting period) have specific learning objectives, a course outline or curriculum and expected knowledge, skills and/or competencies to be gained by participants?

(Note: if it is not possible to review all training courses, select 3-5 training courses randomly and review them accordingly)

		2.7		Determine what procedures the training organizer took, if any, to address double-counting which may emerge when (1) the training event is organized by one organization but facilitated by another organization, both of whom report on their activities to the same donor agency, (2) a participant attends the same training more than once.

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Data Verification Team:  Data quality issues: This indicator may be inflated because (1) workshops may be counted as trainings despite the fact that they do not meet the criteria of having a curriculum, learning objectives and expected knowledge, skills and/or competencies to be gained by participants, (2)  training participants may be double-counted because training is facilitated by one organization but organized by another organization, each of whom may report this indicator to the same donor, and (3) participants may be counted as being trained despite the fact that they did not complete the training.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Count the number of service deliverers recorded as having been trained during the reporting period according to the source documents (attendance sheets and evidence that the training meets the acceptable criteria to be counted as training)

		3.2		Copy the number of service deliverers trained during the period under review as reported by the site.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for Verification Team   Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross-checks may be conducted by comparing registration forms, if available, with training reports.

		CROSS-CHECK 1 :  Training Curricula with Dates vs. Training Venue Receipts. Was this cross check performed?

		4.1		Choose 5% of the trainings listed as having been completed (or up to 10 trainings)  and review the dates of the training.  How many trainings were selected?

		4.2		Locate the receipts for training venues and compare dates.  For how many trainings were there receipts for the training venue?

		Calculate % difference in Cross Check 1.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of training -

		Indicator-specific notes for Verification Team:   Identify one or more participants at a recent training event and verify with them his/her attendance (and completion) at the training event.

		5.1		How many former training participants were visited?

		5.2		How many confirmed that they attended and completed the training event?

		Calculate % difference between persons recorded as having been trained and those stating that they attended the event.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.6

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TRAINING - Describe the connection between the delivery of the training and the completion of the source document -

		Indicator-specific notes for the Data Verification Team:   The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the training provided. Determine the source document used to record the training and participation in the training at the training site.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the training (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the training organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the training and recording of the training on the source document?

		1.4		If the training and recording of the training are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Data Verification Team:  Source documents may be registration forms/lists, attendance sheets/forms, or training reports.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents (e.g. training attendance sheets matched with course curricula) complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		2.4		Describe what methods the organization conducting the trainings uses to calculate how many people were trained and what, if any, tools are used for this purpose.

		B)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts of people trained.		Indcator-specific notes for auditor:

		2.5		What procedures (in terms of documentation) does the training organizer follow when one or more participants do not complete the training for various reasons?

		2.6		Did all the trainings (conducted during the reporting period) have specific learning objectives, a course outline or curriculum and expected knowledge, skills and/or competencies to be gained by participants?

(Note: if it is not possible to review all training courses, select 3-5 training courses randomly and review them accordingly)

		2.7		Determine what procedures the training organizer took, if any, to address double-counting which may emerge when (1) the training event is organized by one organization but facilitated by another organization, both of whom report on their activities to the same donor agency, (2) a participant attends the same training more than once.

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Data Verification Team:  Data quality issues: This indicator may be inflated because (1) workshops may be counted as trainings despite the fact that they do not meet the criteria of having a curriculum, learning objectives and expected knowledge, skills and/or competencies to be gained by participants, (2)  training participants may be double-counted because training is facilitated by one organization but organized by another organization, each of whom may report this indicator to the same donor, and (3) participants may be counted as being trained despite the fact that they did not complete the training.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Count the number of service deliverers recorded as having been trained during the reporting period according to the source documents (attendance sheets and evidence that the training meets the acceptable criteria to be counted as training)

		3.2		Copy the number of service deliverers trained during the period under review as reported by the site.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for Verification Team   Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross-checks may be conducted by comparing registration forms, if available, with training reports.

		CROSS-CHECK 1 :  Training Curricula with Dates vs. Training Venue Receipts. Was this cross check performed?

		4.1		Choose 5% of the trainings listed as having been completed (or up to 10 trainings)  and review the dates of the training.  How many trainings were selected?

		4.2		Locate the receipts for training venues and compare dates.  For how many trainings were there receipts for the training venue?

		Calculate % difference in Cross Check 1.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of training -

		Indicator-specific notes for Verification Team:   Identify one or more participants at a recent training event and verify with them his/her attendance (and completion) at the training event.

		5.1		How many former training participants were visited?

		5.2		How many confirmed that they attended and completed the training event?

		Calculate % difference between persons recorded as having been trained and those stating that they attended the event.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Intermediate Level 4

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 4.1

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TRAINING - Describe the connection between the delivery of the training and the completion of the source document -

		Indicator-specific notes for the Data Verification Team:   The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the training provided. Determine the source document used to record the training and participation in the training at the training site.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the training (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the training organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the training and recording of the training on the source document?

		1.4		If the training and recording of the training are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Data Verification Team:  Source documents may be registration forms/lists, attendance sheets/forms, or training reports.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents (e.g. training attendance sheets matched with course curricula) complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		2.4		Describe what methods the organization conducting the trainings uses to calculate how many people were trained and what, if any, tools are used for this purpose.

		B)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts of people trained.		Indcator-specific notes for auditor:

		2.5		What procedures (in terms of documentation) does the training organizer follow when one or more participants do not complete the training for various reasons?

		2.6		Did all the trainings (conducted during the reporting period) have specific learning objectives, a course outline or curriculum and expected knowledge, skills and/or competencies to be gained by participants?

(Note: if it is not possible to review all training courses, select 3-5 training courses randomly and review them accordingly)

		2.7		Determine what procedures the training organizer took, if any, to address double-counting which may emerge when (1) the training event is organized by one organization but facilitated by another organization, both of whom report on their activities to the same donor agency, (2) a participant attends the same training more than once.

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Data Verification Team:  Data quality issues: This indicator may be inflated because (1) workshops may be counted as trainings despite the fact that they do not meet the criteria of having a curriculum, learning objectives and expected knowledge, skills and/or competencies to be gained by participants, (2)  training participants may be double-counted because training is facilitated by one organization but organized by another organization, each of whom may report this indicator to the same donor, and (3) participants may be counted as being trained despite the fact that they did not complete the training.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Count the number of service deliverers recorded as having been trained during the reporting period according to the source documents (attendance sheets and evidence that the training meets the acceptable criteria to be counted as training)

		3.2		Copy the number of service deliverers trained during the period under review as reported by the site.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for Verification Team   Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross-checks may be conducted by comparing registration forms, if available, with training reports.

		CROSS-CHECK 1 :  Training Curricula with Dates vs. Training Venue Receipts. Was this cross check performed?

		4.1		Choose 5% of the trainings listed as having been completed (or up to 10 trainings)  and review the dates of the training.  How many trainings were selected?

		4.2		Locate the receipts for training venues and compare dates.  For how many trainings were there receipts for the training venue?

		Calculate % difference in Cross Check 1.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of training -

		Indicator-specific notes for Verification Team:   Identify one or more participants at a recent training event and verify with them his/her attendance (and completion) at the training event.

		5.1		How many former training participants were visited?

		5.2		How many confirmed that they attended and completed the training event?

		Calculate % difference between persons recorded as having been trained and those stating that they attended the event.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.2

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TRAINING - Describe the connection between the delivery of the training and the completion of the source document -

		Indicator-specific notes for the Data Verification Team:   The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the training provided. Determine the source document used to record the training and participation in the training at the training site.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the training (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the training organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the training and recording of the training on the source document?

		1.4		If the training and recording of the training are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Data Verification Team:  Source documents may be registration forms/lists, attendance sheets/forms, or training reports.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents (e.g. training attendance sheets matched with course curricula) complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		2.4		Describe what methods the organization conducting the trainings uses to calculate how many people were trained and what, if any, tools are used for this purpose.

		B)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts of people trained.		Indcator-specific notes for auditor:

		2.5		What procedures (in terms of documentation) does the training organizer follow when one or more participants do not complete the training for various reasons?

		2.6		Did all the trainings (conducted during the reporting period) have specific learning objectives, a course outline or curriculum and expected knowledge, skills and/or competencies to be gained by participants?

(Note: if it is not possible to review all training courses, select 3-5 training courses randomly and review them accordingly)

		2.7		Determine what procedures the training organizer took, if any, to address double-counting which may emerge when (1) the training event is organized by one organization but facilitated by another organization, both of whom report on their activities to the same donor agency, (2) a participant attends the same training more than once.

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Data Verification Team:  Data quality issues: This indicator may be inflated because (1) workshops may be counted as trainings despite the fact that they do not meet the criteria of having a curriculum, learning objectives and expected knowledge, skills and/or competencies to be gained by participants, (2)  training participants may be double-counted because training is facilitated by one organization but organized by another organization, each of whom may report this indicator to the same donor, and (3) participants may be counted as being trained despite the fact that they did not complete the training.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Count the number of service deliverers recorded as having been trained during the reporting period according to the source documents (attendance sheets and evidence that the training meets the acceptable criteria to be counted as training)

		3.2		Copy the number of service deliverers trained during the period under review as reported by the site.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for Verification Team   Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross-checks may be conducted by comparing registration forms, if available, with training reports.

		CROSS-CHECK 1 :  Training Curricula with Dates vs. Training Venue Receipts. Was this cross check performed?

		4.1		Choose 5% of the trainings listed as having been completed (or up to 10 trainings)  and review the dates of the training.  How many trainings were selected?

		4.2		Locate the receipts for training venues and compare dates.  For how many trainings were there receipts for the training venue?

		Calculate % difference in Cross Check 1.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of training -

		Indicator-specific notes for Verification Team:   Identify one or more participants at a recent training event and verify with them his/her attendance (and completion) at the training event.

		5.1		How many former training participants were visited?

		5.2		How many confirmed that they attended and completed the training event?

		Calculate % difference between persons recorded as having been trained and those stating that they attended the event.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.3

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TRAINING - Describe the connection between the delivery of the training and the completion of the source document -

		Indicator-specific notes for the Data Verification Team:   The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the training provided. Determine the source document used to record the training and participation in the training at the training site.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the training (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the training organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the training and recording of the training on the source document?

		1.4		If the training and recording of the training are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Data Verification Team:  Source documents may be registration forms/lists, attendance sheets/forms, or training reports.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents (e.g. training attendance sheets matched with course curricula) complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		2.4		Describe what methods the organization conducting the trainings uses to calculate how many people were trained and what, if any, tools are used for this purpose.

		B)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts of people trained.		Indcator-specific notes for auditor:

		2.5		What procedures (in terms of documentation) does the training organizer follow when one or more participants do not complete the training for various reasons?

		2.6		Did all the trainings (conducted during the reporting period) have specific learning objectives, a course outline or curriculum and expected knowledge, skills and/or competencies to be gained by participants?

(Note: if it is not possible to review all training courses, select 3-5 training courses randomly and review them accordingly)

		2.7		Determine what procedures the training organizer took, if any, to address double-counting which may emerge when (1) the training event is organized by one organization but facilitated by another organization, both of whom report on their activities to the same donor agency, (2) a participant attends the same training more than once.

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Data Verification Team:  Data quality issues: This indicator may be inflated because (1) workshops may be counted as trainings despite the fact that they do not meet the criteria of having a curriculum, learning objectives and expected knowledge, skills and/or competencies to be gained by participants, (2)  training participants may be double-counted because training is facilitated by one organization but organized by another organization, each of whom may report this indicator to the same donor, and (3) participants may be counted as being trained despite the fact that they did not complete the training.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Count the number of service deliverers recorded as having been trained during the reporting period according to the source documents (attendance sheets and evidence that the training meets the acceptable criteria to be counted as training)

		3.2		Copy the number of service deliverers trained during the period under review as reported by the site.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for Verification Team   Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross-checks may be conducted by comparing registration forms, if available, with training reports.

		CROSS-CHECK 1 :  Training Curricula with Dates vs. Training Venue Receipts. Was this cross check performed?

		4.1		Choose 5% of the trainings listed as having been completed (or up to 10 trainings)  and review the dates of the training.  How many trainings were selected?

		4.2		Locate the receipts for training venues and compare dates.  For how many trainings were there receipts for the training venue?

		Calculate % difference in Cross Check 1.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of training -

		Indicator-specific notes for Verification Team:   Identify one or more participants at a recent training event and verify with them his/her attendance (and completion) at the training event.

		5.1		How many former training participants were visited?

		5.2		How many confirmed that they attended and completed the training event?

		Calculate % difference between persons recorded as having been trained and those stating that they attended the event.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.4

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TRAINING - Describe the connection between the delivery of the training and the completion of the source document -

		Indicator-specific notes for the Data Verification Team:   The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the training provided. Determine the source document used to record the training and participation in the training at the training site.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the training (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the training organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the training and recording of the training on the source document?

		1.4		If the training and recording of the training are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Data Verification Team:  Source documents may be registration forms/lists, attendance sheets/forms, or training reports.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents (e.g. training attendance sheets matched with course curricula) complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		2.4		Describe what methods the organization conducting the trainings uses to calculate how many people were trained and what, if any, tools are used for this purpose.

		B)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts of people trained.		Indcator-specific notes for auditor:

		2.5		What procedures (in terms of documentation) does the training organizer follow when one or more participants do not complete the training for various reasons?

		2.6		Did all the trainings (conducted during the reporting period) have specific learning objectives, a course outline or curriculum and expected knowledge, skills and/or competencies to be gained by participants?

(Note: if it is not possible to review all training courses, select 3-5 training courses randomly and review them accordingly)

		2.7		Determine what procedures the training organizer took, if any, to address double-counting which may emerge when (1) the training event is organized by one organization but facilitated by another organization, both of whom report on their activities to the same donor agency, (2) a participant attends the same training more than once.

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Data Verification Team:  Data quality issues: This indicator may be inflated because (1) workshops may be counted as trainings despite the fact that they do not meet the criteria of having a curriculum, learning objectives and expected knowledge, skills and/or competencies to be gained by participants, (2)  training participants may be double-counted because training is facilitated by one organization but organized by another organization, each of whom may report this indicator to the same donor, and (3) participants may be counted as being trained despite the fact that they did not complete the training.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Count the number of service deliverers recorded as having been trained during the reporting period according to the source documents (attendance sheets and evidence that the training meets the acceptable criteria to be counted as training)

		3.2		Copy the number of service deliverers trained during the period under review as reported by the site.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for Verification Team   Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross-checks may be conducted by comparing registration forms, if available, with training reports.

		CROSS-CHECK 1 :  Training Curricula with Dates vs. Training Venue Receipts. Was this cross check performed?

		4.1		Choose 5% of the trainings listed as having been completed (or up to 10 trainings)  and review the dates of the training.  How many trainings were selected?

		4.2		Locate the receipts for training venues and compare dates.  For how many trainings were there receipts for the training venue?

		Calculate % difference in Cross Check 1.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of training -

		Indicator-specific notes for Verification Team:   Identify one or more participants at a recent training event and verify with them his/her attendance (and completion) at the training event.

		5.1		How many former training participants were visited?

		5.2		How many confirmed that they attended and completed the training event?

		Calculate % difference between persons recorded as having been trained and those stating that they attended the event.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.5

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TRAINING - Describe the connection between the delivery of the training and the completion of the source document -

		Indicator-specific notes for the Data Verification Team:   The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the training provided. Determine the source document used to record the training and participation in the training at the training site.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the training (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the training organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the training and recording of the training on the source document?

		1.4		If the training and recording of the training are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Data Verification Team:  Source documents may be registration forms/lists, attendance sheets/forms, or training reports.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents (e.g. training attendance sheets matched with course curricula) complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		2.4		Describe what methods the organization conducting the trainings uses to calculate how many people were trained and what, if any, tools are used for this purpose.

		B)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts of people trained.		Indcator-specific notes for auditor:

		2.5		What procedures (in terms of documentation) does the training organizer follow when one or more participants do not complete the training for various reasons?

		2.6		Did all the trainings (conducted during the reporting period) have specific learning objectives, a course outline or curriculum and expected knowledge, skills and/or competencies to be gained by participants?

(Note: if it is not possible to review all training courses, select 3-5 training courses randomly and review them accordingly)

		2.7		Determine what procedures the training organizer took, if any, to address double-counting which may emerge when (1) the training event is organized by one organization but facilitated by another organization, both of whom report on their activities to the same donor agency, (2) a participant attends the same training more than once.

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Data Verification Team:  Data quality issues: This indicator may be inflated because (1) workshops may be counted as trainings despite the fact that they do not meet the criteria of having a curriculum, learning objectives and expected knowledge, skills and/or competencies to be gained by participants, (2)  training participants may be double-counted because training is facilitated by one organization but organized by another organization, each of whom may report this indicator to the same donor, and (3) participants may be counted as being trained despite the fact that they did not complete the training.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Count the number of service deliverers recorded as having been trained during the reporting period according to the source documents (attendance sheets and evidence that the training meets the acceptable criteria to be counted as training)

		3.2		Copy the number of service deliverers trained during the period under review as reported by the site.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for Verification Team   Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross-checks may be conducted by comparing registration forms, if available, with training reports.

		CROSS-CHECK 1 :  Training Curricula with Dates vs. Training Venue Receipts. Was this cross check performed?

		4.1		Choose 5% of the trainings listed as having been completed (or up to 10 trainings)  and review the dates of the training.  How many trainings were selected?

		4.2		Locate the receipts for training venues and compare dates.  For how many trainings were there receipts for the training venue?

		Calculate % difference in Cross Check 1.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of training -

		Indicator-specific notes for Verification Team:   Identify one or more participants at a recent training event and verify with them his/her attendance (and completion) at the training event.

		5.1		How many former training participants were visited?

		5.2		How many confirmed that they attended and completed the training event?

		Calculate % difference between persons recorded as having been trained and those stating that they attended the event.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.6

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Service Deliverers Trained

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TRAINING - Describe the connection between the delivery of the training and the completion of the source document -

		Indicator-specific notes for the Data Verification Team:   The Verification Team should ask staff to describe the process through which the source documents are filled in relation to the training provided. Determine the source document used to record the training and participation in the training at the training site.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the delivery of the training (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the training organization have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of the training and recording of the training on the source document?

		1.4		If the training and recording of the training are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Data Verification Team:  Source documents may be registration forms/lists, attendance sheets/forms, or training reports.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents (e.g. training attendance sheets matched with course curricula) complete?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		2.4		Describe what methods the organization conducting the trainings uses to calculate how many people were trained and what, if any, tools are used for this purpose.

		B)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts of people trained.		Indcator-specific notes for auditor:

		2.5		What procedures (in terms of documentation) does the training organizer follow when one or more participants do not complete the training for various reasons?

		2.6		Did all the trainings (conducted during the reporting period) have specific learning objectives, a course outline or curriculum and expected knowledge, skills and/or competencies to be gained by participants?

(Note: if it is not possible to review all training courses, select 3-5 training courses randomly and review them accordingly)

		2.7		Determine what procedures the training organizer took, if any, to address double-counting which may emerge when (1) the training event is organized by one organization but facilitated by another organization, both of whom report on their activities to the same donor agency, (2) a participant attends the same training more than once.

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Data Verification Team:  Data quality issues: This indicator may be inflated because (1) workshops may be counted as trainings despite the fact that they do not meet the criteria of having a curriculum, learning objectives and expected knowledge, skills and/or competencies to be gained by participants, (2)  training participants may be double-counted because training is facilitated by one organization but organized by another organization, each of whom may report this indicator to the same donor, and (3) participants may be counted as being trained despite the fact that they did not complete the training.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Count the number of service deliverers recorded as having been trained during the reporting period according to the source documents (attendance sheets and evidence that the training meets the acceptable criteria to be counted as training)

		3.2		Copy the number of service deliverers trained during the period under review as reported by the site.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for Verification Team   Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross-checks may be conducted by comparing registration forms, if available, with training reports.

		CROSS-CHECK 1 :  Training Curricula with Dates vs. Training Venue Receipts. Was this cross check performed?

		4.1		Choose 5% of the trainings listed as having been completed (or up to 10 trainings)  and review the dates of the training.  How many trainings were selected?

		4.2		Locate the receipts for training venues and compare dates.  For how many trainings were there receipts for the training venue?

		Calculate % difference in Cross Check 1.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of training -

		Indicator-specific notes for Verification Team:   Identify one or more participants at a recent training event and verify with them his/her attendance (and completion) at the training event.

		5.1		How many former training participants were visited?

		5.2		How many confirmed that they attended and completed the training event?

		Calculate % difference between persons recorded as having been trained and those stating that they attended the event.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





SUMMARY_TABLE

		Important Note:  This table may need to be revised if a different sampling scheme is used or if not all intermediate aggregation sites include three service delivery sites.  It is important to carefully revise this table if a different sampling strategy (other than 4 intermediate aggregation level sites/districts and 3 service delivery sites per intermediate aggregation level site) is used in the Data Quality Audit.  Careful revision will be needed to ensure that all relevant data are used to measure the summary statistics.  If the worksheets are modified (e.g. worksheets added), it is critical to ensure that all formulas (including those hidden in columns) are reviewed by an expert in Excel.

										Step 1						Step 2						Step 3		Step 4

		SUMMARY TABLE

Trace and Verify								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Verified Counts at Audited Sites		Reported Count at Audited Sites		Site and Unadjusted District Verification Factors)		Observed Reported Count from All Sites in the "District"		Reported Count from the "District" at the M&E Unit (e.g. National Level)		Adjustment Factor  Rdi/Rni		Adjusted District Verification Factors		VF (Weight)		Total Verification Factor		% Available Reports		%  On-time Reports		% Complete Reports		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Lower 95% CI limit		Upper 95% CI limit		number of districts		Degrees of freedom t-distribution

		M&E Unit																																																df		P(2-tailed) = 0.025

		-		-						0.00		0.00				0.00		0.00						0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Intermediate Aggregation Level Sites and Service Delivery Sites																																																2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-																		3.00		3.18

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-																4.00		2.78

		1.1		-						0.00		0.00		-																																				5.00		2.57

		1.2		-						0.00		0.00		-

		1.3		-						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		1.6		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						0.00		0.00		-

		2.2		-						0.00		0.00		-

		2.3		-						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		2.6		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		3.6		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

		4.6		-						0.00		0.00		-

				Service Point Summary						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-

		11		-						0.00		0.00		-

		12		-						0.00		0.00		-





Summary_Statistics_No IAS

		DQA Summary Statistics (no Intermediate Aggregation Sites)

																																																																																-

																																																																																-

																																																																																-

																																																																																-

																																																																																-





Summary_Statistics_No IAS

										% Available Reports		% Available Reports		% Available Reports



5

4

3

% Available Reports

%  On-time Reports

% Complete Reports

Performance indicators

Percent

Summary of Reporting from DQA

0

0

0



SUMMARY_STATISTICS_2 IAL

		Service Point Summary		Service Point Summary		Service Point Summary

		-		-		-

		-		-		-

		-		-		-

		-		-		-

		-		-		-

		-		-		-

		-		-		-

		-		-		-

		-		-		-

		-		-		-

		-		-		-

		-		-		-



Site Verification factors for DQA

0

0

0

0

0

0

0

0

0

0

0

0

0



SUMMARY_STATISTICS

		DQA Summary Statistics

																																																																																Accuracy		Availability		Timeliness		Completeness

																																																																												7		-		-		-		-		-

																																																																												6		-		-		-		-		-

																																																																												5		-		-		-		-		-

																																																																												4		-		-		-		-		-

																																																																												3		-		-		-		-		-

																																																																												2		-		-		-		-		-

																																																																												1		-		-		-		-		-





SUMMARY_STATISTICS

		0		0		0		0		0		0		0



-

-

-

-

-

-

National M&E Unit

Total and Adjusted District 
Verification Factors from DQA



		0		0		0		0		0		0		0



-

-

-

-

-

-

National M&E Unit

% Available Reports from DQA



		0		0		0		0		0		0		0.9166666667



-

-

-

-

-

-

National M&E Unit

% On Time Reports from DQA



		0		0		0		0		0		0		0.8181818182



-

-

-

-

-

-

National M&E Unit

% Complete Reports from DQA



		DQA Summary Statistics

																																																																																				Accuracy		Availability		Timeliness		Completeness

																																																																																5		-		-		-		-		-

																																																																																4		-		-		-		-		-

																																																																																3		-		-		-		-		-

																																																																																2		-		-		-		-		-

																																																																																1		-		-		-		-		-





		0		0		0		0		0



-

-

-

-

-

Total and Adjusted District Verification Factors from DQA



		0		0		0		0		0



-

-

-

-

-

% Available Reports from DQA



		0		0		0		0		0



-

-

-

-

-

% On Time Reports from DQA



		0		0		0		0		0



-

-

-

-

-

% Complete Reports from DQA





DQA Data Verification Templates/English/DQA P2_HIV_ART_Treatment_May 2008.xls
HEADER

																												0		0		0		0		0

																												1		1		1		1		1

																												2		2		2		2		2

																												3		3		3		0		0

		Data Quality Assessment (DQA) Tool																										4		4		4

								Protocol 2:  Data Verification																				0		5		5

						Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)																						0		6		6

						Number of intermediate aggregation levels																								0		7

						Number of higher level intermediate aggregation sites (e.g. regional)																										8

						Number of intermediate aggregation sites (per region)																										9

						Number of service delivery points (per IAS)																										10

						Reset survey																										11

		Version 1: May 2008																														12

		Important notes for the use of this spreadsheet:																														0

		1.  In order to use the Data Quality Audit tools you will need to ensure that your 'macro security' is set to something less than 'high'.  With the spreadsheet open go to the 'Tools' pull-down menu and select 'Macro', then 'Security'.  Select 'medium'.  Close Excel and re-open the file.  When you open file the next time you will have to select 'Enable Macros' for the application to work as designed.

		2.  On the HEADER Page (this page), please select number of intermediate aggregations levels (from the dropdown list) the data are reported through from service delivery point up to national level.  Then select the number of sampled intermediate aggregation sites (IAS) from the next dropdown list.   IAS are typically the district level health unit of the Ministry of Health.  Next, enter the number of sampled service delivery points (SDP), e.g. health units or facilities,  reporting to each intermediate site.  If you have an unequal number of SDP per district select the number corresponding to largest number of sampled SDP in a sampled district.  If SDPs report directly to national level select '0' from the IDS dropdown list.  Then select the number of SDPs in the sample.  Please see the INSTRUCTIONS page for more detail.

		3.  Please enter the health facility, or site, names into the sheet labeled 'Information Page'.  These names will then auto-populate the appropriate forms in the spreadsheet and help ensure a well organized assessment and good quality data.



Reset



INSTRUCTIONS

		INSTRUCTIONS (Protocol 2 - Data Verification)

		Note:  The Audit Team should read the document "Data Quality Audit:  Guidelines for Implementation" in addition to these instructions prior to administering this protocol.

		OBJECTIVE

		The objective of this protocol is to (1) recount and verify the accuracy of reported data at selected sites; and (2) review the timeliness, completeness and availability of reports.

		CONTENT

		This Data Verification Protocol relates to the indicator: Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART). Indeed, because there can be significant differences between types of indicators and service delivery sites - e.g., health-based (clinics) and community-based sites, the DQA includes Indicator-specific Protocols with specific information and data quality challenges related to the indicator (e.g., the risk of double counting). This information is incorporated into the 5-steps of the protocol, which are outlined  below. 

The protocol begins with a description of the service(s) associated with the indicator to orient the Audit Team to the service being given and thus, what is being “counted” to measure the indicator.  This will help lead the Audit Team to the relevant source documents, which can be significantly different for various indicators (e.g., patient records, laboratory reports, training logs, etc).

The data verification takes place in two stages:

(1) In-depth verifications at the Service Delivery Points (SDPs); and
(2) Follow-up verifications at the relevant Intermediate Aggregation Levels (IALs) and at the Program/project M&E Unit. 
  
Typically, programs will have a 3-tier reporting system; In other words, the data will flow from Service Delivery Points (SDPs), 
to one Intermediate Aggregation Level (i.e., a Region or a District), and then to the central M&E Unit.

However, in some countries, SDPs may report directly to the central M&E Unit, without passing through Intermediate 
Aggregation Levels (IALs). In other countries, there could be two (or more) IALs with data being aggregated, for example,
at the District and then at the Provincial level before reaching the central M&E Unit. In such cases (i.e., a 2-tier or 4-tier reporting
system), the Data Verification Protocol will need to be adapted (as explained in the below).

		Editing the content of the Excel Template
The Excel Templates should be modified with care.  To enable the selective addition or removal of tabs for the different sites and 
levels the templates have been programmed in VBA (Visual Basic for Applications).  Modifications to the worksheets can disrupt the
programming and render the template inoperable.  However, it is possible to make certain changes that will make the template more 
useful during the DQA, and more descriptive of the information system.  For example, additional cross-checks and spot-checks can be
added to individual worksheets provided they are added at the bottom of the worksheet. Please do not 'insert' rows or columns in the
middle of the sheet as this could alter the calculation of certain performance indicators.  Other additions to the sheets can also be 
made at the bottom of the worksheet.

Up to six Service Delivery Sites within four Intermediate Aggregation Sites can be selected (i.e. 24 sites) so it is unlikely that service
points or intermediate sites will need to be added to "Information Page".   Simply select the desired number of each from the dropdown
lists on the “HEADER” page.  These selections can be modified later if need be.

It is acceptable to rename worksheet tabs as needed.

The worksheets are protected to guard against inadvertent changes to the contents .  To edit the contents of cells, unprotect the
worksheets by selecting 'Protection' from the 'Tools' pull-down menu.  Then select 'Unprotect'.  Remember to Re-protect the worksheet
after making the modifications.

		AUDITORS INSTRUCTIONS FOR USING THE PROTOCOL

		Service Delivery Points – 5 Types of Data Verifications

The first stage of the data-verification occurs at the Service Delivery Points. There are five types of standard data-verification steps that can be performed at this level :

1 - Description:  Describe the connection between the delivery of services/commodities and the completion of the source document that records that service delivery.

2 - Documentation Review:  Review availability and completeness of all indicator source documents for the selected reporting period.

3 - Trace and Verification:  Trace and verify reported numbers: (1) Recount the reported numbers from available source documents; (2) Compare the verified numbers to the site reported number; (3) Identify reasons for any differences. 

4 - Cross-checks:  Perform “cross-checks” of the verified report totals with other data-sources (e.g. inventory records, laboratory reports, registers, etc.).

5 - Spot-checks:  Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations.

		Intermediate Aggregation Levels (IALs) and Central M&E Unit – 2 Types of Data Verifications

The second stage of the data-verification occurs at the Intermediate Aggregation Levels (e.g., Districts, Regions) and at the Program/project M&E Unit. 

1 - Documentation Review:  Review availability, timeliness and completeness of expected reports from Service Delivery Points for the selected reporting period.

2 - Trace and Verification:  Trace and verify reported numbers: (1) Re-aggregate the numbers submitted by the Service Delivery Points; (2) Compare the verified counts to the numbers submitted to the next level (e.g., Central M&E Unit); (3) Identify reasons for any differences.

		Instructions for a "2-tier" or "4-tier" reporting system:

Selecting Levels and Sites
The Protocol 2:  Data Verification Excel template is designed to follow the DQA sampling methodology with regard to the selection of Intermediate Aggregation Levels and Service Delivery Sites.  On the "HEADER" tab, the Auditing Team can select the number of Intermediate Aggregation Sites, and the number of Service Delivery Sites reporting to each Intermediate Aggregation Site, according to the understanding reached with the Organization Commissioning the DQA.  In the event there more than, or less than, one intermediary level to the flow of data from service delivery level to the national level, the required numbers of intermediate levels and sites per level can be selected.  First select the number of Intermediate Aggregation Levels (e.g. region or district).  If the data passes through both the region and the district, select two levels.  If the data only passes through the district before being sent to national level, select one level.  In some countries the data is reported from the service delivery point directly to national level.  In this case, select zero intermediate levels.  

Next select the number of sites within each intermediate level.  The most likely sampling scheme calls for the random selection of three clusters (intermediate sites), 
and three Service Delivery Sites within each cluster.  In the event of two intermediate levels, the sampling scheme will most likely be two regional clusters, with two
district clusters within each region.  Then two service points will be selected within each district cluster for a total of eight Service Delivery Sites.  Modifications to 
this sampling scheme may become necessary due to constraints of time, distance and resources.  All changes to the methodology should be agreed upon with the 
Organization Commissioning the DQA before the field visits.

		Instructions for filling in the columns of the checklist:

A list of questions appears on the left on each worksheet (column B).  The Audit Team should read each question (statement) and  complete columns C/D, E, F and G.  Column C has a pull down menu (in the right bottom corner) for each question with response categories: "Yes - completely", "Partly", "No - not at all" and "N/A".  Column D should be used to enter numbers or percentages (which will be used in the calculations). Column E is for auditor notes and column F should be filled in with "Yes" if the Audit Team deems that issues raised by the response to a question(statement) are sufficient to require a "Recommendation Note" to the Program/project.

		OUTPUTS

		Based on all responses to the questions, the following Summary Statistics will be produced:

- Accuracy of Reported Data through the calculation of Verification Factors  generated from the recounting exercise performed at each level of the reporting system (i.e., percentage comparison of the reported numbers for the selected indicators to the verified numbers); 

- Availability, Completeness and Timeliness Reports through percentages calculated at the Intermediate Aggregation Level(s) and the M&E Unit.

		Interpretation of the Output:

Mathematical modeling of the modified two-stage cluster sampling technique used by the DQA has determined that the precision of estimates of the verification factor for immunization coverage data is too low for realistic use at the national level.  In simulations, Woodard et al(1) found that up to 30 districts would need to be sampled to achieve precision in the neighborhood of +/-10%.  Given the investment of time, staff and financial resources required to visit 30 districts, the calculation of a precise national verification factor is unlikely.  

That said, it is possible to gain an insight into the overall quality of data in a Program/project without reliance on the national estimate of VF.  The qualitative aspects of the DQA are adequate to determine the strengths and weaknesses of a given reporting system.  For example, if indicator definitions are poorly understood in a majority of a representative sample of sites, it is quite likely that indicator definitions are poorly understood in non-sampled districts as well.  The recounting of indicators and comparison with reported values for a sample of sites is similarly adequate to determine in a general sense whether data quality is good, mediocre or poor, even without the
benefit of a precise national estimate.   Missing reports or large disparities between recounted and reported results in a handful of
sites is indicative of similar disparities elsewhere.  

Ultimately, the national verification factor should be interpreted with caution.  For the purposes of the Data Quality Audit it should be 
used as an indication of data quality (or lack of data quality), rather than an exact measure.   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA)
  Ann Epidemiol  2007;17:628–633.





SERVICE DESCRIPTION

		SERVICE DESCRIPTION (Protocol 2 - Data Verification)

		Background Information on ART

Below is a brief description of WHO’s recommendations on how to monitor patients on ART. Not all countries and/or health facilities will follow these recommendations and variations – in procedures and reporting forms – will exist.

		WHO Patient Monitoring Guidelines for HIV Care and ART: 

a. HIV care patient card

When an HIV-positive patient enrolls in HIV care, an HIV care patient card or other summary record should be started for that patient. Written documentation of a positive HIV test is required.

The HIV care patient card is started for patients when they register for chronic HIV care (not when they are HIV-positive).  A country may choose to limit the card only to those about to receive ART, but this would be a country-specific adaptation of the WHO guidelines on patient monitoring. 

There are many formats possible for the facility-health chronic care card or other patient record formats. (Annex A contains samples of the main patient monitoring forms that are recommended by WHO.)  Some forms may be in electronic format.

Detailed notes relevant to patient care and treatment may also be recorded on a separate clinical review form, which may already be in use at many facilities. These forms would be filed with the patient card.

		b. pre- ART register

WHO recommends that all patients who are enrolled in HIV care, whether they are on ART or not, are initially listed in the pre-ART register. Data are recorded in the pre-ART register until the patient starts on ART. Once the patient starts ART, the ART register is used to collect and record the patient’s history and ARV treatment

All patients prepared for ART adherence at the clinic will already have a single line entry in the pre-ART register. When patients start ART, the start date is recorded in both registers, as is the unique ART number. After this, no further entries are made into the pre-ART register.

		c. ART register

The ART register is organized by ART start –up groups or cohorts – designated by the month and year the patient starts ART. 

Every month, a health worker records which ARV regimen was picked up by the patient. Regimens are typically coded. It is possible to look at the monthly column and tally up the regimens.

At the end of each month, the follow-up status of the patient is recorded in the register. This may include: died, stopped ART (continued on other care), lost (not seen in last month), dropped from drug supply, restarted treatment, or transferred out.

		Transfer in patients are entered retrospectively in the ART register in the month they started on ART. Transfer in requires that records are transferred by some means and that the patient has followed Transfer Out procedures at their previous facility. This can be confirmed by phone with the previous facility or via the district coordinator. Patients who are “transfer in with records” are added in the register at the bottom of the list of clinic-originating patients started on ART in that month.

Non-native patients on ART from other sources (NOT the same as transfer in with records): National policy will dictate how these patients are handled. In general, patients go into the HIV care pre-ART register. Patients must quality (medical eligibility and any other requirements) and be prepared for adherence. These patients are not treated in the same way as a Transfer in with records where every effort and arrangement is made to ensure continuous therapy.

		Restart after treatment interruption: this is still somewhat unresolved and requires national adaptation and agreement as to when restart is permitted. If patients are restarted on ART, this should be recorded in the same line in the register. 

Lost or drop outs: national decisions are required as to when lost patients (temporarily lost occurs when a patient misses an appointment or drug pick-up) become dropped (patient did not shop up for more than x months, after x attempts at contacting the patient by health facility, and may be dropped from the ART drug order). A default suggestion, pending a decision, could be made 3 months.

(Reference: Patient Monitoring Guidelines for HIV Care and ART, WHO 2006)
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		B- BACKGROUND INFORMATION FOR COMPLETION OF TRACE AND VERIFY INDICATOR DATA PROTOCOL

		Name of Orgnization Implementing the DQA

		Country

		Program Area(s)

		Indicator(s)

		Grant Number(s)

		M&E Management Unit at Central Level

		Name of Site																Date of Audit

		1-

		Regional Sites

		Name of Site																Date of Audit

		1

		2

		Intermediate Aggregation Sites (IAS)

		Name of Site																Date of Audit

		1

		2

		3

		4

		-		add more lines as needed

		Service Delivery Points (SDPs)

		Name of Site																Date of Audit

		1.1

		1.2

		1.3

		1.4

		1.5

		1.6

		2.1

		2.2

		2.3

		2.4

		2.5

		2.6

		3.1

		3.2

		3.3

		3.4

		3.5

		3.6

		4.1

		4.2

		4.3

		4.4

		4.5

		4.6

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10

		11

		12





M&E_Unit

		M&E Unit (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the M&E Unit is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the M&E summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				M&E Unit:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		0. Recording and Reporting System for ART

		0		Describe the recording and reporting system related to this indicator at the health facility (i.e. from initial recording of the service delivery on source documents to the reporting of aggregated numbers to the next administrative level). Please describe when recording of the service takes place, on what form(s) and by which staff member(s).

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the M&E Unit.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the M&E Unit numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the M&E Unit (and released or submitted to the funding agency )

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (M&E Unit)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the M&E Unit		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers used by the M&E Unit for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the M&E Unit or in a database.

		1.3		What result was contained for the audited Regional Aggregation Site no.1 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.1		What result was contained for the audited Intermediate Aggregation Site no.1 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.2		What result was contained for the audited Intermediate Aggregation Site no.2 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Regional Aggregation Site no.2 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.3		What result was contained for the audited Intermediate Aggregation Site no.3 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.4		What result was contained for the audited Intermediate Aggregation Site no.4 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the M&E Unit for those Intermediate Aggregation Sites.

		1.4		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the M&E Unit should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time? (i.e., on time means that the report was able to be used in the summary report prepared by the M&E Unit)

		Calculate % On time Reports						-

		2.4		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data.)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 1

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

				Service Delivery Site:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of ART and the completion of the source document

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to the provision of ART. Determine the source document used for this indicator at this facility. For this indicator, source documents are the first place provision of ART is recorded. It may be patient HIV care/ART patient cards and/or other patient records or clinical review forms. If access to the treatment cards is not possible, an alternative source document may be the ART register.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the provision of ART (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Describe when recording of the provision of ART takes place, on what form(s) and by which staff member(s).

		1.4		Are there indications that there are delays between delivery of the provision of ART and recording of the provision of ART on the source document?

		1.5		If the provision of ART and recording of the provision of ART are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of ART on the source documents.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond to those in the indicator definition?

		2.5		Is there a process to ensure proper recording of cases/people lost to follow-up.

		2.6		Is there a process to ensure proper recording of people who have died.

		2.7		Is there a process to ensure proper recording of people who have transferred in/out.

		2.8		Is there a process to avoid double-counting of people who visit the site more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services at the same health facility/reporting unit (e.g., PMTCT, Pediatric Treatment, TB …)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies.

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people provided with ART recorded during the reporting period by reviewing the source document (e.g.HIV care/ART patient cards)

		3.2		Copy the number of people/cases/events provided with ART reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the source document.

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from HIV care/ART patient cards to the ART Register and from ART Register to HIV care/ART patient cards ).

		CROSS-CHECK EXAMPLE 1.1 :  From HIV care/ART patient cards to the ART Register. Was this cross check performed?

		4.1		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) of patients who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the ART Register with all of the following matching information: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK EXAMPLE 1.2 :  From the ART Register to HIV care/ART patient cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the ART Register (or at least 20 patients) who are listed as currently on treatment. How many patients were selected?

		4.4		How many of the patients selected had HIV care/ART patient cards with matching information:  (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen.

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the HIV care/ART patient cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) who are currently on treatment. identify the ARV drug regimen that was prescribed.  How many cards were selected?

		4.6		Check the pharmacy records to verify that the ART drugs were delivered to the patient.  How many patients had obtained their prescriptions?

		Calculate % difference for cross check 2.1.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Records to HIV care/ART patient cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received ART.  How many patients were selected?

		4.8		For how many records do the pharmacy records match the ARV drug regimen prescribed on the HIV care/ART patient card?

		Calculate % difference for cross check 2.2.

If difference is below 90%, select an additional 5% of Patients listed in the Pharmacy records (or at least an extra 10 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 2

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

				Service Delivery Site:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of ART and the completion of the source document

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to the provision of ART. Determine the source document used for this indicator at this facility. For this indicator, source documents are the first place provision of ART is recorded. It may be patient HIV care/ART patient cards and/or other patient records or clinical review forms. If access to the treatment cards is not possible, an alternative source document may be the ART register.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the provision of ART (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Describe when recording of the provision of ART takes place, on what form(s) and by which staff member(s).

		1.4		Are there indications that there are delays between delivery of the provision of ART and recording of the provision of ART on the source document?

		1.5		If the provision of ART and recording of the provision of ART are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of ART on the source documents.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond to those in the indicator definition?

		2.5		Is there a process to ensure proper recording of cases/people lost to follow-up.

		2.6		Is there a process to ensure proper recording of people who have died.

		2.7		Is there a process to ensure proper recording of people who have transferred in/out.

		2.8		Is there a process to avoid double-counting of people who visit the site more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services at the same health facility/reporting unit (e.g., PMTCT, Pediatric Treatment, TB …)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies.

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people provided with ART recorded during the reporting period by reviewing the source document (e.g.HIV care/ART patient cards)

		3.2		Copy the number of people/cases/events provided with ART reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the source document.

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from HIV care/ART patient cards to the ART Register and from ART Register to HIV care/ART patient cards ).

		CROSS-CHECK EXAMPLE 1.1 :  From HIV care/ART patient cards to the ART Register. Was this cross check performed?

		4.1		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) of patients who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the ART Register with all of the following matching information: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK EXAMPLE 1.2 :  From the ART Register to HIV care/ART patient cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the ART Register (or at least 20 patients) who are listed as currently on treatment. How many patients were selected?

		4.4		How many of the patients selected had HIV care/ART patient cards with matching information:  (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen.

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the HIV care/ART patient cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) who are currently on treatment. identify the ARV drug regimen that was prescribed.  How many cards were selected?

		4.6		Check the pharmacy records to verify that the ART drugs were delivered to the patient.  How many patients had obtained their prescriptions?

		Calculate % difference for cross check 2.1.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Records to HIV care/ART patient cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received ART.  How many patients were selected?

		4.8		For how many records do the pharmacy records match the ARV drug regimen prescribed on the HIV care/ART patient card?

		Calculate % difference for cross check 2.2.

If difference is below 90%, select an additional 5% of Patients listed in the Pharmacy records (or at least an extra 10 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 3

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

				Service Delivery Site:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of ART and the completion of the source document

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to the provision of ART. Determine the source document used for this indicator at this facility. For this indicator, source documents are the first place provision of ART is recorded. It may be patient HIV care/ART patient cards and/or other patient records or clinical review forms. If access to the treatment cards is not possible, an alternative source document may be the ART register.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the provision of ART (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Describe when recording of the provision of ART takes place, on what form(s) and by which staff member(s).

		1.4		Are there indications that there are delays between delivery of the provision of ART and recording of the provision of ART on the source document?

		1.5		If the provision of ART and recording of the provision of ART are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of ART on the source documents.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond to those in the indicator definition?

		2.5		Is there a process to ensure proper recording of cases/people lost to follow-up.

		2.6		Is there a process to ensure proper recording of people who have died.

		2.7		Is there a process to ensure proper recording of people who have transferred in/out.

		2.8		Is there a process to avoid double-counting of people who visit the site more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services at the same health facility/reporting unit (e.g., PMTCT, Pediatric Treatment, TB …)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies.

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people provided with ART recorded during the reporting period by reviewing the source document (e.g.HIV care/ART patient cards)

		3.2		Copy the number of people/cases/events provided with ART reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the source document.

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from HIV care/ART patient cards to the ART Register and from ART Register to HIV care/ART patient cards ).

		CROSS-CHECK EXAMPLE 1.1 :  From HIV care/ART patient cards to the ART Register. Was this cross check performed?

		4.1		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) of patients who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the ART Register with all of the following matching information: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK EXAMPLE 1.2 :  From the ART Register to HIV care/ART patient cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the ART Register (or at least 20 patients) who are listed as currently on treatment. How many patients were selected?

		4.4		How many of the patients selected had HIV care/ART patient cards with matching information:  (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen.

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the HIV care/ART patient cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) who are currently on treatment. identify the ARV drug regimen that was prescribed.  How many cards were selected?

		4.6		Check the pharmacy records to verify that the ART drugs were delivered to the patient.  How many patients had obtained their prescriptions?

		Calculate % difference for cross check 2.1.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Records to HIV care/ART patient cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received ART.  How many patients were selected?

		4.8		For how many records do the pharmacy records match the ARV drug regimen prescribed on the HIV care/ART patient card?

		Calculate % difference for cross check 2.2.

If difference is below 90%, select an additional 5% of Patients listed in the Pharmacy records (or at least an extra 10 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 4

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

				Service Delivery Site:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of ART and the completion of the source document

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to the provision of ART. Determine the source document used for this indicator at this facility. For this indicator, source documents are the first place provision of ART is recorded. It may be patient HIV care/ART patient cards and/or other patient records or clinical review forms. If access to the treatment cards is not possible, an alternative source document may be the ART register.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the provision of ART (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Describe when recording of the provision of ART takes place, on what form(s) and by which staff member(s).

		1.4		Are there indications that there are delays between delivery of the provision of ART and recording of the provision of ART on the source document?

		1.5		If the provision of ART and recording of the provision of ART are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of ART on the source documents.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond to those in the indicator definition?

		2.5		Is there a process to ensure proper recording of cases/people lost to follow-up.

		2.6		Is there a process to ensure proper recording of people who have died.

		2.7		Is there a process to ensure proper recording of people who have transferred in/out.

		2.8		Is there a process to avoid double-counting of people who visit the site more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services at the same health facility/reporting unit (e.g., PMTCT, Pediatric Treatment, TB …)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies.

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people provided with ART recorded during the reporting period by reviewing the source document (e.g.HIV care/ART patient cards)

		3.2		Copy the number of people/cases/events provided with ART reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the source document.

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from HIV care/ART patient cards to the ART Register and from ART Register to HIV care/ART patient cards ).

		CROSS-CHECK EXAMPLE 1.1 :  From HIV care/ART patient cards to the ART Register. Was this cross check performed?

		4.1		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) of patients who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the ART Register with all of the following matching information: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK EXAMPLE 1.2 :  From the ART Register to HIV care/ART patient cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the ART Register (or at least 20 patients) who are listed as currently on treatment. How many patients were selected?

		4.4		How many of the patients selected had HIV care/ART patient cards with matching information:  (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen.

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the HIV care/ART patient cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) who are currently on treatment. identify the ARV drug regimen that was prescribed.  How many cards were selected?

		4.6		Check the pharmacy records to verify that the ART drugs were delivered to the patient.  How many patients had obtained their prescriptions?

		Calculate % difference for cross check 2.1.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Records to HIV care/ART patient cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received ART.  How many patients were selected?

		4.8		For how many records do the pharmacy records match the ARV drug regimen prescribed on the HIV care/ART patient card?

		Calculate % difference for cross check 2.2.

If difference is below 90%, select an additional 5% of Patients listed in the Pharmacy records (or at least an extra 10 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 5

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

				Service Delivery Site:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of ART and the completion of the source document

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to the provision of ART. Determine the source document used for this indicator at this facility. For this indicator, source documents are the first place provision of ART is recorded. It may be patient HIV care/ART patient cards and/or other patient records or clinical review forms. If access to the treatment cards is not possible, an alternative source document may be the ART register.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the provision of ART (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Describe when recording of the provision of ART takes place, on what form(s) and by which staff member(s).

		1.4		Are there indications that there are delays between delivery of the provision of ART and recording of the provision of ART on the source document?

		1.5		If the provision of ART and recording of the provision of ART are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of ART on the source documents.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond to those in the indicator definition?

		2.5		Is there a process to ensure proper recording of cases/people lost to follow-up.

		2.6		Is there a process to ensure proper recording of people who have died.

		2.7		Is there a process to ensure proper recording of people who have transferred in/out.

		2.8		Is there a process to avoid double-counting of people who visit the site more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services at the same health facility/reporting unit (e.g., PMTCT, Pediatric Treatment, TB …)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies.

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people provided with ART recorded during the reporting period by reviewing the source document (e.g.HIV care/ART patient cards)

		3.2		Copy the number of people/cases/events provided with ART reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the source document.

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from HIV care/ART patient cards to the ART Register and from ART Register to HIV care/ART patient cards ).

		CROSS-CHECK EXAMPLE 1.1 :  From HIV care/ART patient cards to the ART Register. Was this cross check performed?

		4.1		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) of patients who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the ART Register with all of the following matching information: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK EXAMPLE 1.2 :  From the ART Register to HIV care/ART patient cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the ART Register (or at least 20 patients) who are listed as currently on treatment. How many patients were selected?

		4.4		How many of the patients selected had HIV care/ART patient cards with matching information:  (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen.

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the HIV care/ART patient cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) who are currently on treatment. identify the ARV drug regimen that was prescribed.  How many cards were selected?

		4.6		Check the pharmacy records to verify that the ART drugs were delivered to the patient.  How many patients had obtained their prescriptions?

		Calculate % difference for cross check 2.1.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Records to HIV care/ART patient cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received ART.  How many patients were selected?

		4.8		For how many records do the pharmacy records match the ARV drug regimen prescribed on the HIV care/ART patient card?

		Calculate % difference for cross check 2.2.

If difference is below 90%, select an additional 5% of Patients listed in the Pharmacy records (or at least an extra 10 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 6

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

				Service Delivery Site:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of ART and the completion of the source document

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to the provision of ART. Determine the source document used for this indicator at this facility. For this indicator, source documents are the first place provision of ART is recorded. It may be patient HIV care/ART patient cards and/or other patient records or clinical review forms. If access to the treatment cards is not possible, an alternative source document may be the ART register.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the provision of ART (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Describe when recording of the provision of ART takes place, on what form(s) and by which staff member(s).

		1.4		Are there indications that there are delays between delivery of the provision of ART and recording of the provision of ART on the source document?

		1.5		If the provision of ART and recording of the provision of ART are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of ART on the source documents.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond to those in the indicator definition?

		2.5		Is there a process to ensure proper recording of cases/people lost to follow-up.

		2.6		Is there a process to ensure proper recording of people who have died.

		2.7		Is there a process to ensure proper recording of people who have transferred in/out.

		2.8		Is there a process to avoid double-counting of people who visit the site more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services at the same health facility/reporting unit (e.g., PMTCT, Pediatric Treatment, TB …)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies.

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people provided with ART recorded during the reporting period by reviewing the source document (e.g.HIV care/ART patient cards)

		3.2		Copy the number of people/cases/events provided with ART reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the source document.

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from HIV care/ART patient cards to the ART Register and from ART Register to HIV care/ART patient cards ).

		CROSS-CHECK EXAMPLE 1.1 :  From HIV care/ART patient cards to the ART Register. Was this cross check performed?

		4.1		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) of patients who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the ART Register with all of the following matching information: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK EXAMPLE 1.2 :  From the ART Register to HIV care/ART patient cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the ART Register (or at least 20 patients) who are listed as currently on treatment. How many patients were selected?

		4.4		How many of the patients selected had HIV care/ART patient cards with matching information:  (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen.

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the HIV care/ART patient cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) who are currently on treatment. identify the ARV drug regimen that was prescribed.  How many cards were selected?

		4.6		Check the pharmacy records to verify that the ART drugs were delivered to the patient.  How many patients had obtained their prescriptions?

		Calculate % difference for cross check 2.1.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Records to HIV care/ART patient cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received ART.  How many patients were selected?

		4.8		For how many records do the pharmacy records match the ARV drug regimen prescribed on the HIV care/ART patient card?

		Calculate % difference for cross check 2.2.

If difference is below 90%, select an additional 5% of Patients listed in the Pharmacy records (or at least an extra 10 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 7

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

				Service Delivery Site:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of ART and the completion of the source document

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to the provision of ART. Determine the source document used for this indicator at this facility. For this indicator, source documents are the first place provision of ART is recorded. It may be patient HIV care/ART patient cards and/or other patient records or clinical review forms. If access to the treatment cards is not possible, an alternative source document may be the ART register.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the provision of ART (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Describe when recording of the provision of ART takes place, on what form(s) and by which staff member(s).

		1.4		Are there indications that there are delays between delivery of the provision of ART and recording of the provision of ART on the source document?

		1.5		If the provision of ART and recording of the provision of ART are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of ART on the source documents.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond to those in the indicator definition?

		2.5		Is there a process to ensure proper recording of cases/people lost to follow-up.

		2.6		Is there a process to ensure proper recording of people who have died.

		2.7		Is there a process to ensure proper recording of people who have transferred in/out.

		2.8		Is there a process to avoid double-counting of people who visit the site more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services at the same health facility/reporting unit (e.g., PMTCT, Pediatric Treatment, TB …)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies.

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people provided with ART recorded during the reporting period by reviewing the source document (e.g.HIV care/ART patient cards)

		3.2		Copy the number of people/cases/events provided with ART reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the source document.

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from HIV care/ART patient cards to the ART Register and from ART Register to HIV care/ART patient cards ).

		CROSS-CHECK EXAMPLE 1.1 :  From HIV care/ART patient cards to the ART Register. Was this cross check performed?

		4.1		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) of patients who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the ART Register with all of the following matching information: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK EXAMPLE 1.2 :  From the ART Register to HIV care/ART patient cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the ART Register (or at least 20 patients) who are listed as currently on treatment. How many patients were selected?

		4.4		How many of the patients selected had HIV care/ART patient cards with matching information:  (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen.

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the HIV care/ART patient cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) who are currently on treatment. identify the ARV drug regimen that was prescribed.  How many cards were selected?

		4.6		Check the pharmacy records to verify that the ART drugs were delivered to the patient.  How many patients had obtained their prescriptions?

		Calculate % difference for cross check 2.1.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Records to HIV care/ART patient cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received ART.  How many patients were selected?

		4.8		For how many records do the pharmacy records match the ARV drug regimen prescribed on the HIV care/ART patient card?

		Calculate % difference for cross check 2.2.

If difference is below 90%, select an additional 5% of Patients listed in the Pharmacy records (or at least an extra 10 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 8

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

				Service Delivery Site:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of ART and the completion of the source document

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to the provision of ART. Determine the source document used for this indicator at this facility. For this indicator, source documents are the first place provision of ART is recorded. It may be patient HIV care/ART patient cards and/or other patient records or clinical review forms. If access to the treatment cards is not possible, an alternative source document may be the ART register.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the provision of ART (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Describe when recording of the provision of ART takes place, on what form(s) and by which staff member(s).

		1.4		Are there indications that there are delays between delivery of the provision of ART and recording of the provision of ART on the source document?

		1.5		If the provision of ART and recording of the provision of ART are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of ART on the source documents.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond to those in the indicator definition?

		2.5		Is there a process to ensure proper recording of cases/people lost to follow-up.

		2.6		Is there a process to ensure proper recording of people who have died.

		2.7		Is there a process to ensure proper recording of people who have transferred in/out.

		2.8		Is there a process to avoid double-counting of people who visit the site more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services at the same health facility/reporting unit (e.g., PMTCT, Pediatric Treatment, TB …)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies.

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people provided with ART recorded during the reporting period by reviewing the source document (e.g.HIV care/ART patient cards)

		3.2		Copy the number of people/cases/events provided with ART reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the source document.

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from HIV care/ART patient cards to the ART Register and from ART Register to HIV care/ART patient cards ).

		CROSS-CHECK EXAMPLE 1.1 :  From HIV care/ART patient cards to the ART Register. Was this cross check performed?

		4.1		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) of patients who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the ART Register with all of the following matching information: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK EXAMPLE 1.2 :  From the ART Register to HIV care/ART patient cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the ART Register (or at least 20 patients) who are listed as currently on treatment. How many patients were selected?

		4.4		How many of the patients selected had HIV care/ART patient cards with matching information:  (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen.

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the HIV care/ART patient cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) who are currently on treatment. identify the ARV drug regimen that was prescribed.  How many cards were selected?

		4.6		Check the pharmacy records to verify that the ART drugs were delivered to the patient.  How many patients had obtained their prescriptions?

		Calculate % difference for cross check 2.1.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Records to HIV care/ART patient cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received ART.  How many patients were selected?

		4.8		For how many records do the pharmacy records match the ARV drug regimen prescribed on the HIV care/ART patient card?

		Calculate % difference for cross check 2.2.

If difference is below 90%, select an additional 5% of Patients listed in the Pharmacy records (or at least an extra 10 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 9

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

				Service Delivery Site:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of ART and the completion of the source document

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to the provision of ART. Determine the source document used for this indicator at this facility. For this indicator, source documents are the first place provision of ART is recorded. It may be patient HIV care/ART patient cards and/or other patient records or clinical review forms. If access to the treatment cards is not possible, an alternative source document may be the ART register.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the provision of ART (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Describe when recording of the provision of ART takes place, on what form(s) and by which staff member(s).

		1.4		Are there indications that there are delays between delivery of the provision of ART and recording of the provision of ART on the source document?

		1.5		If the provision of ART and recording of the provision of ART are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of ART on the source documents.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond to those in the indicator definition?

		2.5		Is there a process to ensure proper recording of cases/people lost to follow-up.

		2.6		Is there a process to ensure proper recording of people who have died.

		2.7		Is there a process to ensure proper recording of people who have transferred in/out.

		2.8		Is there a process to avoid double-counting of people who visit the site more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services at the same health facility/reporting unit (e.g., PMTCT, Pediatric Treatment, TB …)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies.

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people provided with ART recorded during the reporting period by reviewing the source document (e.g.HIV care/ART patient cards)

		3.2		Copy the number of people/cases/events provided with ART reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the source document.

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from HIV care/ART patient cards to the ART Register and from ART Register to HIV care/ART patient cards ).

		CROSS-CHECK EXAMPLE 1.1 :  From HIV care/ART patient cards to the ART Register. Was this cross check performed?

		4.1		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) of patients who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the ART Register with all of the following matching information: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK EXAMPLE 1.2 :  From the ART Register to HIV care/ART patient cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the ART Register (or at least 20 patients) who are listed as currently on treatment. How many patients were selected?

		4.4		How many of the patients selected had HIV care/ART patient cards with matching information:  (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen.

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the HIV care/ART patient cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) who are currently on treatment. identify the ARV drug regimen that was prescribed.  How many cards were selected?

		4.6		Check the pharmacy records to verify that the ART drugs were delivered to the patient.  How many patients had obtained their prescriptions?

		Calculate % difference for cross check 2.1.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Records to HIV care/ART patient cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received ART.  How many patients were selected?

		4.8		For how many records do the pharmacy records match the ARV drug regimen prescribed on the HIV care/ART patient card?

		Calculate % difference for cross check 2.2.

If difference is below 90%, select an additional 5% of Patients listed in the Pharmacy records (or at least an extra 10 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 10

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

				Service Delivery Site:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of ART and the completion of the source document

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to the provision of ART. Determine the source document used for this indicator at this facility. For this indicator, source documents are the first place provision of ART is recorded. It may be patient HIV care/ART patient cards and/or other patient records or clinical review forms. If access to the treatment cards is not possible, an alternative source document may be the ART register.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the provision of ART (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Describe when recording of the provision of ART takes place, on what form(s) and by which staff member(s).

		1.4		Are there indications that there are delays between delivery of the provision of ART and recording of the provision of ART on the source document?

		1.5		If the provision of ART and recording of the provision of ART are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of ART on the source documents.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond to those in the indicator definition?

		2.5		Is there a process to ensure proper recording of cases/people lost to follow-up.

		2.6		Is there a process to ensure proper recording of people who have died.

		2.7		Is there a process to ensure proper recording of people who have transferred in/out.

		2.8		Is there a process to avoid double-counting of people who visit the site more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services at the same health facility/reporting unit (e.g., PMTCT, Pediatric Treatment, TB …)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies.

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people provided with ART recorded during the reporting period by reviewing the source document (e.g.HIV care/ART patient cards)

		3.2		Copy the number of people/cases/events provided with ART reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the source document.

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from HIV care/ART patient cards to the ART Register and from ART Register to HIV care/ART patient cards ).

		CROSS-CHECK EXAMPLE 1.1 :  From HIV care/ART patient cards to the ART Register. Was this cross check performed?

		4.1		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) of patients who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the ART Register with all of the following matching information: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK EXAMPLE 1.2 :  From the ART Register to HIV care/ART patient cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the ART Register (or at least 20 patients) who are listed as currently on treatment. How many patients were selected?

		4.4		How many of the patients selected had HIV care/ART patient cards with matching information:  (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen.

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the HIV care/ART patient cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) who are currently on treatment. identify the ARV drug regimen that was prescribed.  How many cards were selected?

		4.6		Check the pharmacy records to verify that the ART drugs were delivered to the patient.  How many patients had obtained their prescriptions?

		Calculate % difference for cross check 2.1.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Records to HIV care/ART patient cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received ART.  How many patients were selected?

		4.8		For how many records do the pharmacy records match the ARV drug regimen prescribed on the HIV care/ART patient card?

		Calculate % difference for cross check 2.2.

If difference is below 90%, select an additional 5% of Patients listed in the Pharmacy records (or at least an extra 10 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 11

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

				Service Delivery Site:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of ART and the completion of the source document

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to the provision of ART. Determine the source document used for this indicator at this facility. For this indicator, source documents are the first place provision of ART is recorded. It may be patient HIV care/ART patient cards and/or other patient records or clinical review forms. If access to the treatment cards is not possible, an alternative source document may be the ART register.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the provision of ART (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Describe when recording of the provision of ART takes place, on what form(s) and by which staff member(s).

		1.4		Are there indications that there are delays between delivery of the provision of ART and recording of the provision of ART on the source document?

		1.5		If the provision of ART and recording of the provision of ART are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of ART on the source documents.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond to those in the indicator definition?

		2.5		Is there a process to ensure proper recording of cases/people lost to follow-up.

		2.6		Is there a process to ensure proper recording of people who have died.

		2.7		Is there a process to ensure proper recording of people who have transferred in/out.

		2.8		Is there a process to avoid double-counting of people who visit the site more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services at the same health facility/reporting unit (e.g., PMTCT, Pediatric Treatment, TB …)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies.

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people provided with ART recorded during the reporting period by reviewing the source document (e.g.HIV care/ART patient cards)

		3.2		Copy the number of people/cases/events provided with ART reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the source document.

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from HIV care/ART patient cards to the ART Register and from ART Register to HIV care/ART patient cards ).

		CROSS-CHECK EXAMPLE 1.1 :  From HIV care/ART patient cards to the ART Register. Was this cross check performed?

		4.1		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) of patients who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the ART Register with all of the following matching information: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK EXAMPLE 1.2 :  From the ART Register to HIV care/ART patient cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the ART Register (or at least 20 patients) who are listed as currently on treatment. How many patients were selected?

		4.4		How many of the patients selected had HIV care/ART patient cards with matching information:  (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen.

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the HIV care/ART patient cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) who are currently on treatment. identify the ARV drug regimen that was prescribed.  How many cards were selected?

		4.6		Check the pharmacy records to verify that the ART drugs were delivered to the patient.  How many patients had obtained their prescriptions?

		Calculate % difference for cross check 2.1.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Records to HIV care/ART patient cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received ART.  How many patients were selected?

		4.8		For how many records do the pharmacy records match the ARV drug regimen prescribed on the HIV care/ART patient card?

		Calculate % difference for cross check 2.2.

If difference is below 90%, select an additional 5% of Patients listed in the Pharmacy records (or at least an extra 10 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 12

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

				Service Delivery Site:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of ART and the completion of the source document

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to the provision of ART. Determine the source document used for this indicator at this facility. For this indicator, source documents are the first place provision of ART is recorded. It may be patient HIV care/ART patient cards and/or other patient records or clinical review forms. If access to the treatment cards is not possible, an alternative source document may be the ART register.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the provision of ART (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Describe when recording of the provision of ART takes place, on what form(s) and by which staff member(s).

		1.4		Are there indications that there are delays between delivery of the provision of ART and recording of the provision of ART on the source document?

		1.5		If the provision of ART and recording of the provision of ART are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of ART on the source documents.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond to those in the indicator definition?

		2.5		Is there a process to ensure proper recording of cases/people lost to follow-up.

		2.6		Is there a process to ensure proper recording of people who have died.

		2.7		Is there a process to ensure proper recording of people who have transferred in/out.

		2.8		Is there a process to avoid double-counting of people who visit the site more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services at the same health facility/reporting unit (e.g., PMTCT, Pediatric Treatment, TB …)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies.

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people provided with ART recorded during the reporting period by reviewing the source document (e.g.HIV care/ART patient cards)

		3.2		Copy the number of people/cases/events provided with ART reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the source document.

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from HIV care/ART patient cards to the ART Register and from ART Register to HIV care/ART patient cards ).

		CROSS-CHECK EXAMPLE 1.1 :  From HIV care/ART patient cards to the ART Register. Was this cross check performed?

		4.1		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) of patients who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the ART Register with all of the following matching information: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK EXAMPLE 1.2 :  From the ART Register to HIV care/ART patient cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the ART Register (or at least 20 patients) who are listed as currently on treatment. How many patients were selected?

		4.4		How many of the patients selected had HIV care/ART patient cards with matching information:  (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen.

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the HIV care/ART patient cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) who are currently on treatment. identify the ARV drug regimen that was prescribed.  How many cards were selected?

		4.6		Check the pharmacy records to verify that the ART drugs were delivered to the patient.  How many patients had obtained their prescriptions?

		Calculate % difference for cross check 2.1.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Records to HIV care/ART patient cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received ART.  How many patients were selected?

		4.8		For how many records do the pharmacy records match the ARV drug regimen prescribed on the HIV care/ART patient card?

		Calculate % difference for cross check 2.2.

If difference is below 90%, select an additional 5% of Patients listed in the Pharmacy records (or at least an extra 10 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Regional Level 1

		Regional Aggregation Level (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Regional Aggregation Site is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the Regional summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Regional Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the Regional Aggregation Site.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the Regional Aggregation Site numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Regional Aggregation Site (and released or submitted to the funding agency )

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (Regional Aggregation Site)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the Regional Aggregation Site		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers reported  by the Regional Aggregation Site for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the Regional Aggregation Site or in a database.

		1.3		What result was contained for the audited Intermediate Aggregation Site no.1 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Intermediate Aggregation Site no.2 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the Regional Aggregation Site for those Intermediate Aggregation Sites.

		1.5		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the Regional Aggregation Site should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time? (i.e., on time means that the report was able to be used in the summary report prepared by the Regional Aggregation Site)

		Calculate % On time Reports						-

		2.4		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data.)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Intermediate Level 1

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 1.1

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

				Service Delivery Site:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of ART and the completion of the source document

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to the provision of ART. Determine the source document used for this indicator at this facility. For this indicator, source documents are the first place provision of ART is recorded. It may be patient HIV care/ART patient cards and/or other patient records or clinical review forms. If access to the treatment cards is not possible, an alternative source document may be the ART register.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the provision of ART (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Describe when recording of the provision of ART takes place, on what form(s) and by which staff member(s).

		1.4		Are there indications that there are delays between delivery of the provision of ART and recording of the provision of ART on the source document?

		1.5		If the provision of ART and recording of the provision of ART are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of ART on the source documents.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond to those in the indicator definition?

		2.5		Is there a process to ensure proper recording of cases/people lost to follow-up.

		2.6		Is there a process to ensure proper recording of people who have died.

		2.7		Is there a process to ensure proper recording of people who have transferred in/out.

		2.8		Is there a process to avoid double-counting of people who visit the site more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services at the same health facility/reporting unit (e.g., PMTCT, Pediatric Treatment, TB …)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies.

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people provided with ART recorded during the reporting period by reviewing the source document (e.g.HIV care/ART patient cards)

		3.2		Copy the number of people/cases/events provided with ART reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the source document.

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from HIV care/ART patient cards to the ART Register and from ART Register to HIV care/ART patient cards ).

		CROSS-CHECK EXAMPLE 1.1 :  From HIV care/ART patient cards to the ART Register. Was this cross check performed?

		4.1		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) of patients who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the ART Register with all of the following matching information: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK EXAMPLE 1.2 :  From the ART Register to HIV care/ART patient cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the ART Register (or at least 20 patients) who are listed as currently on treatment. How many patients were selected?

		4.4		How many of the patients selected had HIV care/ART patient cards with matching information:  (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen.

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the HIV care/ART patient cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) who are currently on treatment. identify the ARV drug regimen that was prescribed.  How many cards were selected?

		4.6		Check the pharmacy records to verify that the ART drugs were delivered to the patient.  How many patients had obtained their prescriptions?

		Calculate % difference for cross check 2.1.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Records to HIV care/ART patient cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received ART.  How many patients were selected?

		4.8		For how many records do the pharmacy records match the ARV drug regimen prescribed on the HIV care/ART patient card?

		Calculate % difference for cross check 2.2.

If difference is below 90%, select an additional 5% of Patients listed in the Pharmacy records (or at least an extra 10 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 1.2

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

				Service Delivery Site:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of ART and the completion of the source document

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to the provision of ART. Determine the source document used for this indicator at this facility. For this indicator, source documents are the first place provision of ART is recorded. It may be patient HIV care/ART patient cards and/or other patient records or clinical review forms. If access to the treatment cards is not possible, an alternative source document may be the ART register.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the provision of ART (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Describe when recording of the provision of ART takes place, on what form(s) and by which staff member(s).

		1.4		Are there indications that there are delays between delivery of the provision of ART and recording of the provision of ART on the source document?

		1.5		If the provision of ART and recording of the provision of ART are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of ART on the source documents.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond to those in the indicator definition?

		2.5		Is there a process to ensure proper recording of cases/people lost to follow-up.

		2.6		Is there a process to ensure proper recording of people who have died.

		2.7		Is there a process to ensure proper recording of people who have transferred in/out.

		2.8		Is there a process to avoid double-counting of people who visit the site more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services at the same health facility/reporting unit (e.g., PMTCT, Pediatric Treatment, TB …)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies.

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people provided with ART recorded during the reporting period by reviewing the source document (e.g.HIV care/ART patient cards)

		3.2		Copy the number of people/cases/events provided with ART reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the source document.

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from HIV care/ART patient cards to the ART Register and from ART Register to HIV care/ART patient cards ).

		CROSS-CHECK EXAMPLE 1.1 :  From HIV care/ART patient cards to the ART Register. Was this cross check performed?

		4.1		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) of patients who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the ART Register with all of the following matching information: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK EXAMPLE 1.2 :  From the ART Register to HIV care/ART patient cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the ART Register (or at least 20 patients) who are listed as currently on treatment. How many patients were selected?

		4.4		How many of the patients selected had HIV care/ART patient cards with matching information:  (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen.

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the HIV care/ART patient cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) who are currently on treatment. identify the ARV drug regimen that was prescribed.  How many cards were selected?

		4.6		Check the pharmacy records to verify that the ART drugs were delivered to the patient.  How many patients had obtained their prescriptions?

		Calculate % difference for cross check 2.1.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Records to HIV care/ART patient cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received ART.  How many patients were selected?

		4.8		For how many records do the pharmacy records match the ARV drug regimen prescribed on the HIV care/ART patient card?

		Calculate % difference for cross check 2.2.

If difference is below 90%, select an additional 5% of Patients listed in the Pharmacy records (or at least an extra 10 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 1.3

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

				Service Delivery Site:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of ART and the completion of the source document

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to the provision of ART. Determine the source document used for this indicator at this facility. For this indicator, source documents are the first place provision of ART is recorded. It may be patient HIV care/ART patient cards and/or other patient records or clinical review forms. If access to the treatment cards is not possible, an alternative source document may be the ART register.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the provision of ART (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Describe when recording of the provision of ART takes place, on what form(s) and by which staff member(s).

		1.4		Are there indications that there are delays between delivery of the provision of ART and recording of the provision of ART on the source document?

		1.5		If the provision of ART and recording of the provision of ART are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of ART on the source documents.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond to those in the indicator definition?

		2.5		Is there a process to ensure proper recording of cases/people lost to follow-up.

		2.6		Is there a process to ensure proper recording of people who have died.

		2.7		Is there a process to ensure proper recording of people who have transferred in/out.

		2.8		Is there a process to avoid double-counting of people who visit the site more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services at the same health facility/reporting unit (e.g., PMTCT, Pediatric Treatment, TB …)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies.

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people provided with ART recorded during the reporting period by reviewing the source document (e.g.HIV care/ART patient cards)

		3.2		Copy the number of people/cases/events provided with ART reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the source document.

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from HIV care/ART patient cards to the ART Register and from ART Register to HIV care/ART patient cards ).

		CROSS-CHECK EXAMPLE 1.1 :  From HIV care/ART patient cards to the ART Register. Was this cross check performed?

		4.1		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) of patients who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the ART Register with all of the following matching information: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK EXAMPLE 1.2 :  From the ART Register to HIV care/ART patient cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the ART Register (or at least 20 patients) who are listed as currently on treatment. How many patients were selected?

		4.4		How many of the patients selected had HIV care/ART patient cards with matching information:  (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen.

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the HIV care/ART patient cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) who are currently on treatment. identify the ARV drug regimen that was prescribed.  How many cards were selected?

		4.6		Check the pharmacy records to verify that the ART drugs were delivered to the patient.  How many patients had obtained their prescriptions?

		Calculate % difference for cross check 2.1.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Records to HIV care/ART patient cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received ART.  How many patients were selected?

		4.8		For how many records do the pharmacy records match the ARV drug regimen prescribed on the HIV care/ART patient card?

		Calculate % difference for cross check 2.2.

If difference is below 90%, select an additional 5% of Patients listed in the Pharmacy records (or at least an extra 10 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 1.4

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

				Service Delivery Site:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of ART and the completion of the source document

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to the provision of ART. Determine the source document used for this indicator at this facility. For this indicator, source documents are the first place provision of ART is recorded. It may be patient HIV care/ART patient cards and/or other patient records or clinical review forms. If access to the treatment cards is not possible, an alternative source document may be the ART register.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the provision of ART (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Describe when recording of the provision of ART takes place, on what form(s) and by which staff member(s).

		1.4		Are there indications that there are delays between delivery of the provision of ART and recording of the provision of ART on the source document?

		1.5		If the provision of ART and recording of the provision of ART are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of ART on the source documents.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond to those in the indicator definition?

		2.5		Is there a process to ensure proper recording of cases/people lost to follow-up.

		2.6		Is there a process to ensure proper recording of people who have died.

		2.7		Is there a process to ensure proper recording of people who have transferred in/out.

		2.8		Is there a process to avoid double-counting of people who visit the site more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services at the same health facility/reporting unit (e.g., PMTCT, Pediatric Treatment, TB …)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies.

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people provided with ART recorded during the reporting period by reviewing the source document (e.g.HIV care/ART patient cards)

		3.2		Copy the number of people/cases/events provided with ART reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the source document.

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from HIV care/ART patient cards to the ART Register and from ART Register to HIV care/ART patient cards ).

		CROSS-CHECK EXAMPLE 1.1 :  From HIV care/ART patient cards to the ART Register. Was this cross check performed?

		4.1		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) of patients who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the ART Register with all of the following matching information: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK EXAMPLE 1.2 :  From the ART Register to HIV care/ART patient cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the ART Register (or at least 20 patients) who are listed as currently on treatment. How many patients were selected?

		4.4		How many of the patients selected had HIV care/ART patient cards with matching information:  (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen.

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the HIV care/ART patient cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) who are currently on treatment. identify the ARV drug regimen that was prescribed.  How many cards were selected?

		4.6		Check the pharmacy records to verify that the ART drugs were delivered to the patient.  How many patients had obtained their prescriptions?

		Calculate % difference for cross check 2.1.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Records to HIV care/ART patient cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received ART.  How many patients were selected?

		4.8		For how many records do the pharmacy records match the ARV drug regimen prescribed on the HIV care/ART patient card?

		Calculate % difference for cross check 2.2.

If difference is below 90%, select an additional 5% of Patients listed in the Pharmacy records (or at least an extra 10 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 1.5

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

				Service Delivery Site:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of ART and the completion of the source document

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to the provision of ART. Determine the source document used for this indicator at this facility. For this indicator, source documents are the first place provision of ART is recorded. It may be patient HIV care/ART patient cards and/or other patient records or clinical review forms. If access to the treatment cards is not possible, an alternative source document may be the ART register.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the provision of ART (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Describe when recording of the provision of ART takes place, on what form(s) and by which staff member(s).

		1.4		Are there indications that there are delays between delivery of the provision of ART and recording of the provision of ART on the source document?

		1.5		If the provision of ART and recording of the provision of ART are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of ART on the source documents.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond to those in the indicator definition?

		2.5		Is there a process to ensure proper recording of cases/people lost to follow-up.

		2.6		Is there a process to ensure proper recording of people who have died.

		2.7		Is there a process to ensure proper recording of people who have transferred in/out.

		2.8		Is there a process to avoid double-counting of people who visit the site more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services at the same health facility/reporting unit (e.g., PMTCT, Pediatric Treatment, TB …)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies.

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people provided with ART recorded during the reporting period by reviewing the source document (e.g.HIV care/ART patient cards)

		3.2		Copy the number of people/cases/events provided with ART reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the source document.

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from HIV care/ART patient cards to the ART Register and from ART Register to HIV care/ART patient cards ).

		CROSS-CHECK EXAMPLE 1.1 :  From HIV care/ART patient cards to the ART Register. Was this cross check performed?

		4.1		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) of patients who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the ART Register with all of the following matching information: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK EXAMPLE 1.2 :  From the ART Register to HIV care/ART patient cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the ART Register (or at least 20 patients) who are listed as currently on treatment. How many patients were selected?

		4.4		How many of the patients selected had HIV care/ART patient cards with matching information:  (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen.

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the HIV care/ART patient cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) who are currently on treatment. identify the ARV drug regimen that was prescribed.  How many cards were selected?

		4.6		Check the pharmacy records to verify that the ART drugs were delivered to the patient.  How many patients had obtained their prescriptions?

		Calculate % difference for cross check 2.1.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Records to HIV care/ART patient cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received ART.  How many patients were selected?

		4.8		For how many records do the pharmacy records match the ARV drug regimen prescribed on the HIV care/ART patient card?

		Calculate % difference for cross check 2.2.

If difference is below 90%, select an additional 5% of Patients listed in the Pharmacy records (or at least an extra 10 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 1.6

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

				Service Delivery Site:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of ART and the completion of the source document

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to the provision of ART. Determine the source document used for this indicator at this facility. For this indicator, source documents are the first place provision of ART is recorded. It may be patient HIV care/ART patient cards and/or other patient records or clinical review forms. If access to the treatment cards is not possible, an alternative source document may be the ART register.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the provision of ART (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Describe when recording of the provision of ART takes place, on what form(s) and by which staff member(s).

		1.4		Are there indications that there are delays between delivery of the provision of ART and recording of the provision of ART on the source document?

		1.5		If the provision of ART and recording of the provision of ART are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of ART on the source documents.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond to those in the indicator definition?

		2.5		Is there a process to ensure proper recording of cases/people lost to follow-up.

		2.6		Is there a process to ensure proper recording of people who have died.

		2.7		Is there a process to ensure proper recording of people who have transferred in/out.

		2.8		Is there a process to avoid double-counting of people who visit the site more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services at the same health facility/reporting unit (e.g., PMTCT, Pediatric Treatment, TB …)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies.

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people provided with ART recorded during the reporting period by reviewing the source document (e.g.HIV care/ART patient cards)

		3.2		Copy the number of people/cases/events provided with ART reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the source document.

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from HIV care/ART patient cards to the ART Register and from ART Register to HIV care/ART patient cards ).

		CROSS-CHECK EXAMPLE 1.1 :  From HIV care/ART patient cards to the ART Register. Was this cross check performed?

		4.1		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) of patients who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the ART Register with all of the following matching information: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK EXAMPLE 1.2 :  From the ART Register to HIV care/ART patient cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the ART Register (or at least 20 patients) who are listed as currently on treatment. How many patients were selected?

		4.4		How many of the patients selected had HIV care/ART patient cards with matching information:  (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen.

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the HIV care/ART patient cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) who are currently on treatment. identify the ARV drug regimen that was prescribed.  How many cards were selected?

		4.6		Check the pharmacy records to verify that the ART drugs were delivered to the patient.  How many patients had obtained their prescriptions?

		Calculate % difference for cross check 2.1.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Records to HIV care/ART patient cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received ART.  How many patients were selected?

		4.8		For how many records do the pharmacy records match the ARV drug regimen prescribed on the HIV care/ART patient card?

		Calculate % difference for cross check 2.2.

If difference is below 90%, select an additional 5% of Patients listed in the Pharmacy records (or at least an extra 10 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Intermediate Level 2

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 2.1

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

				Service Delivery Site:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of ART and the completion of the source document

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to the provision of ART. Determine the source document used for this indicator at this facility. For this indicator, source documents are the first place provision of ART is recorded. It may be patient HIV care/ART patient cards and/or other patient records or clinical review forms. If access to the treatment cards is not possible, an alternative source document may be the ART register.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the provision of ART (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Describe when recording of the provision of ART takes place, on what form(s) and by which staff member(s).

		1.4		Are there indications that there are delays between delivery of the provision of ART and recording of the provision of ART on the source document?

		1.5		If the provision of ART and recording of the provision of ART are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of ART on the source documents.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond to those in the indicator definition?

		2.5		Is there a process to ensure proper recording of cases/people lost to follow-up.

		2.6		Is there a process to ensure proper recording of people who have died.

		2.7		Is there a process to ensure proper recording of people who have transferred in/out.

		2.8		Is there a process to avoid double-counting of people who visit the site more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services at the same health facility/reporting unit (e.g., PMTCT, Pediatric Treatment, TB …)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies.

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people provided with ART recorded during the reporting period by reviewing the source document (e.g.HIV care/ART patient cards)

		3.2		Copy the number of people/cases/events provided with ART reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the source document.

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from HIV care/ART patient cards to the ART Register and from ART Register to HIV care/ART patient cards ).

		CROSS-CHECK EXAMPLE 1.1 :  From HIV care/ART patient cards to the ART Register. Was this cross check performed?

		4.1		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) of patients who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the ART Register with all of the following matching information: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK EXAMPLE 1.2 :  From the ART Register to HIV care/ART patient cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the ART Register (or at least 20 patients) who are listed as currently on treatment. How many patients were selected?

		4.4		How many of the patients selected had HIV care/ART patient cards with matching information:  (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen.

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the HIV care/ART patient cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) who are currently on treatment. identify the ARV drug regimen that was prescribed.  How many cards were selected?

		4.6		Check the pharmacy records to verify that the ART drugs were delivered to the patient.  How many patients had obtained their prescriptions?

		Calculate % difference for cross check 2.1.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Records to HIV care/ART patient cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received ART.  How many patients were selected?

		4.8		For how many records do the pharmacy records match the ARV drug regimen prescribed on the HIV care/ART patient card?

		Calculate % difference for cross check 2.2.

If difference is below 90%, select an additional 5% of Patients listed in the Pharmacy records (or at least an extra 10 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 2.2

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

				Service Delivery Site:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of ART and the completion of the source document

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to the provision of ART. Determine the source document used for this indicator at this facility. For this indicator, source documents are the first place provision of ART is recorded. It may be patient HIV care/ART patient cards and/or other patient records or clinical review forms. If access to the treatment cards is not possible, an alternative source document may be the ART register.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the provision of ART (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Describe when recording of the provision of ART takes place, on what form(s) and by which staff member(s).

		1.4		Are there indications that there are delays between delivery of the provision of ART and recording of the provision of ART on the source document?

		1.5		If the provision of ART and recording of the provision of ART are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of ART on the source documents.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond to those in the indicator definition?

		2.5		Is there a process to ensure proper recording of cases/people lost to follow-up.

		2.6		Is there a process to ensure proper recording of people who have died.

		2.7		Is there a process to ensure proper recording of people who have transferred in/out.

		2.8		Is there a process to avoid double-counting of people who visit the site more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services at the same health facility/reporting unit (e.g., PMTCT, Pediatric Treatment, TB …)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies.

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people provided with ART recorded during the reporting period by reviewing the source document (e.g.HIV care/ART patient cards)

		3.2		Copy the number of people/cases/events provided with ART reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the source document.

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from HIV care/ART patient cards to the ART Register and from ART Register to HIV care/ART patient cards ).

		CROSS-CHECK EXAMPLE 1.1 :  From HIV care/ART patient cards to the ART Register. Was this cross check performed?

		4.1		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) of patients who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the ART Register with all of the following matching information: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK EXAMPLE 1.2 :  From the ART Register to HIV care/ART patient cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the ART Register (or at least 20 patients) who are listed as currently on treatment. How many patients were selected?

		4.4		How many of the patients selected had HIV care/ART patient cards with matching information:  (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen.

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the HIV care/ART patient cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) who are currently on treatment. identify the ARV drug regimen that was prescribed.  How many cards were selected?

		4.6		Check the pharmacy records to verify that the ART drugs were delivered to the patient.  How many patients had obtained their prescriptions?

		Calculate % difference for cross check 2.1.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Records to HIV care/ART patient cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received ART.  How many patients were selected?

		4.8		For how many records do the pharmacy records match the ARV drug regimen prescribed on the HIV care/ART patient card?

		Calculate % difference for cross check 2.2.

If difference is below 90%, select an additional 5% of Patients listed in the Pharmacy records (or at least an extra 10 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 2.3

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

				Service Delivery Site:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of ART and the completion of the source document

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to the provision of ART. Determine the source document used for this indicator at this facility. For this indicator, source documents are the first place provision of ART is recorded. It may be patient HIV care/ART patient cards and/or other patient records or clinical review forms. If access to the treatment cards is not possible, an alternative source document may be the ART register.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the provision of ART (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Describe when recording of the provision of ART takes place, on what form(s) and by which staff member(s).

		1.4		Are there indications that there are delays between delivery of the provision of ART and recording of the provision of ART on the source document?

		1.5		If the provision of ART and recording of the provision of ART are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of ART on the source documents.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond to those in the indicator definition?

		2.5		Is there a process to ensure proper recording of cases/people lost to follow-up.

		2.6		Is there a process to ensure proper recording of people who have died.

		2.7		Is there a process to ensure proper recording of people who have transferred in/out.

		2.8		Is there a process to avoid double-counting of people who visit the site more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services at the same health facility/reporting unit (e.g., PMTCT, Pediatric Treatment, TB …)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies.

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people provided with ART recorded during the reporting period by reviewing the source document (e.g.HIV care/ART patient cards)

		3.2		Copy the number of people/cases/events provided with ART reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the source document.

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from HIV care/ART patient cards to the ART Register and from ART Register to HIV care/ART patient cards ).

		CROSS-CHECK EXAMPLE 1.1 :  From HIV care/ART patient cards to the ART Register. Was this cross check performed?

		4.1		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) of patients who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the ART Register with all of the following matching information: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK EXAMPLE 1.2 :  From the ART Register to HIV care/ART patient cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the ART Register (or at least 20 patients) who are listed as currently on treatment. How many patients were selected?

		4.4		How many of the patients selected had HIV care/ART patient cards with matching information:  (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen.

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the HIV care/ART patient cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) who are currently on treatment. identify the ARV drug regimen that was prescribed.  How many cards were selected?

		4.6		Check the pharmacy records to verify that the ART drugs were delivered to the patient.  How many patients had obtained their prescriptions?

		Calculate % difference for cross check 2.1.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Records to HIV care/ART patient cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received ART.  How many patients were selected?

		4.8		For how many records do the pharmacy records match the ARV drug regimen prescribed on the HIV care/ART patient card?

		Calculate % difference for cross check 2.2.

If difference is below 90%, select an additional 5% of Patients listed in the Pharmacy records (or at least an extra 10 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 2.4

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

				Service Delivery Site:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of ART and the completion of the source document

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to the provision of ART. Determine the source document used for this indicator at this facility. For this indicator, source documents are the first place provision of ART is recorded. It may be patient HIV care/ART patient cards and/or other patient records or clinical review forms. If access to the treatment cards is not possible, an alternative source document may be the ART register.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the provision of ART (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Describe when recording of the provision of ART takes place, on what form(s) and by which staff member(s).

		1.4		Are there indications that there are delays between delivery of the provision of ART and recording of the provision of ART on the source document?

		1.5		If the provision of ART and recording of the provision of ART are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of ART on the source documents.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond to those in the indicator definition?

		2.5		Is there a process to ensure proper recording of cases/people lost to follow-up.

		2.6		Is there a process to ensure proper recording of people who have died.

		2.7		Is there a process to ensure proper recording of people who have transferred in/out.

		2.8		Is there a process to avoid double-counting of people who visit the site more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services at the same health facility/reporting unit (e.g., PMTCT, Pediatric Treatment, TB …)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies.

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people provided with ART recorded during the reporting period by reviewing the source document (e.g.HIV care/ART patient cards)

		3.2		Copy the number of people/cases/events provided with ART reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the source document.

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from HIV care/ART patient cards to the ART Register and from ART Register to HIV care/ART patient cards ).

		CROSS-CHECK EXAMPLE 1.1 :  From HIV care/ART patient cards to the ART Register. Was this cross check performed?

		4.1		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) of patients who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the ART Register with all of the following matching information: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK EXAMPLE 1.2 :  From the ART Register to HIV care/ART patient cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the ART Register (or at least 20 patients) who are listed as currently on treatment. How many patients were selected?

		4.4		How many of the patients selected had HIV care/ART patient cards with matching information:  (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen.

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the HIV care/ART patient cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) who are currently on treatment. identify the ARV drug regimen that was prescribed.  How many cards were selected?

		4.6		Check the pharmacy records to verify that the ART drugs were delivered to the patient.  How many patients had obtained their prescriptions?

		Calculate % difference for cross check 2.1.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Records to HIV care/ART patient cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received ART.  How many patients were selected?

		4.8		For how many records do the pharmacy records match the ARV drug regimen prescribed on the HIV care/ART patient card?

		Calculate % difference for cross check 2.2.

If difference is below 90%, select an additional 5% of Patients listed in the Pharmacy records (or at least an extra 10 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 2.5

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

				Service Delivery Site:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of ART and the completion of the source document

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to the provision of ART. Determine the source document used for this indicator at this facility. For this indicator, source documents are the first place provision of ART is recorded. It may be patient HIV care/ART patient cards and/or other patient records or clinical review forms. If access to the treatment cards is not possible, an alternative source document may be the ART register.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the provision of ART (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Describe when recording of the provision of ART takes place, on what form(s) and by which staff member(s).

		1.4		Are there indications that there are delays between delivery of the provision of ART and recording of the provision of ART on the source document?

		1.5		If the provision of ART and recording of the provision of ART are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of ART on the source documents.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond to those in the indicator definition?

		2.5		Is there a process to ensure proper recording of cases/people lost to follow-up.

		2.6		Is there a process to ensure proper recording of people who have died.

		2.7		Is there a process to ensure proper recording of people who have transferred in/out.

		2.8		Is there a process to avoid double-counting of people who visit the site more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services at the same health facility/reporting unit (e.g., PMTCT, Pediatric Treatment, TB …)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies.

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people provided with ART recorded during the reporting period by reviewing the source document (e.g.HIV care/ART patient cards)

		3.2		Copy the number of people/cases/events provided with ART reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the source document.

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from HIV care/ART patient cards to the ART Register and from ART Register to HIV care/ART patient cards ).

		CROSS-CHECK EXAMPLE 1.1 :  From HIV care/ART patient cards to the ART Register. Was this cross check performed?

		4.1		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) of patients who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the ART Register with all of the following matching information: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK EXAMPLE 1.2 :  From the ART Register to HIV care/ART patient cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the ART Register (or at least 20 patients) who are listed as currently on treatment. How many patients were selected?

		4.4		How many of the patients selected had HIV care/ART patient cards with matching information:  (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen.

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the HIV care/ART patient cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) who are currently on treatment. identify the ARV drug regimen that was prescribed.  How many cards were selected?

		4.6		Check the pharmacy records to verify that the ART drugs were delivered to the patient.  How many patients had obtained their prescriptions?

		Calculate % difference for cross check 2.1.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Records to HIV care/ART patient cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received ART.  How many patients were selected?

		4.8		For how many records do the pharmacy records match the ARV drug regimen prescribed on the HIV care/ART patient card?

		Calculate % difference for cross check 2.2.

If difference is below 90%, select an additional 5% of Patients listed in the Pharmacy records (or at least an extra 10 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 2.6

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

				Service Delivery Site:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of ART and the completion of the source document

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to the provision of ART. Determine the source document used for this indicator at this facility. For this indicator, source documents are the first place provision of ART is recorded. It may be patient HIV care/ART patient cards and/or other patient records or clinical review forms. If access to the treatment cards is not possible, an alternative source document may be the ART register.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the provision of ART (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Describe when recording of the provision of ART takes place, on what form(s) and by which staff member(s).

		1.4		Are there indications that there are delays between delivery of the provision of ART and recording of the provision of ART on the source document?

		1.5		If the provision of ART and recording of the provision of ART are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of ART on the source documents.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond to those in the indicator definition?

		2.5		Is there a process to ensure proper recording of cases/people lost to follow-up.

		2.6		Is there a process to ensure proper recording of people who have died.

		2.7		Is there a process to ensure proper recording of people who have transferred in/out.

		2.8		Is there a process to avoid double-counting of people who visit the site more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services at the same health facility/reporting unit (e.g., PMTCT, Pediatric Treatment, TB …)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies.

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people provided with ART recorded during the reporting period by reviewing the source document (e.g.HIV care/ART patient cards)

		3.2		Copy the number of people/cases/events provided with ART reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the source document.

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from HIV care/ART patient cards to the ART Register and from ART Register to HIV care/ART patient cards ).

		CROSS-CHECK EXAMPLE 1.1 :  From HIV care/ART patient cards to the ART Register. Was this cross check performed?

		4.1		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) of patients who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the ART Register with all of the following matching information: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK EXAMPLE 1.2 :  From the ART Register to HIV care/ART patient cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the ART Register (or at least 20 patients) who are listed as currently on treatment. How many patients were selected?

		4.4		How many of the patients selected had HIV care/ART patient cards with matching information:  (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen.

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the HIV care/ART patient cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) who are currently on treatment. identify the ARV drug regimen that was prescribed.  How many cards were selected?

		4.6		Check the pharmacy records to verify that the ART drugs were delivered to the patient.  How many patients had obtained their prescriptions?

		Calculate % difference for cross check 2.1.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Records to HIV care/ART patient cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received ART.  How many patients were selected?

		4.8		For how many records do the pharmacy records match the ARV drug regimen prescribed on the HIV care/ART patient card?

		Calculate % difference for cross check 2.2.

If difference is below 90%, select an additional 5% of Patients listed in the Pharmacy records (or at least an extra 10 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Regional Level 2

		Regional Aggregation Level (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Regional Aggregation Site is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the Regional summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Regional Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the Regional Aggregation Site.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the Regional Aggregation Site numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Regional Aggregation Site (and released or submitted to the funding agency )

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (Regional Aggregation Site)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the Regional Aggregation Site		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers reported  by the Regional Aggregation Site for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the Regional Aggregation Site or in a database.

		1.3		What result was contained for the audited Intermediate Aggregation Site no.1 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Intermediate Aggregation Site no.2 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the Regional Aggregation Site for those Intermediate Aggregation Sites.

		1.5		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the Regional Aggregation Site should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time? (i.e., on time means that the report was able to be used in the summary report prepared by the Regional Aggregation Site)

		Calculate % On time Reports						-

		2.4		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data.)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Intermediate Level 3

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 3.1

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

				Service Delivery Site:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of ART and the completion of the source document

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to the provision of ART. Determine the source document used for this indicator at this facility. For this indicator, source documents are the first place provision of ART is recorded. It may be patient HIV care/ART patient cards and/or other patient records or clinical review forms. If access to the treatment cards is not possible, an alternative source document may be the ART register.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the provision of ART (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Describe when recording of the provision of ART takes place, on what form(s) and by which staff member(s).

		1.4		Are there indications that there are delays between delivery of the provision of ART and recording of the provision of ART on the source document?

		1.5		If the provision of ART and recording of the provision of ART are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of ART on the source documents.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond to those in the indicator definition?

		2.5		Is there a process to ensure proper recording of cases/people lost to follow-up.

		2.6		Is there a process to ensure proper recording of people who have died.

		2.7		Is there a process to ensure proper recording of people who have transferred in/out.

		2.8		Is there a process to avoid double-counting of people who visit the site more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services at the same health facility/reporting unit (e.g., PMTCT, Pediatric Treatment, TB …)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies.

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people provided with ART recorded during the reporting period by reviewing the source document (e.g.HIV care/ART patient cards)

		3.2		Copy the number of people/cases/events provided with ART reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the source document.

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from HIV care/ART patient cards to the ART Register and from ART Register to HIV care/ART patient cards ).

		CROSS-CHECK EXAMPLE 1.1 :  From HIV care/ART patient cards to the ART Register. Was this cross check performed?

		4.1		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) of patients who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the ART Register with all of the following matching information: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK EXAMPLE 1.2 :  From the ART Register to HIV care/ART patient cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the ART Register (or at least 20 patients) who are listed as currently on treatment. How many patients were selected?

		4.4		How many of the patients selected had HIV care/ART patient cards with matching information:  (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen.

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the HIV care/ART patient cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) who are currently on treatment. identify the ARV drug regimen that was prescribed.  How many cards were selected?

		4.6		Check the pharmacy records to verify that the ART drugs were delivered to the patient.  How many patients had obtained their prescriptions?

		Calculate % difference for cross check 2.1.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Records to HIV care/ART patient cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received ART.  How many patients were selected?

		4.8		For how many records do the pharmacy records match the ARV drug regimen prescribed on the HIV care/ART patient card?

		Calculate % difference for cross check 2.2.

If difference is below 90%, select an additional 5% of Patients listed in the Pharmacy records (or at least an extra 10 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 3.2

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

				Service Delivery Site:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of ART and the completion of the source document

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to the provision of ART. Determine the source document used for this indicator at this facility. For this indicator, source documents are the first place provision of ART is recorded. It may be patient HIV care/ART patient cards and/or other patient records or clinical review forms. If access to the treatment cards is not possible, an alternative source document may be the ART register.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the provision of ART (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Describe when recording of the provision of ART takes place, on what form(s) and by which staff member(s).

		1.4		Are there indications that there are delays between delivery of the provision of ART and recording of the provision of ART on the source document?

		1.5		If the provision of ART and recording of the provision of ART are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of ART on the source documents.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond to those in the indicator definition?

		2.5		Is there a process to ensure proper recording of cases/people lost to follow-up.

		2.6		Is there a process to ensure proper recording of people who have died.

		2.7		Is there a process to ensure proper recording of people who have transferred in/out.

		2.8		Is there a process to avoid double-counting of people who visit the site more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services at the same health facility/reporting unit (e.g., PMTCT, Pediatric Treatment, TB …)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies.

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people provided with ART recorded during the reporting period by reviewing the source document (e.g.HIV care/ART patient cards)

		3.2		Copy the number of people/cases/events provided with ART reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the source document.

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from HIV care/ART patient cards to the ART Register and from ART Register to HIV care/ART patient cards ).

		CROSS-CHECK EXAMPLE 1.1 :  From HIV care/ART patient cards to the ART Register. Was this cross check performed?

		4.1		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) of patients who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the ART Register with all of the following matching information: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK EXAMPLE 1.2 :  From the ART Register to HIV care/ART patient cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the ART Register (or at least 20 patients) who are listed as currently on treatment. How many patients were selected?

		4.4		How many of the patients selected had HIV care/ART patient cards with matching information:  (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen.

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the HIV care/ART patient cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) who are currently on treatment. identify the ARV drug regimen that was prescribed.  How many cards were selected?

		4.6		Check the pharmacy records to verify that the ART drugs were delivered to the patient.  How many patients had obtained their prescriptions?

		Calculate % difference for cross check 2.1.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Records to HIV care/ART patient cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received ART.  How many patients were selected?

		4.8		For how many records do the pharmacy records match the ARV drug regimen prescribed on the HIV care/ART patient card?

		Calculate % difference for cross check 2.2.

If difference is below 90%, select an additional 5% of Patients listed in the Pharmacy records (or at least an extra 10 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 3.3

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

				Service Delivery Site:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of ART and the completion of the source document

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to the provision of ART. Determine the source document used for this indicator at this facility. For this indicator, source documents are the first place provision of ART is recorded. It may be patient HIV care/ART patient cards and/or other patient records or clinical review forms. If access to the treatment cards is not possible, an alternative source document may be the ART register.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the provision of ART (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Describe when recording of the provision of ART takes place, on what form(s) and by which staff member(s).

		1.4		Are there indications that there are delays between delivery of the provision of ART and recording of the provision of ART on the source document?

		1.5		If the provision of ART and recording of the provision of ART are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of ART on the source documents.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond to those in the indicator definition?

		2.5		Is there a process to ensure proper recording of cases/people lost to follow-up.

		2.6		Is there a process to ensure proper recording of people who have died.

		2.7		Is there a process to ensure proper recording of people who have transferred in/out.

		2.8		Is there a process to avoid double-counting of people who visit the site more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services at the same health facility/reporting unit (e.g., PMTCT, Pediatric Treatment, TB …)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies.

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people provided with ART recorded during the reporting period by reviewing the source document (e.g.HIV care/ART patient cards)

		3.2		Copy the number of people/cases/events provided with ART reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the source document.

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from HIV care/ART patient cards to the ART Register and from ART Register to HIV care/ART patient cards ).

		CROSS-CHECK EXAMPLE 1.1 :  From HIV care/ART patient cards to the ART Register. Was this cross check performed?

		4.1		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) of patients who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the ART Register with all of the following matching information: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK EXAMPLE 1.2 :  From the ART Register to HIV care/ART patient cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the ART Register (or at least 20 patients) who are listed as currently on treatment. How many patients were selected?

		4.4		How many of the patients selected had HIV care/ART patient cards with matching information:  (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen.

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the HIV care/ART patient cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) who are currently on treatment. identify the ARV drug regimen that was prescribed.  How many cards were selected?

		4.6		Check the pharmacy records to verify that the ART drugs were delivered to the patient.  How many patients had obtained their prescriptions?

		Calculate % difference for cross check 2.1.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Records to HIV care/ART patient cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received ART.  How many patients were selected?

		4.8		For how many records do the pharmacy records match the ARV drug regimen prescribed on the HIV care/ART patient card?

		Calculate % difference for cross check 2.2.

If difference is below 90%, select an additional 5% of Patients listed in the Pharmacy records (or at least an extra 10 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 3.4

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

				Service Delivery Site:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of ART and the completion of the source document

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to the provision of ART. Determine the source document used for this indicator at this facility. For this indicator, source documents are the first place provision of ART is recorded. It may be patient HIV care/ART patient cards and/or other patient records or clinical review forms. If access to the treatment cards is not possible, an alternative source document may be the ART register.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the provision of ART (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Describe when recording of the provision of ART takes place, on what form(s) and by which staff member(s).

		1.4		Are there indications that there are delays between delivery of the provision of ART and recording of the provision of ART on the source document?

		1.5		If the provision of ART and recording of the provision of ART are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of ART on the source documents.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond to those in the indicator definition?

		2.5		Is there a process to ensure proper recording of cases/people lost to follow-up.

		2.6		Is there a process to ensure proper recording of people who have died.

		2.7		Is there a process to ensure proper recording of people who have transferred in/out.

		2.8		Is there a process to avoid double-counting of people who visit the site more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services at the same health facility/reporting unit (e.g., PMTCT, Pediatric Treatment, TB …)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies.

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people provided with ART recorded during the reporting period by reviewing the source document (e.g.HIV care/ART patient cards)

		3.2		Copy the number of people/cases/events provided with ART reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the source document.

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from HIV care/ART patient cards to the ART Register and from ART Register to HIV care/ART patient cards ).

		CROSS-CHECK EXAMPLE 1.1 :  From HIV care/ART patient cards to the ART Register. Was this cross check performed?

		4.1		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) of patients who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the ART Register with all of the following matching information: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK EXAMPLE 1.2 :  From the ART Register to HIV care/ART patient cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the ART Register (or at least 20 patients) who are listed as currently on treatment. How many patients were selected?

		4.4		How many of the patients selected had HIV care/ART patient cards with matching information:  (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen.

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the HIV care/ART patient cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) who are currently on treatment. identify the ARV drug regimen that was prescribed.  How many cards were selected?

		4.6		Check the pharmacy records to verify that the ART drugs were delivered to the patient.  How many patients had obtained their prescriptions?

		Calculate % difference for cross check 2.1.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Records to HIV care/ART patient cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received ART.  How many patients were selected?

		4.8		For how many records do the pharmacy records match the ARV drug regimen prescribed on the HIV care/ART patient card?

		Calculate % difference for cross check 2.2.

If difference is below 90%, select an additional 5% of Patients listed in the Pharmacy records (or at least an extra 10 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 3.5

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

				Service Delivery Site:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of ART and the completion of the source document

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to the provision of ART. Determine the source document used for this indicator at this facility. For this indicator, source documents are the first place provision of ART is recorded. It may be patient HIV care/ART patient cards and/or other patient records or clinical review forms. If access to the treatment cards is not possible, an alternative source document may be the ART register.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the provision of ART (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Describe when recording of the provision of ART takes place, on what form(s) and by which staff member(s).

		1.4		Are there indications that there are delays between delivery of the provision of ART and recording of the provision of ART on the source document?

		1.5		If the provision of ART and recording of the provision of ART are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of ART on the source documents.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond to those in the indicator definition?

		2.5		Is there a process to ensure proper recording of cases/people lost to follow-up.

		2.6		Is there a process to ensure proper recording of people who have died.

		2.7		Is there a process to ensure proper recording of people who have transferred in/out.

		2.8		Is there a process to avoid double-counting of people who visit the site more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services at the same health facility/reporting unit (e.g., PMTCT, Pediatric Treatment, TB …)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies.

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people provided with ART recorded during the reporting period by reviewing the source document (e.g.HIV care/ART patient cards)

		3.2		Copy the number of people/cases/events provided with ART reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the source document.

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from HIV care/ART patient cards to the ART Register and from ART Register to HIV care/ART patient cards ).

		CROSS-CHECK EXAMPLE 1.1 :  From HIV care/ART patient cards to the ART Register. Was this cross check performed?

		4.1		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) of patients who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the ART Register with all of the following matching information: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK EXAMPLE 1.2 :  From the ART Register to HIV care/ART patient cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the ART Register (or at least 20 patients) who are listed as currently on treatment. How many patients were selected?

		4.4		How many of the patients selected had HIV care/ART patient cards with matching information:  (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen.

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the HIV care/ART patient cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) who are currently on treatment. identify the ARV drug regimen that was prescribed.  How many cards were selected?

		4.6		Check the pharmacy records to verify that the ART drugs were delivered to the patient.  How many patients had obtained their prescriptions?

		Calculate % difference for cross check 2.1.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Records to HIV care/ART patient cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received ART.  How many patients were selected?

		4.8		For how many records do the pharmacy records match the ARV drug regimen prescribed on the HIV care/ART patient card?

		Calculate % difference for cross check 2.2.

If difference is below 90%, select an additional 5% of Patients listed in the Pharmacy records (or at least an extra 10 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 3.6

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

				Service Delivery Site:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of ART and the completion of the source document

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to the provision of ART. Determine the source document used for this indicator at this facility. For this indicator, source documents are the first place provision of ART is recorded. It may be patient HIV care/ART patient cards and/or other patient records or clinical review forms. If access to the treatment cards is not possible, an alternative source document may be the ART register.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the provision of ART (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Describe when recording of the provision of ART takes place, on what form(s) and by which staff member(s).

		1.4		Are there indications that there are delays between delivery of the provision of ART and recording of the provision of ART on the source document?

		1.5		If the provision of ART and recording of the provision of ART are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of ART on the source documents.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond to those in the indicator definition?

		2.5		Is there a process to ensure proper recording of cases/people lost to follow-up.

		2.6		Is there a process to ensure proper recording of people who have died.

		2.7		Is there a process to ensure proper recording of people who have transferred in/out.

		2.8		Is there a process to avoid double-counting of people who visit the site more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services at the same health facility/reporting unit (e.g., PMTCT, Pediatric Treatment, TB …)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies.

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people provided with ART recorded during the reporting period by reviewing the source document (e.g.HIV care/ART patient cards)

		3.2		Copy the number of people/cases/events provided with ART reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the source document.

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from HIV care/ART patient cards to the ART Register and from ART Register to HIV care/ART patient cards ).

		CROSS-CHECK EXAMPLE 1.1 :  From HIV care/ART patient cards to the ART Register. Was this cross check performed?

		4.1		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) of patients who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the ART Register with all of the following matching information: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK EXAMPLE 1.2 :  From the ART Register to HIV care/ART patient cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the ART Register (or at least 20 patients) who are listed as currently on treatment. How many patients were selected?

		4.4		How many of the patients selected had HIV care/ART patient cards with matching information:  (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen.

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the HIV care/ART patient cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) who are currently on treatment. identify the ARV drug regimen that was prescribed.  How many cards were selected?

		4.6		Check the pharmacy records to verify that the ART drugs were delivered to the patient.  How many patients had obtained their prescriptions?

		Calculate % difference for cross check 2.1.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Records to HIV care/ART patient cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received ART.  How many patients were selected?

		4.8		For how many records do the pharmacy records match the ARV drug regimen prescribed on the HIV care/ART patient card?

		Calculate % difference for cross check 2.2.

If difference is below 90%, select an additional 5% of Patients listed in the Pharmacy records (or at least an extra 10 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Intermediate Level 4

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 4.1

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

				Service Delivery Site:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of ART and the completion of the source document

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to the provision of ART. Determine the source document used for this indicator at this facility. For this indicator, source documents are the first place provision of ART is recorded. It may be patient HIV care/ART patient cards and/or other patient records or clinical review forms. If access to the treatment cards is not possible, an alternative source document may be the ART register.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the provision of ART (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Describe when recording of the provision of ART takes place, on what form(s) and by which staff member(s).

		1.4		Are there indications that there are delays between delivery of the provision of ART and recording of the provision of ART on the source document?

		1.5		If the provision of ART and recording of the provision of ART are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of ART on the source documents.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond to those in the indicator definition?

		2.5		Is there a process to ensure proper recording of cases/people lost to follow-up.

		2.6		Is there a process to ensure proper recording of people who have died.

		2.7		Is there a process to ensure proper recording of people who have transferred in/out.

		2.8		Is there a process to avoid double-counting of people who visit the site more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services at the same health facility/reporting unit (e.g., PMTCT, Pediatric Treatment, TB …)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies.

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people provided with ART recorded during the reporting period by reviewing the source document (e.g.HIV care/ART patient cards)

		3.2		Copy the number of people/cases/events provided with ART reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the source document.

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from HIV care/ART patient cards to the ART Register and from ART Register to HIV care/ART patient cards ).

		CROSS-CHECK EXAMPLE 1.1 :  From HIV care/ART patient cards to the ART Register. Was this cross check performed?

		4.1		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) of patients who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the ART Register with all of the following matching information: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK EXAMPLE 1.2 :  From the ART Register to HIV care/ART patient cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the ART Register (or at least 20 patients) who are listed as currently on treatment. How many patients were selected?

		4.4		How many of the patients selected had HIV care/ART patient cards with matching information:  (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen.

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the HIV care/ART patient cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) who are currently on treatment. identify the ARV drug regimen that was prescribed.  How many cards were selected?

		4.6		Check the pharmacy records to verify that the ART drugs were delivered to the patient.  How many patients had obtained their prescriptions?

		Calculate % difference for cross check 2.1.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Records to HIV care/ART patient cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received ART.  How many patients were selected?

		4.8		For how many records do the pharmacy records match the ARV drug regimen prescribed on the HIV care/ART patient card?

		Calculate % difference for cross check 2.2.

If difference is below 90%, select an additional 5% of Patients listed in the Pharmacy records (or at least an extra 10 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 4.2

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

				Service Delivery Site:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of ART and the completion of the source document

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to the provision of ART. Determine the source document used for this indicator at this facility. For this indicator, source documents are the first place provision of ART is recorded. It may be patient HIV care/ART patient cards and/or other patient records or clinical review forms. If access to the treatment cards is not possible, an alternative source document may be the ART register.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the provision of ART (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Describe when recording of the provision of ART takes place, on what form(s) and by which staff member(s).

		1.4		Are there indications that there are delays between delivery of the provision of ART and recording of the provision of ART on the source document?

		1.5		If the provision of ART and recording of the provision of ART are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of ART on the source documents.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond to those in the indicator definition?

		2.5		Is there a process to ensure proper recording of cases/people lost to follow-up.

		2.6		Is there a process to ensure proper recording of people who have died.

		2.7		Is there a process to ensure proper recording of people who have transferred in/out.

		2.8		Is there a process to avoid double-counting of people who visit the site more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services at the same health facility/reporting unit (e.g., PMTCT, Pediatric Treatment, TB …)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies.

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people provided with ART recorded during the reporting period by reviewing the source document (e.g.HIV care/ART patient cards)

		3.2		Copy the number of people/cases/events provided with ART reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the source document.

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from HIV care/ART patient cards to the ART Register and from ART Register to HIV care/ART patient cards ).

		CROSS-CHECK EXAMPLE 1.1 :  From HIV care/ART patient cards to the ART Register. Was this cross check performed?

		4.1		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) of patients who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the ART Register with all of the following matching information: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK EXAMPLE 1.2 :  From the ART Register to HIV care/ART patient cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the ART Register (or at least 20 patients) who are listed as currently on treatment. How many patients were selected?

		4.4		How many of the patients selected had HIV care/ART patient cards with matching information:  (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen.

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the HIV care/ART patient cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) who are currently on treatment. identify the ARV drug regimen that was prescribed.  How many cards were selected?

		4.6		Check the pharmacy records to verify that the ART drugs were delivered to the patient.  How many patients had obtained their prescriptions?

		Calculate % difference for cross check 2.1.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Records to HIV care/ART patient cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received ART.  How many patients were selected?

		4.8		For how many records do the pharmacy records match the ARV drug regimen prescribed on the HIV care/ART patient card?

		Calculate % difference for cross check 2.2.

If difference is below 90%, select an additional 5% of Patients listed in the Pharmacy records (or at least an extra 10 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 4.3

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

				Service Delivery Site:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of ART and the completion of the source document

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to the provision of ART. Determine the source document used for this indicator at this facility. For this indicator, source documents are the first place provision of ART is recorded. It may be patient HIV care/ART patient cards and/or other patient records or clinical review forms. If access to the treatment cards is not possible, an alternative source document may be the ART register.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the provision of ART (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Describe when recording of the provision of ART takes place, on what form(s) and by which staff member(s).

		1.4		Are there indications that there are delays between delivery of the provision of ART and recording of the provision of ART on the source document?

		1.5		If the provision of ART and recording of the provision of ART are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of ART on the source documents.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond to those in the indicator definition?

		2.5		Is there a process to ensure proper recording of cases/people lost to follow-up.

		2.6		Is there a process to ensure proper recording of people who have died.

		2.7		Is there a process to ensure proper recording of people who have transferred in/out.

		2.8		Is there a process to avoid double-counting of people who visit the site more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services at the same health facility/reporting unit (e.g., PMTCT, Pediatric Treatment, TB …)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies.

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people provided with ART recorded during the reporting period by reviewing the source document (e.g.HIV care/ART patient cards)

		3.2		Copy the number of people/cases/events provided with ART reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the source document.

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from HIV care/ART patient cards to the ART Register and from ART Register to HIV care/ART patient cards ).

		CROSS-CHECK EXAMPLE 1.1 :  From HIV care/ART patient cards to the ART Register. Was this cross check performed?

		4.1		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) of patients who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the ART Register with all of the following matching information: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK EXAMPLE 1.2 :  From the ART Register to HIV care/ART patient cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the ART Register (or at least 20 patients) who are listed as currently on treatment. How many patients were selected?

		4.4		How many of the patients selected had HIV care/ART patient cards with matching information:  (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen.

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the HIV care/ART patient cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) who are currently on treatment. identify the ARV drug regimen that was prescribed.  How many cards were selected?

		4.6		Check the pharmacy records to verify that the ART drugs were delivered to the patient.  How many patients had obtained their prescriptions?

		Calculate % difference for cross check 2.1.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Records to HIV care/ART patient cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received ART.  How many patients were selected?

		4.8		For how many records do the pharmacy records match the ARV drug regimen prescribed on the HIV care/ART patient card?

		Calculate % difference for cross check 2.2.

If difference is below 90%, select an additional 5% of Patients listed in the Pharmacy records (or at least an extra 10 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 4.4

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

				Service Delivery Site:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of ART and the completion of the source document

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to the provision of ART. Determine the source document used for this indicator at this facility. For this indicator, source documents are the first place provision of ART is recorded. It may be patient HIV care/ART patient cards and/or other patient records or clinical review forms. If access to the treatment cards is not possible, an alternative source document may be the ART register.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the provision of ART (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Describe when recording of the provision of ART takes place, on what form(s) and by which staff member(s).

		1.4		Are there indications that there are delays between delivery of the provision of ART and recording of the provision of ART on the source document?

		1.5		If the provision of ART and recording of the provision of ART are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of ART on the source documents.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond to those in the indicator definition?

		2.5		Is there a process to ensure proper recording of cases/people lost to follow-up.

		2.6		Is there a process to ensure proper recording of people who have died.

		2.7		Is there a process to ensure proper recording of people who have transferred in/out.

		2.8		Is there a process to avoid double-counting of people who visit the site more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services at the same health facility/reporting unit (e.g., PMTCT, Pediatric Treatment, TB …)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies.

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people provided with ART recorded during the reporting period by reviewing the source document (e.g.HIV care/ART patient cards)

		3.2		Copy the number of people/cases/events provided with ART reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the source document.

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from HIV care/ART patient cards to the ART Register and from ART Register to HIV care/ART patient cards ).

		CROSS-CHECK EXAMPLE 1.1 :  From HIV care/ART patient cards to the ART Register. Was this cross check performed?

		4.1		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) of patients who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the ART Register with all of the following matching information: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK EXAMPLE 1.2 :  From the ART Register to HIV care/ART patient cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the ART Register (or at least 20 patients) who are listed as currently on treatment. How many patients were selected?

		4.4		How many of the patients selected had HIV care/ART patient cards with matching information:  (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen.

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the HIV care/ART patient cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) who are currently on treatment. identify the ARV drug regimen that was prescribed.  How many cards were selected?

		4.6		Check the pharmacy records to verify that the ART drugs were delivered to the patient.  How many patients had obtained their prescriptions?

		Calculate % difference for cross check 2.1.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Records to HIV care/ART patient cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received ART.  How many patients were selected?

		4.8		For how many records do the pharmacy records match the ARV drug regimen prescribed on the HIV care/ART patient card?

		Calculate % difference for cross check 2.2.

If difference is below 90%, select an additional 5% of Patients listed in the Pharmacy records (or at least an extra 10 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 4.5

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

				Service Delivery Site:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of ART and the completion of the source document

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to the provision of ART. Determine the source document used for this indicator at this facility. For this indicator, source documents are the first place provision of ART is recorded. It may be patient HIV care/ART patient cards and/or other patient records or clinical review forms. If access to the treatment cards is not possible, an alternative source document may be the ART register.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the provision of ART (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Describe when recording of the provision of ART takes place, on what form(s) and by which staff member(s).

		1.4		Are there indications that there are delays between delivery of the provision of ART and recording of the provision of ART on the source document?

		1.5		If the provision of ART and recording of the provision of ART are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of ART on the source documents.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond to those in the indicator definition?

		2.5		Is there a process to ensure proper recording of cases/people lost to follow-up.

		2.6		Is there a process to ensure proper recording of people who have died.

		2.7		Is there a process to ensure proper recording of people who have transferred in/out.

		2.8		Is there a process to avoid double-counting of people who visit the site more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services at the same health facility/reporting unit (e.g., PMTCT, Pediatric Treatment, TB …)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies.

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people provided with ART recorded during the reporting period by reviewing the source document (e.g.HIV care/ART patient cards)

		3.2		Copy the number of people/cases/events provided with ART reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the source document.

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from HIV care/ART patient cards to the ART Register and from ART Register to HIV care/ART patient cards ).

		CROSS-CHECK EXAMPLE 1.1 :  From HIV care/ART patient cards to the ART Register. Was this cross check performed?

		4.1		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) of patients who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the ART Register with all of the following matching information: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK EXAMPLE 1.2 :  From the ART Register to HIV care/ART patient cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the ART Register (or at least 20 patients) who are listed as currently on treatment. How many patients were selected?

		4.4		How many of the patients selected had HIV care/ART patient cards with matching information:  (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen.

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the HIV care/ART patient cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) who are currently on treatment. identify the ARV drug regimen that was prescribed.  How many cards were selected?

		4.6		Check the pharmacy records to verify that the ART drugs were delivered to the patient.  How many patients had obtained their prescriptions?

		Calculate % difference for cross check 2.1.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Records to HIV care/ART patient cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received ART.  How many patients were selected?

		4.8		For how many records do the pharmacy records match the ARV drug regimen prescribed on the HIV care/ART patient card?

		Calculate % difference for cross check 2.2.

If difference is below 90%, select an additional 5% of Patients listed in the Pharmacy records (or at least an extra 10 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 4.6

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of individuals with advanced HIV infection currently receiving anti-retroviral combination therapy (ART)

				Service Delivery Site:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of ART and the completion of the source document

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to the provision of ART. Determine the source document used for this indicator at this facility. For this indicator, source documents are the first place provision of ART is recorded. It may be patient HIV care/ART patient cards and/or other patient records or clinical review forms. If access to the treatment cards is not possible, an alternative source document may be the ART register.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the provision of ART (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Describe when recording of the provision of ART takes place, on what form(s) and by which staff member(s).

		1.4		Are there indications that there are delays between delivery of the provision of ART and recording of the provision of ART on the source document?

		1.5		If the provision of ART and recording of the provision of ART are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of ART on the source documents.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond to those in the indicator definition?

		2.5		Is there a process to ensure proper recording of cases/people lost to follow-up.

		2.6		Is there a process to ensure proper recording of people who have died.

		2.7		Is there a process to ensure proper recording of people who have transferred in/out.

		2.8		Is there a process to avoid double-counting of people who visit the site more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services at the same health facility/reporting unit (e.g., PMTCT, Pediatric Treatment, TB …)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies.

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people provided with ART recorded during the reporting period by reviewing the source document (e.g.HIV care/ART patient cards)

		3.2		Copy the number of people/cases/events provided with ART reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the source document.

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from HIV care/ART patient cards to the ART Register and from ART Register to HIV care/ART patient cards ).

		CROSS-CHECK EXAMPLE 1.1 :  From HIV care/ART patient cards to the ART Register. Was this cross check performed?

		4.1		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) of patients who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the ART Register with all of the following matching information: (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK EXAMPLE 1.2 :  From the ART Register to HIV care/ART patient cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the ART Register (or at least 20 patients) who are listed as currently on treatment. How many patients were selected?

		4.4		How many of the patients selected had HIV care/ART patient cards with matching information:  (1) identifying information of the patient; (2) encounter date; (3)  ARV regimen.

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the HIV care/ART patient cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of HIV care/ART patient cards (or at least 20 cards) who are currently on treatment. identify the ARV drug regimen that was prescribed.  How many cards were selected?

		4.6		Check the pharmacy records to verify that the ART drugs were delivered to the patient.  How many patients had obtained their prescriptions?

		Calculate % difference for cross check 2.1.

If difference is below 90%, select an additional 5% of HIV care/ART patient cards (or at least an extra 10 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Records to HIV care/ART patient cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received ART.  How many patients were selected?

		4.8		For how many records do the pharmacy records match the ARV drug regimen prescribed on the HIV care/ART patient card?

		Calculate % difference for cross check 2.2.

If difference is below 90%, select an additional 5% of Patients listed in the Pharmacy records (or at least an extra 10 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





SUMMARY_TABLE

		Important Note:  This table may need to be revised if a different sampling scheme is used or if not all intermediate aggregation sites include three service delivery sites.  It is important to carefully revise this table if a different sampling strategy (other than 4 intermediate aggregation level sites/districts and 3 service delivery sites per intermediate aggregation level site) is used in the Data Quality Audit.  Careful revision will be needed to ensure that all relevant data are used to measure the summary statistics.  If the worksheets are modified (e.g. worksheets added), it is critical to ensure that all formulas (including those hidden in columns) are reviewed by an expert in Excel.

										Step 1						Step 2						Step 3		Step 4

		SUMMARY TABLE

Trace and Verify								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Verified Counts at Audited Sites		Reported Count at Audited Sites		Site and Unadjusted District Verification Factors)		Observed Reported Count from All Sites in the "District"		Reported Count from the "District" at the M&E Unit (e.g. National Level)		Adjustment Factor  Rdi/Rni		Adjusted District Verification Factors		VF (Weight)		Total Verification Factor		% Available Reports		%  On-time Reports		% Complete Reports		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Lower 95% CI limit		Upper 95% CI limit		number of districts		Degrees of freedom t-distribution

		M&E Unit																																																df		P(2-tailed) = 0.025

		-		-						0.00		0.00				0.00		0.00						0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Intermediate Aggregation Level Sites and Service Delivery Sites																																																2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-																		3.00		3.18

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-																4.00		2.78

		1.1		-						0.00		0.00		-																																				5.00		2.57

		1.2		-						0.00		0.00		-

		1.3		-						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		1.6		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						0.00		0.00		-

		2.2		-						0.00		0.00		-

		2.3		-						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		2.6		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		3.6		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

		4.6		-						0.00		0.00		-

				Service Point Summary						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-

		11		-						0.00		0.00		-

		12		-						0.00		0.00		-





Summary_Statistics_No IAS

		DQA Summary Statistics (no Intermediate Aggregation Sites)

																																																																																-

																																																																																-

																																																																																-

																																																																																-

																																																																																-





Summary_Statistics_No IAS

										% Available Reports		% Available Reports		% Available Reports



5

4

3

% Available Reports

%  On-time Reports

% Complete Reports

Performance indicators

Percent

Summary of Reporting from DQA

0

0

0



SUMMARY_STATISTICS_2 IAL

		Service Point Summary		Service Point Summary		Service Point Summary

		-		-		-

		-		-		-

		-		-		-



Site Verification factors for DQA

0

0

0

0



SUMMARY_STATISTICS

		DQA Summary Statistics

																																																																																Accuracy		Availability		Timeliness		Completeness

																																																																												7		-		-		-		-		-

																																																																												6		-		-		-		-		-

																																																																												5		-		-		-		-		-

																																																																												4		-		-		-		-		-

																																																																												3		-		-		-		-		-

																																																																												2		-		-		-		-		-

																																																																												1		-		-		-		-		-





SUMMARY_STATISTICS

		0		0		0		0		0		0		0



-

-

-

-

-

-

-

Total and Adjusted District 
Verification Factors from DQA



		0		0		0		0		0		0		0



-

-

-

-

-

-

-

% Available Reports from DQA



		-		-		-		-		-		-



-

-

-

-

-

-

% On Time Reports from DQA

0

0

0

0

0

0



		0		0		0		0		0		0		0



-

-

-

-

-

-

-

% Complete Reports from DQA



		DQA Summary Statistics

																																																																																				Accuracy		Availability		Timeliness		Completeness

																																																																																5		-		-		-		-		-

																																																																																4		-		-		-		-		-

																																																																																3		-		-		-		-		-

																																																																																2		-		-		-		-		-

																																																																																1		-		-		-		-		-





		0		0		0		0		0



-

-

-

-

-

Total and Adjusted District Verification Factors from DQA



		0		0		0		0		0



-

-

-

-

-

% Available Reports from DQA



		0		0		0		0		0



-

-

-

-

-

% On Time Reports from DQA



		0		0		0		0		0



-

-

-

-

-

% Complete Reports from DQA
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HEADER

																												0		0		0		0		0

																												1		1		1		1		1

																												2		2		2		2		2

																												3		3		3		0		0

		Data Quality Assessment (DQA) Tool																										4		4		4

								Protocol 2:  Data Verification																				0		5		5

						- Number of Condoms Distributed -																						0		6		6

						Number of intermediate aggregation levels																								0		7

						Number of higher level intermediate aggregation sites (e.g. regional)																										8

						Number of intermediate aggregation sites (IAS)																										9

						Number of service delivery points (per district)																										10

						Reset survey																										11

		Version 1: May 2008																														12

		Important notes for the use of this spreadsheet:																														0

		1.  In order to use the Data Quality Audit tools you will need to ensure that your 'macro security' is set to something less than 'high'.  With the spreadsheet open go to the 'Tools' pull-down menu and select 'Macro', then 'Security'.  Select 'medium'.  Close Excel and re-open the file.  When you open file the next time you will have to select 'Enable Macros' for the application to work as designed.

		2.  On the HEADER Page (this page), please select number of intermediate aggregations levels (from the dropdown list) the data are reported through from service delivery point up to national level.  Then select the number of sampled intermediate aggregation sites (IAS) from the next dropdown list.   IAS are typically the district level health unit of the Ministry of Health.  Next, enter the number of sampled service delivery points (SDP), e.g. health units or facilities,  reporting to each intermediate site.  If you have an unequal number of SDP per district select the number corresponding to largest number of sampled SDP in a sampled district.  If SDPs report directly to national level select '0' from the IDS dropdown list.  Then select the number of SDPs in the sample.  Please see the INSTRUCTIONS page for more detail.

		3.  Please enter the health facility, or site, names into the sheet labeled 'Information Page'.  These names will then auto-populate the appropriate forms in the spreadsheet and help ensure a well organized assessment and good quality data.



Reset



INSTRUCTIONS

		INSTRUCTIONS (Protocol 2 - Data Verification)

		Note:  The Audit Team should read the document "Data Quality Audit:  Guidelines for Implementation" in addition to these instructions prior to administering this protocol.

		OBJECTIVE

		The objective of this protocol is to (1) recount and verify the accuracy of reported data at selected sites; and (2) review the timeliness, completeness and availability of reports.

		CONTENT

		This Data Verification Protocol relates to the indicator: Number of Condoms Distributed. Indeed, because there can be significant differences between types of indicators and service delivery sites - e.g., health-based (clinics) and community-based sites, the DQA includes Indicator-specific Protocols with specific information and data quality challenges related to the indicator (e.g., the risk of double counting). This information is incorporated into the 5-steps of the protocol, which are outlined  below. 

The protocol begins with a description of the service(s) associated with the indicator to orient the Audit Team to the service being given and thus, what is being “counted” to measure the indicator.  This will help lead the Audit Team to the relevant source documents, which can be significantly different for various indicators (e.g., patient records, laboratory reports, training logs, etc).

The data verification takes place in two stages:

(1) In-depth verifications at the Service Delivery Points (SDPs); and
(2) Follow-up verifications at the relevant Intermediate Aggregation Levels (IALs) and at the Program/project M&E Unit. 
  
Typically, programs will have a 3-tier reporting system; In other words, the data will flow from Service Delivery Points (SDPs), 
to one Intermediate Aggregation Level (i.e., a Region or a District), and then to the central M&E Unit.

However, in some countries, SDPs may report directly to the central M&E Unit, without passing through Intermediate 
Aggregation Levels (IALs). In other countries, there could be two (or more) IALs with data being aggregated, for example,
at the District and then at the Provincial level before reaching the central M&E Unit. In such cases (i.e., a 2-tier or 4-tier reporting
system), the Data Verification Protocol will need to be adapted (as explained in the below).

		Editing the content of the Excel Template
The Excel Templates should be modified with care.  To enable the selective addition or removal of tabs for the different sites and 
levels the templates have been programmed in VBA (Visual Basic for Applications).  Modifications to the worksheets can disrupt the
programming and render the template inoperable.  However, it is possible to make certain changes that will make the template more 
useful during the DQA, and more descriptive of the information system.  For example, additional cross-checks and spot-checks can be
added to individual worksheets provided they are added at the bottom of the worksheet. Please do not 'insert' rows or columns in the
middle of the sheet as this could alter the calculation of certain performance indicators.  Other additions to the sheets can also be 
made at the bottom of the worksheet.

Up to six Service Delivery Sites within four Intermediate Aggregation Sites can be selected (i.e. 24 sites) so it is unlikely that service
points or intermediate sites will need to be added to "Information Page".   Simply select the desired number of each from the dropdown
lists on the “HEADER” page.  These selections can be modified later if need be.

It is acceptable to rename worksheet tabs as needed.

The worksheets are protected to guard against inadvertent changes to the contents .  To edit the contents of cells, unprotect the
worksheets by selecting 'Protection' from the 'Tools' pull-down menu.  Then select 'Unprotect'.  Remember to Re-protect the worksheet
after making the modifications.

		AUDITORS INSTRUCTIONS FOR USING THE PROTOCOL

		Service Delivery Points – 5 Types of Data Verifications

The first stage of the data-verification occurs at the Service Delivery Points. There are five types of standard data-verification steps that can be performed at this level :

1 - Description:  Describe the connection between the delivery of services/commodities and the completion of the source document that records that service delivery.

2 - Documentation Review:  Review availability and completeness of all indicator source documents for the selected reporting period.

3 - Trace and Verification:  Trace and verify reported numbers: (1) Recount the reported numbers from available source documents; (2) Compare the verified numbers to the site reported number; (3) Identify reasons for any differences. 

4 - Cross-checks:  Perform “cross-checks” of the verified report totals with other data-sources (e.g. inventory records, laboratory reports, registers, etc.).

5 - Spot-checks:  Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations.

		Intermediate Aggregation Levels (IALs) and Central M&E Unit – 2 Types of Data Verifications

The second stage of the data-verification occurs at the Intermediate Aggregation Levels (e.g., Districts, Regions) and at the Program/project M&E Unit. 

1 - Documentation Review:  Review availability, timeliness and completeness of expected reports from Service Delivery Points for the selected reporting period.

2 - Trace and Verification:  Trace and verify reported numbers: (1) Re-aggregate the numbers submitted by the Service Delivery Points; (2) Compare the verified counts to the numbers submitted to the next level (e.g., Central M&E Unit); (3) Identify reasons for any differences.

		Instructions for a "2-tier" or "4-tier" reporting system:

Selecting Levels and Sites
The Protocol 2:  Data Verification Excel template is designed to follow the DQA sampling methodology with regard to the selection of Intermediate Aggregation Levels and Service Delivery Sites.  On the "HEADER" tab, the Auditing Team can select the number of Intermediate Aggregation Sites, and the number of Service Delivery Sites reporting to each Intermediate Aggregation Site, according to the understanding reached with the Organization Commissioning the DQA.  In the event there more than, or less than, one intermediary level to the flow of data from service delivery level to the national level, the required numbers of intermediate levels and sites per level can be selected.  First select the number of Intermediate Aggregation Levels (e.g. region or district).  If the data passes through both the region and the district, select two levels.  If the data only passes through the district before being sent to national level, select one level.  In some countries the data is reported from the service delivery point directly to national level.  In this case, select zero intermediate levels.  

Next select the number of sites within each intermediate level.  The most likely sampling scheme calls for the random selection of three clusters (intermediate sites), 
and three Service Delivery Sites within each cluster.  In the event of two intermediate levels, the sampling scheme will most likely be two regional clusters, with two
district clusters within each region.  Then two service points will be selected within each district cluster for a total of eight Service Delivery Sites.  Modifications to 
this sampling scheme may become necessary due to constraints of time, distance and resources.  All changes to the methodology should be agreed upon with the 
Organization Commissioning the DQA before the field visits.

		Instructions for filling in the columns of the checklist:

A list of questions appears on the left on each worksheet (column B).  The Audit Team should read each question (statement) and  complete columns C/D, E, F and G.  Column C has a pull down menu (in the right bottom corner) for each question with response categories: "Yes - completely", "Partly", "No - not at all" and "N/A".  Column D should be used to enter numbers or percentages (which will be used in the calculations). Column E is for auditor notes and column F should be filled in with "Yes" if the Audit Team deems that issues raised by the response to a question(statement) are sufficient to require a "Recommendation Note" to the Program/project.

		OUTPUTS

		Based on all responses to the questions, the following Summary Statistics will be produced:

- Accuracy of Reported Data through the calculation of Verification Factors  generated from the recounting exercise performed at each level of the reporting system (i.e., percentage comparison of the reported numbers for the selected indicators to the verified numbers); 

- Availability, Completeness and Timeliness Reports through percentages calculated at the Intermediate Aggregation Level(s) and the M&E Unit.

		Interpretation of the Output:

Mathematical modeling of the modified two-stage cluster sampling technique used by the DQA has determined that the precision of estimates of the verification factor for immunization coverage data is too low for realistic use at the national level.  In simulations, Woodard et al(1) found that up to 30 districts would need to be sampled to achieve precision in the neighborhood of +/-10%.  Given the investment of time, staff and financial resources required to visit 30 districts, the calculation of a precise national verification factor is unlikely.  

That said, it is possible to gain an insight into the overall quality of data in a Program/project without reliance on the national estimate of VF.  The qualitative aspects of the DQA are adequate to determine the strengths and weaknesses of a given reporting system.  For example, if indicator definitions are poorly understood in a majority of a representative sample of sites, it is quite likely that indicator definitions are poorly understood in non-sampled districts as well.  The recounting of indicators and comparison with reported values for a sample of sites is similarly adequate to determine in a general sense whether data quality is good, mediocre or poor, even without the
benefit of a precise national estimate.   Missing reports or large disparities between recounted and reported results in a handful of
sites is indicative of similar disparities elsewhere.  

Ultimately, the national verification factor should be interpreted with caution.  For the purposes of the Data Quality Audit it should be 
used as an indication of data quality (or lack of data quality), rather than an exact measure.   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA)
  Ann Epidemiol  2007;17:628–633.





SERVICE DESCRIPTION

		SERVICE DESCRIPTION (Protocol 2 - Data Verification)

		Definition of Indicator:  Number of condoms distributed to people

		This indicator is a proxy measure for the number of people using condoms. On a longer term it needs to be supplemented by the behavioral survey findings on reported condom use disaggregated by target populations and age-groups.

		Nofe:  If condom leakage from offical programs into the unofficial market is a concern, this data verification could be supplemented with a special study.

		Types of Condoms

		Most condoms distributed to prevent disease transmission are male condoms.   During the past decade a number of new condoms have entered the market, the most prominent one being the female condom which is used in over 30 countries.

		Channels of Distribution

Condoms may be distributed by the (1) government, (2) NGOs, and (3) the commercial sector. 

In the public sector (government), facility-based outlets for condom distribution include STI clinics, VCT centers, family planning clinics, ANC sites and pharmacies.  Condoms may be distributed to patients or clients while they receive a broader service (e.g. counseling on PMTCT or VCT) or by the pharmacy or drug store situated at the service site. 

In addition, NGOs/CBOs and FBOs may work with local communities and high-risk populations such as sex workers or injection drug users to reduce their risk behaviors. In order to facilitate access to condoms for these communities and high-risk groups, the NGOs may work with brothels, hotels, marketplaces, sports grounds, and other places of entertainment.

		Social marketing is a common approach used by government, donors and NGOs whereby condoms are available through retail outlets – or vending machines – at subsidized prices.   In addition, full commercial price condoms are generally available in a range of retail outlets.  

Employment-based health programs may also distribute condoms to their employees, e.g. hotel workers, migrant laborers and miners, truckers, police, etc.

		P Potential Source Documents For Condoms

		The source documents for condom distribution will vary by channel of distribution and may even vary within channels of distribution.

		Condom distribution through facility-based programs (e.g. in STI, antenatal care and family planning clinics, VCT centers and as part of PMTCT services), source documents will include treatment cards or client encounter cards marked with provision of condoms to clients.   In Pharmacies or shops, condom provision will be marked on sales receipts.   

In addition, NGOs may work with local communities through outreach to high-risk populations such as sex workers or injection drug users to reduce their risk behaviors. In order to facilitate access to condoms for these communities and high-risk groups, the NGOs may work with brothels, hotels, marketplaces, sports grounds, and other places of entertainment to distribute condoms.   In these cases, condom distribution can be recorded on condom distribution logs by outreach workers.

		Source:  http://www.infoforhealth.org/pr/h9/h9chap5.shtml
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		B- BACKGROUND INFORMATION FOR COMPLETION OF TRACE AND VERIFY INDICATOR DATA PROTOCOL

		Name of Orgnization Implementing the DQA

		Country

		Program Area(s)

		Indicator(s)

		Grant Number(s)

		M&E Management Unit at Central Level

		Name of Site																Date of Audit

		1-

		Regional Sites

		Name of Site																Date of Audit

		1

		2

		Intermediate Aggregation Sites (IAS)

		Name of Site																Date of Audit

		1

		2

		3

		4

		-		add more lines as needed

		Service Delivery Points (SDPs)

		Name of Site																Date of Audit

		1.1

		1.2

		1.3

		1.4

		1.5

		1.6

		2.1

		2.2

		2.3

		2.4

		2.5

		2.6

		3.1

		3.2

		3.3

		3.4

		3.5

		3.6

		4.1

		4.2

		4.3

		4.4

		4.5

		4.6

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10

		11

		12





M&E_Unit

		M&E Unit (Protocol 2 - Data Verification)

		Number of Condoms Distributed

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the M&E Unit is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the M&E summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				M&E Unit:		-								Need for Recommendation (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		0.  Recording and Reporting System for Condoms

		0.1		Provide a short description of the type of condom distribution program (channel of delivery) for which the data are being verified (e.g. is the condom distribution through a social marketing program in pharmacies? Through an STI clinic?  Etc.)

		0.2		Describe the recording and reporting system related to this condom distribution program/channel of delivery (i.e. from initial recording of the condom distribution to a person, if possible, given the source document(s) available, to the reporting of aggregated numbers to the M&E Unit). Please describe when recording of the distribution takes place, on what form(s) and by which staff member(s).

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the M&E Unit.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the M&E Unit numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the M&E Unit (and released or submitted to the funding agency)

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (M&E Unit)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the M&E Unit		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers used by the M&E Unit for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the M&E Unit or in a database.

		1.3		What result was contained for the audited Regional Aggregation Site no.1 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.1		What result was contained for the audited Intermediate Aggregation Site no.1 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.2		What result was contained for the audited Intermediate Aggregation Site no.2 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Regional Aggregation Site no.2 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.3		What result was contained for the audited Intermediate Aggregation Site no.3 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.4		What result was contained for the audited Intermediate Aggregation Site no.4 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the M&E Unit for those Intermediate Aggregation Sites.

		1.4		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the M&E Unit should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 1

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Condoms Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO CONDOM DISTRIBUTION - Describe the connection between the distribution of the condom(s) and the completion of the source document -

		Indicator-specific notes for Verification Team:   The Audit Team should ask staff to describe the process through which the source documents are filled in relation to condom distribution.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the condom (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the condom and recording of the service on the source document?

		1.4		If the distribution of the condom(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Verification Team:  Source documents could be patient records, counseling intake forms, pharmacy/drug store distribution records. The audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Verification Team:   Data quality issues - Over or under-reporting of condom distribution may occur because (1) service sites may distribute condoms at various service points, e.g., during VCT, ANC and family planning services, (2) condoms may be funded by multiple partners.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of condoms recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of condoms reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing condoms issued by the central/regional/district store to the site with the number of condoms received and distributed by the site, and (2) assessing condoms available in stock. (Note: Condoms may be funded by different donors).

		CROSS-CHECK 1 :  Between condoms issued to the site and condoms received by the site. Was this cross check performed?

		4.1		Enter the number of condoms issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of condoms received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and condoms distributed by the site.

		4.4		Enter the number of condoms in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of condoms received by the site during the reporting period.

		4.6		Enter the number of condoms in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of condoms distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for Verification Team:   This step may not be possible due to confidentially of clients.   It may be possible to observe provision of condoms through the channel for which data are being verified - to see that the condom distribution is actually taking place.  This observation, however, would not constitute a spot check of condom delivery during the reporting period being verified.





Service Point 2

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Condoms Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO CONDOM DISTRIBUTION - Describe the connection between the distribution of the condom(s) and the completion of the source document -

		Indicator-specific notes for Verification Team:   The Audit Team should ask staff to describe the process through which the source documents are filled in relation to condom distribution.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the condom (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the condom and recording of the service on the source document?

		1.4		If the distribution of the condom(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Verification Team:  Source documents could be patient records, counseling intake forms, pharmacy/drug store distribution records. The audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Verification Team:   Data quality issues - Over or under-reporting of condom distribution may occur because (1) service sites may distribute condoms at various service points, e.g., during VCT, ANC and family planning services, (2) condoms may be funded by multiple partners.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of condoms recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of condoms reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing condoms issued by the central/regional/district store to the site with the number of condoms received and distributed by the site, and (2) assessing condoms available in stock. (Note: Condoms may be funded by different donors).

		CROSS-CHECK 1 :  Between condoms issued to the site and condoms received by the site. Was this cross check performed?

		4.1		Enter the number of condoms issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of condoms received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and condoms distributed by the site.

		4.4		Enter the number of condoms in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of condoms received by the site during the reporting period.

		4.6		Enter the number of condoms in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of condoms distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for Verification Team:   This step may not be possible due to confidentially of clients.   It may be possible to observe provision of condoms through the channel for which data are being verified - to see that the condom distribution is actually taking place.  This observation, however, would not constitute a spot check of condom delivery during the reporting period being verified.





Service Point 3

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Condoms Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO CONDOM DISTRIBUTION - Describe the connection between the distribution of the condom(s) and the completion of the source document -

		Indicator-specific notes for Verification Team:   The Audit Team should ask staff to describe the process through which the source documents are filled in relation to condom distribution.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the condom (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the condom and recording of the service on the source document?

		1.4		If the distribution of the condom(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Verification Team:  Source documents could be patient records, counseling intake forms, pharmacy/drug store distribution records. The audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Verification Team:   Data quality issues - Over or under-reporting of condom distribution may occur because (1) service sites may distribute condoms at various service points, e.g., during VCT, ANC and family planning services, (2) condoms may be funded by multiple partners.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of condoms recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of condoms reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing condoms issued by the central/regional/district store to the site with the number of condoms received and distributed by the site, and (2) assessing condoms available in stock. (Note: Condoms may be funded by different donors).

		CROSS-CHECK 1 :  Between condoms issued to the site and condoms received by the site. Was this cross check performed?

		4.1		Enter the number of condoms issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of condoms received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and condoms distributed by the site.

		4.4		Enter the number of condoms in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of condoms received by the site during the reporting period.

		4.6		Enter the number of condoms in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of condoms distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for Verification Team:   This step may not be possible due to confidentially of clients.   It may be possible to observe provision of condoms through the channel for which data are being verified - to see that the condom distribution is actually taking place.  This observation, however, would not constitute a spot check of condom delivery during the reporting period being verified.





Service Point 4

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Condoms Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO CONDOM DISTRIBUTION - Describe the connection between the distribution of the condom(s) and the completion of the source document -

		Indicator-specific notes for Verification Team:   The Audit Team should ask staff to describe the process through which the source documents are filled in relation to condom distribution.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the condom (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the condom and recording of the service on the source document?

		1.4		If the distribution of the condom(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Verification Team:  Source documents could be patient records, counseling intake forms, pharmacy/drug store distribution records. The audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Verification Team:   Data quality issues - Over or under-reporting of condom distribution may occur because (1) service sites may distribute condoms at various service points, e.g., during VCT, ANC and family planning services, (2) condoms may be funded by multiple partners.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of condoms recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of condoms reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing condoms issued by the central/regional/district store to the site with the number of condoms received and distributed by the site, and (2) assessing condoms available in stock. (Note: Condoms may be funded by different donors).

		CROSS-CHECK 1 :  Between condoms issued to the site and condoms received by the site. Was this cross check performed?

		4.1		Enter the number of condoms issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of condoms received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and condoms distributed by the site.

		4.4		Enter the number of condoms in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of condoms received by the site during the reporting period.

		4.6		Enter the number of condoms in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of condoms distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for Verification Team:   This step may not be possible due to confidentially of clients.   It may be possible to observe provision of condoms through the channel for which data are being verified - to see that the condom distribution is actually taking place.  This observation, however, would not constitute a spot check of condom delivery during the reporting period being verified.





Service Point 5

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Condoms Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO CONDOM DISTRIBUTION - Describe the connection between the distribution of the condom(s) and the completion of the source document -

		Indicator-specific notes for Verification Team:   The Audit Team should ask staff to describe the process through which the source documents are filled in relation to condom distribution.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the condom (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the condom and recording of the service on the source document?

		1.4		If the distribution of the condom(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Verification Team:  Source documents could be patient records, counseling intake forms, pharmacy/drug store distribution records. The audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Verification Team:   Data quality issues - Over or under-reporting of condom distribution may occur because (1) service sites may distribute condoms at various service points, e.g., during VCT, ANC and family planning services, (2) condoms may be funded by multiple partners.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of condoms recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of condoms reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing condoms issued by the central/regional/district store to the site with the number of condoms received and distributed by the site, and (2) assessing condoms available in stock. (Note: Condoms may be funded by different donors).

		CROSS-CHECK 1 :  Between condoms issued to the site and condoms received by the site. Was this cross check performed?

		4.1		Enter the number of condoms issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of condoms received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and condoms distributed by the site.

		4.4		Enter the number of condoms in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of condoms received by the site during the reporting period.

		4.6		Enter the number of condoms in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of condoms distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for Verification Team:   This step may not be possible due to confidentially of clients.   It may be possible to observe provision of condoms through the channel for which data are being verified - to see that the condom distribution is actually taking place.  This observation, however, would not constitute a spot check of condom delivery during the reporting period being verified.





Service Point 6

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Condoms Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO CONDOM DISTRIBUTION - Describe the connection between the distribution of the condom(s) and the completion of the source document -

		Indicator-specific notes for Verification Team:   The Audit Team should ask staff to describe the process through which the source documents are filled in relation to condom distribution.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the condom (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the condom and recording of the service on the source document?

		1.4		If the distribution of the condom(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Verification Team:  Source documents could be patient records, counseling intake forms, pharmacy/drug store distribution records. The audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Verification Team:   Data quality issues - Over or under-reporting of condom distribution may occur because (1) service sites may distribute condoms at various service points, e.g., during VCT, ANC and family planning services, (2) condoms may be funded by multiple partners.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of condoms recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of condoms reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing condoms issued by the central/regional/district store to the site with the number of condoms received and distributed by the site, and (2) assessing condoms available in stock. (Note: Condoms may be funded by different donors).

		CROSS-CHECK 1 :  Between condoms issued to the site and condoms received by the site. Was this cross check performed?

		4.1		Enter the number of condoms issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of condoms received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and condoms distributed by the site.

		4.4		Enter the number of condoms in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of condoms received by the site during the reporting period.

		4.6		Enter the number of condoms in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of condoms distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for Verification Team:   This step may not be possible due to confidentially of clients.   It may be possible to observe provision of condoms through the channel for which data are being verified - to see that the condom distribution is actually taking place.  This observation, however, would not constitute a spot check of condom delivery during the reporting period being verified.





Service Point 7

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Condoms Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO CONDOM DISTRIBUTION - Describe the connection between the distribution of the condom(s) and the completion of the source document -

		Indicator-specific notes for Verification Team:   The Audit Team should ask staff to describe the process through which the source documents are filled in relation to condom distribution.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the condom (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the condom and recording of the service on the source document?

		1.4		If the distribution of the condom(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Verification Team:  Source documents could be patient records, counseling intake forms, pharmacy/drug store distribution records. The audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Verification Team:   Data quality issues - Over or under-reporting of condom distribution may occur because (1) service sites may distribute condoms at various service points, e.g., during VCT, ANC and family planning services, (2) condoms may be funded by multiple partners.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of condoms recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of condoms reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing condoms issued by the central/regional/district store to the site with the number of condoms received and distributed by the site, and (2) assessing condoms available in stock. (Note: Condoms may be funded by different donors).

		CROSS-CHECK 1 :  Between condoms issued to the site and condoms received by the site. Was this cross check performed?

		4.1		Enter the number of condoms issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of condoms received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and condoms distributed by the site.

		4.4		Enter the number of condoms in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of condoms received by the site during the reporting period.

		4.6		Enter the number of condoms in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of condoms distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for Verification Team:   This step may not be possible due to confidentially of clients.   It may be possible to observe provision of condoms through the channel for which data are being verified - to see that the condom distribution is actually taking place.  This observation, however, would not constitute a spot check of condom delivery during the reporting period being verified.





Service Point 8

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Condoms Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO CONDOM DISTRIBUTION - Describe the connection between the distribution of the condom(s) and the completion of the source document -

		Indicator-specific notes for Verification Team:   The Audit Team should ask staff to describe the process through which the source documents are filled in relation to condom distribution.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the condom (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the condom and recording of the service on the source document?

		1.4		If the distribution of the condom(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Verification Team:  Source documents could be patient records, counseling intake forms, pharmacy/drug store distribution records. The audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Verification Team:   Data quality issues - Over or under-reporting of condom distribution may occur because (1) service sites may distribute condoms at various service points, e.g., during VCT, ANC and family planning services, (2) condoms may be funded by multiple partners.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of condoms recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of condoms reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing condoms issued by the central/regional/district store to the site with the number of condoms received and distributed by the site, and (2) assessing condoms available in stock. (Note: Condoms may be funded by different donors).

		CROSS-CHECK 1 :  Between condoms issued to the site and condoms received by the site. Was this cross check performed?

		4.1		Enter the number of condoms issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of condoms received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and condoms distributed by the site.

		4.4		Enter the number of condoms in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of condoms received by the site during the reporting period.

		4.6		Enter the number of condoms in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of condoms distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for Verification Team:   This step may not be possible due to confidentially of clients.   It may be possible to observe provision of condoms through the channel for which data are being verified - to see that the condom distribution is actually taking place.  This observation, however, would not constitute a spot check of condom delivery during the reporting period being verified.





Service Point 9

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Condoms Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO CONDOM DISTRIBUTION - Describe the connection between the distribution of the condom(s) and the completion of the source document -

		Indicator-specific notes for Verification Team:   The Audit Team should ask staff to describe the process through which the source documents are filled in relation to condom distribution.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the condom (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the condom and recording of the service on the source document?

		1.4		If the distribution of the condom(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Verification Team:  Source documents could be patient records, counseling intake forms, pharmacy/drug store distribution records. The audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Verification Team:   Data quality issues - Over or under-reporting of condom distribution may occur because (1) service sites may distribute condoms at various service points, e.g., during VCT, ANC and family planning services, (2) condoms may be funded by multiple partners.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of condoms recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of condoms reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing condoms issued by the central/regional/district store to the site with the number of condoms received and distributed by the site, and (2) assessing condoms available in stock. (Note: Condoms may be funded by different donors).

		CROSS-CHECK 1 :  Between condoms issued to the site and condoms received by the site. Was this cross check performed?

		4.1		Enter the number of condoms issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of condoms received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and condoms distributed by the site.

		4.4		Enter the number of condoms in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of condoms received by the site during the reporting period.

		4.6		Enter the number of condoms in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of condoms distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for Verification Team:   This step may not be possible due to confidentially of clients.   It may be possible to observe provision of condoms through the channel for which data are being verified - to see that the condom distribution is actually taking place.  This observation, however, would not constitute a spot check of condom delivery during the reporting period being verified.





Service Point 10

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Condoms Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO CONDOM DISTRIBUTION - Describe the connection between the distribution of the condom(s) and the completion of the source document -

		Indicator-specific notes for Verification Team:   The Audit Team should ask staff to describe the process through which the source documents are filled in relation to condom distribution.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the condom (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the condom and recording of the service on the source document?

		1.4		If the distribution of the condom(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Verification Team:  Source documents could be patient records, counseling intake forms, pharmacy/drug store distribution records. The audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Verification Team:   Data quality issues - Over or under-reporting of condom distribution may occur because (1) service sites may distribute condoms at various service points, e.g., during VCT, ANC and family planning services, (2) condoms may be funded by multiple partners.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of condoms recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of condoms reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing condoms issued by the central/regional/district store to the site with the number of condoms received and distributed by the site, and (2) assessing condoms available in stock. (Note: Condoms may be funded by different donors).

		CROSS-CHECK 1 :  Between condoms issued to the site and condoms received by the site. Was this cross check performed?

		4.1		Enter the number of condoms issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of condoms received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and condoms distributed by the site.

		4.4		Enter the number of condoms in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of condoms received by the site during the reporting period.

		4.6		Enter the number of condoms in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of condoms distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for Verification Team:   This step may not be possible due to confidentially of clients.   It may be possible to observe provision of condoms through the channel for which data are being verified - to see that the condom distribution is actually taking place.  This observation, however, would not constitute a spot check of condom delivery during the reporting period being verified.





Service Point 11

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Condoms Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO CONDOM DISTRIBUTION - Describe the connection between the distribution of the condom(s) and the completion of the source document -

		Indicator-specific notes for Verification Team:   The Audit Team should ask staff to describe the process through which the source documents are filled in relation to condom distribution.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the condom (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the condom and recording of the service on the source document?

		1.4		If the distribution of the condom(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Verification Team:  Source documents could be patient records, counseling intake forms, pharmacy/drug store distribution records. The audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Verification Team:   Data quality issues - Over or under-reporting of condom distribution may occur because (1) service sites may distribute condoms at various service points, e.g., during VCT, ANC and family planning services, (2) condoms may be funded by multiple partners.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of condoms recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of condoms reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing condoms issued by the central/regional/district store to the site with the number of condoms received and distributed by the site, and (2) assessing condoms available in stock. (Note: Condoms may be funded by different donors).

		CROSS-CHECK 1 :  Between condoms issued to the site and condoms received by the site. Was this cross check performed?

		4.1		Enter the number of condoms issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of condoms received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and condoms distributed by the site.

		4.4		Enter the number of condoms in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of condoms received by the site during the reporting period.

		4.6		Enter the number of condoms in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of condoms distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for Verification Team:   This step may not be possible due to confidentially of clients.   It may be possible to observe provision of condoms through the channel for which data are being verified - to see that the condom distribution is actually taking place.  This observation, however, would not constitute a spot check of condom delivery during the reporting period being verified.





Service Point 12

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Condoms Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO CONDOM DISTRIBUTION - Describe the connection between the distribution of the condom(s) and the completion of the source document -

		Indicator-specific notes for Verification Team:   The Audit Team should ask staff to describe the process through which the source documents are filled in relation to condom distribution.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the condom (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the condom and recording of the service on the source document?

		1.4		If the distribution of the condom(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Verification Team:  Source documents could be patient records, counseling intake forms, pharmacy/drug store distribution records. The audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Verification Team:   Data quality issues - Over or under-reporting of condom distribution may occur because (1) service sites may distribute condoms at various service points, e.g., during VCT, ANC and family planning services, (2) condoms may be funded by multiple partners.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of condoms recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of condoms reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing condoms issued by the central/regional/district store to the site with the number of condoms received and distributed by the site, and (2) assessing condoms available in stock. (Note: Condoms may be funded by different donors).

		CROSS-CHECK 1 :  Between condoms issued to the site and condoms received by the site. Was this cross check performed?

		4.1		Enter the number of condoms issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of condoms received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and condoms distributed by the site.

		4.4		Enter the number of condoms in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of condoms received by the site during the reporting period.

		4.6		Enter the number of condoms in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of condoms distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for Verification Team:   This step may not be possible due to confidentially of clients.   It may be possible to observe provision of condoms through the channel for which data are being verified - to see that the condom distribution is actually taking place.  This observation, however, would not constitute a spot check of condom delivery during the reporting period being verified.





Regional Level 1

		Regional Aggregation Level (Protocol 2 - Data Verification)

		Number of Condoms Distributed

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Regional Aggregation Site is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the Regional summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Regional Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the Regional Aggregation Site.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the Regional Aggregation Site numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Regional Aggregation Site (and released or submitted to the funding agency )

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (Regional Aggregation Site)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the Regional Aggregation Site		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers reported  by the Regional Aggregation Site for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the Regional Aggregation Site or in a database.

		1.3		What result was contained for the audited Intermediate Aggregation Site no.1 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Intermediate Aggregation Site no.2 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the Regional Aggregation Site for those Intermediate Aggregation Sites.

		1.5		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the Regional Aggregation Site should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time? (i.e., on time means that the report was able to be used in the summary report prepared by the Regional Aggregation Site)

		Calculate % On time Reports						-

		2.4		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data.)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Intermediate Level 1

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of Condoms Distributed

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 1.1

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Condoms Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO CONDOM DISTRIBUTION - Describe the connection between the distribution of the condom(s) and the completion of the source document -

		Indicator-specific notes for Verification Team:   The Audit Team should ask staff to describe the process through which the source documents are filled in relation to condom distribution.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the condom (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the condom and recording of the service on the source document?

		1.4		If the distribution of the condom(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Verification Team:  Source documents could be patient records, counseling intake forms, pharmacy/drug store distribution records. The audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Verification Team:   Data quality issues - Over or under-reporting of condom distribution may occur because (1) service sites may distribute condoms at various service points, e.g., during VCT, ANC and family planning services, (2) condoms may be funded by multiple partners.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of condoms recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of condoms reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing condoms issued by the central/regional/district store to the site with the number of condoms received and distributed by the site, and (2) assessing condoms available in stock. (Note: Condoms may be funded by different donors).

		CROSS-CHECK 1 :  Between condoms issued to the site and condoms received by the site. Was this cross check performed?

		4.1		Enter the number of condoms issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of condoms received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and condoms distributed by the site.

		4.4		Enter the number of condoms in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of condoms received by the site during the reporting period.

		4.6		Enter the number of condoms in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of condoms distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for Verification Team:   This step may not be possible due to confidentially of clients.   It may be possible to observe provision of condoms through the channel for which data are being verified - to see that the condom distribution is actually taking place.  This observation, however, would not constitute a spot check of condom delivery during the reporting period being verified.





Service Point 1.2

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Condoms Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO CONDOM DISTRIBUTION - Describe the connection between the distribution of the condom(s) and the completion of the source document -

		Indicator-specific notes for Verification Team:   The Audit Team should ask staff to describe the process through which the source documents are filled in relation to condom distribution.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the condom (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the condom and recording of the service on the source document?

		1.4		If the distribution of the condom(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Verification Team:  Source documents could be patient records, counseling intake forms, pharmacy/drug store distribution records. The audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Verification Team:   Data quality issues - Over or under-reporting of condom distribution may occur because (1) service sites may distribute condoms at various service points, e.g., during VCT, ANC and family planning services, (2) condoms may be funded by multiple partners.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of condoms recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of condoms reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing condoms issued by the central/regional/district store to the site with the number of condoms received and distributed by the site, and (2) assessing condoms available in stock. (Note: Condoms may be funded by different donors).

		CROSS-CHECK 1 :  Between condoms issued to the site and condoms received by the site. Was this cross check performed?

		4.1		Enter the number of condoms issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of condoms received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and condoms distributed by the site.

		4.4		Enter the number of condoms in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of condoms received by the site during the reporting period.

		4.6		Enter the number of condoms in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of condoms distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for Verification Team:   This step may not be possible due to confidentially of clients.   It may be possible to observe provision of condoms through the channel for which data are being verified - to see that the condom distribution is actually taking place.  This observation, however, would not constitute a spot check of condom delivery during the reporting period being verified.





Service Point 1.3

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Condoms Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO CONDOM DISTRIBUTION - Describe the connection between the distribution of the condom(s) and the completion of the source document -

		Indicator-specific notes for Verification Team:   The Audit Team should ask staff to describe the process through which the source documents are filled in relation to condom distribution.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the condom (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the condom and recording of the service on the source document?

		1.4		If the distribution of the condom(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Verification Team:  Source documents could be patient records, counseling intake forms, pharmacy/drug store distribution records. The audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Verification Team:   Data quality issues - Over or under-reporting of condom distribution may occur because (1) service sites may distribute condoms at various service points, e.g., during VCT, ANC and family planning services, (2) condoms may be funded by multiple partners.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of condoms recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of condoms reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing condoms issued by the central/regional/district store to the site with the number of condoms received and distributed by the site, and (2) assessing condoms available in stock. (Note: Condoms may be funded by different donors).

		CROSS-CHECK 1 :  Between condoms issued to the site and condoms received by the site. Was this cross check performed?

		4.1		Enter the number of condoms issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of condoms received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and condoms distributed by the site.

		4.4		Enter the number of condoms in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of condoms received by the site during the reporting period.

		4.6		Enter the number of condoms in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of condoms distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for Verification Team:   This step may not be possible due to confidentially of clients.   It may be possible to observe provision of condoms through the channel for which data are being verified - to see that the condom distribution is actually taking place.  This observation, however, would not constitute a spot check of condom delivery during the reporting period being verified.





Service Point 1.4

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Condoms Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO CONDOM DISTRIBUTION - Describe the connection between the distribution of the condom(s) and the completion of the source document -

		Indicator-specific notes for Verification Team:   The Audit Team should ask staff to describe the process through which the source documents are filled in relation to condom distribution.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the condom (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the condom and recording of the service on the source document?

		1.4		If the distribution of the condom(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Verification Team:  Source documents could be patient records, counseling intake forms, pharmacy/drug store distribution records. The audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Verification Team:   Data quality issues - Over or under-reporting of condom distribution may occur because (1) service sites may distribute condoms at various service points, e.g., during VCT, ANC and family planning services, (2) condoms may be funded by multiple partners.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of condoms recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of condoms reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing condoms issued by the central/regional/district store to the site with the number of condoms received and distributed by the site, and (2) assessing condoms available in stock. (Note: Condoms may be funded by different donors).

		CROSS-CHECK 1 :  Between condoms issued to the site and condoms received by the site. Was this cross check performed?

		4.1		Enter the number of condoms issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of condoms received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and condoms distributed by the site.

		4.4		Enter the number of condoms in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of condoms received by the site during the reporting period.

		4.6		Enter the number of condoms in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of condoms distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for Verification Team:   This step may not be possible due to confidentially of clients.   It may be possible to observe provision of condoms through the channel for which data are being verified - to see that the condom distribution is actually taking place.  This observation, however, would not constitute a spot check of condom delivery during the reporting period being verified.





Service Point 1.5

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Condoms Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO CONDOM DISTRIBUTION - Describe the connection between the distribution of the condom(s) and the completion of the source document -

		Indicator-specific notes for Verification Team:   The Audit Team should ask staff to describe the process through which the source documents are filled in relation to condom distribution.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the condom (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the condom and recording of the service on the source document?

		1.4		If the distribution of the condom(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Verification Team:  Source documents could be patient records, counseling intake forms, pharmacy/drug store distribution records. The audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Verification Team:   Data quality issues - Over or under-reporting of condom distribution may occur because (1) service sites may distribute condoms at various service points, e.g., during VCT, ANC and family planning services, (2) condoms may be funded by multiple partners.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of condoms recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of condoms reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing condoms issued by the central/regional/district store to the site with the number of condoms received and distributed by the site, and (2) assessing condoms available in stock. (Note: Condoms may be funded by different donors).

		CROSS-CHECK 1 :  Between condoms issued to the site and condoms received by the site. Was this cross check performed?

		4.1		Enter the number of condoms issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of condoms received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and condoms distributed by the site.

		4.4		Enter the number of condoms in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of condoms received by the site during the reporting period.

		4.6		Enter the number of condoms in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of condoms distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for Verification Team:   This step may not be possible due to confidentially of clients.   It may be possible to observe provision of condoms through the channel for which data are being verified - to see that the condom distribution is actually taking place.  This observation, however, would not constitute a spot check of condom delivery during the reporting period being verified.





Service Point 1.6

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Condoms Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO CONDOM DISTRIBUTION - Describe the connection between the distribution of the condom(s) and the completion of the source document -

		Indicator-specific notes for Verification Team:   The Audit Team should ask staff to describe the process through which the source documents are filled in relation to condom distribution.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the condom (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the condom and recording of the service on the source document?

		1.4		If the distribution of the condom(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Verification Team:  Source documents could be patient records, counseling intake forms, pharmacy/drug store distribution records. The audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Verification Team:   Data quality issues - Over or under-reporting of condom distribution may occur because (1) service sites may distribute condoms at various service points, e.g., during VCT, ANC and family planning services, (2) condoms may be funded by multiple partners.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of condoms recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of condoms reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing condoms issued by the central/regional/district store to the site with the number of condoms received and distributed by the site, and (2) assessing condoms available in stock. (Note: Condoms may be funded by different donors).

		CROSS-CHECK 1 :  Between condoms issued to the site and condoms received by the site. Was this cross check performed?

		4.1		Enter the number of condoms issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of condoms received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and condoms distributed by the site.

		4.4		Enter the number of condoms in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of condoms received by the site during the reporting period.

		4.6		Enter the number of condoms in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of condoms distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for Verification Team:   This step may not be possible due to confidentially of clients.   It may be possible to observe provision of condoms through the channel for which data are being verified - to see that the condom distribution is actually taking place.  This observation, however, would not constitute a spot check of condom delivery during the reporting period being verified.





Intermediate Level 2

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of Condoms Distributed

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 2.1

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Condoms Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO CONDOM DISTRIBUTION - Describe the connection between the distribution of the condom(s) and the completion of the source document -

		Indicator-specific notes for Verification Team:   The Audit Team should ask staff to describe the process through which the source documents are filled in relation to condom distribution.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the condom (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the condom and recording of the service on the source document?

		1.4		If the distribution of the condom(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Verification Team:  Source documents could be patient records, counseling intake forms, pharmacy/drug store distribution records. The audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Verification Team:   Data quality issues - Over or under-reporting of condom distribution may occur because (1) service sites may distribute condoms at various service points, e.g., during VCT, ANC and family planning services, (2) condoms may be funded by multiple partners.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of condoms recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of condoms reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing condoms issued by the central/regional/district store to the site with the number of condoms received and distributed by the site, and (2) assessing condoms available in stock. (Note: Condoms may be funded by different donors).

		CROSS-CHECK 1 :  Between condoms issued to the site and condoms received by the site. Was this cross check performed?

		4.1		Enter the number of condoms issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of condoms received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and condoms distributed by the site.

		4.4		Enter the number of condoms in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of condoms received by the site during the reporting period.

		4.6		Enter the number of condoms in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of condoms distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for Verification Team:   This step may not be possible due to confidentially of clients.   It may be possible to observe provision of condoms through the channel for which data are being verified - to see that the condom distribution is actually taking place.  This observation, however, would not constitute a spot check of condom delivery during the reporting period being verified.





Service Point 2.2

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Condoms Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO CONDOM DISTRIBUTION - Describe the connection between the distribution of the condom(s) and the completion of the source document -

		Indicator-specific notes for Verification Team:   The Audit Team should ask staff to describe the process through which the source documents are filled in relation to condom distribution.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the condom (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the condom and recording of the service on the source document?

		1.4		If the distribution of the condom(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Verification Team:  Source documents could be patient records, counseling intake forms, pharmacy/drug store distribution records. The audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Verification Team:   Data quality issues - Over or under-reporting of condom distribution may occur because (1) service sites may distribute condoms at various service points, e.g., during VCT, ANC and family planning services, (2) condoms may be funded by multiple partners.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of condoms recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of condoms reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing condoms issued by the central/regional/district store to the site with the number of condoms received and distributed by the site, and (2) assessing condoms available in stock. (Note: Condoms may be funded by different donors).

		CROSS-CHECK 1 :  Between condoms issued to the site and condoms received by the site. Was this cross check performed?

		4.1		Enter the number of condoms issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of condoms received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and condoms distributed by the site.

		4.4		Enter the number of condoms in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of condoms received by the site during the reporting period.

		4.6		Enter the number of condoms in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of condoms distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for Verification Team:   This step may not be possible due to confidentially of clients.   It may be possible to observe provision of condoms through the channel for which data are being verified - to see that the condom distribution is actually taking place.  This observation, however, would not constitute a spot check of condom delivery during the reporting period being verified.





Service Point 2.3

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Condoms Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO CONDOM DISTRIBUTION - Describe the connection between the distribution of the condom(s) and the completion of the source document -

		Indicator-specific notes for Verification Team:   The Audit Team should ask staff to describe the process through which the source documents are filled in relation to condom distribution.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the condom (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the condom and recording of the service on the source document?

		1.4		If the distribution of the condom(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Verification Team:  Source documents could be patient records, counseling intake forms, pharmacy/drug store distribution records. The audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Verification Team:   Data quality issues - Over or under-reporting of condom distribution may occur because (1) service sites may distribute condoms at various service points, e.g., during VCT, ANC and family planning services, (2) condoms may be funded by multiple partners.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of condoms recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of condoms reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing condoms issued by the central/regional/district store to the site with the number of condoms received and distributed by the site, and (2) assessing condoms available in stock. (Note: Condoms may be funded by different donors).

		CROSS-CHECK 1 :  Between condoms issued to the site and condoms received by the site. Was this cross check performed?

		4.1		Enter the number of condoms issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of condoms received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and condoms distributed by the site.

		4.4		Enter the number of condoms in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of condoms received by the site during the reporting period.

		4.6		Enter the number of condoms in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of condoms distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for Verification Team:   This step may not be possible due to confidentially of clients.   It may be possible to observe provision of condoms through the channel for which data are being verified - to see that the condom distribution is actually taking place.  This observation, however, would not constitute a spot check of condom delivery during the reporting period being verified.





Service Point 2.4

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Condoms Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO CONDOM DISTRIBUTION - Describe the connection between the distribution of the condom(s) and the completion of the source document -

		Indicator-specific notes for Verification Team:   The Audit Team should ask staff to describe the process through which the source documents are filled in relation to condom distribution.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the condom (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the condom and recording of the service on the source document?

		1.4		If the distribution of the condom(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Verification Team:  Source documents could be patient records, counseling intake forms, pharmacy/drug store distribution records. The audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Verification Team:   Data quality issues - Over or under-reporting of condom distribution may occur because (1) service sites may distribute condoms at various service points, e.g., during VCT, ANC and family planning services, (2) condoms may be funded by multiple partners.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of condoms recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of condoms reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing condoms issued by the central/regional/district store to the site with the number of condoms received and distributed by the site, and (2) assessing condoms available in stock. (Note: Condoms may be funded by different donors).

		CROSS-CHECK 1 :  Between condoms issued to the site and condoms received by the site. Was this cross check performed?

		4.1		Enter the number of condoms issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of condoms received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and condoms distributed by the site.

		4.4		Enter the number of condoms in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of condoms received by the site during the reporting period.

		4.6		Enter the number of condoms in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of condoms distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for Verification Team:   This step may not be possible due to confidentially of clients.   It may be possible to observe provision of condoms through the channel for which data are being verified - to see that the condom distribution is actually taking place.  This observation, however, would not constitute a spot check of condom delivery during the reporting period being verified.





Service Point 2.5

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Condoms Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO CONDOM DISTRIBUTION - Describe the connection between the distribution of the condom(s) and the completion of the source document -

		Indicator-specific notes for Verification Team:   The Audit Team should ask staff to describe the process through which the source documents are filled in relation to condom distribution.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the condom (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the condom and recording of the service on the source document?

		1.4		If the distribution of the condom(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Verification Team:  Source documents could be patient records, counseling intake forms, pharmacy/drug store distribution records. The audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Verification Team:   Data quality issues - Over or under-reporting of condom distribution may occur because (1) service sites may distribute condoms at various service points, e.g., during VCT, ANC and family planning services, (2) condoms may be funded by multiple partners.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of condoms recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of condoms reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing condoms issued by the central/regional/district store to the site with the number of condoms received and distributed by the site, and (2) assessing condoms available in stock. (Note: Condoms may be funded by different donors).

		CROSS-CHECK 1 :  Between condoms issued to the site and condoms received by the site. Was this cross check performed?

		4.1		Enter the number of condoms issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of condoms received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and condoms distributed by the site.

		4.4		Enter the number of condoms in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of condoms received by the site during the reporting period.

		4.6		Enter the number of condoms in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of condoms distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for Verification Team:   This step may not be possible due to confidentially of clients.   It may be possible to observe provision of condoms through the channel for which data are being verified - to see that the condom distribution is actually taking place.  This observation, however, would not constitute a spot check of condom delivery during the reporting period being verified.





Service Point 2.6

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Condoms Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO CONDOM DISTRIBUTION - Describe the connection between the distribution of the condom(s) and the completion of the source document -

		Indicator-specific notes for Verification Team:   The Audit Team should ask staff to describe the process through which the source documents are filled in relation to condom distribution.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the condom (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the condom and recording of the service on the source document?

		1.4		If the distribution of the condom(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Verification Team:  Source documents could be patient records, counseling intake forms, pharmacy/drug store distribution records. The audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Verification Team:   Data quality issues - Over or under-reporting of condom distribution may occur because (1) service sites may distribute condoms at various service points, e.g., during VCT, ANC and family planning services, (2) condoms may be funded by multiple partners.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of condoms recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of condoms reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing condoms issued by the central/regional/district store to the site with the number of condoms received and distributed by the site, and (2) assessing condoms available in stock. (Note: Condoms may be funded by different donors).

		CROSS-CHECK 1 :  Between condoms issued to the site and condoms received by the site. Was this cross check performed?

		4.1		Enter the number of condoms issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of condoms received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and condoms distributed by the site.

		4.4		Enter the number of condoms in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of condoms received by the site during the reporting period.

		4.6		Enter the number of condoms in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of condoms distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for Verification Team:   This step may not be possible due to confidentially of clients.   It may be possible to observe provision of condoms through the channel for which data are being verified - to see that the condom distribution is actually taking place.  This observation, however, would not constitute a spot check of condom delivery during the reporting period being verified.





Regional Level 2

		Regional Aggregation Level (Protocol 2 - Data Verification)

		Number of Condoms Distributed

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Regional Aggregation Site is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the Regional summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Regional Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the Regional Aggregation Site.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the Regional Aggregation Site numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Regional Aggregation Site (and released or submitted to the funding agency )

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (Regional Aggregation Site)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the Regional Aggregation Site		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers reported  by the Regional Aggregation Site for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the Regional Aggregation Site or in a database.

		1.3		What result was contained for the audited Intermediate Aggregation Site no.1 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Intermediate Aggregation Site no.2 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the Regional Aggregation Site for those Intermediate Aggregation Sites.

		1.5		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the Regional Aggregation Site should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time? (i.e., on time means that the report was able to be used in the summary report prepared by the Regional Aggregation Site)

		Calculate % On time Reports						-

		2.4		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data.)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Intermediate Level 3

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of Condoms Distributed

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 3.1

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Condoms Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO CONDOM DISTRIBUTION - Describe the connection between the distribution of the condom(s) and the completion of the source document -

		Indicator-specific notes for Verification Team:   The Audit Team should ask staff to describe the process through which the source documents are filled in relation to condom distribution.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the condom (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the condom and recording of the service on the source document?

		1.4		If the distribution of the condom(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Verification Team:  Source documents could be patient records, counseling intake forms, pharmacy/drug store distribution records. The audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Verification Team:   Data quality issues - Over or under-reporting of condom distribution may occur because (1) service sites may distribute condoms at various service points, e.g., during VCT, ANC and family planning services, (2) condoms may be funded by multiple partners.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of condoms recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of condoms reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing condoms issued by the central/regional/district store to the site with the number of condoms received and distributed by the site, and (2) assessing condoms available in stock. (Note: Condoms may be funded by different donors).

		CROSS-CHECK 1 :  Between condoms issued to the site and condoms received by the site. Was this cross check performed?

		4.1		Enter the number of condoms issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of condoms received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and condoms distributed by the site.

		4.4		Enter the number of condoms in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of condoms received by the site during the reporting period.

		4.6		Enter the number of condoms in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of condoms distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for Verification Team:   This step may not be possible due to confidentially of clients.   It may be possible to observe provision of condoms through the channel for which data are being verified - to see that the condom distribution is actually taking place.  This observation, however, would not constitute a spot check of condom delivery during the reporting period being verified.





Service Point 3.2

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Condoms Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO CONDOM DISTRIBUTION - Describe the connection between the distribution of the condom(s) and the completion of the source document -

		Indicator-specific notes for Verification Team:   The Audit Team should ask staff to describe the process through which the source documents are filled in relation to condom distribution.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the condom (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the condom and recording of the service on the source document?

		1.4		If the distribution of the condom(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Verification Team:  Source documents could be patient records, counseling intake forms, pharmacy/drug store distribution records. The audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Verification Team:   Data quality issues - Over or under-reporting of condom distribution may occur because (1) service sites may distribute condoms at various service points, e.g., during VCT, ANC and family planning services, (2) condoms may be funded by multiple partners.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of condoms recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of condoms reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing condoms issued by the central/regional/district store to the site with the number of condoms received and distributed by the site, and (2) assessing condoms available in stock. (Note: Condoms may be funded by different donors).

		CROSS-CHECK 1 :  Between condoms issued to the site and condoms received by the site. Was this cross check performed?

		4.1		Enter the number of condoms issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of condoms received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and condoms distributed by the site.

		4.4		Enter the number of condoms in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of condoms received by the site during the reporting period.

		4.6		Enter the number of condoms in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of condoms distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for Verification Team:   This step may not be possible due to confidentially of clients.   It may be possible to observe provision of condoms through the channel for which data are being verified - to see that the condom distribution is actually taking place.  This observation, however, would not constitute a spot check of condom delivery during the reporting period being verified.





Service Point 3.3

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Condoms Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO CONDOM DISTRIBUTION - Describe the connection between the distribution of the condom(s) and the completion of the source document -

		Indicator-specific notes for Verification Team:   The Audit Team should ask staff to describe the process through which the source documents are filled in relation to condom distribution.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the condom (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the condom and recording of the service on the source document?

		1.4		If the distribution of the condom(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Verification Team:  Source documents could be patient records, counseling intake forms, pharmacy/drug store distribution records. The audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Verification Team:   Data quality issues - Over or under-reporting of condom distribution may occur because (1) service sites may distribute condoms at various service points, e.g., during VCT, ANC and family planning services, (2) condoms may be funded by multiple partners.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of condoms recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of condoms reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing condoms issued by the central/regional/district store to the site with the number of condoms received and distributed by the site, and (2) assessing condoms available in stock. (Note: Condoms may be funded by different donors).

		CROSS-CHECK 1 :  Between condoms issued to the site and condoms received by the site. Was this cross check performed?

		4.1		Enter the number of condoms issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of condoms received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and condoms distributed by the site.

		4.4		Enter the number of condoms in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of condoms received by the site during the reporting period.

		4.6		Enter the number of condoms in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of condoms distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for Verification Team:   This step may not be possible due to confidentially of clients.   It may be possible to observe provision of condoms through the channel for which data are being verified - to see that the condom distribution is actually taking place.  This observation, however, would not constitute a spot check of condom delivery during the reporting period being verified.





Service Point 3.4

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Condoms Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO CONDOM DISTRIBUTION - Describe the connection between the distribution of the condom(s) and the completion of the source document -

		Indicator-specific notes for Verification Team:   The Audit Team should ask staff to describe the process through which the source documents are filled in relation to condom distribution.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the condom (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the condom and recording of the service on the source document?

		1.4		If the distribution of the condom(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Verification Team:  Source documents could be patient records, counseling intake forms, pharmacy/drug store distribution records. The audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Verification Team:   Data quality issues - Over or under-reporting of condom distribution may occur because (1) service sites may distribute condoms at various service points, e.g., during VCT, ANC and family planning services, (2) condoms may be funded by multiple partners.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of condoms recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of condoms reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing condoms issued by the central/regional/district store to the site with the number of condoms received and distributed by the site, and (2) assessing condoms available in stock. (Note: Condoms may be funded by different donors).

		CROSS-CHECK 1 :  Between condoms issued to the site and condoms received by the site. Was this cross check performed?

		4.1		Enter the number of condoms issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of condoms received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and condoms distributed by the site.

		4.4		Enter the number of condoms in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of condoms received by the site during the reporting period.

		4.6		Enter the number of condoms in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of condoms distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for Verification Team:   This step may not be possible due to confidentially of clients.   It may be possible to observe provision of condoms through the channel for which data are being verified - to see that the condom distribution is actually taking place.  This observation, however, would not constitute a spot check of condom delivery during the reporting period being verified.





Service Point 3.5

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Condoms Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO CONDOM DISTRIBUTION - Describe the connection between the distribution of the condom(s) and the completion of the source document -

		Indicator-specific notes for Verification Team:   The Audit Team should ask staff to describe the process through which the source documents are filled in relation to condom distribution.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the condom (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the condom and recording of the service on the source document?

		1.4		If the distribution of the condom(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Verification Team:  Source documents could be patient records, counseling intake forms, pharmacy/drug store distribution records. The audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Verification Team:   Data quality issues - Over or under-reporting of condom distribution may occur because (1) service sites may distribute condoms at various service points, e.g., during VCT, ANC and family planning services, (2) condoms may be funded by multiple partners.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of condoms recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of condoms reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing condoms issued by the central/regional/district store to the site with the number of condoms received and distributed by the site, and (2) assessing condoms available in stock. (Note: Condoms may be funded by different donors).

		CROSS-CHECK 1 :  Between condoms issued to the site and condoms received by the site. Was this cross check performed?

		4.1		Enter the number of condoms issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of condoms received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and condoms distributed by the site.

		4.4		Enter the number of condoms in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of condoms received by the site during the reporting period.

		4.6		Enter the number of condoms in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of condoms distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for Verification Team:   This step may not be possible due to confidentially of clients.   It may be possible to observe provision of condoms through the channel for which data are being verified - to see that the condom distribution is actually taking place.  This observation, however, would not constitute a spot check of condom delivery during the reporting period being verified.





Service Point 3.6

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Condoms Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO CONDOM DISTRIBUTION - Describe the connection between the distribution of the condom(s) and the completion of the source document -

		Indicator-specific notes for Verification Team:   The Audit Team should ask staff to describe the process through which the source documents are filled in relation to condom distribution.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the condom (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the condom and recording of the service on the source document?

		1.4		If the distribution of the condom(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Verification Team:  Source documents could be patient records, counseling intake forms, pharmacy/drug store distribution records. The audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Verification Team:   Data quality issues - Over or under-reporting of condom distribution may occur because (1) service sites may distribute condoms at various service points, e.g., during VCT, ANC and family planning services, (2) condoms may be funded by multiple partners.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of condoms recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of condoms reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing condoms issued by the central/regional/district store to the site with the number of condoms received and distributed by the site, and (2) assessing condoms available in stock. (Note: Condoms may be funded by different donors).

		CROSS-CHECK 1 :  Between condoms issued to the site and condoms received by the site. Was this cross check performed?

		4.1		Enter the number of condoms issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of condoms received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and condoms distributed by the site.

		4.4		Enter the number of condoms in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of condoms received by the site during the reporting period.

		4.6		Enter the number of condoms in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of condoms distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for Verification Team:   This step may not be possible due to confidentially of clients.   It may be possible to observe provision of condoms through the channel for which data are being verified - to see that the condom distribution is actually taking place.  This observation, however, would not constitute a spot check of condom delivery during the reporting period being verified.





Intermediate Level 4

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of Condoms Distributed

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 4.1

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Condoms Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO CONDOM DISTRIBUTION - Describe the connection between the distribution of the condom(s) and the completion of the source document -

		Indicator-specific notes for Verification Team:   The Audit Team should ask staff to describe the process through which the source documents are filled in relation to condom distribution.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the condom (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the condom and recording of the service on the source document?

		1.4		If the distribution of the condom(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Verification Team:  Source documents could be patient records, counseling intake forms, pharmacy/drug store distribution records. The audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Verification Team:   Data quality issues - Over or under-reporting of condom distribution may occur because (1) service sites may distribute condoms at various service points, e.g., during VCT, ANC and family planning services, (2) condoms may be funded by multiple partners.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of condoms recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of condoms reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing condoms issued by the central/regional/district store to the site with the number of condoms received and distributed by the site, and (2) assessing condoms available in stock. (Note: Condoms may be funded by different donors).

		CROSS-CHECK 1 :  Between condoms issued to the site and condoms received by the site. Was this cross check performed?

		4.1		Enter the number of condoms issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of condoms received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and condoms distributed by the site.

		4.4		Enter the number of condoms in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of condoms received by the site during the reporting period.

		4.6		Enter the number of condoms in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of condoms distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for Verification Team:   This step may not be possible due to confidentially of clients.   It may be possible to observe provision of condoms through the channel for which data are being verified - to see that the condom distribution is actually taking place.  This observation, however, would not constitute a spot check of condom delivery during the reporting period being verified.





Service Point 4.2

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Condoms Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO CONDOM DISTRIBUTION - Describe the connection between the distribution of the condom(s) and the completion of the source document -

		Indicator-specific notes for Verification Team:   The Audit Team should ask staff to describe the process through which the source documents are filled in relation to condom distribution.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the condom (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the condom and recording of the service on the source document?

		1.4		If the distribution of the condom(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Verification Team:  Source documents could be patient records, counseling intake forms, pharmacy/drug store distribution records. The audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Verification Team:   Data quality issues - Over or under-reporting of condom distribution may occur because (1) service sites may distribute condoms at various service points, e.g., during VCT, ANC and family planning services, (2) condoms may be funded by multiple partners.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of condoms recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of condoms reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing condoms issued by the central/regional/district store to the site with the number of condoms received and distributed by the site, and (2) assessing condoms available in stock. (Note: Condoms may be funded by different donors).

		CROSS-CHECK 1 :  Between condoms issued to the site and condoms received by the site. Was this cross check performed?

		4.1		Enter the number of condoms issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of condoms received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and condoms distributed by the site.

		4.4		Enter the number of condoms in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of condoms received by the site during the reporting period.

		4.6		Enter the number of condoms in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of condoms distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for Verification Team:   This step may not be possible due to confidentially of clients.   It may be possible to observe provision of condoms through the channel for which data are being verified - to see that the condom distribution is actually taking place.  This observation, however, would not constitute a spot check of condom delivery during the reporting period being verified.





Service Point 4.3

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Condoms Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO CONDOM DISTRIBUTION - Describe the connection between the distribution of the condom(s) and the completion of the source document -

		Indicator-specific notes for Verification Team:   The Audit Team should ask staff to describe the process through which the source documents are filled in relation to condom distribution.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the condom (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the condom and recording of the service on the source document?

		1.4		If the distribution of the condom(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Verification Team:  Source documents could be patient records, counseling intake forms, pharmacy/drug store distribution records. The audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Verification Team:   Data quality issues - Over or under-reporting of condom distribution may occur because (1) service sites may distribute condoms at various service points, e.g., during VCT, ANC and family planning services, (2) condoms may be funded by multiple partners.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of condoms recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of condoms reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing condoms issued by the central/regional/district store to the site with the number of condoms received and distributed by the site, and (2) assessing condoms available in stock. (Note: Condoms may be funded by different donors).

		CROSS-CHECK 1 :  Between condoms issued to the site and condoms received by the site. Was this cross check performed?

		4.1		Enter the number of condoms issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of condoms received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and condoms distributed by the site.

		4.4		Enter the number of condoms in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of condoms received by the site during the reporting period.

		4.6		Enter the number of condoms in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of condoms distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for Verification Team:   This step may not be possible due to confidentially of clients.   It may be possible to observe provision of condoms through the channel for which data are being verified - to see that the condom distribution is actually taking place.  This observation, however, would not constitute a spot check of condom delivery during the reporting period being verified.





Service Point 4.4

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Condoms Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO CONDOM DISTRIBUTION - Describe the connection between the distribution of the condom(s) and the completion of the source document -

		Indicator-specific notes for Verification Team:   The Audit Team should ask staff to describe the process through which the source documents are filled in relation to condom distribution.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the condom (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the condom and recording of the service on the source document?

		1.4		If the distribution of the condom(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Verification Team:  Source documents could be patient records, counseling intake forms, pharmacy/drug store distribution records. The audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Verification Team:   Data quality issues - Over or under-reporting of condom distribution may occur because (1) service sites may distribute condoms at various service points, e.g., during VCT, ANC and family planning services, (2) condoms may be funded by multiple partners.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of condoms recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of condoms reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing condoms issued by the central/regional/district store to the site with the number of condoms received and distributed by the site, and (2) assessing condoms available in stock. (Note: Condoms may be funded by different donors).

		CROSS-CHECK 1 :  Between condoms issued to the site and condoms received by the site. Was this cross check performed?

		4.1		Enter the number of condoms issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of condoms received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and condoms distributed by the site.

		4.4		Enter the number of condoms in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of condoms received by the site during the reporting period.

		4.6		Enter the number of condoms in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of condoms distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for Verification Team:   This step may not be possible due to confidentially of clients.   It may be possible to observe provision of condoms through the channel for which data are being verified - to see that the condom distribution is actually taking place.  This observation, however, would not constitute a spot check of condom delivery during the reporting period being verified.





Service Point 4.5

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Condoms Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO CONDOM DISTRIBUTION - Describe the connection between the distribution of the condom(s) and the completion of the source document -

		Indicator-specific notes for Verification Team:   The Audit Team should ask staff to describe the process through which the source documents are filled in relation to condom distribution.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the condom (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the condom and recording of the service on the source document?

		1.4		If the distribution of the condom(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Verification Team:  Source documents could be patient records, counseling intake forms, pharmacy/drug store distribution records. The audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Verification Team:   Data quality issues - Over or under-reporting of condom distribution may occur because (1) service sites may distribute condoms at various service points, e.g., during VCT, ANC and family planning services, (2) condoms may be funded by multiple partners.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of condoms recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of condoms reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing condoms issued by the central/regional/district store to the site with the number of condoms received and distributed by the site, and (2) assessing condoms available in stock. (Note: Condoms may be funded by different donors).

		CROSS-CHECK 1 :  Between condoms issued to the site and condoms received by the site. Was this cross check performed?

		4.1		Enter the number of condoms issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of condoms received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and condoms distributed by the site.

		4.4		Enter the number of condoms in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of condoms received by the site during the reporting period.

		4.6		Enter the number of condoms in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of condoms distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for Verification Team:   This step may not be possible due to confidentially of clients.   It may be possible to observe provision of condoms through the channel for which data are being verified - to see that the condom distribution is actually taking place.  This observation, however, would not constitute a spot check of condom delivery during the reporting period being verified.





Service Point 4.6

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Condoms Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO CONDOM DISTRIBUTION - Describe the connection between the distribution of the condom(s) and the completion of the source document -

		Indicator-specific notes for Verification Team:   The Audit Team should ask staff to describe the process through which the source documents are filled in relation to condom distribution.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the condom (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the condom and recording of the service on the source document?

		1.4		If the distribution of the condom(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for Verification Team:  Source documents could be patient records, counseling intake forms, pharmacy/drug store distribution records. The audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for Verification Team:   Data quality issues - Over or under-reporting of condom distribution may occur because (1) service sites may distribute condoms at various service points, e.g., during VCT, ANC and family planning services, (2) condoms may be funded by multiple partners.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of condoms recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of condoms reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing condoms issued by the central/regional/district store to the site with the number of condoms received and distributed by the site, and (2) assessing condoms available in stock. (Note: Condoms may be funded by different donors).

		CROSS-CHECK 1 :  Between condoms issued to the site and condoms received by the site. Was this cross check performed?

		4.1		Enter the number of condoms issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of condoms received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and condoms distributed by the site.

		4.4		Enter the number of condoms in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of condoms received by the site during the reporting period.

		4.6		Enter the number of condoms in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of condoms distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed condoms during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for Verification Team:   This step may not be possible due to confidentially of clients.   It may be possible to observe provision of condoms through the channel for which data are being verified - to see that the condom distribution is actually taking place.  This observation, however, would not constitute a spot check of condom delivery during the reporting period being verified.





SUMMARY_TABLE

		Important Note:  This table may need to be revised if a different sampling scheme is used or if not all intermediate aggregation sites include three service delivery sites.  It is important to carefully revise this table if a different sampling strategy (other than 4 intermediate aggregation level sites/districts and 3 service delivery sites per intermediate aggregation level site) is used in the Data Quality Audit.  Careful revision will be needed to ensure that all relevant data are used to measure the summary statistics.  If the worksheets are modified (e.g. worksheets added), it is critical to ensure that all formulas (including those hidden in columns) are reviewed by an expert in Excel.

										Step 1						Step 2						Step 3		Step 4

		SUMMARY TABLE

Trace and Verify								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Verified Counts at Audited Sites		Reported Count at Audited Sites		Site and Unadjusted District Verification Factors)		Observed Reported Count from All Sites in the "District"		Reported Count from the "District" at the M&E Unit (e.g. National Level)		Adjustment Factor  Rdi/Rni		Adjusted District Verification Factors		VF (Weight)		Total Verification Factor		% Available Reports		%  On-time Reports		% Complete Reports		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Lower 95% CI limit		Upper 95% CI limit		number of districts		Degrees of freedom t-distribution

		M&E Unit																																																df		P(2-tailed) = 0.025

		-		-						0.00		0.00				0.00		0.00						0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Intermediate Aggregation Level Sites and Service Delivery Sites																																																2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-																		3.00		3.18

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-																4.00		2.78

		1.1		-						0.00		0.00		-																																				5.00		2.57

		1.2		-						0.00		0.00		-

		1.3		-						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		1.6		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						0.00		0.00		-

		2.2		-						0.00		0.00		-

		2.3		-						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		2.6		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		3.6		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

		4.6		-						0.00		0.00		-

				Service Point Summary						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-

		11		-						0.00		0.00		-

		12		-						0.00		0.00		-
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																												0		0		0		0		0
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																												2		2		2		2		2

																												3		3		3		0		0

		Data Quality Assessment (DQA) Tool																										4		4		4

								Protocol 2:  Data Verification																				0		5		5

						- Number of people counseled and tested for HIV including provision of test results -																						0		6		6

						Number of intermediate aggregation levels																								0		7

						Number of higher level intermediate aggregation sites (e.g. regional)																										8

						Number of intermediate aggregation sites (IAS)																										9

						Number of service delivery points (per district)																										10

						Reset survey																										11

		Version 1: May 2008																														12

		Important notes for the use of this spreadsheet:																														0

		1.  In order to use the Data Quality Audit tools you will need to ensure that your 'macro security' is set to something less than 'high'.  With the spreadsheet open go to the 'Tools' pull-down menu and select 'Macro', then 'Security'.  Select 'medium'.  Close Excel and re-open the file.  When you open file the next time you will have to select 'Enable Macros' for the application to work as designed.

		2.  On the HEADER Page (this page), please select number of intermediate aggregations levels (from the dropdown list) the data are reported through from service delivery point up to national level.  Then select the number of sampled intermediate aggregation sites (IAS) from the next dropdown list.   IAS are typically the district level health unit of the Ministry of Health.  Next, enter the number of sampled service delivery points (SDP), e.g. health units or facilities,  reporting to each intermediate site.  If you have an unequal number of SDP per district select the number corresponding to largest number of sampled SDP in a sampled district.  If SDPs report directly to national level select '0' from the IDS dropdown list.  Then select the number of SDPs in the sample.  Please see the INSTRUCTIONS page for more detail.

		3.  Please enter the health facility, or site, names into the sheet labeled 'Information Page'.  These names will then auto-populate the appropriate forms in the spreadsheet and help ensure a well organized assessment and good quality data.
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INSTRUCTIONS

		INSTRUCTIONS (Protocol 2 - Data Verification)

		Note:  The Audit Team should read the document "Data Quality Audit:  Guidelines for Implementation" in addition to these instructions prior to administering this protocol.

		OBJECTIVE

		The objective of this protocol is to (1) recount and verify the accuracy of reported data at selected sites; and (2) review the timeliness, completeness and availability of reports.

		CONTENT

		This Data Verification Protocol relates to the indicator: Number of people counseled and tested for HIV including provision of test results.  Indeed, because there can be significant differences between types of indicators and service delivery sites - e.g., health-based (clinics) and community-based sites, the DQA includes Indicator-specific Protocols with specific information and data quality challenges related to the indicator (e.g., the risk of double counting). This information is incorporated into the 5-steps of the protocol, which are outlined  below. 

The protocol begins with a description of the service(s) associated with the indicator to orient the Audit Team to the service being given and thus, what is being “counted” to measure the indicator.  This will help lead the Audit Team to the relevant source documents, which can be significantly different for various indicators (e.g., patient records, laboratory reports, training logs, etc).

The data verification takes place in two stages:

(1) In-depth verifications at the Service Delivery Points (SDPs); and
(2) Follow-up verifications at the relevant Intermediate Aggregation Levels (IALs) and at the Program/project M&E Unit. 
  
Typically, programs will have a 3-tier reporting system; In other words, the data will flow from Service Delivery Points (SDPs), 
to one Intermediate Aggregation Level (i.e., a Region or a District), and then to the central M&E Unit.

However, in some countries, SDPs may report directly to the central M&E Unit, without passing through Intermediate 
Aggregation Levels (IALs). In other countries, there could be two (or more) IALs with data being aggregated, for example,
at the District and then at the Provincial level before reaching the central M&E Unit. In such cases (i.e., a 2-tier or 4-tier reporting
system), the Data Verification Protocol will need to be adapted (as explained in the below).

		Editing the content of the Excel Template
The Excel Templates should be modified with care.  To enable the selective addition or removal of tabs for the different sites and 
levels the templates have been programmed in VBA (Visual Basic for Applications).  Modifications to the worksheets can disrupt the
programming and render the template inoperable.  However, it is possible to make certain changes that will make the template more 
useful during the DQA, and more descriptive of the information system.  For example, additional cross-checks and spot-checks can be
added to individual worksheets provided they are added at the bottom of the worksheet. Please do not 'insert' rows or columns in the
middle of the sheet as this could alter the calculation of certain performance indicators.  Other additions to the sheets can also be 
made at the bottom of the worksheet.

Up to six Service Delivery Sites within four Intermediate Aggregation Sites can be selected (i.e. 24 sites) so it is unlikely that service
points or intermediate sites will need to be added to "Information Page".   Simply select the desired number of each from the dropdown
lists on the “HEADER” page.  These selections can be modified later if need be.

It is acceptable to rename worksheet tabs as needed.

The worksheets are protected to guard against inadvertent changes to the contents .  To edit the contents of cells, unprotect the
worksheets by selecting 'Protection' from the 'Tools' pull-down menu.  Then select 'Unprotect'.  Remember to Re-protect the worksheet
after making the modifications.

		AUDITORS INSTRUCTIONS FOR USING THE PROTOCOL

		Service Delivery Points – 5 Types of Data Verifications

The first stage of the data-verification occurs at the Service Delivery Points. There are five types of standard data-verification steps that can be performed at this level :

1 - Description:  Describe the connection between the delivery of services/commodities and the completion of the source document that records that service delivery.

2 - Documentation Review:  Review availability and completeness of all indicator source documents for the selected reporting period.

3 - Trace and Verification:  Trace and verify reported numbers: (1) Recount the reported numbers from available source documents; (2) Compare the verified numbers to the site reported number; (3) Identify reasons for any differences. 

4 - Cross-checks:  Perform “cross-checks” of the verified report totals with other data-sources (e.g. inventory records, laboratory reports, registers, etc.).

5 - Spot-checks:  Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations.

		Intermediate Aggregation Levels (IALs) and Central M&E Unit – 2 Types of Data Verifications

The second stage of the data-verification occurs at the Intermediate Aggregation Levels (e.g., Districts, Regions) and at the Program/project M&E Unit. 

1 - Documentation Review:  Review availability, timeliness and completeness of expected reports from Service Delivery Points for the selected reporting period.

2 - Trace and Verification:  Trace and verify reported numbers: (1) Re-aggregate the numbers submitted by the Service Delivery Points; (2) Compare the verified counts to the numbers submitted to the next level (e.g., Central M&E Unit); (3) Identify reasons for any differences.

		Instructions for a "2-tier" or "4-tier" reporting system:

Selecting Levels and Sites
The Protocol 2:  Data Verification Excel template is designed to follow the DQA sampling methodology with regard to the selection of Intermediate Aggregation Levels and Service Delivery Sites.  On the "HEADER" tab, the Auditing Team can select the number of Intermediate Aggregation Sites, and the number of Service Delivery Sites reporting to each Intermediate Aggregation Site, according to the understanding reached with the Organization Commissioning the DQA.  In the event there more than, or less than, one intermediary level to the flow of data from service delivery level to the national level, the required numbers of intermediate levels and sites per level can be selected.  First select the number of Intermediate Aggregation Levels (e.g. region or district).  If the data passes through both the region and the district, select two levels.  If the data only passes through the district before being sent to national level, select one level.  In some countries the data is reported from the service delivery point directly to national level.  In this case, select zero intermediate levels.  

Next select the number of sites within each intermediate level.  The most likely sampling scheme calls for the random selection of three clusters (intermediate sites), 
and three Service Delivery Sites within each cluster.  In the event of two intermediate levels, the sampling scheme will most likely be two regional clusters, with two
district clusters within each region.  Then two service points will be selected within each district cluster for a total of eight Service Delivery Sites.  Modifications to 
this sampling scheme may become necessary due to constraints of time, distance and resources.  All changes to the methodology should be agreed upon with the 
Organization Commissioning the DQA before the field visits.

		Instructions for filling in the columns of the checklist:

A list of questions appears on the left on each worksheet (column B).  The Audit Team should read each question (statement) and  complete columns C/D, E, F and G.  Column C has a pull down menu (in the right bottom corner) for each question with response categories: "Yes - completely", "Partly", "No - not at all" and "N/A".  Column D should be used to enter numbers or percentages (which will be used in the calculations). Column E is for auditor notes and column F should be filled in with "Yes" if the Audit Team deems that issues raised by the response to a question(statement) are sufficient to require a "Recommendation Note" to the Program/project.

		OUTPUTS

		Based on all responses to the questions, the following Summary Statistics will be produced:

- Accuracy of Reported Data through the calculation of Verification Factors  generated from the recounting exercise performed at each level of the reporting system (i.e., percentage comparison of the reported numbers for the selected indicators to the verified numbers); 

- Availability, Completeness and Timeliness Reports through percentages calculated at the Intermediate Aggregation Level(s) and the M&E Unit.

		Interpretation of the Output:

Mathematical modeling of the modified two-stage cluster sampling technique used by the DQA has determined that the precision of estimates of the verification factor for immunization coverage data is too low for realistic use at the national level.  In simulations, Woodard et al(1) found that up to 30 districts would need to be sampled to achieve precision in the neighborhood of +/-10%.  Given the investment of time, staff and financial resources required to visit 30 districts, the calculation of a precise national verification factor is unlikely.  

That said, it is possible to gain an insight into the overall quality of data in a Program/project without reliance on the national estimate of VF.  The qualitative aspects of the DQA are adequate to determine the strengths and weaknesses of a given reporting system.  For example, if indicator definitions are poorly understood in a majority of a representative sample of sites, it is quite likely that indicator definitions are poorly understood in non-sampled districts as well.  The recounting of indicators and comparison with reported values for a sample of sites is similarly adequate to determine in a general sense whether data quality is good, mediocre or poor, even without the
benefit of a precise national estimate.   Missing reports or large disparities between recounted and reported results in a handful of
sites is indicative of similar disparities elsewhere.  

Ultimately, the national verification factor should be interpreted with caution.  For the purposes of the Data Quality Audit it should be 
used as an indication of data quality (or lack of data quality), rather than an exact measure.   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA)
  Ann Epidemiol  2007;17:628–633.





SERVICE DESCRIPTION

		SERVICE DESCRIPTION (Protocol 2 - Data Verification)

		Background Description of VCT

Five Basic Models of VCT Service Delivery:

1. Stand-alone: These sites are usually located in high population density areas and where HIV infection rates are high. Often, they are not linked with other medical/social services. 

2. Integrated: VCT services are integrated into existing services, usually public sector such as hospitals, STI clinics, TB clinics, ANC clinics or outpatient clinics. VCT is thus made part of the routine health services. 

3. NGO: Existing NGOs integrate VCT into service or provide VCT services in public clinics. 

4. Private sector:  VCT is made available through private providers.    

5. Mobile/outreach: In this model, which is not widely used, temporary, rotating services are provided, mostly to hard-to-reach groups such as injection drug users, sex workers and truck drivers.

		VCT Service Delivery:

A client who is considering getting counseling and testing on HIV is taken through the following steps at the VCT site: First,  he or she receives some general information about the procedures that the site follows, how confidentiality is ensured and some general information about HIV/AIDS. At some sites, the client, upon agreeing to register as a client, may have to pay a user fee.  Second, the client receives pre-test counseling during which the basic facts about HIV/AIDS are discussed, including the meaning of the HIV test and a risk assessment is conducted. VCT sites with a high-volume of clients may conduct pre-test counseling in a group setting.  Third, if the client agrees to be tested, a blood sample is collected.

		• If rapid HIV testing is used, the counselor discusses and demonstrates correct condom application while waiting for the results. Once these results are available, the counselor discusses the results with the client and provides the post-test counseling, regardless of the client’s HIV status. 

• If antibody testing is used, the blood sample is sent to a laboratory and the client is requested to return to the site after a few days. Post-test counseling is conducted if and when the client returns for the results.

		Two approaches to documenting service delivery:

 The site opens a client intake form which documents when counseling was conducted, if and when testing was conducted, and test results. 

 The site uses two registers. The first is a general register in which the client’s name and  relevant demographic information is recorded. The client is provided with an identifier, in most instances a code, which is also recorded in this register.  The client’s code is then recorded in the VCT register which is subsequently used to document relevant information about the client’s risk assessment, services received and test results.

		HIV Testing Strategies:

Most VCT sites will use rapid testing for diagnosis of HIV which enables the center to inform the client of the test results on the same day and provide post-test counseling. All other tests require the client to return to the center to receive their test results. For example, clients must return after 72 hours for the ELISA test.  Experience in most VCT centers suggests that 20-40 percent of clients do not return for their test results.  

VCT centers that send blood samples to a laboratory for analysis should follow confidentially regulations. Two methods are used for this purpose:

		Linked testing: here the blood sample sent for testing has an identifier on it that links the sample to the individual client. This identifier may be a serial number printed on the HIV test request form. The laboratory uses this identifier to inform the clinic of the results but does not have the client’s information. The clinic, however, retains copies of the lab forms with the identifier and the client information (usually filed separately in a locked cabinet and accessible to only some selected staff persons.)

		Linked anonymous testing: no names or other identifiers are recorded. The client receives a unique number in no way linked to any medical record that matches the number on the blood sample sent to the laboratory. The laboratory result is reported back to the clinic. The client must come to the clinic and present his/her correct number. No records are kept of the clients who provided blood samples and there is no way to find the client if he or she does not return to the center for the test results.

		(Source: Family Health International, VCT Toolkit: HIV Voluntary Counseling and Testing: A Reference Guide for Counselors and Trainers, January 2004)
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Adapted from FHI’s VCT Toolkit: HIV Voluntary Counseling and Testing: A Reference Guide for Counselors and Trainers, January 2004 (box 15)
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At the reception/VCT site
Client:
•Is informed about the procedures, including the option to wait for 2 hours and receive results on the same day;
•Receives information about HIV/AIDS;
•Pays user fees (where applicable)
•Is registered anonymously/confidentially, depending on the setting

In low-volume settings
Counselors conduct individual pre-test counseling for those who request VCT.

To be covered during pretest are…
•Basic facts about HIV infection and AIDS
•Meaning of HIV  test
•Testing procedures and policy on written results
•Preventive counseling
•VCT form

In high--volume settings
Counselors conduct group pre-test health information for those who request VCT.

Prerequisites for group pre-test health information sessions:
•Informed consent for group pre-test
•No more than 6 people
•Pre-test issues covered as described in box for low-volume settings
•Completed VCT data form for each group member

Obtain informed consent if client decides to  be tested

If VCT site uses rapid HIV testing:
Do blood draw or finger prick

As samples are being processed:
•Discuss and conduct condom demonstration
•Assess client’s readiness to learn HIV status

If VCT site uses antibody tests:
•Collect blood sample
•Ask client  to return in a few days

Blood sample sent to laboratory

Client returns to VCT site after few days

Post-test counseling:
Test results are given to client.

For HIV-positive clients:
Counseled about positive living and avoiding additional exposure to the virus and STIs
Advised to join a PLHA organization
For HIV-negative clients:
Encourage those who exhibit risky behavior to return for confirmation after three month

Adapted from FHI’s VCT Toolkit: HIV Voluntary Counseling and Testing: A Reference Guide for Counselors and Trainers, January 2004 (box 15)
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		B- BACKGROUND INFORMATION FOR COMPLETION OF TRACE AND VERIFY INDICATOR DATA PROTOCOL

		Name of Orgnization Implementing the DQA

		Country

		Program Area(s)

		Indicator(s)

		Grant Number(s)

		M&E Management Unit at Central Level

		Name of Site																Date of Audit

		1-

		Regional Sites

		Name of Site																Date of Audit

		1

		2

		Intermediate Aggregation Sites (IAS)

		Name of Site																Date of Audit

		1

		2

		3

		4

		-		add more lines as needed

		Service Delivery Points (SDPs)

		Name of Site																Date of Audit

		1.1

		1.2

		1.3

		1.4

		1.5

		1.6

		2.1

		2.2

		2.3

		2.4

		2.5

		2.6

		3.1

		3.2

		3.3

		3.4

		3.5

		3.6

		4.1

		4.2

		4.3

		4.4

		4.5

		4.6

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10

		11

		12





M&E_Unit

		M&E Unit (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the M&E Unit is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the M&E summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				M&E Unit:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		0. Recording and Reporting System for TC

		0		Describe the recording and reporting system related to this indicator at the health facility (i.e. from initial recording of the service delivery on source documents to the reporting of aggregated numbers to the next administrative level). Please describe when recording of the service takes place, on what form(s) and by which staff member(s).

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the M&E Unit.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the M&E Unit numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the M&E Unit (and released or submitted to the funding agency )

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (M&E Unit)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the M&E Unit		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers used by the M&E Unit for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the M&E Unit or in a database.

		1.3		What result was contained for the audited Regional Aggregation Site no.1 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.1		What result was contained for the audited Intermediate Aggregation Site no.1 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.2		What result was contained for the audited Intermediate Aggregation Site no.2 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Regional Aggregation Site no.2 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.3		What result was contained for the audited Intermediate Aggregation Site no.3 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.4		What result was contained for the audited Intermediate Aggregation Site no.4 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the M&E Unit for those Intermediate Aggregation Sites.

		1.4		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the M&E Unit should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time? (i.e., on time means that the report was able to be used in the summary report prepared by the M&E Unit)

		Calculate % On time Reports						-

		2.4		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data.)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 1

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of test results to HIV tested people and the completion of the source document -

		Indicator-specific notes for auditor: It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to provision of test results to HIV tested people (TC). Determine the source document used for recording the provision of test results at this facility. The source documents are client intake forms or the register where provision of test results is recorded.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording  provision of test results (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between provision of test results and recording of the provision of test results on the source document?

		1.4		If the provision of test results and recording of if are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor: In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) ID of patient; (2) date of providing the results

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of the test results on the source documents. Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to avoid double-counting of testing events?
If yes, please describe.

		2.6		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of test results provided recorded during the reporting period by reviewing the client intake forms or the register where the TC is recorded.

		3.2		Copy the number of test results provided reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Client Intake Form and the register where the TC is recorded; and (2) number of reported tests against the sum of initial in stock and testing kits received minus closing in stock.

		CROSS-CHECK 1.1 :  If applicable, from Client Intake Form to the Register where the TC is recorded. Was this cross check performed? (where there only exist register for recording of provision of test results and general registers, cross check between the two).

		4.1		If feasible, select 5% of Client Intake Form (or at least 20 cards). How many cards were selected?

		4.2		How many of the patients selected were recorded in the register where the TC is recorded?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Client Intake Form (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Register where the TC is recorded to Client Intake Form. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the register where the TC is recorded (or at least 20 patients) who received TC during the reported period. How many patients were selected?

		4.4		How many of the patients selected had Client Intake Form?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of records from the register where the TC is recorded (or at least an extra 20 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2 :  Between testing kits in stock and number of tests reported by the site.

		4.5		Enter the number of testing kits in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of testing kits received by the site during the reporting period.

		4.7		Enter the number of testing kits in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of testing kits used by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and used testing kits during the reporting period, determine why, and if and how the site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 2

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of test results to HIV tested people and the completion of the source document -

		Indicator-specific notes for auditor: It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to provision of test results to HIV tested people (TC). Determine the source document used for recording the provision of test results at this facility. The source documents are client intake forms or the register where provision of test results is recorded.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording  provision of test results (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between provision of test results and recording of the provision of test results on the source document?

		1.4		If the provision of test results and recording of if are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor: In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) ID of patient; (2) date of providing the results

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of the test results on the source documents. Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to avoid double-counting of testing events?
If yes, please describe.

		2.6		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of test results provided recorded during the reporting period by reviewing the client intake forms or the register where the TC is recorded.

		3.2		Copy the number of test results provided reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Client Intake Form and the register where the TC is recorded; and (2) number of reported tests against the sum of initial in stock and testing kits received minus closing in stock.

		CROSS-CHECK 1.1 :  If applicable, from Client Intake Form to the Register where the TC is recorded. Was this cross check performed? (where there only exist register for recording of provision of test results and general registers, cross check between the two).

		4.1		If feasible, select 5% of Client Intake Form (or at least 20 cards). How many cards were selected?

		4.2		How many of the patients selected were recorded in the register where the TC is recorded?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Client Intake Form (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Register where the TC is recorded to Client Intake Form. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the register where the TC is recorded (or at least 20 patients) who received TC during the reported period. How many patients were selected?

		4.4		How many of the patients selected had Client Intake Form?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of records from the register where the TC is recorded (or at least an extra 20 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2 :  Between testing kits in stock and number of tests reported by the site.

		4.5		Enter the number of testing kits in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of testing kits received by the site during the reporting period.

		4.7		Enter the number of testing kits in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of testing kits used by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and used testing kits during the reporting period, determine why, and if and how the site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 3

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of test results to HIV tested people and the completion of the source document -

		Indicator-specific notes for auditor: It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to provision of test results to HIV tested people (TC). Determine the source document used for recording the provision of test results at this facility. The source documents are client intake forms or the register where provision of test results is recorded.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording  provision of test results (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between provision of test results and recording of the provision of test results on the source document?

		1.4		If the provision of test results and recording of if are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor: In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) ID of patient; (2) date of providing the results

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of the test results on the source documents. Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to avoid double-counting of testing events?
If yes, please describe.

		2.6		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of test results provided recorded during the reporting period by reviewing the client intake forms or the register where the TC is recorded.

		3.2		Copy the number of test results provided reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Client Intake Form and the register where the TC is recorded; and (2) number of reported tests against the sum of initial in stock and testing kits received minus closing in stock.

		CROSS-CHECK 1.1 :  If applicable, from Client Intake Form to the Register where the TC is recorded. Was this cross check performed? (where there only exist register for recording of provision of test results and general registers, cross check between the two).

		4.1		If feasible, select 5% of Client Intake Form (or at least 20 cards). How many cards were selected?

		4.2		How many of the patients selected were recorded in the register where the TC is recorded?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Client Intake Form (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Register where the TC is recorded to Client Intake Form. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the register where the TC is recorded (or at least 20 patients) who received TC during the reported period. How many patients were selected?

		4.4		How many of the patients selected had Client Intake Form?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of records from the register where the TC is recorded (or at least an extra 20 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2 :  Between testing kits in stock and number of tests reported by the site.

		4.5		Enter the number of testing kits in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of testing kits received by the site during the reporting period.

		4.7		Enter the number of testing kits in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of testing kits used by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and used testing kits during the reporting period, determine why, and if and how the site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 4

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of test results to HIV tested people and the completion of the source document -

		Indicator-specific notes for auditor: It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to provision of test results to HIV tested people (TC). Determine the source document used for recording the provision of test results at this facility. The source documents are client intake forms or the register where provision of test results is recorded.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording  provision of test results (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between provision of test results and recording of the provision of test results on the source document?

		1.4		If the provision of test results and recording of if are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor: In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) ID of patient; (2) date of providing the results

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of the test results on the source documents. Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to avoid double-counting of testing events?
If yes, please describe.

		2.6		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of test results provided recorded during the reporting period by reviewing the client intake forms or the register where the TC is recorded.

		3.2		Copy the number of test results provided reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Client Intake Form and the register where the TC is recorded; and (2) number of reported tests against the sum of initial in stock and testing kits received minus closing in stock.

		CROSS-CHECK 1.1 :  If applicable, from Client Intake Form to the Register where the TC is recorded. Was this cross check performed? (where there only exist register for recording of provision of test results and general registers, cross check between the two).

		4.1		If feasible, select 5% of Client Intake Form (or at least 20 cards). How many cards were selected?

		4.2		How many of the patients selected were recorded in the register where the TC is recorded?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Client Intake Form (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Register where the TC is recorded to Client Intake Form. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the register where the TC is recorded (or at least 20 patients) who received TC during the reported period. How many patients were selected?

		4.4		How many of the patients selected had Client Intake Form?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of records from the register where the TC is recorded (or at least an extra 20 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2 :  Between testing kits in stock and number of tests reported by the site.

		4.5		Enter the number of testing kits in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of testing kits received by the site during the reporting period.

		4.7		Enter the number of testing kits in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of testing kits used by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and used testing kits during the reporting period, determine why, and if and how the site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 5

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of test results to HIV tested people and the completion of the source document -

		Indicator-specific notes for auditor: It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to provision of test results to HIV tested people (TC). Determine the source document used for recording the provision of test results at this facility. The source documents are client intake forms or the register where provision of test results is recorded.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording  provision of test results (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between provision of test results and recording of the provision of test results on the source document?

		1.4		If the provision of test results and recording of if are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor: In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) ID of patient; (2) date of providing the results

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of the test results on the source documents. Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to avoid double-counting of testing events?
If yes, please describe.

		2.6		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of test results provided recorded during the reporting period by reviewing the client intake forms or the register where the TC is recorded.

		3.2		Copy the number of test results provided reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Client Intake Form and the register where the TC is recorded; and (2) number of reported tests against the sum of initial in stock and testing kits received minus closing in stock.

		CROSS-CHECK 1.1 :  If applicable, from Client Intake Form to the Register where the TC is recorded. Was this cross check performed? (where there only exist register for recording of provision of test results and general registers, cross check between the two).

		4.1		If feasible, select 5% of Client Intake Form (or at least 20 cards). How many cards were selected?

		4.2		How many of the patients selected were recorded in the register where the TC is recorded?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Client Intake Form (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Register where the TC is recorded to Client Intake Form. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the register where the TC is recorded (or at least 20 patients) who received TC during the reported period. How many patients were selected?

		4.4		How many of the patients selected had Client Intake Form?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of records from the register where the TC is recorded (or at least an extra 20 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2 :  Between testing kits in stock and number of tests reported by the site.

		4.5		Enter the number of testing kits in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of testing kits received by the site during the reporting period.

		4.7		Enter the number of testing kits in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of testing kits used by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and used testing kits during the reporting period, determine why, and if and how the site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 6

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of test results to HIV tested people and the completion of the source document -

		Indicator-specific notes for auditor: It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to provision of test results to HIV tested people (TC). Determine the source document used for recording the provision of test results at this facility. The source documents are client intake forms or the register where provision of test results is recorded.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording  provision of test results (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between provision of test results and recording of the provision of test results on the source document?

		1.4		If the provision of test results and recording of if are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor: In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) ID of patient; (2) date of providing the results

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of the test results on the source documents. Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to avoid double-counting of testing events?
If yes, please describe.

		2.6		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of test results provided recorded during the reporting period by reviewing the client intake forms or the register where the TC is recorded.

		3.2		Copy the number of test results provided reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Client Intake Form and the register where the TC is recorded; and (2) number of reported tests against the sum of initial in stock and testing kits received minus closing in stock.

		CROSS-CHECK 1.1 :  If applicable, from Client Intake Form to the Register where the TC is recorded. Was this cross check performed? (where there only exist register for recording of provision of test results and general registers, cross check between the two).

		4.1		If feasible, select 5% of Client Intake Form (or at least 20 cards). How many cards were selected?

		4.2		How many of the patients selected were recorded in the register where the TC is recorded?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Client Intake Form (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Register where the TC is recorded to Client Intake Form. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the register where the TC is recorded (or at least 20 patients) who received TC during the reported period. How many patients were selected?

		4.4		How many of the patients selected had Client Intake Form?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of records from the register where the TC is recorded (or at least an extra 20 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2 :  Between testing kits in stock and number of tests reported by the site.

		4.5		Enter the number of testing kits in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of testing kits received by the site during the reporting period.

		4.7		Enter the number of testing kits in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of testing kits used by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and used testing kits during the reporting period, determine why, and if and how the site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 7

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of test results to HIV tested people and the completion of the source document -

		Indicator-specific notes for auditor: It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to provision of test results to HIV tested people (TC). Determine the source document used for recording the provision of test results at this facility. The source documents are client intake forms or the register where provision of test results is recorded.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording  provision of test results (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between provision of test results and recording of the provision of test results on the source document?

		1.4		If the provision of test results and recording of if are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor: In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) ID of patient; (2) date of providing the results

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of the test results on the source documents. Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to avoid double-counting of testing events?
If yes, please describe.

		2.6		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of test results provided recorded during the reporting period by reviewing the client intake forms or the register where the TC is recorded.

		3.2		Copy the number of test results provided reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Client Intake Form and the register where the TC is recorded; and (2) number of reported tests against the sum of initial in stock and testing kits received minus closing in stock.

		CROSS-CHECK 1.1 :  If applicable, from Client Intake Form to the Register where the TC is recorded. Was this cross check performed? (where there only exist register for recording of provision of test results and general registers, cross check between the two).

		4.1		If feasible, select 5% of Client Intake Form (or at least 20 cards). How many cards were selected?

		4.2		How many of the patients selected were recorded in the register where the TC is recorded?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Client Intake Form (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Register where the TC is recorded to Client Intake Form. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the register where the TC is recorded (or at least 20 patients) who received TC during the reported period. How many patients were selected?

		4.4		How many of the patients selected had Client Intake Form?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of records from the register where the TC is recorded (or at least an extra 20 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2 :  Between testing kits in stock and number of tests reported by the site.

		4.5		Enter the number of testing kits in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of testing kits received by the site during the reporting period.

		4.7		Enter the number of testing kits in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of testing kits used by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and used testing kits during the reporting period, determine why, and if and how the site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 8

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of test results to HIV tested people and the completion of the source document -

		Indicator-specific notes for auditor: It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to provision of test results to HIV tested people (TC). Determine the source document used for recording the provision of test results at this facility. The source documents are client intake forms or the register where provision of test results is recorded.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording  provision of test results (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between provision of test results and recording of the provision of test results on the source document?

		1.4		If the provision of test results and recording of if are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor: In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) ID of patient; (2) date of providing the results

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of the test results on the source documents. Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to avoid double-counting of testing events?
If yes, please describe.

		2.6		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of test results provided recorded during the reporting period by reviewing the client intake forms or the register where the TC is recorded.

		3.2		Copy the number of test results provided reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Client Intake Form and the register where the TC is recorded; and (2) number of reported tests against the sum of initial in stock and testing kits received minus closing in stock.

		CROSS-CHECK 1.1 :  If applicable, from Client Intake Form to the Register where the TC is recorded. Was this cross check performed? (where there only exist register for recording of provision of test results and general registers, cross check between the two).

		4.1		If feasible, select 5% of Client Intake Form (or at least 20 cards). How many cards were selected?

		4.2		How many of the patients selected were recorded in the register where the TC is recorded?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Client Intake Form (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Register where the TC is recorded to Client Intake Form. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the register where the TC is recorded (or at least 20 patients) who received TC during the reported period. How many patients were selected?

		4.4		How many of the patients selected had Client Intake Form?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of records from the register where the TC is recorded (or at least an extra 20 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2 :  Between testing kits in stock and number of tests reported by the site.

		4.5		Enter the number of testing kits in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of testing kits received by the site during the reporting period.

		4.7		Enter the number of testing kits in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of testing kits used by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and used testing kits during the reporting period, determine why, and if and how the site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 9

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of test results to HIV tested people and the completion of the source document -

		Indicator-specific notes for auditor: It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to provision of test results to HIV tested people (TC). Determine the source document used for recording the provision of test results at this facility. The source documents are client intake forms or the register where provision of test results is recorded.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording  provision of test results (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between provision of test results and recording of the provision of test results on the source document?

		1.4		If the provision of test results and recording of if are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor: In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) ID of patient; (2) date of providing the results

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of the test results on the source documents. Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to avoid double-counting of testing events?
If yes, please describe.

		2.6		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of test results provided recorded during the reporting period by reviewing the client intake forms or the register where the TC is recorded.

		3.2		Copy the number of test results provided reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Client Intake Form and the register where the TC is recorded; and (2) number of reported tests against the sum of initial in stock and testing kits received minus closing in stock.

		CROSS-CHECK 1.1 :  If applicable, from Client Intake Form to the Register where the TC is recorded. Was this cross check performed? (where there only exist register for recording of provision of test results and general registers, cross check between the two).

		4.1		If feasible, select 5% of Client Intake Form (or at least 20 cards). How many cards were selected?

		4.2		How many of the patients selected were recorded in the register where the TC is recorded?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Client Intake Form (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Register where the TC is recorded to Client Intake Form. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the register where the TC is recorded (or at least 20 patients) who received TC during the reported period. How many patients were selected?

		4.4		How many of the patients selected had Client Intake Form?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of records from the register where the TC is recorded (or at least an extra 20 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2 :  Between testing kits in stock and number of tests reported by the site.

		4.5		Enter the number of testing kits in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of testing kits received by the site during the reporting period.

		4.7		Enter the number of testing kits in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of testing kits used by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and used testing kits during the reporting period, determine why, and if and how the site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 10

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of test results to HIV tested people and the completion of the source document -

		Indicator-specific notes for auditor: It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to provision of test results to HIV tested people (TC). Determine the source document used for recording the provision of test results at this facility. The source documents are client intake forms or the register where provision of test results is recorded.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording  provision of test results (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between provision of test results and recording of the provision of test results on the source document?

		1.4		If the provision of test results and recording of if are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor: In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) ID of patient; (2) date of providing the results

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of the test results on the source documents. Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to avoid double-counting of testing events?
If yes, please describe.

		2.6		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of test results provided recorded during the reporting period by reviewing the client intake forms or the register where the TC is recorded.

		3.2		Copy the number of test results provided reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Client Intake Form and the register where the TC is recorded; and (2) number of reported tests against the sum of initial in stock and testing kits received minus closing in stock.

		CROSS-CHECK 1.1 :  If applicable, from Client Intake Form to the Register where the TC is recorded. Was this cross check performed? (where there only exist register for recording of provision of test results and general registers, cross check between the two).

		4.1		If feasible, select 5% of Client Intake Form (or at least 20 cards). How many cards were selected?

		4.2		How many of the patients selected were recorded in the register where the TC is recorded?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Client Intake Form (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Register where the TC is recorded to Client Intake Form. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the register where the TC is recorded (or at least 20 patients) who received TC during the reported period. How many patients were selected?

		4.4		How many of the patients selected had Client Intake Form?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of records from the register where the TC is recorded (or at least an extra 20 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2 :  Between testing kits in stock and number of tests reported by the site.

		4.5		Enter the number of testing kits in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of testing kits received by the site during the reporting period.

		4.7		Enter the number of testing kits in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of testing kits used by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and used testing kits during the reporting period, determine why, and if and how the site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 11

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of test results to HIV tested people and the completion of the source document -

		Indicator-specific notes for auditor: It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to provision of test results to HIV tested people (TC). Determine the source document used for recording the provision of test results at this facility. The source documents are client intake forms or the register where provision of test results is recorded.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording  provision of test results (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between provision of test results and recording of the provision of test results on the source document?

		1.4		If the provision of test results and recording of if are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor: In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) ID of patient; (2) date of providing the results

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of the test results on the source documents. Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to avoid double-counting of testing events?
If yes, please describe.

		2.6		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of test results provided recorded during the reporting period by reviewing the client intake forms or the register where the TC is recorded.

		3.2		Copy the number of test results provided reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Client Intake Form and the register where the TC is recorded; and (2) number of reported tests against the sum of initial in stock and testing kits received minus closing in stock.

		CROSS-CHECK 1.1 :  If applicable, from Client Intake Form to the Register where the TC is recorded. Was this cross check performed? (where there only exist register for recording of provision of test results and general registers, cross check between the two).

		4.1		If feasible, select 5% of Client Intake Form (or at least 20 cards). How many cards were selected?

		4.2		How many of the patients selected were recorded in the register where the TC is recorded?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Client Intake Form (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Register where the TC is recorded to Client Intake Form. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the register where the TC is recorded (or at least 20 patients) who received TC during the reported period. How many patients were selected?

		4.4		How many of the patients selected had Client Intake Form?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of records from the register where the TC is recorded (or at least an extra 20 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2 :  Between testing kits in stock and number of tests reported by the site.

		4.5		Enter the number of testing kits in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of testing kits received by the site during the reporting period.

		4.7		Enter the number of testing kits in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of testing kits used by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and used testing kits during the reporting period, determine why, and if and how the site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 12

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of test results to HIV tested people and the completion of the source document -

		Indicator-specific notes for auditor: It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to provision of test results to HIV tested people (TC). Determine the source document used for recording the provision of test results at this facility. The source documents are client intake forms or the register where provision of test results is recorded.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording  provision of test results (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between provision of test results and recording of the provision of test results on the source document?

		1.4		If the provision of test results and recording of if are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor: In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) ID of patient; (2) date of providing the results

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of the test results on the source documents. Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to avoid double-counting of testing events?
If yes, please describe.

		2.6		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of test results provided recorded during the reporting period by reviewing the client intake forms or the register where the TC is recorded.

		3.2		Copy the number of test results provided reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Client Intake Form and the register where the TC is recorded; and (2) number of reported tests against the sum of initial in stock and testing kits received minus closing in stock.

		CROSS-CHECK 1.1 :  If applicable, from Client Intake Form to the Register where the TC is recorded. Was this cross check performed? (where there only exist register for recording of provision of test results and general registers, cross check between the two).

		4.1		If feasible, select 5% of Client Intake Form (or at least 20 cards). How many cards were selected?

		4.2		How many of the patients selected were recorded in the register where the TC is recorded?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Client Intake Form (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Register where the TC is recorded to Client Intake Form. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the register where the TC is recorded (or at least 20 patients) who received TC during the reported period. How many patients were selected?

		4.4		How many of the patients selected had Client Intake Form?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of records from the register where the TC is recorded (or at least an extra 20 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2 :  Between testing kits in stock and number of tests reported by the site.

		4.5		Enter the number of testing kits in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of testing kits received by the site during the reporting period.

		4.7		Enter the number of testing kits in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of testing kits used by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and used testing kits during the reporting period, determine why, and if and how the site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Regional Level 1

		Regional Aggregation Level (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Regional Aggregation Site is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the Regional summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Regional Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the Regional Aggregation Site.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the Regional Aggregation Site numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Regional Aggregation Site (and released or submitted to the funding agency )

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (Regional Aggregation Site)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the Regional Aggregation Site		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers reported  by the Regional Aggregation Site for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the Regional Aggregation Site or in a database.

		1.3		What result was contained for the audited Intermediate Aggregation Site no.1 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Intermediate Aggregation Site no.2 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the Regional Aggregation Site for those Intermediate Aggregation Sites.

		1.5		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the Regional Aggregation Site should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time? (i.e., on time means that the report was able to be used in the summary report prepared by the Regional Aggregation Site)

		Calculate % On time Reports						-

		2.4		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data.)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Intermediate Level 1

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 1.1

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of test results to HIV tested people and the completion of the source document -

		Indicator-specific notes for auditor: It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to provision of test results to HIV tested people (TC). Determine the source document used for recording the provision of test results at this facility. The source documents are client intake forms or the register where provision of test results is recorded.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording  provision of test results (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between provision of test results and recording of the provision of test results on the source document?

		1.4		If the provision of test results and recording of if are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor: In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) ID of patient; (2) date of providing the results

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of the test results on the source documents. Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to avoid double-counting of testing events?
If yes, please describe.

		2.6		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of test results provided recorded during the reporting period by reviewing the client intake forms or the register where the TC is recorded.

		3.2		Copy the number of test results provided reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Client Intake Form and the register where the TC is recorded; and (2) number of reported tests against the sum of initial in stock and testing kits received minus closing in stock.

		CROSS-CHECK 1.1 :  If applicable, from Client Intake Form to the Register where the TC is recorded. Was this cross check performed? (where there only exist register for recording of provision of test results and general registers, cross check between the two).

		4.1		If feasible, select 5% of Client Intake Form (or at least 20 cards). How many cards were selected?

		4.2		How many of the patients selected were recorded in the register where the TC is recorded?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Client Intake Form (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Register where the TC is recorded to Client Intake Form. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the register where the TC is recorded (or at least 20 patients) who received TC during the reported period. How many patients were selected?

		4.4		How many of the patients selected had Client Intake Form?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of records from the register where the TC is recorded (or at least an extra 20 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2 :  Between testing kits in stock and number of tests reported by the site.

		4.5		Enter the number of testing kits in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of testing kits received by the site during the reporting period.

		4.7		Enter the number of testing kits in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of testing kits used by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and used testing kits during the reporting period, determine why, and if and how the site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 1.2

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of test results to HIV tested people and the completion of the source document -

		Indicator-specific notes for auditor: It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to provision of test results to HIV tested people (TC). Determine the source document used for recording the provision of test results at this facility. The source documents are client intake forms or the register where provision of test results is recorded.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording  provision of test results (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between provision of test results and recording of the provision of test results on the source document?

		1.4		If the provision of test results and recording of if are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor: In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) ID of patient; (2) date of providing the results

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of the test results on the source documents. Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to avoid double-counting of testing events?
If yes, please describe.

		2.6		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of test results provided recorded during the reporting period by reviewing the client intake forms or the register where the TC is recorded.

		3.2		Copy the number of test results provided reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Client Intake Form and the register where the TC is recorded; and (2) number of reported tests against the sum of initial in stock and testing kits received minus closing in stock.

		CROSS-CHECK 1.1 :  If applicable, from Client Intake Form to the Register where the TC is recorded. Was this cross check performed? (where there only exist register for recording of provision of test results and general registers, cross check between the two).

		4.1		If feasible, select 5% of Client Intake Form (or at least 20 cards). How many cards were selected?

		4.2		How many of the patients selected were recorded in the register where the TC is recorded?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Client Intake Form (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Register where the TC is recorded to Client Intake Form. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the register where the TC is recorded (or at least 20 patients) who received TC during the reported period. How many patients were selected?

		4.4		How many of the patients selected had Client Intake Form?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of records from the register where the TC is recorded (or at least an extra 20 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2 :  Between testing kits in stock and number of tests reported by the site.

		4.5		Enter the number of testing kits in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of testing kits received by the site during the reporting period.

		4.7		Enter the number of testing kits in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of testing kits used by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and used testing kits during the reporting period, determine why, and if and how the site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 1.3

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of test results to HIV tested people and the completion of the source document -

		Indicator-specific notes for auditor: It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to provision of test results to HIV tested people (TC). Determine the source document used for recording the provision of test results at this facility. The source documents are client intake forms or the register where provision of test results is recorded.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording  provision of test results (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between provision of test results and recording of the provision of test results on the source document?

		1.4		If the provision of test results and recording of if are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor: In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) ID of patient; (2) date of providing the results

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of the test results on the source documents. Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to avoid double-counting of testing events?
If yes, please describe.

		2.6		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of test results provided recorded during the reporting period by reviewing the client intake forms or the register where the TC is recorded.

		3.2		Copy the number of test results provided reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Client Intake Form and the register where the TC is recorded; and (2) number of reported tests against the sum of initial in stock and testing kits received minus closing in stock.

		CROSS-CHECK 1.1 :  If applicable, from Client Intake Form to the Register where the TC is recorded. Was this cross check performed? (where there only exist register for recording of provision of test results and general registers, cross check between the two).

		4.1		If feasible, select 5% of Client Intake Form (or at least 20 cards). How many cards were selected?

		4.2		How many of the patients selected were recorded in the register where the TC is recorded?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Client Intake Form (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Register where the TC is recorded to Client Intake Form. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the register where the TC is recorded (or at least 20 patients) who received TC during the reported period. How many patients were selected?

		4.4		How many of the patients selected had Client Intake Form?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of records from the register where the TC is recorded (or at least an extra 20 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2 :  Between testing kits in stock and number of tests reported by the site.

		4.5		Enter the number of testing kits in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of testing kits received by the site during the reporting period.

		4.7		Enter the number of testing kits in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of testing kits used by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and used testing kits during the reporting period, determine why, and if and how the site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 1.4

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of test results to HIV tested people and the completion of the source document -

		Indicator-specific notes for auditor: It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to provision of test results to HIV tested people (TC). Determine the source document used for recording the provision of test results at this facility. The source documents are client intake forms or the register where provision of test results is recorded.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording  provision of test results (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between provision of test results and recording of the provision of test results on the source document?

		1.4		If the provision of test results and recording of if are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor: In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) ID of patient; (2) date of providing the results

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of the test results on the source documents. Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to avoid double-counting of testing events?
If yes, please describe.

		2.6		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of test results provided recorded during the reporting period by reviewing the client intake forms or the register where the TC is recorded.

		3.2		Copy the number of test results provided reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Client Intake Form and the register where the TC is recorded; and (2) number of reported tests against the sum of initial in stock and testing kits received minus closing in stock.

		CROSS-CHECK 1.1 :  If applicable, from Client Intake Form to the Register where the TC is recorded. Was this cross check performed? (where there only exist register for recording of provision of test results and general registers, cross check between the two).

		4.1		If feasible, select 5% of Client Intake Form (or at least 20 cards). How many cards were selected?

		4.2		How many of the patients selected were recorded in the register where the TC is recorded?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Client Intake Form (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Register where the TC is recorded to Client Intake Form. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the register where the TC is recorded (or at least 20 patients) who received TC during the reported period. How many patients were selected?

		4.4		How many of the patients selected had Client Intake Form?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of records from the register where the TC is recorded (or at least an extra 20 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2 :  Between testing kits in stock and number of tests reported by the site.

		4.5		Enter the number of testing kits in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of testing kits received by the site during the reporting period.

		4.7		Enter the number of testing kits in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of testing kits used by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and used testing kits during the reporting period, determine why, and if and how the site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 1.5

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of test results to HIV tested people and the completion of the source document -

		Indicator-specific notes for auditor: It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to provision of test results to HIV tested people (TC). Determine the source document used for recording the provision of test results at this facility. The source documents are client intake forms or the register where provision of test results is recorded.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording  provision of test results (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between provision of test results and recording of the provision of test results on the source document?

		1.4		If the provision of test results and recording of if are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor: In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) ID of patient; (2) date of providing the results

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of the test results on the source documents. Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to avoid double-counting of testing events?
If yes, please describe.

		2.6		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of test results provided recorded during the reporting period by reviewing the client intake forms or the register where the TC is recorded.

		3.2		Copy the number of test results provided reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Client Intake Form and the register where the TC is recorded; and (2) number of reported tests against the sum of initial in stock and testing kits received minus closing in stock.

		CROSS-CHECK 1.1 :  If applicable, from Client Intake Form to the Register where the TC is recorded. Was this cross check performed? (where there only exist register for recording of provision of test results and general registers, cross check between the two).

		4.1		If feasible, select 5% of Client Intake Form (or at least 20 cards). How many cards were selected?

		4.2		How many of the patients selected were recorded in the register where the TC is recorded?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Client Intake Form (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Register where the TC is recorded to Client Intake Form. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the register where the TC is recorded (or at least 20 patients) who received TC during the reported period. How many patients were selected?

		4.4		How many of the patients selected had Client Intake Form?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of records from the register where the TC is recorded (or at least an extra 20 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2 :  Between testing kits in stock and number of tests reported by the site.

		4.5		Enter the number of testing kits in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of testing kits received by the site during the reporting period.

		4.7		Enter the number of testing kits in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of testing kits used by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and used testing kits during the reporting period, determine why, and if and how the site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 1.6

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of test results to HIV tested people and the completion of the source document -

		Indicator-specific notes for auditor: It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to provision of test results to HIV tested people (TC). Determine the source document used for recording the provision of test results at this facility. The source documents are client intake forms or the register where provision of test results is recorded.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording  provision of test results (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between provision of test results and recording of the provision of test results on the source document?

		1.4		If the provision of test results and recording of if are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor: In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) ID of patient; (2) date of providing the results

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of the test results on the source documents. Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to avoid double-counting of testing events?
If yes, please describe.

		2.6		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of test results provided recorded during the reporting period by reviewing the client intake forms or the register where the TC is recorded.

		3.2		Copy the number of test results provided reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Client Intake Form and the register where the TC is recorded; and (2) number of reported tests against the sum of initial in stock and testing kits received minus closing in stock.

		CROSS-CHECK 1.1 :  If applicable, from Client Intake Form to the Register where the TC is recorded. Was this cross check performed? (where there only exist register for recording of provision of test results and general registers, cross check between the two).

		4.1		If feasible, select 5% of Client Intake Form (or at least 20 cards). How many cards were selected?

		4.2		How many of the patients selected were recorded in the register where the TC is recorded?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Client Intake Form (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Register where the TC is recorded to Client Intake Form. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the register where the TC is recorded (or at least 20 patients) who received TC during the reported period. How many patients were selected?

		4.4		How many of the patients selected had Client Intake Form?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of records from the register where the TC is recorded (or at least an extra 20 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2 :  Between testing kits in stock and number of tests reported by the site.

		4.5		Enter the number of testing kits in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of testing kits received by the site during the reporting period.

		4.7		Enter the number of testing kits in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of testing kits used by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and used testing kits during the reporting period, determine why, and if and how the site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Intermediate Level 2

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 2.1

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of test results to HIV tested people and the completion of the source document -

		Indicator-specific notes for auditor: It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to provision of test results to HIV tested people (TC). Determine the source document used for recording the provision of test results at this facility. The source documents are client intake forms or the register where provision of test results is recorded.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording  provision of test results (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between provision of test results and recording of the provision of test results on the source document?

		1.4		If the provision of test results and recording of if are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor: In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) ID of patient; (2) date of providing the results

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of the test results on the source documents. Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to avoid double-counting of testing events?
If yes, please describe.

		2.6		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of test results provided recorded during the reporting period by reviewing the client intake forms or the register where the TC is recorded.

		3.2		Copy the number of test results provided reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Client Intake Form and the register where the TC is recorded; and (2) number of reported tests against the sum of initial in stock and testing kits received minus closing in stock.

		CROSS-CHECK 1.1 :  If applicable, from Client Intake Form to the Register where the TC is recorded. Was this cross check performed? (where there only exist register for recording of provision of test results and general registers, cross check between the two).

		4.1		If feasible, select 5% of Client Intake Form (or at least 20 cards). How many cards were selected?

		4.2		How many of the patients selected were recorded in the register where the TC is recorded?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Client Intake Form (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Register where the TC is recorded to Client Intake Form. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the register where the TC is recorded (or at least 20 patients) who received TC during the reported period. How many patients were selected?

		4.4		How many of the patients selected had Client Intake Form?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of records from the register where the TC is recorded (or at least an extra 20 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2 :  Between testing kits in stock and number of tests reported by the site.

		4.5		Enter the number of testing kits in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of testing kits received by the site during the reporting period.

		4.7		Enter the number of testing kits in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of testing kits used by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and used testing kits during the reporting period, determine why, and if and how the site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 2.2

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of test results to HIV tested people and the completion of the source document -

		Indicator-specific notes for auditor: It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to provision of test results to HIV tested people (TC). Determine the source document used for recording the provision of test results at this facility. The source documents are client intake forms or the register where provision of test results is recorded.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording  provision of test results (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between provision of test results and recording of the provision of test results on the source document?

		1.4		If the provision of test results and recording of if are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor: In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) ID of patient; (2) date of providing the results

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of the test results on the source documents. Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to avoid double-counting of testing events?
If yes, please describe.

		2.6		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of test results provided recorded during the reporting period by reviewing the client intake forms or the register where the TC is recorded.

		3.2		Copy the number of test results provided reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Client Intake Form and the register where the TC is recorded; and (2) number of reported tests against the sum of initial in stock and testing kits received minus closing in stock.

		CROSS-CHECK 1.1 :  If applicable, from Client Intake Form to the Register where the TC is recorded. Was this cross check performed? (where there only exist register for recording of provision of test results and general registers, cross check between the two).

		4.1		If feasible, select 5% of Client Intake Form (or at least 20 cards). How many cards were selected?

		4.2		How many of the patients selected were recorded in the register where the TC is recorded?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Client Intake Form (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Register where the TC is recorded to Client Intake Form. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the register where the TC is recorded (or at least 20 patients) who received TC during the reported period. How many patients were selected?

		4.4		How many of the patients selected had Client Intake Form?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of records from the register where the TC is recorded (or at least an extra 20 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2 :  Between testing kits in stock and number of tests reported by the site.

		4.5		Enter the number of testing kits in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of testing kits received by the site during the reporting period.

		4.7		Enter the number of testing kits in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of testing kits used by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and used testing kits during the reporting period, determine why, and if and how the site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 2.3

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of test results to HIV tested people and the completion of the source document -

		Indicator-specific notes for auditor: It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to provision of test results to HIV tested people (TC). Determine the source document used for recording the provision of test results at this facility. The source documents are client intake forms or the register where provision of test results is recorded.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording  provision of test results (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between provision of test results and recording of the provision of test results on the source document?

		1.4		If the provision of test results and recording of if are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor: In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) ID of patient; (2) date of providing the results

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of the test results on the source documents. Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to avoid double-counting of testing events?
If yes, please describe.

		2.6		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of test results provided recorded during the reporting period by reviewing the client intake forms or the register where the TC is recorded.

		3.2		Copy the number of test results provided reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Client Intake Form and the register where the TC is recorded; and (2) number of reported tests against the sum of initial in stock and testing kits received minus closing in stock.

		CROSS-CHECK 1.1 :  If applicable, from Client Intake Form to the Register where the TC is recorded. Was this cross check performed? (where there only exist register for recording of provision of test results and general registers, cross check between the two).

		4.1		If feasible, select 5% of Client Intake Form (or at least 20 cards). How many cards were selected?

		4.2		How many of the patients selected were recorded in the register where the TC is recorded?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Client Intake Form (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Register where the TC is recorded to Client Intake Form. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the register where the TC is recorded (or at least 20 patients) who received TC during the reported period. How many patients were selected?

		4.4		How many of the patients selected had Client Intake Form?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of records from the register where the TC is recorded (or at least an extra 20 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2 :  Between testing kits in stock and number of tests reported by the site.

		4.5		Enter the number of testing kits in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of testing kits received by the site during the reporting period.

		4.7		Enter the number of testing kits in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of testing kits used by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and used testing kits during the reporting period, determine why, and if and how the site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 2.4

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of test results to HIV tested people and the completion of the source document -

		Indicator-specific notes for auditor: It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to provision of test results to HIV tested people (TC). Determine the source document used for recording the provision of test results at this facility. The source documents are client intake forms or the register where provision of test results is recorded.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording  provision of test results (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between provision of test results and recording of the provision of test results on the source document?

		1.4		If the provision of test results and recording of if are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor: In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) ID of patient; (2) date of providing the results

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of the test results on the source documents. Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to avoid double-counting of testing events?
If yes, please describe.

		2.6		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of test results provided recorded during the reporting period by reviewing the client intake forms or the register where the TC is recorded.

		3.2		Copy the number of test results provided reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Client Intake Form and the register where the TC is recorded; and (2) number of reported tests against the sum of initial in stock and testing kits received minus closing in stock.

		CROSS-CHECK 1.1 :  If applicable, from Client Intake Form to the Register where the TC is recorded. Was this cross check performed? (where there only exist register for recording of provision of test results and general registers, cross check between the two).

		4.1		If feasible, select 5% of Client Intake Form (or at least 20 cards). How many cards were selected?

		4.2		How many of the patients selected were recorded in the register where the TC is recorded?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Client Intake Form (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Register where the TC is recorded to Client Intake Form. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the register where the TC is recorded (or at least 20 patients) who received TC during the reported period. How many patients were selected?

		4.4		How many of the patients selected had Client Intake Form?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of records from the register where the TC is recorded (or at least an extra 20 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2 :  Between testing kits in stock and number of tests reported by the site.

		4.5		Enter the number of testing kits in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of testing kits received by the site during the reporting period.

		4.7		Enter the number of testing kits in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of testing kits used by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and used testing kits during the reporting period, determine why, and if and how the site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 2.5

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of test results to HIV tested people and the completion of the source document -

		Indicator-specific notes for auditor: It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to provision of test results to HIV tested people (TC). Determine the source document used for recording the provision of test results at this facility. The source documents are client intake forms or the register where provision of test results is recorded.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording  provision of test results (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between provision of test results and recording of the provision of test results on the source document?

		1.4		If the provision of test results and recording of if are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor: In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) ID of patient; (2) date of providing the results

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of the test results on the source documents. Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to avoid double-counting of testing events?
If yes, please describe.

		2.6		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of test results provided recorded during the reporting period by reviewing the client intake forms or the register where the TC is recorded.

		3.2		Copy the number of test results provided reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Client Intake Form and the register where the TC is recorded; and (2) number of reported tests against the sum of initial in stock and testing kits received minus closing in stock.

		CROSS-CHECK 1.1 :  If applicable, from Client Intake Form to the Register where the TC is recorded. Was this cross check performed? (where there only exist register for recording of provision of test results and general registers, cross check between the two).

		4.1		If feasible, select 5% of Client Intake Form (or at least 20 cards). How many cards were selected?

		4.2		How many of the patients selected were recorded in the register where the TC is recorded?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Client Intake Form (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Register where the TC is recorded to Client Intake Form. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the register where the TC is recorded (or at least 20 patients) who received TC during the reported period. How many patients were selected?

		4.4		How many of the patients selected had Client Intake Form?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of records from the register where the TC is recorded (or at least an extra 20 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2 :  Between testing kits in stock and number of tests reported by the site.

		4.5		Enter the number of testing kits in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of testing kits received by the site during the reporting period.

		4.7		Enter the number of testing kits in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of testing kits used by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and used testing kits during the reporting period, determine why, and if and how the site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 2.6

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of test results to HIV tested people and the completion of the source document -

		Indicator-specific notes for auditor: It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to provision of test results to HIV tested people (TC). Determine the source document used for recording the provision of test results at this facility. The source documents are client intake forms or the register where provision of test results is recorded.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording  provision of test results (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between provision of test results and recording of the provision of test results on the source document?

		1.4		If the provision of test results and recording of if are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor: In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) ID of patient; (2) date of providing the results

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of the test results on the source documents. Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to avoid double-counting of testing events?
If yes, please describe.

		2.6		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of test results provided recorded during the reporting period by reviewing the client intake forms or the register where the TC is recorded.

		3.2		Copy the number of test results provided reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Client Intake Form and the register where the TC is recorded; and (2) number of reported tests against the sum of initial in stock and testing kits received minus closing in stock.

		CROSS-CHECK 1.1 :  If applicable, from Client Intake Form to the Register where the TC is recorded. Was this cross check performed? (where there only exist register for recording of provision of test results and general registers, cross check between the two).

		4.1		If feasible, select 5% of Client Intake Form (or at least 20 cards). How many cards were selected?

		4.2		How many of the patients selected were recorded in the register where the TC is recorded?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Client Intake Form (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Register where the TC is recorded to Client Intake Form. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the register where the TC is recorded (or at least 20 patients) who received TC during the reported period. How many patients were selected?

		4.4		How many of the patients selected had Client Intake Form?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of records from the register where the TC is recorded (or at least an extra 20 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2 :  Between testing kits in stock and number of tests reported by the site.

		4.5		Enter the number of testing kits in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of testing kits received by the site during the reporting period.

		4.7		Enter the number of testing kits in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of testing kits used by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and used testing kits during the reporting period, determine why, and if and how the site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Regional Level 2

		Regional Aggregation Level (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Regional Aggregation Site is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the Regional summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Regional Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the Regional Aggregation Site.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the Regional Aggregation Site numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Regional Aggregation Site (and released or submitted to the funding agency )

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (Regional Aggregation Site)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the Regional Aggregation Site		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers reported  by the Regional Aggregation Site for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the Regional Aggregation Site or in a database.

		1.3		What result was contained for the audited Intermediate Aggregation Site no.1 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Intermediate Aggregation Site no.2 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the Regional Aggregation Site for those Intermediate Aggregation Sites.

		1.5		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the Regional Aggregation Site should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time? (i.e., on time means that the report was able to be used in the summary report prepared by the Regional Aggregation Site)

		Calculate % On time Reports						-

		2.4		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data.)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Intermediate Level 3

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 3.1

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of test results to HIV tested people and the completion of the source document -

		Indicator-specific notes for auditor: It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to provision of test results to HIV tested people (TC). Determine the source document used for recording the provision of test results at this facility. The source documents are client intake forms or the register where provision of test results is recorded.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording  provision of test results (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between provision of test results and recording of the provision of test results on the source document?

		1.4		If the provision of test results and recording of if are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor: In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) ID of patient; (2) date of providing the results

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of the test results on the source documents. Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to avoid double-counting of testing events?
If yes, please describe.

		2.6		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of test results provided recorded during the reporting period by reviewing the client intake forms or the register where the TC is recorded.

		3.2		Copy the number of test results provided reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Client Intake Form and the register where the TC is recorded; and (2) number of reported tests against the sum of initial in stock and testing kits received minus closing in stock.

		CROSS-CHECK 1.1 :  If applicable, from Client Intake Form to the Register where the TC is recorded. Was this cross check performed? (where there only exist register for recording of provision of test results and general registers, cross check between the two).

		4.1		If feasible, select 5% of Client Intake Form (or at least 20 cards). How many cards were selected?

		4.2		How many of the patients selected were recorded in the register where the TC is recorded?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Client Intake Form (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Register where the TC is recorded to Client Intake Form. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the register where the TC is recorded (or at least 20 patients) who received TC during the reported period. How many patients were selected?

		4.4		How many of the patients selected had Client Intake Form?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of records from the register where the TC is recorded (or at least an extra 20 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2 :  Between testing kits in stock and number of tests reported by the site.

		4.5		Enter the number of testing kits in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of testing kits received by the site during the reporting period.

		4.7		Enter the number of testing kits in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of testing kits used by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and used testing kits during the reporting period, determine why, and if and how the site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 3.2

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of test results to HIV tested people and the completion of the source document -

		Indicator-specific notes for auditor: It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to provision of test results to HIV tested people (TC). Determine the source document used for recording the provision of test results at this facility. The source documents are client intake forms or the register where provision of test results is recorded.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording  provision of test results (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between provision of test results and recording of the provision of test results on the source document?

		1.4		If the provision of test results and recording of if are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor: In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) ID of patient; (2) date of providing the results

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of the test results on the source documents. Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to avoid double-counting of testing events?
If yes, please describe.

		2.6		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of test results provided recorded during the reporting period by reviewing the client intake forms or the register where the TC is recorded.

		3.2		Copy the number of test results provided reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Client Intake Form and the register where the TC is recorded; and (2) number of reported tests against the sum of initial in stock and testing kits received minus closing in stock.

		CROSS-CHECK 1.1 :  If applicable, from Client Intake Form to the Register where the TC is recorded. Was this cross check performed? (where there only exist register for recording of provision of test results and general registers, cross check between the two).

		4.1		If feasible, select 5% of Client Intake Form (or at least 20 cards). How many cards were selected?

		4.2		How many of the patients selected were recorded in the register where the TC is recorded?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Client Intake Form (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Register where the TC is recorded to Client Intake Form. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the register where the TC is recorded (or at least 20 patients) who received TC during the reported period. How many patients were selected?

		4.4		How many of the patients selected had Client Intake Form?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of records from the register where the TC is recorded (or at least an extra 20 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2 :  Between testing kits in stock and number of tests reported by the site.

		4.5		Enter the number of testing kits in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of testing kits received by the site during the reporting period.

		4.7		Enter the number of testing kits in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of testing kits used by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and used testing kits during the reporting period, determine why, and if and how the site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 3.3

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of test results to HIV tested people and the completion of the source document -

		Indicator-specific notes for auditor: It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to provision of test results to HIV tested people (TC). Determine the source document used for recording the provision of test results at this facility. The source documents are client intake forms or the register where provision of test results is recorded.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording  provision of test results (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between provision of test results and recording of the provision of test results on the source document?

		1.4		If the provision of test results and recording of if are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor: In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) ID of patient; (2) date of providing the results

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of the test results on the source documents. Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to avoid double-counting of testing events?
If yes, please describe.

		2.6		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of test results provided recorded during the reporting period by reviewing the client intake forms or the register where the TC is recorded.

		3.2		Copy the number of test results provided reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Client Intake Form and the register where the TC is recorded; and (2) number of reported tests against the sum of initial in stock and testing kits received minus closing in stock.

		CROSS-CHECK 1.1 :  If applicable, from Client Intake Form to the Register where the TC is recorded. Was this cross check performed? (where there only exist register for recording of provision of test results and general registers, cross check between the two).

		4.1		If feasible, select 5% of Client Intake Form (or at least 20 cards). How many cards were selected?

		4.2		How many of the patients selected were recorded in the register where the TC is recorded?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Client Intake Form (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Register where the TC is recorded to Client Intake Form. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the register where the TC is recorded (or at least 20 patients) who received TC during the reported period. How many patients were selected?

		4.4		How many of the patients selected had Client Intake Form?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of records from the register where the TC is recorded (or at least an extra 20 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2 :  Between testing kits in stock and number of tests reported by the site.

		4.5		Enter the number of testing kits in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of testing kits received by the site during the reporting period.

		4.7		Enter the number of testing kits in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of testing kits used by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and used testing kits during the reporting period, determine why, and if and how the site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 3.4

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of test results to HIV tested people and the completion of the source document -

		Indicator-specific notes for auditor: It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to provision of test results to HIV tested people (TC). Determine the source document used for recording the provision of test results at this facility. The source documents are client intake forms or the register where provision of test results is recorded.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording  provision of test results (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between provision of test results and recording of the provision of test results on the source document?

		1.4		If the provision of test results and recording of if are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor: In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) ID of patient; (2) date of providing the results

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of the test results on the source documents. Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to avoid double-counting of testing events?
If yes, please describe.

		2.6		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of test results provided recorded during the reporting period by reviewing the client intake forms or the register where the TC is recorded.

		3.2		Copy the number of test results provided reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Client Intake Form and the register where the TC is recorded; and (2) number of reported tests against the sum of initial in stock and testing kits received minus closing in stock.

		CROSS-CHECK 1.1 :  If applicable, from Client Intake Form to the Register where the TC is recorded. Was this cross check performed? (where there only exist register for recording of provision of test results and general registers, cross check between the two).

		4.1		If feasible, select 5% of Client Intake Form (or at least 20 cards). How many cards were selected?

		4.2		How many of the patients selected were recorded in the register where the TC is recorded?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Client Intake Form (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Register where the TC is recorded to Client Intake Form. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the register where the TC is recorded (or at least 20 patients) who received TC during the reported period. How many patients were selected?

		4.4		How many of the patients selected had Client Intake Form?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of records from the register where the TC is recorded (or at least an extra 20 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2 :  Between testing kits in stock and number of tests reported by the site.

		4.5		Enter the number of testing kits in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of testing kits received by the site during the reporting period.

		4.7		Enter the number of testing kits in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of testing kits used by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and used testing kits during the reporting period, determine why, and if and how the site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 3.5

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of test results to HIV tested people and the completion of the source document -

		Indicator-specific notes for auditor: It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to provision of test results to HIV tested people (TC). Determine the source document used for recording the provision of test results at this facility. The source documents are client intake forms or the register where provision of test results is recorded.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording  provision of test results (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between provision of test results and recording of the provision of test results on the source document?

		1.4		If the provision of test results and recording of if are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor: In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) ID of patient; (2) date of providing the results

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of the test results on the source documents. Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to avoid double-counting of testing events?
If yes, please describe.

		2.6		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of test results provided recorded during the reporting period by reviewing the client intake forms or the register where the TC is recorded.

		3.2		Copy the number of test results provided reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Client Intake Form and the register where the TC is recorded; and (2) number of reported tests against the sum of initial in stock and testing kits received minus closing in stock.

		CROSS-CHECK 1.1 :  If applicable, from Client Intake Form to the Register where the TC is recorded. Was this cross check performed? (where there only exist register for recording of provision of test results and general registers, cross check between the two).

		4.1		If feasible, select 5% of Client Intake Form (or at least 20 cards). How many cards were selected?

		4.2		How many of the patients selected were recorded in the register where the TC is recorded?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Client Intake Form (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Register where the TC is recorded to Client Intake Form. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the register where the TC is recorded (or at least 20 patients) who received TC during the reported period. How many patients were selected?

		4.4		How many of the patients selected had Client Intake Form?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of records from the register where the TC is recorded (or at least an extra 20 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2 :  Between testing kits in stock and number of tests reported by the site.

		4.5		Enter the number of testing kits in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of testing kits received by the site during the reporting period.

		4.7		Enter the number of testing kits in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of testing kits used by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and used testing kits during the reporting period, determine why, and if and how the site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 3.6

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of test results to HIV tested people and the completion of the source document -

		Indicator-specific notes for auditor: It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to provision of test results to HIV tested people (TC). Determine the source document used for recording the provision of test results at this facility. The source documents are client intake forms or the register where provision of test results is recorded.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording  provision of test results (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between provision of test results and recording of the provision of test results on the source document?

		1.4		If the provision of test results and recording of if are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor: In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) ID of patient; (2) date of providing the results

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of the test results on the source documents. Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to avoid double-counting of testing events?
If yes, please describe.

		2.6		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of test results provided recorded during the reporting period by reviewing the client intake forms or the register where the TC is recorded.

		3.2		Copy the number of test results provided reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Client Intake Form and the register where the TC is recorded; and (2) number of reported tests against the sum of initial in stock and testing kits received minus closing in stock.

		CROSS-CHECK 1.1 :  If applicable, from Client Intake Form to the Register where the TC is recorded. Was this cross check performed? (where there only exist register for recording of provision of test results and general registers, cross check between the two).

		4.1		If feasible, select 5% of Client Intake Form (or at least 20 cards). How many cards were selected?

		4.2		How many of the patients selected were recorded in the register where the TC is recorded?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Client Intake Form (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Register where the TC is recorded to Client Intake Form. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the register where the TC is recorded (or at least 20 patients) who received TC during the reported period. How many patients were selected?

		4.4		How many of the patients selected had Client Intake Form?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of records from the register where the TC is recorded (or at least an extra 20 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2 :  Between testing kits in stock and number of tests reported by the site.

		4.5		Enter the number of testing kits in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of testing kits received by the site during the reporting period.

		4.7		Enter the number of testing kits in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of testing kits used by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and used testing kits during the reporting period, determine why, and if and how the site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Intermediate Level 4

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 4.1

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of test results to HIV tested people and the completion of the source document -

		Indicator-specific notes for auditor: It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to provision of test results to HIV tested people (TC). Determine the source document used for recording the provision of test results at this facility. The source documents are client intake forms or the register where provision of test results is recorded.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording  provision of test results (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between provision of test results and recording of the provision of test results on the source document?

		1.4		If the provision of test results and recording of if are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor: In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) ID of patient; (2) date of providing the results

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of the test results on the source documents. Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to avoid double-counting of testing events?
If yes, please describe.

		2.6		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of test results provided recorded during the reporting period by reviewing the client intake forms or the register where the TC is recorded.

		3.2		Copy the number of test results provided reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Client Intake Form and the register where the TC is recorded; and (2) number of reported tests against the sum of initial in stock and testing kits received minus closing in stock.

		CROSS-CHECK 1.1 :  If applicable, from Client Intake Form to the Register where the TC is recorded. Was this cross check performed? (where there only exist register for recording of provision of test results and general registers, cross check between the two).

		4.1		If feasible, select 5% of Client Intake Form (or at least 20 cards). How many cards were selected?

		4.2		How many of the patients selected were recorded in the register where the TC is recorded?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Client Intake Form (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Register where the TC is recorded to Client Intake Form. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the register where the TC is recorded (or at least 20 patients) who received TC during the reported period. How many patients were selected?

		4.4		How many of the patients selected had Client Intake Form?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of records from the register where the TC is recorded (or at least an extra 20 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2 :  Between testing kits in stock and number of tests reported by the site.

		4.5		Enter the number of testing kits in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of testing kits received by the site during the reporting period.

		4.7		Enter the number of testing kits in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of testing kits used by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and used testing kits during the reporting period, determine why, and if and how the site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 4.2

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of test results to HIV tested people and the completion of the source document -

		Indicator-specific notes for auditor: It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to provision of test results to HIV tested people (TC). Determine the source document used for recording the provision of test results at this facility. The source documents are client intake forms or the register where provision of test results is recorded.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording  provision of test results (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between provision of test results and recording of the provision of test results on the source document?

		1.4		If the provision of test results and recording of if are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor: In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) ID of patient; (2) date of providing the results

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of the test results on the source documents. Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to avoid double-counting of testing events?
If yes, please describe.

		2.6		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of test results provided recorded during the reporting period by reviewing the client intake forms or the register where the TC is recorded.

		3.2		Copy the number of test results provided reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Client Intake Form and the register where the TC is recorded; and (2) number of reported tests against the sum of initial in stock and testing kits received minus closing in stock.

		CROSS-CHECK 1.1 :  If applicable, from Client Intake Form to the Register where the TC is recorded. Was this cross check performed? (where there only exist register for recording of provision of test results and general registers, cross check between the two).

		4.1		If feasible, select 5% of Client Intake Form (or at least 20 cards). How many cards were selected?

		4.2		How many of the patients selected were recorded in the register where the TC is recorded?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Client Intake Form (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Register where the TC is recorded to Client Intake Form. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the register where the TC is recorded (or at least 20 patients) who received TC during the reported period. How many patients were selected?

		4.4		How many of the patients selected had Client Intake Form?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of records from the register where the TC is recorded (or at least an extra 20 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2 :  Between testing kits in stock and number of tests reported by the site.

		4.5		Enter the number of testing kits in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of testing kits received by the site during the reporting period.

		4.7		Enter the number of testing kits in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of testing kits used by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and used testing kits during the reporting period, determine why, and if and how the site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 4.3

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of test results to HIV tested people and the completion of the source document -

		Indicator-specific notes for auditor: It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to provision of test results to HIV tested people (TC). Determine the source document used for recording the provision of test results at this facility. The source documents are client intake forms or the register where provision of test results is recorded.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording  provision of test results (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between provision of test results and recording of the provision of test results on the source document?

		1.4		If the provision of test results and recording of if are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor: In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) ID of patient; (2) date of providing the results

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of the test results on the source documents. Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to avoid double-counting of testing events?
If yes, please describe.

		2.6		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of test results provided recorded during the reporting period by reviewing the client intake forms or the register where the TC is recorded.

		3.2		Copy the number of test results provided reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Client Intake Form and the register where the TC is recorded; and (2) number of reported tests against the sum of initial in stock and testing kits received minus closing in stock.

		CROSS-CHECK 1.1 :  If applicable, from Client Intake Form to the Register where the TC is recorded. Was this cross check performed? (where there only exist register for recording of provision of test results and general registers, cross check between the two).

		4.1		If feasible, select 5% of Client Intake Form (or at least 20 cards). How many cards were selected?

		4.2		How many of the patients selected were recorded in the register where the TC is recorded?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Client Intake Form (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Register where the TC is recorded to Client Intake Form. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the register where the TC is recorded (or at least 20 patients) who received TC during the reported period. How many patients were selected?

		4.4		How many of the patients selected had Client Intake Form?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of records from the register where the TC is recorded (or at least an extra 20 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2 :  Between testing kits in stock and number of tests reported by the site.

		4.5		Enter the number of testing kits in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of testing kits received by the site during the reporting period.

		4.7		Enter the number of testing kits in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of testing kits used by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and used testing kits during the reporting period, determine why, and if and how the site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 4.4

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of test results to HIV tested people and the completion of the source document -

		Indicator-specific notes for auditor: It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to provision of test results to HIV tested people (TC). Determine the source document used for recording the provision of test results at this facility. The source documents are client intake forms or the register where provision of test results is recorded.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording  provision of test results (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between provision of test results and recording of the provision of test results on the source document?

		1.4		If the provision of test results and recording of if are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor: In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) ID of patient; (2) date of providing the results

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of the test results on the source documents. Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to avoid double-counting of testing events?
If yes, please describe.

		2.6		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of test results provided recorded during the reporting period by reviewing the client intake forms or the register where the TC is recorded.

		3.2		Copy the number of test results provided reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Client Intake Form and the register where the TC is recorded; and (2) number of reported tests against the sum of initial in stock and testing kits received minus closing in stock.

		CROSS-CHECK 1.1 :  If applicable, from Client Intake Form to the Register where the TC is recorded. Was this cross check performed? (where there only exist register for recording of provision of test results and general registers, cross check between the two).

		4.1		If feasible, select 5% of Client Intake Form (or at least 20 cards). How many cards were selected?

		4.2		How many of the patients selected were recorded in the register where the TC is recorded?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Client Intake Form (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Register where the TC is recorded to Client Intake Form. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the register where the TC is recorded (or at least 20 patients) who received TC during the reported period. How many patients were selected?

		4.4		How many of the patients selected had Client Intake Form?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of records from the register where the TC is recorded (or at least an extra 20 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2 :  Between testing kits in stock and number of tests reported by the site.

		4.5		Enter the number of testing kits in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of testing kits received by the site during the reporting period.

		4.7		Enter the number of testing kits in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of testing kits used by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and used testing kits during the reporting period, determine why, and if and how the site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 4.5

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of test results to HIV tested people and the completion of the source document -

		Indicator-specific notes for auditor: It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to provision of test results to HIV tested people (TC). Determine the source document used for recording the provision of test results at this facility. The source documents are client intake forms or the register where provision of test results is recorded.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording  provision of test results (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between provision of test results and recording of the provision of test results on the source document?

		1.4		If the provision of test results and recording of if are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor: In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) ID of patient; (2) date of providing the results

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of the test results on the source documents. Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to avoid double-counting of testing events?
If yes, please describe.

		2.6		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of test results provided recorded during the reporting period by reviewing the client intake forms or the register where the TC is recorded.

		3.2		Copy the number of test results provided reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Client Intake Form and the register where the TC is recorded; and (2) number of reported tests against the sum of initial in stock and testing kits received minus closing in stock.

		CROSS-CHECK 1.1 :  If applicable, from Client Intake Form to the Register where the TC is recorded. Was this cross check performed? (where there only exist register for recording of provision of test results and general registers, cross check between the two).

		4.1		If feasible, select 5% of Client Intake Form (or at least 20 cards). How many cards were selected?

		4.2		How many of the patients selected were recorded in the register where the TC is recorded?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Client Intake Form (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Register where the TC is recorded to Client Intake Form. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the register where the TC is recorded (or at least 20 patients) who received TC during the reported period. How many patients were selected?

		4.4		How many of the patients selected had Client Intake Form?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of records from the register where the TC is recorded (or at least an extra 20 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2 :  Between testing kits in stock and number of tests reported by the site.

		4.5		Enter the number of testing kits in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of testing kits received by the site during the reporting period.

		4.7		Enter the number of testing kits in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of testing kits used by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and used testing kits during the reporting period, determine why, and if and how the site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 4.6

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people counseled and tested for HIV including provision of test results

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of test results to HIV tested people and the completion of the source document -

		Indicator-specific notes for auditor: It is recommended that the Audit Team ask staff to describe the process through which the source documents are filled in relation to provision of test results to HIV tested people (TC). Determine the source document used for recording the provision of test results at this facility. The source documents are client intake forms or the register where provision of test results is recorded.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording  provision of test results (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between provision of test results and recording of the provision of test results on the source document?

		1.4		If the provision of test results and recording of if are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor: In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers.

		2.2		Are all available source documents complete, notably the following: (1) ID of patient; (2) date of providing the results

If no, determine how this might have affected reported numbers.

		2.3		Review the dates of provision of the test results on the source documents. Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition?

		2.5		Is there a process to avoid double-counting of testing events?
If yes, please describe.

		2.6		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of test results provided recorded during the reporting period by reviewing the client intake forms or the register where the TC is recorded.

		3.2		Copy the number of test results provided reported by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Client Intake Form and the register where the TC is recorded; and (2) number of reported tests against the sum of initial in stock and testing kits received minus closing in stock.

		CROSS-CHECK 1.1 :  If applicable, from Client Intake Form to the Register where the TC is recorded. Was this cross check performed? (where there only exist register for recording of provision of test results and general registers, cross check between the two).

		4.1		If feasible, select 5% of Client Intake Form (or at least 20 cards). How many cards were selected?

		4.2		How many of the patients selected were recorded in the register where the TC is recorded?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Client Intake Form (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Register where the TC is recorded to Client Intake Form. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the register where the TC is recorded (or at least 20 patients) who received TC during the reported period. How many patients were selected?

		4.4		How many of the patients selected had Client Intake Form?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of records from the register where the TC is recorded (or at least an extra 20 patients) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2 :  Between testing kits in stock and number of tests reported by the site.

		4.5		Enter the number of testing kits in stock at the site at the beginning of the reporting period (initial in stock).

		4.6		Enter the number of testing kits received by the site during the reporting period.

		4.7		Enter the number of testing kits in stock at the site at the end of the reporting period (closing in stock).

		4.8		Enter the number of testing kits used by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.9		If there is a discrepancy between in stock and used testing kits during the reporting period, determine why, and if and how the site addressed this discrepancy.

		4.10		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator) -

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





SUMMARY_TABLE

		Important Note:  This table may need to be revised if a different sampling scheme is used or if not all intermediate aggregation sites include three service delivery sites.  It is important to carefully revise this table if a different sampling strategy (other than 4 intermediate aggregation level sites/districts and 3 service delivery sites per intermediate aggregation level site) is used in the Data Quality Audit.  Careful revision will be needed to ensure that all relevant data are used to measure the summary statistics.  If the worksheets are modified (e.g. worksheets added), it is critical to ensure that all formulas (including those hidden in columns) are reviewed by an expert in Excel.

										Step 1						Step 2						Step 3		Step 4

		SUMMARY TABLE

Trace and Verify								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Verified Counts at Audited Sites		Reported Count at Audited Sites		Site and Unadjusted District Verification Factors)		Observed Reported Count from All Sites in the "District"		Reported Count from the "District" at the M&E Unit (e.g. National Level)		Adjustment Factor  Rdi/Rni		Adjusted District Verification Factors		VF (Weight)		Total Verification Factor		% Available Reports		%  On-time Reports		% Complete Reports		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Lower 95% CI limit		Upper 95% CI limit		number of districts		Degrees of freedom t-distribution

		M&E Unit																																																df		P(2-tailed) = 0.025

		-		-						0.00		0.00				0.00		0.00						0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Intermediate Aggregation Level Sites and Service Delivery Sites																																																2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-																		3.00		3.18

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-																4.00		2.78

		1.1		-						0.00		0.00		-																																				5.00		2.57

		1.2		-						0.00		0.00		-

		1.3		-						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		1.6		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						0.00		0.00		-

		2.2		-						0.00		0.00		-

		2.3		-						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		2.6		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		3.6		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

		4.6		-						0.00		0.00		-

				Service Point Summary						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-

		11		-						0.00		0.00		-

		12		-						0.00		0.00		-
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		DQA Summary Statistics (no Intermediate Aggregation Sites)

																																																																																-

																																																																																-

																																																																																-

																																																																																-

																																																																																-
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SUMMARY_STATISTICS

		DQA Summary Statistics

																																																																																Accuracy		Availability		Timeliness		Completeness

																																																																												7		-		-		-		-		-

																																																																												6		-		-		-		-		-

																																																																												5		-		-		-		-		-

																																																																												4		-		-		-		-		-

																																																																												3		-		-		-		-		-

																																																																												2		-		-		-		-		-

																																																																												1		-		-		-		-		-
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		DQA Summary Statistics

																																																																																				Accuracy		Availability		Timeliness		Completeness

																																																																																5		-		-		-		-		-
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																																																																																1		-		-		-		-		-
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HEADER

																												0		0		0		0		0

																												1		1		1		1		1

																												2		2		2		2		2

																												3		3		3		0		0

		Data Quality Assessment (DQA) Tool																										4		4		4

								Protocol 2:  Data Verification																				0		5		5

						- Indoor Residual Spraying (IRS) -																						0		6		6

						Number of intermediate aggregation levels																								0		7

						Number of higher level intermediate aggregation sites (e.g. regional)																										8

						Number of intermediate aggregation sites (IAS)																										9

						Number of service delivery points (per IAS)																										10

						Reset survey																										11

		Version 1: May 2008																														12

		Important notes for the use of this spreadsheet:																														0

		1.  In order to use the Data Quality Audit tools you will need to ensure that your 'macro security' is set to something less than 'high'.  With the spreadsheet open go to the 'Tools' pull-down menu and select 'Macro', then 'Security'.  Select 'medium'.  Close Excel and re-open the file.  When you open file the next time you will have to select 'Enable Macros' for the application to work as designed.

		2.  On the HEADER Page (this page), please select number of intermediate aggregations levels (from the dropdown list) the data are reported through from service delivery point up to national level.  Then select the number of sampled intermediate aggregation sites (IAS) from the next dropdown list.   IAS are typically the district level health unit of the Ministry of Health.  Next, enter the number of sampled service delivery points (SDP), e.g. health units or facilities,  reporting to each intermediate site.  If you have an unequal number of SDP per district select the number corresponding to largest number of sampled SDP in a sampled district.  If SDPs report directly to national level select '0' from the IDS dropdown list.  Then select the number of SDPs in the sample.  Please see the INSTRUCTIONS page for more detail.

		3.  Please enter the health facility, or site, names into the sheet labeled 'Information Page'.  These names will then auto-populate the appropriate forms in the spreadsheet and help ensure a well organized assessment and good quality data.
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INSTRUCTIONS

		INSTRUCTIONS (Protocol 2 - Data Verification)

		Note:  The Audit Team should read the document "Data Quality Audit:  Guidelines for Implementation" in addition to these instructions prior to administering this protocol.

		OBJECTIVE

		The objective of this protocol is to (1) recount and verify the accuracy of reported data at selected sites; and (2) review the timeliness, completeness and availability of reports.

		CONTENT

		This Data Verification Protocol relates to the indicator: Indoor Residual Spraying (IRS).  Indeed, because there can be significant differences between types of indicators and service delivery sites - e.g., health-based (clinics) and community-based sites, the DQA includes Indicator-specific Protocols with specific information and data quality challenges related to the indicator (e.g., the risk of double counting). This information is incorporated into the 5-steps of the protocol, which are outlined  below. 

The protocol begins with a description of the service(s) associated with the indicator to orient the Audit Team to the service being given and thus, what is being “counted” to measure the indicator.  This will help lead the Audit Team to the relevant source documents, which can be significantly different for various indicators (e.g., patient records, laboratory reports, training logs, etc).

The data verification takes place in two stages:

(1) In-depth verifications at the Service Delivery Points (SDPs); and
(2) Follow-up verifications at the relevant Intermediate Aggregation Levels (IALs) and at the Program/project M&E Unit. 
  
Typically, programs will have a 3-tier reporting system; In other words, the data will flow from Service Delivery Points (SDPs), 
to one Intermediate Aggregation Level (i.e., a Region or a District), and then to the central M&E Unit.

However, in some countries, SDPs may report directly to the central M&E Unit, without passing through Intermediate 
Aggregation Levels (IALs). In other countries, there could be two (or more) IALs with data being aggregated, for example,
at the District and then at the Provincial level before reaching the central M&E Unit. In such cases (i.e., a 2-tier or 4-tier reporting
system), the Data Verification Protocol will need to be adapted (as explained in the below).

		Editing the content of the Excel Template
The Excel Templates should be modified with care.  To enable the selective addition or removal of tabs for the different sites and 
levels the templates have been programmed in VBA (Visual Basic for Applications).  Modifications to the worksheets can disrupt the
programming and render the template inoperable.  However, it is possible to make certain changes that will make the template more 
useful during the DQA, and more descriptive of the information system.  For example, additional cross-checks and spot-checks can be
added to individual worksheets provided they are added at the bottom of the worksheet. Please do not 'insert' rows or columns in the
middle of the sheet as this could alter the calculation of certain performance indicators.  Other additions to the sheets can also be 
made at the bottom of the worksheet.

Up to six Service Delivery Sites within four Intermediate Aggregation Sites can be selected (i.e. 24 sites) so it is unlikely that service
points or intermediate sites will need to be added to "Information Page".   Simply select the desired number of each from the dropdown
lists on the “HEADER” page.  These selections can be modified later if need be.

It is acceptable to rename worksheet tabs as needed.

The worksheets are protected to guard against inadvertent changes to the contents .  To edit the contents of cells, unprotect the
worksheets by selecting 'Protection' from the 'Tools' pull-down menu.  Then select 'Unprotect'.  Remember to Re-protect the worksheet
after making the modifications.

		AUDITORS INSTRUCTIONS FOR USING THE PROTOCOL

		Service Delivery Points – 5 Types of Data Verifications

The first stage of the data-verification occurs at the Service Delivery Points. There are five types of standard data-verification steps that can be performed at this level :

1 - Description:  Describe the connection between the delivery of services/commodities and the completion of the source document that records that service delivery.

2 - Documentation Review:  Review availability and completeness of all indicator source documents for the selected reporting period.

3 - Trace and Verification:  Trace and verify reported numbers: (1) Recount the reported numbers from available source documents; (2) Compare the verified numbers to the site reported number; (3) Identify reasons for any differences. 

4 - Cross-checks:  Perform “cross-checks” of the verified report totals with other data-sources (e.g. inventory records, laboratory reports, registers, etc.).

5 - Spot-checks:  Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations.

		Intermediate Aggregation Levels (IALs) and Central M&E Unit – 2 Types of Data Verifications

The second stage of the data-verification occurs at the Intermediate Aggregation Levels (e.g., Districts, Regions) and at the Program/project M&E Unit. 

1 - Documentation Review:  Review availability, timeliness and completeness of expected reports from Service Delivery Points for the selected reporting period.

2 - Trace and Verification:  Trace and verify reported numbers: (1) Re-aggregate the numbers submitted by the Service Delivery Points; (2) Compare the verified counts to the numbers submitted to the next level (e.g., Central M&E Unit); (3) Identify reasons for any differences.

		Instructions for a "2-tier" or "4-tier" reporting system:

Selecting Levels and Sites
The Protocol 2:  Data Verification Excel template is designed to follow the DQA sampling methodology with regard to the selection of Intermediate Aggregation Levels and Service Delivery Sites.  On the "HEADER" tab, the Auditing Team can select the number of Intermediate Aggregation Sites, and the number of Service Delivery Sites reporting to each Intermediate Aggregation Site, according to the understanding reached with the Organization Commissioning the DQA.  In the event there more than, or less than, one intermediary level to the flow of data from service delivery level to the national level, the required numbers of intermediate levels and sites per level can be selected.  First select the number of Intermediate Aggregation Levels (e.g. region or district).  If the data passes through both the region and the district, select two levels.  If the data only passes through the district before being sent to national level, select one level.  In some countries the data is reported from the service delivery point directly to national level.  In this case, select zero intermediate levels.  

Next select the number of sites within each intermediate level.  The most likely sampling scheme calls for the random selection of three clusters (intermediate sites), 
and three Service Delivery Sites within each cluster.  In the event of two intermediate levels, the sampling scheme will most likely be two regional clusters, with two
district clusters within each region.  Then two service points will be selected within each district cluster for a total of eight Service Delivery Sites.  Modifications to 
this sampling scheme may become necessary due to constraints of time, distance and resources.  All changes to the methodology should be agreed upon with the 
Organization Commissioning the DQA before the field visits.

		Instructions for filling in the columns of the checklist:

A list of questions appears on the left on each worksheet (column B).  The Audit Team should read each question (statement) and  complete columns C/D, E, F and G.  Column C has a pull down menu (in the right bottom corner) for each question with response categories: "Yes - completely", "Partly", "No - not at all" and "N/A".  Column D should be used to enter numbers or percentages (which will be used in the calculations). Column E is for auditor notes and column F should be filled in with "Yes" if the Audit Team deems that issues raised by the response to a question(statement) are sufficient to require a "Recommendation Note" to the Program/project.

		OUTPUTS

		Based on all responses to the questions, the following Summary Statistics will be produced:

- Accuracy of Reported Data through the calculation of Verification Factors  generated from the recounting exercise performed at each level of the reporting system (i.e., percentage comparison of the reported numbers for the selected indicators to the verified numbers); 

- Availability, Completeness and Timeliness Reports through percentages calculated at the Intermediate Aggregation Level(s) and the M&E Unit.

		Interpretation of the Output:

Mathematical modeling of the modified two-stage cluster sampling technique used by the DQA has determined that the precision of estimates of the verification factor for immunization coverage data is too low for realistic use at the national level.  In simulations, Woodard et al(1) found that up to 30 districts would need to be sampled to achieve precision in the neighborhood of +/-10%.  Given the investment of time, staff and financial resources required to visit 30 districts, the calculation of a precise national verification factor is unlikely.  

That said, it is possible to gain an insight into the overall quality of data in a Program/project without reliance on the national estimate of VF.  The qualitative aspects of the DQA are adequate to determine the strengths and weaknesses of a given reporting system.  For example, if indicator definitions are poorly understood in a majority of a representative sample of sites, it is quite likely that indicator definitions are poorly understood in non-sampled districts as well.  The recounting of indicators and comparison with reported values for a sample of sites is similarly adequate to determine in a general sense whether data quality is good, mediocre or poor, even without the
benefit of a precise national estimate.   Missing reports or large disparities between recounted and reported results in a handful of
sites is indicative of similar disparities elsewhere.  

Ultimately, the national verification factor should be interpreted with caution.  For the purposes of the Data Quality Audit it should be 
used as an indication of data quality (or lack of data quality), rather than an exact measure.   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA)
  Ann Epidemiol  2007;17:628–633.





SERVICE DESCRIPTION

		SERVICE DESCRIPTION (Protocol 2 - Data Verification)

		Background Information on Indoor Residual Spraying

Indoor residual spraying (IRS) involves coating the walls and other surfaces of a house with a residual insecticide. For several months, the insecticide will kill mosquitoes and other insects that come in contact with these surfaces.  To be effective, IRS must be applied to a very high proportion of households in an area (usually >70%) and should be achieved before the onset of peak malaria transmission.

To ensure people’s protection during the transmission season, the insecticide chosen should ideally have a residual effect as long as the transmission season plus the operational period required to spray the whole area.

		Spraying should be repeated at regular intervals, the length of which will depend on the insecticide used and the length of the transmission period. Each spraying of all sprayable houses in an area over a period of time is called a “spray round”. The repetition of spraying operations at regular intervals is called the “spraying cycle”. A country may be able to protect an area during a transmission season with a single round of spraying while another may need two or more rounds. The whole round should be completed before the beginning of transmission, but the residual effect on the first houses sprayed should not be lost before the end of the season.

		If there is a high rate of new construction or renewal of sprayed surfaces (such as re-plastering or re-thatching) there will be a need for re-spraying of these dwellings.  

To achieve an acceptable quality of spraying requires efficient logistical support, well-trained and well equipped spray men, especially where insecticides require the use of protective devices. The need to cover all the houses in the area implies a complete knowledge of geography of that area and sufficient motivation of the spray men to cover outlying houses and scattered populations.

		In the past, spraying was carried out by centrally organized teams under strict discipline and supervision. Prior to the start of the spraying, a detailed geographical reconnaissance was carried out, mapping the location of every house. Spray teams followed pre-planned itineraries and logistics were ensured by vertical organization. Such strict discipline has been difficult to maintain in most countries.  

Today many countries are decentralizing their health services. In the case of indoor spraying, these policies are leading to increased demand for community participation. This often includes local recruitment and training of spray men, who operate under the supervision of local authorities, under the general guidance of district and/or central supervision teams.

		Sources:   WHO.  2002.  Manual for Indoor Residual Spraying, Application of Residual Sprays for Vector Control.  Geneva:  WHO.  Pp. 35-49.

http://www.cdc.gov/malaria/control_prevention/vector_control.htm.  Accessed October 17, 2006.
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		B- BACKGROUND INFORMATION FOR COMPLETION OF TRACE AND VERIFY INDICATOR DATA PROTOCOL

		Name of Orgnization Implementing the DQA

		Country

		Program Area(s)

		Indicator(s)

		Grant Number(s)

		M&E Management Unit at Central Level

		Name of Site																Date of Audit

		1-

		Regional Sites

		Name of Site																Date of Audit

		1

		2

		Intermediate Aggregation Sites (IAS)

		Name of Site																Date of Audit

		1

		2

		3

		4

		-		add more lines as needed

		Service Delivery Points (SDPs)

		Name of Site																Date of Audit

		1.1

		1.2

		1.3

		1.4

		1.5

		1.6

		2.1

		2.2

		2.3

		2.4

		2.5

		2.6

		3.1

		3.2

		3.3

		3.4

		3.5

		3.6

		4.1

		4.2

		4.3

		4.4

		4.5

		4.6

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10

		11

		12





M&E_Unit

		M&E Unit (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the M&E Unit is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the M&E summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.

				M&E Unit:		-								Need for Recommendation (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		0.  Recording and Reporting System for IRS

		0		Describe the recording and reporting system related to IRS (i.e. from initial recording of the service delivery on source documents to the reporting of aggregated numbers to the M&E Unit). Please describe when recording of the service takes place, on what form(s) and by which staff member(s).

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the M&E Unit.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the M&E Unit numbers

		1.1		What aggregated result was contained in the summary report prepared by the M&E Unit (and released or submitted to the funding agency)

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (M&E Unit)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the M&E Unit

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers used by the M&E Unit for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the M&E Unit or in a database.

		1.3		What result was contained for the audited Regional Aggregation Site no.1 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.1		What result was contained for the audited Intermediate Aggregation Site no.1 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.2		What result was contained for the audited Intermediate Aggregation Site no.2 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Regional Aggregation Site no.2 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.3		What result was contained for the audited Intermediate Aggregation Site no.3 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.4		What result was contained for the audited Intermediate Aggregation Site no.4 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the M&E Unit for those Intermediate Aggregation Sites.

		1.4		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the M&E Unit should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 1

		Service Delivery Point (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

				Reporting Period:		Answer				To:

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of IRS and the completion of the source document -

		Indicator-specific notes for auditor:  The source document should be the daily spray team report.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording IRS. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.4		Are there indication that there are delays between delivery of IRS and recording of the delivery on the source document?

		1.5		If the delivery of IRS and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Select at least one community that recently received IRS and review the source documents completed during the reporting period (or last/current spray round). Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date; (2) precise location; (3) material used for spraying.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: Double counting is a low risk because people residing in the house have to be present during the spraying operation after clearing the rooms of furniture and other items. However, spray operators may be insufficiently motivated to spray all houses or rooms, in particular those houses located in hard to reach areas.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor: The type of report which can be used to verify numbers will depend on the timing of the audit review. An audit review occurring at the beginning of the spraying operations may only find daily and weekly reports. An audit review taking place in the middle of the operations may find monthly reports and at the end of the operation will find locality completion, sector completion and spraying completion reports.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of houses recorded as having received IRS during the reporting period by reviewing the source documents.

		3.2		Copy the number of houses reported as having received IRS during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checks may be done by comparing the expected number of sachets (or empty insecticide containers) used with the actual number of sachets used.

		CROSS-CHECK 1 : Expected vs. actual sachets used.  Was this cross check performed?

		4.1		List the estimated number of sachets used per structure (this information can be obtained from the program manager.)

		4.2		List the number of structures that were sprayed during the reporting period in the community.

		Calculate the expected number of sachets used per structure by multiplying 4.1 and 4.2.						0

		4.3		Determine the number of sachets used. This information may be obtained from the program manager. Empty sachets may also be stored for subsequent safe disposal at the program manager's office.

		...calculate % difference in cross check 1.						-

		4.4		Determine the reason for any differences that exist between expected and actual use of sachets.

		4.5		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of IRS -

		Indicator-specific notes for auditor:   A sample of houses that received IRS recently (during the last spray round) may be visited.

		5.1		If feasible, visit 5-10 houses in a community which recently received IRS. How many houses were visited?

		5.2		Of those houses visited, how many received IRS during the last or current spray round?

		….calculate % of sprayed houses out of those visited						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2

		Service Delivery Point (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

				Reporting Period:		Answer				To:

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of IRS and the completion of the source document -

		Indicator-specific notes for auditor:  The source document should be the daily spray team report.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording IRS. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.4		Are there indication that there are delays between delivery of IRS and recording of the delivery on the source document?

		1.5		If the delivery of IRS and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Select at least one community that recently received IRS and review the source documents completed during the reporting period (or last/current spray round). Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date; (2) precise location; (3) material used for spraying.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: Double counting is a low risk because people residing in the house have to be present during the spraying operation after clearing the rooms of furniture and other items. However, spray operators may be insufficiently motivated to spray all houses or rooms, in particular those houses located in hard to reach areas.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor: The type of report which can be used to verify numbers will depend on the timing of the audit review. An audit review occurring at the beginning of the spraying operations may only find daily and weekly reports. An audit review taking place in the middle of the operations may find monthly reports and at the end of the operation will find locality completion, sector completion and spraying completion reports.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of houses recorded as having received IRS during the reporting period by reviewing the source documents.

		3.2		Copy the number of houses reported as having received IRS during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checks may be done by comparing the expected number of sachets (or empty insecticide containers) used with the actual number of sachets used.

		CROSS-CHECK 1 : Expected vs. actual sachets used.  Was this cross check performed?

		4.1		List the estimated number of sachets used per structure (this information can be obtained from the program manager.)

		4.2		List the number of structures that were sprayed during the reporting period in the community.

		Calculate the expected number of sachets used per structure by multiplying 4.1 and 4.2.						0

		4.3		Determine the number of sachets used. This information may be obtained from the program manager. Empty sachets may also be stored for subsequent safe disposal at the program manager's office.

		...calculate % difference in cross check 1.						-

		4.4		Determine the reason for any differences that exist between expected and actual use of sachets.

		4.5		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of IRS -

		Indicator-specific notes for auditor:   A sample of houses that received IRS recently (during the last spray round) may be visited.

		5.1		If feasible, visit 5-10 houses in a community which recently received IRS. How many houses were visited?

		5.2		Of those houses visited, how many received IRS during the last or current spray round?

		….calculate % of sprayed houses out of those visited						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3

		Service Delivery Point (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

				Reporting Period:		Answer				To:

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of IRS and the completion of the source document -

		Indicator-specific notes for auditor:  The source document should be the daily spray team report.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording IRS. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.4		Are there indication that there are delays between delivery of IRS and recording of the delivery on the source document?

		1.5		If the delivery of IRS and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Select at least one community that recently received IRS and review the source documents completed during the reporting period (or last/current spray round). Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date; (2) precise location; (3) material used for spraying.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: Double counting is a low risk because people residing in the house have to be present during the spraying operation after clearing the rooms of furniture and other items. However, spray operators may be insufficiently motivated to spray all houses or rooms, in particular those houses located in hard to reach areas.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor: The type of report which can be used to verify numbers will depend on the timing of the audit review. An audit review occurring at the beginning of the spraying operations may only find daily and weekly reports. An audit review taking place in the middle of the operations may find monthly reports and at the end of the operation will find locality completion, sector completion and spraying completion reports.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of houses recorded as having received IRS during the reporting period by reviewing the source documents.

		3.2		Copy the number of houses reported as having received IRS during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checks may be done by comparing the expected number of sachets (or empty insecticide containers) used with the actual number of sachets used.

		CROSS-CHECK 1 : Expected vs. actual sachets used.  Was this cross check performed?

		4.1		List the estimated number of sachets used per structure (this information can be obtained from the program manager.)

		4.2		List the number of structures that were sprayed during the reporting period in the community.

		Calculate the expected number of sachets used per structure by multiplying 4.1 and 4.2.						0

		4.3		Determine the number of sachets used. This information may be obtained from the program manager. Empty sachets may also be stored for subsequent safe disposal at the program manager's office.

		...calculate % difference in cross check 1.						-

		4.4		Determine the reason for any differences that exist between expected and actual use of sachets.

		4.5		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of IRS -

		Indicator-specific notes for auditor:   A sample of houses that received IRS recently (during the last spray round) may be visited.

		5.1		If feasible, visit 5-10 houses in a community which recently received IRS. How many houses were visited?

		5.2		Of those houses visited, how many received IRS during the last or current spray round?

		….calculate % of sprayed houses out of those visited						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4

		Service Delivery Point (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

				Reporting Period:		Answer				To:

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of IRS and the completion of the source document -

		Indicator-specific notes for auditor:  The source document should be the daily spray team report.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording IRS. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.4		Are there indication that there are delays between delivery of IRS and recording of the delivery on the source document?

		1.5		If the delivery of IRS and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Select at least one community that recently received IRS and review the source documents completed during the reporting period (or last/current spray round). Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date; (2) precise location; (3) material used for spraying.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: Double counting is a low risk because people residing in the house have to be present during the spraying operation after clearing the rooms of furniture and other items. However, spray operators may be insufficiently motivated to spray all houses or rooms, in particular those houses located in hard to reach areas.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor: The type of report which can be used to verify numbers will depend on the timing of the audit review. An audit review occurring at the beginning of the spraying operations may only find daily and weekly reports. An audit review taking place in the middle of the operations may find monthly reports and at the end of the operation will find locality completion, sector completion and spraying completion reports.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of houses recorded as having received IRS during the reporting period by reviewing the source documents.

		3.2		Copy the number of houses reported as having received IRS during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checks may be done by comparing the expected number of sachets (or empty insecticide containers) used with the actual number of sachets used.

		CROSS-CHECK 1 : Expected vs. actual sachets used.  Was this cross check performed?

		4.1		List the estimated number of sachets used per structure (this information can be obtained from the program manager.)

		4.2		List the number of structures that were sprayed during the reporting period in the community.

		Calculate the expected number of sachets used per structure by multiplying 4.1 and 4.2.						0

		4.3		Determine the number of sachets used. This information may be obtained from the program manager. Empty sachets may also be stored for subsequent safe disposal at the program manager's office.

		...calculate % difference in cross check 1.						-

		4.4		Determine the reason for any differences that exist between expected and actual use of sachets.

		4.5		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of IRS -

		Indicator-specific notes for auditor:   A sample of houses that received IRS recently (during the last spray round) may be visited.

		5.1		If feasible, visit 5-10 houses in a community which recently received IRS. How many houses were visited?

		5.2		Of those houses visited, how many received IRS during the last or current spray round?

		….calculate % of sprayed houses out of those visited						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 5

		Service Delivery Point (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

				Reporting Period:		Answer				To:

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of IRS and the completion of the source document -

		Indicator-specific notes for auditor:  The source document should be the daily spray team report.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording IRS. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.4		Are there indication that there are delays between delivery of IRS and recording of the delivery on the source document?

		1.5		If the delivery of IRS and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Select at least one community that recently received IRS and review the source documents completed during the reporting period (or last/current spray round). Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date; (2) precise location; (3) material used for spraying.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: Double counting is a low risk because people residing in the house have to be present during the spraying operation after clearing the rooms of furniture and other items. However, spray operators may be insufficiently motivated to spray all houses or rooms, in particular those houses located in hard to reach areas.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor: The type of report which can be used to verify numbers will depend on the timing of the audit review. An audit review occurring at the beginning of the spraying operations may only find daily and weekly reports. An audit review taking place in the middle of the operations may find monthly reports and at the end of the operation will find locality completion, sector completion and spraying completion reports.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of houses recorded as having received IRS during the reporting period by reviewing the source documents.

		3.2		Copy the number of houses reported as having received IRS during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checks may be done by comparing the expected number of sachets (or empty insecticide containers) used with the actual number of sachets used.

		CROSS-CHECK 1 : Expected vs. actual sachets used.  Was this cross check performed?

		4.1		List the estimated number of sachets used per structure (this information can be obtained from the program manager.)

		4.2		List the number of structures that were sprayed during the reporting period in the community.

		Calculate the expected number of sachets used per structure by multiplying 4.1 and 4.2.						0

		4.3		Determine the number of sachets used. This information may be obtained from the program manager. Empty sachets may also be stored for subsequent safe disposal at the program manager's office.

		...calculate % difference in cross check 1.						-

		4.4		Determine the reason for any differences that exist between expected and actual use of sachets.

		4.5		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of IRS -

		Indicator-specific notes for auditor:   A sample of houses that received IRS recently (during the last spray round) may be visited.

		5.1		If feasible, visit 5-10 houses in a community which recently received IRS. How many houses were visited?

		5.2		Of those houses visited, how many received IRS during the last or current spray round?

		….calculate % of sprayed houses out of those visited						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 6

		Service Delivery Point (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

				Reporting Period:		Answer				To:

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of IRS and the completion of the source document -

		Indicator-specific notes for auditor:  The source document should be the daily spray team report.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording IRS. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.4		Are there indication that there are delays between delivery of IRS and recording of the delivery on the source document?

		1.5		If the delivery of IRS and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Select at least one community that recently received IRS and review the source documents completed during the reporting period (or last/current spray round). Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date; (2) precise location; (3) material used for spraying.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: Double counting is a low risk because people residing in the house have to be present during the spraying operation after clearing the rooms of furniture and other items. However, spray operators may be insufficiently motivated to spray all houses or rooms, in particular those houses located in hard to reach areas.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor: The type of report which can be used to verify numbers will depend on the timing of the audit review. An audit review occurring at the beginning of the spraying operations may only find daily and weekly reports. An audit review taking place in the middle of the operations may find monthly reports and at the end of the operation will find locality completion, sector completion and spraying completion reports.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of houses recorded as having received IRS during the reporting period by reviewing the source documents.

		3.2		Copy the number of houses reported as having received IRS during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checks may be done by comparing the expected number of sachets (or empty insecticide containers) used with the actual number of sachets used.

		CROSS-CHECK 1 : Expected vs. actual sachets used.  Was this cross check performed?

		4.1		List the estimated number of sachets used per structure (this information can be obtained from the program manager.)

		4.2		List the number of structures that were sprayed during the reporting period in the community.

		Calculate the expected number of sachets used per structure by multiplying 4.1 and 4.2.						0

		4.3		Determine the number of sachets used. This information may be obtained from the program manager. Empty sachets may also be stored for subsequent safe disposal at the program manager's office.

		...calculate % difference in cross check 1.						-

		4.4		Determine the reason for any differences that exist between expected and actual use of sachets.

		4.5		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of IRS -

		Indicator-specific notes for auditor:   A sample of houses that received IRS recently (during the last spray round) may be visited.

		5.1		If feasible, visit 5-10 houses in a community which recently received IRS. How many houses were visited?

		5.2		Of those houses visited, how many received IRS during the last or current spray round?

		….calculate % of sprayed houses out of those visited						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 7

		Service Delivery Point (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

				Reporting Period:		Answer				To:

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of IRS and the completion of the source document -

		Indicator-specific notes for auditor:  The source document should be the daily spray team report.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording IRS. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.4		Are there indication that there are delays between delivery of IRS and recording of the delivery on the source document?

		1.5		If the delivery of IRS and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Select at least one community that recently received IRS and review the source documents completed during the reporting period (or last/current spray round). Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date; (2) precise location; (3) material used for spraying.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: Double counting is a low risk because people residing in the house have to be present during the spraying operation after clearing the rooms of furniture and other items. However, spray operators may be insufficiently motivated to spray all houses or rooms, in particular those houses located in hard to reach areas.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor: The type of report which can be used to verify numbers will depend on the timing of the audit review. An audit review occurring at the beginning of the spraying operations may only find daily and weekly reports. An audit review taking place in the middle of the operations may find monthly reports and at the end of the operation will find locality completion, sector completion and spraying completion reports.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of houses recorded as having received IRS during the reporting period by reviewing the source documents.

		3.2		Copy the number of houses reported as having received IRS during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checks may be done by comparing the expected number of sachets (or empty insecticide containers) used with the actual number of sachets used.

		CROSS-CHECK 1 : Expected vs. actual sachets used.  Was this cross check performed?

		4.1		List the estimated number of sachets used per structure (this information can be obtained from the program manager.)

		4.2		List the number of structures that were sprayed during the reporting period in the community.

		Calculate the expected number of sachets used per structure by multiplying 4.1 and 4.2.						0

		4.3		Determine the number of sachets used. This information may be obtained from the program manager. Empty sachets may also be stored for subsequent safe disposal at the program manager's office.

		...calculate % difference in cross check 1.						-

		4.4		Determine the reason for any differences that exist between expected and actual use of sachets.

		4.5		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of IRS -

		Indicator-specific notes for auditor:   A sample of houses that received IRS recently (during the last spray round) may be visited.

		5.1		If feasible, visit 5-10 houses in a community which recently received IRS. How many houses were visited?

		5.2		Of those houses visited, how many received IRS during the last or current spray round?

		….calculate % of sprayed houses out of those visited						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 8

		Service Delivery Point (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

				Reporting Period:		Answer				To:

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of IRS and the completion of the source document -

		Indicator-specific notes for auditor:  The source document should be the daily spray team report.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording IRS. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.4		Are there indication that there are delays between delivery of IRS and recording of the delivery on the source document?

		1.5		If the delivery of IRS and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Select at least one community that recently received IRS and review the source documents completed during the reporting period (or last/current spray round). Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date; (2) precise location; (3) material used for spraying.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: Double counting is a low risk because people residing in the house have to be present during the spraying operation after clearing the rooms of furniture and other items. However, spray operators may be insufficiently motivated to spray all houses or rooms, in particular those houses located in hard to reach areas.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor: The type of report which can be used to verify numbers will depend on the timing of the audit review. An audit review occurring at the beginning of the spraying operations may only find daily and weekly reports. An audit review taking place in the middle of the operations may find monthly reports and at the end of the operation will find locality completion, sector completion and spraying completion reports.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of houses recorded as having received IRS during the reporting period by reviewing the source documents.

		3.2		Copy the number of houses reported as having received IRS during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checks may be done by comparing the expected number of sachets (or empty insecticide containers) used with the actual number of sachets used.

		CROSS-CHECK 1 : Expected vs. actual sachets used.  Was this cross check performed?

		4.1		List the estimated number of sachets used per structure (this information can be obtained from the program manager.)

		4.2		List the number of structures that were sprayed during the reporting period in the community.

		Calculate the expected number of sachets used per structure by multiplying 4.1 and 4.2.						0

		4.3		Determine the number of sachets used. This information may be obtained from the program manager. Empty sachets may also be stored for subsequent safe disposal at the program manager's office.

		...calculate % difference in cross check 1.						-

		4.4		Determine the reason for any differences that exist between expected and actual use of sachets.

		4.5		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of IRS -

		Indicator-specific notes for auditor:   A sample of houses that received IRS recently (during the last spray round) may be visited.

		5.1		If feasible, visit 5-10 houses in a community which recently received IRS. How many houses were visited?

		5.2		Of those houses visited, how many received IRS during the last or current spray round?

		….calculate % of sprayed houses out of those visited						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 9

		Service Delivery Point (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

				Reporting Period:		Answer				To:

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of IRS and the completion of the source document -

		Indicator-specific notes for auditor:  The source document should be the daily spray team report.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording IRS. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.4		Are there indication that there are delays between delivery of IRS and recording of the delivery on the source document?

		1.5		If the delivery of IRS and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Select at least one community that recently received IRS and review the source documents completed during the reporting period (or last/current spray round). Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date; (2) precise location; (3) material used for spraying.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: Double counting is a low risk because people residing in the house have to be present during the spraying operation after clearing the rooms of furniture and other items. However, spray operators may be insufficiently motivated to spray all houses or rooms, in particular those houses located in hard to reach areas.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor: The type of report which can be used to verify numbers will depend on the timing of the audit review. An audit review occurring at the beginning of the spraying operations may only find daily and weekly reports. An audit review taking place in the middle of the operations may find monthly reports and at the end of the operation will find locality completion, sector completion and spraying completion reports.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of houses recorded as having received IRS during the reporting period by reviewing the source documents.

		3.2		Copy the number of houses reported as having received IRS during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checks may be done by comparing the expected number of sachets (or empty insecticide containers) used with the actual number of sachets used.

		CROSS-CHECK 1 : Expected vs. actual sachets used.  Was this cross check performed?

		4.1		List the estimated number of sachets used per structure (this information can be obtained from the program manager.)

		4.2		List the number of structures that were sprayed during the reporting period in the community.

		Calculate the expected number of sachets used per structure by multiplying 4.1 and 4.2.						0

		4.3		Determine the number of sachets used. This information may be obtained from the program manager. Empty sachets may also be stored for subsequent safe disposal at the program manager's office.

		...calculate % difference in cross check 1.						-

		4.4		Determine the reason for any differences that exist between expected and actual use of sachets.

		4.5		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of IRS -

		Indicator-specific notes for auditor:   A sample of houses that received IRS recently (during the last spray round) may be visited.

		5.1		If feasible, visit 5-10 houses in a community which recently received IRS. How many houses were visited?

		5.2		Of those houses visited, how many received IRS during the last or current spray round?

		….calculate % of sprayed houses out of those visited						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 10

		Service Delivery Point (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

				Reporting Period:		Answer				To:

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of IRS and the completion of the source document -

		Indicator-specific notes for auditor:  The source document should be the daily spray team report.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording IRS. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.4		Are there indication that there are delays between delivery of IRS and recording of the delivery on the source document?

		1.5		If the delivery of IRS and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Select at least one community that recently received IRS and review the source documents completed during the reporting period (or last/current spray round). Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date; (2) precise location; (3) material used for spraying.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: Double counting is a low risk because people residing in the house have to be present during the spraying operation after clearing the rooms of furniture and other items. However, spray operators may be insufficiently motivated to spray all houses or rooms, in particular those houses located in hard to reach areas.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor: The type of report which can be used to verify numbers will depend on the timing of the audit review. An audit review occurring at the beginning of the spraying operations may only find daily and weekly reports. An audit review taking place in the middle of the operations may find monthly reports and at the end of the operation will find locality completion, sector completion and spraying completion reports.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of houses recorded as having received IRS during the reporting period by reviewing the source documents.

		3.2		Copy the number of houses reported as having received IRS during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checks may be done by comparing the expected number of sachets (or empty insecticide containers) used with the actual number of sachets used.

		CROSS-CHECK 1 : Expected vs. actual sachets used.  Was this cross check performed?

		4.1		List the estimated number of sachets used per structure (this information can be obtained from the program manager.)

		4.2		List the number of structures that were sprayed during the reporting period in the community.

		Calculate the expected number of sachets used per structure by multiplying 4.1 and 4.2.						0

		4.3		Determine the number of sachets used. This information may be obtained from the program manager. Empty sachets may also be stored for subsequent safe disposal at the program manager's office.

		...calculate % difference in cross check 1.						-

		4.4		Determine the reason for any differences that exist between expected and actual use of sachets.

		4.5		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of IRS -

		Indicator-specific notes for auditor:   A sample of houses that received IRS recently (during the last spray round) may be visited.

		5.1		If feasible, visit 5-10 houses in a community which recently received IRS. How many houses were visited?

		5.2		Of those houses visited, how many received IRS during the last or current spray round?

		….calculate % of sprayed houses out of those visited						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 11

		Service Delivery Point (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

				Reporting Period:		Answer				To:

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of IRS and the completion of the source document -

		Indicator-specific notes for auditor:  The source document should be the daily spray team report.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording IRS. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.4		Are there indication that there are delays between delivery of IRS and recording of the delivery on the source document?

		1.5		If the delivery of IRS and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Select at least one community that recently received IRS and review the source documents completed during the reporting period (or last/current spray round). Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date; (2) precise location; (3) material used for spraying.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: Double counting is a low risk because people residing in the house have to be present during the spraying operation after clearing the rooms of furniture and other items. However, spray operators may be insufficiently motivated to spray all houses or rooms, in particular those houses located in hard to reach areas.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor: The type of report which can be used to verify numbers will depend on the timing of the audit review. An audit review occurring at the beginning of the spraying operations may only find daily and weekly reports. An audit review taking place in the middle of the operations may find monthly reports and at the end of the operation will find locality completion, sector completion and spraying completion reports.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of houses recorded as having received IRS during the reporting period by reviewing the source documents.

		3.2		Copy the number of houses reported as having received IRS during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checks may be done by comparing the expected number of sachets (or empty insecticide containers) used with the actual number of sachets used.

		CROSS-CHECK 1 : Expected vs. actual sachets used.  Was this cross check performed?

		4.1		List the estimated number of sachets used per structure (this information can be obtained from the program manager.)

		4.2		List the number of structures that were sprayed during the reporting period in the community.

		Calculate the expected number of sachets used per structure by multiplying 4.1 and 4.2.						0

		4.3		Determine the number of sachets used. This information may be obtained from the program manager. Empty sachets may also be stored for subsequent safe disposal at the program manager's office.

		...calculate % difference in cross check 1.						-

		4.4		Determine the reason for any differences that exist between expected and actual use of sachets.

		4.5		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of IRS -

		Indicator-specific notes for auditor:   A sample of houses that received IRS recently (during the last spray round) may be visited.

		5.1		If feasible, visit 5-10 houses in a community which recently received IRS. How many houses were visited?

		5.2		Of those houses visited, how many received IRS during the last or current spray round?

		….calculate % of sprayed houses out of those visited						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 12

		Service Delivery Point (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

				Reporting Period:		Answer				To:

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of IRS and the completion of the source document -

		Indicator-specific notes for auditor:  The source document should be the daily spray team report.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording IRS. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.4		Are there indication that there are delays between delivery of IRS and recording of the delivery on the source document?

		1.5		If the delivery of IRS and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Select at least one community that recently received IRS and review the source documents completed during the reporting period (or last/current spray round). Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date; (2) precise location; (3) material used for spraying.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: Double counting is a low risk because people residing in the house have to be present during the spraying operation after clearing the rooms of furniture and other items. However, spray operators may be insufficiently motivated to spray all houses or rooms, in particular those houses located in hard to reach areas.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor: The type of report which can be used to verify numbers will depend on the timing of the audit review. An audit review occurring at the beginning of the spraying operations may only find daily and weekly reports. An audit review taking place in the middle of the operations may find monthly reports and at the end of the operation will find locality completion, sector completion and spraying completion reports.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of houses recorded as having received IRS during the reporting period by reviewing the source documents.

		3.2		Copy the number of houses reported as having received IRS during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checks may be done by comparing the expected number of sachets (or empty insecticide containers) used with the actual number of sachets used.

		CROSS-CHECK 1 : Expected vs. actual sachets used.  Was this cross check performed?

		4.1		List the estimated number of sachets used per structure (this information can be obtained from the program manager.)

		4.2		List the number of structures that were sprayed during the reporting period in the community.

		Calculate the expected number of sachets used per structure by multiplying 4.1 and 4.2.						0

		4.3		Determine the number of sachets used. This information may be obtained from the program manager. Empty sachets may also be stored for subsequent safe disposal at the program manager's office.

		...calculate % difference in cross check 1.						-

		4.4		Determine the reason for any differences that exist between expected and actual use of sachets.

		4.5		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of IRS -

		Indicator-specific notes for auditor:   A sample of houses that received IRS recently (during the last spray round) may be visited.

		5.1		If feasible, visit 5-10 houses in a community which recently received IRS. How many houses were visited?

		5.2		Of those houses visited, how many received IRS during the last or current spray round?

		….calculate % of sprayed houses out of those visited						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Regional Level 1

		Regional Aggregation Level (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Regional Aggregation Site is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the Regional summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Regional Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the Regional Aggregation Site.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the Regional Aggregation Site numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Regional Aggregation Site (and released or submitted to the funding agency )

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (Regional Aggregation Site)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the Regional Aggregation Site		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers reported  by the Regional Aggregation Site for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the Regional Aggregation Site or in a database.

		1.3		What result was contained for the audited Intermediate Aggregation Site no.1 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Intermediate Aggregation Site no.2 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the Regional Aggregation Site for those Intermediate Aggregation Sites.

		1.5		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the Regional Aggregation Site should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time? (i.e., on time means that the report was able to be used in the summary report prepared by the Regional Aggregation Site)

		Calculate % On time Reports						-

		2.4		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data.)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Intermediate Level 1

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 1.1

		Service Delivery Point (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

				Reporting Period:		Answer				To:

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of IRS and the completion of the source document -

		Indicator-specific notes for auditor:  The source document should be the daily spray team report.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording IRS. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.4		Are there indication that there are delays between delivery of IRS and recording of the delivery on the source document?

		1.5		If the delivery of IRS and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Select at least one community that recently received IRS and review the source documents completed during the reporting period (or last/current spray round). Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date; (2) precise location; (3) material used for spraying.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: Double counting is a low risk because people residing in the house have to be present during the spraying operation after clearing the rooms of furniture and other items. However, spray operators may be insufficiently motivated to spray all houses or rooms, in particular those houses located in hard to reach areas.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor: The type of report which can be used to verify numbers will depend on the timing of the audit review. An audit review occurring at the beginning of the spraying operations may only find daily and weekly reports. An audit review taking place in the middle of the operations may find monthly reports and at the end of the operation will find locality completion, sector completion and spraying completion reports.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of houses recorded as having received IRS during the reporting period by reviewing the source documents.

		3.2		Copy the number of houses reported as having received IRS during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checks may be done by comparing the expected number of sachets (or empty insecticide containers) used with the actual number of sachets used.

		CROSS-CHECK 1 : Expected vs. actual sachets used.  Was this cross check performed?

		4.1		List the estimated number of sachets used per structure (this information can be obtained from the program manager.)

		4.2		List the number of structures that were sprayed during the reporting period in the community.

		Calculate the expected number of sachets used per structure by multiplying 4.1 and 4.2.						0

		4.3		Determine the number of sachets used. This information may be obtained from the program manager. Empty sachets may also be stored for subsequent safe disposal at the program manager's office.

		...calculate % difference in cross check 1.						-

		4.4		Determine the reason for any differences that exist between expected and actual use of sachets.

		4.5		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of IRS -

		Indicator-specific notes for auditor:   A sample of houses that received IRS recently (during the last spray round) may be visited.

		5.1		If feasible, visit 5-10 houses in a community which recently received IRS. How many houses were visited?

		5.2		Of those houses visited, how many received IRS during the last or current spray round?

		….calculate % of sprayed houses out of those visited						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.2

		Service Delivery Point (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

				Reporting Period:		Answer				To:

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of IRS and the completion of the source document -

		Indicator-specific notes for auditor:  The source document should be the daily spray team report.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording IRS. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.4		Are there indication that there are delays between delivery of IRS and recording of the delivery on the source document?

		1.5		If the delivery of IRS and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Select at least one community that recently received IRS and review the source documents completed during the reporting period (or last/current spray round). Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date; (2) precise location; (3) material used for spraying.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: Double counting is a low risk because people residing in the house have to be present during the spraying operation after clearing the rooms of furniture and other items. However, spray operators may be insufficiently motivated to spray all houses or rooms, in particular those houses located in hard to reach areas.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor: The type of report which can be used to verify numbers will depend on the timing of the audit review. An audit review occurring at the beginning of the spraying operations may only find daily and weekly reports. An audit review taking place in the middle of the operations may find monthly reports and at the end of the operation will find locality completion, sector completion and spraying completion reports.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of houses recorded as having received IRS during the reporting period by reviewing the source documents.

		3.2		Copy the number of houses reported as having received IRS during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checks may be done by comparing the expected number of sachets (or empty insecticide containers) used with the actual number of sachets used.

		CROSS-CHECK 1 : Expected vs. actual sachets used.  Was this cross check performed?

		4.1		List the estimated number of sachets used per structure (this information can be obtained from the program manager.)

		4.2		List the number of structures that were sprayed during the reporting period in the community.

		Calculate the expected number of sachets used per structure by multiplying 4.1 and 4.2.						0

		4.3		Determine the number of sachets used. This information may be obtained from the program manager. Empty sachets may also be stored for subsequent safe disposal at the program manager's office.

		...calculate % difference in cross check 1.						-

		4.4		Determine the reason for any differences that exist between expected and actual use of sachets.

		4.5		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of IRS -

		Indicator-specific notes for auditor:   A sample of houses that received IRS recently (during the last spray round) may be visited.

		5.1		If feasible, visit 5-10 houses in a community which recently received IRS. How many houses were visited?

		5.2		Of those houses visited, how many received IRS during the last or current spray round?

		….calculate % of sprayed houses out of those visited						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.3

		Service Delivery Point (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

				Reporting Period:		Answer				To:

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of IRS and the completion of the source document -

		Indicator-specific notes for auditor:  The source document should be the daily spray team report.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording IRS. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.4		Are there indication that there are delays between delivery of IRS and recording of the delivery on the source document?

		1.5		If the delivery of IRS and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Select at least one community that recently received IRS and review the source documents completed during the reporting period (or last/current spray round). Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date; (2) precise location; (3) material used for spraying.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: Double counting is a low risk because people residing in the house have to be present during the spraying operation after clearing the rooms of furniture and other items. However, spray operators may be insufficiently motivated to spray all houses or rooms, in particular those houses located in hard to reach areas.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor: The type of report which can be used to verify numbers will depend on the timing of the audit review. An audit review occurring at the beginning of the spraying operations may only find daily and weekly reports. An audit review taking place in the middle of the operations may find monthly reports and at the end of the operation will find locality completion, sector completion and spraying completion reports.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of houses recorded as having received IRS during the reporting period by reviewing the source documents.

		3.2		Copy the number of houses reported as having received IRS during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checks may be done by comparing the expected number of sachets (or empty insecticide containers) used with the actual number of sachets used.

		CROSS-CHECK 1 : Expected vs. actual sachets used.  Was this cross check performed?

		4.1		List the estimated number of sachets used per structure (this information can be obtained from the program manager.)

		4.2		List the number of structures that were sprayed during the reporting period in the community.

		Calculate the expected number of sachets used per structure by multiplying 4.1 and 4.2.						0

		4.3		Determine the number of sachets used. This information may be obtained from the program manager. Empty sachets may also be stored for subsequent safe disposal at the program manager's office.

		...calculate % difference in cross check 1.						-

		4.4		Determine the reason for any differences that exist between expected and actual use of sachets.

		4.5		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of IRS -

		Indicator-specific notes for auditor:   A sample of houses that received IRS recently (during the last spray round) may be visited.

		5.1		If feasible, visit 5-10 houses in a community which recently received IRS. How many houses were visited?

		5.2		Of those houses visited, how many received IRS during the last or current spray round?

		….calculate % of sprayed houses out of those visited						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.4

		Service Delivery Point (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

				Reporting Period:		Answer				To:

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of IRS and the completion of the source document -

		Indicator-specific notes for auditor:  The source document should be the daily spray team report.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording IRS. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.4		Are there indication that there are delays between delivery of IRS and recording of the delivery on the source document?

		1.5		If the delivery of IRS and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Select at least one community that recently received IRS and review the source documents completed during the reporting period (or last/current spray round). Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date; (2) precise location; (3) material used for spraying.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: Double counting is a low risk because people residing in the house have to be present during the spraying operation after clearing the rooms of furniture and other items. However, spray operators may be insufficiently motivated to spray all houses or rooms, in particular those houses located in hard to reach areas.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor: The type of report which can be used to verify numbers will depend on the timing of the audit review. An audit review occurring at the beginning of the spraying operations may only find daily and weekly reports. An audit review taking place in the middle of the operations may find monthly reports and at the end of the operation will find locality completion, sector completion and spraying completion reports.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of houses recorded as having received IRS during the reporting period by reviewing the source documents.

		3.2		Copy the number of houses reported as having received IRS during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checks may be done by comparing the expected number of sachets (or empty insecticide containers) used with the actual number of sachets used.

		CROSS-CHECK 1 : Expected vs. actual sachets used.  Was this cross check performed?

		4.1		List the estimated number of sachets used per structure (this information can be obtained from the program manager.)

		4.2		List the number of structures that were sprayed during the reporting period in the community.

		Calculate the expected number of sachets used per structure by multiplying 4.1 and 4.2.						0

		4.3		Determine the number of sachets used. This information may be obtained from the program manager. Empty sachets may also be stored for subsequent safe disposal at the program manager's office.

		...calculate % difference in cross check 1.						-

		4.4		Determine the reason for any differences that exist between expected and actual use of sachets.

		4.5		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of IRS -

		Indicator-specific notes for auditor:   A sample of houses that received IRS recently (during the last spray round) may be visited.

		5.1		If feasible, visit 5-10 houses in a community which recently received IRS. How many houses were visited?

		5.2		Of those houses visited, how many received IRS during the last or current spray round?

		….calculate % of sprayed houses out of those visited						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.5

		Service Delivery Point (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

				Reporting Period:		Answer				To:

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of IRS and the completion of the source document -

		Indicator-specific notes for auditor:  The source document should be the daily spray team report.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording IRS. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.4		Are there indication that there are delays between delivery of IRS and recording of the delivery on the source document?

		1.5		If the delivery of IRS and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Select at least one community that recently received IRS and review the source documents completed during the reporting period (or last/current spray round). Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date; (2) precise location; (3) material used for spraying.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: Double counting is a low risk because people residing in the house have to be present during the spraying operation after clearing the rooms of furniture and other items. However, spray operators may be insufficiently motivated to spray all houses or rooms, in particular those houses located in hard to reach areas.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor: The type of report which can be used to verify numbers will depend on the timing of the audit review. An audit review occurring at the beginning of the spraying operations may only find daily and weekly reports. An audit review taking place in the middle of the operations may find monthly reports and at the end of the operation will find locality completion, sector completion and spraying completion reports.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of houses recorded as having received IRS during the reporting period by reviewing the source documents.

		3.2		Copy the number of houses reported as having received IRS during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checks may be done by comparing the expected number of sachets (or empty insecticide containers) used with the actual number of sachets used.

		CROSS-CHECK 1 : Expected vs. actual sachets used.  Was this cross check performed?

		4.1		List the estimated number of sachets used per structure (this information can be obtained from the program manager.)

		4.2		List the number of structures that were sprayed during the reporting period in the community.

		Calculate the expected number of sachets used per structure by multiplying 4.1 and 4.2.						0

		4.3		Determine the number of sachets used. This information may be obtained from the program manager. Empty sachets may also be stored for subsequent safe disposal at the program manager's office.

		...calculate % difference in cross check 1.						-

		4.4		Determine the reason for any differences that exist between expected and actual use of sachets.

		4.5		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of IRS -

		Indicator-specific notes for auditor:   A sample of houses that received IRS recently (during the last spray round) may be visited.

		5.1		If feasible, visit 5-10 houses in a community which recently received IRS. How many houses were visited?

		5.2		Of those houses visited, how many received IRS during the last or current spray round?

		….calculate % of sprayed houses out of those visited						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.6

		Service Delivery Point (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

				Reporting Period:		Answer				To:

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of IRS and the completion of the source document -

		Indicator-specific notes for auditor:  The source document should be the daily spray team report.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording IRS. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.4		Are there indication that there are delays between delivery of IRS and recording of the delivery on the source document?

		1.5		If the delivery of IRS and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Select at least one community that recently received IRS and review the source documents completed during the reporting period (or last/current spray round). Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date; (2) precise location; (3) material used for spraying.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: Double counting is a low risk because people residing in the house have to be present during the spraying operation after clearing the rooms of furniture and other items. However, spray operators may be insufficiently motivated to spray all houses or rooms, in particular those houses located in hard to reach areas.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor: The type of report which can be used to verify numbers will depend on the timing of the audit review. An audit review occurring at the beginning of the spraying operations may only find daily and weekly reports. An audit review taking place in the middle of the operations may find monthly reports and at the end of the operation will find locality completion, sector completion and spraying completion reports.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of houses recorded as having received IRS during the reporting period by reviewing the source documents.

		3.2		Copy the number of houses reported as having received IRS during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checks may be done by comparing the expected number of sachets (or empty insecticide containers) used with the actual number of sachets used.

		CROSS-CHECK 1 : Expected vs. actual sachets used.  Was this cross check performed?

		4.1		List the estimated number of sachets used per structure (this information can be obtained from the program manager.)

		4.2		List the number of structures that were sprayed during the reporting period in the community.

		Calculate the expected number of sachets used per structure by multiplying 4.1 and 4.2.						0

		4.3		Determine the number of sachets used. This information may be obtained from the program manager. Empty sachets may also be stored for subsequent safe disposal at the program manager's office.

		...calculate % difference in cross check 1.						-

		4.4		Determine the reason for any differences that exist between expected and actual use of sachets.

		4.5		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of IRS -

		Indicator-specific notes for auditor:   A sample of houses that received IRS recently (during the last spray round) may be visited.

		5.1		If feasible, visit 5-10 houses in a community which recently received IRS. How many houses were visited?

		5.2		Of those houses visited, how many received IRS during the last or current spray round?

		….calculate % of sprayed houses out of those visited						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Intermediate Level 2

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 2.1

		Service Delivery Point (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

				Reporting Period:		Answer				To:

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of IRS and the completion of the source document -

		Indicator-specific notes for auditor:  The source document should be the daily spray team report.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording IRS. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.4		Are there indication that there are delays between delivery of IRS and recording of the delivery on the source document?

		1.5		If the delivery of IRS and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Select at least one community that recently received IRS and review the source documents completed during the reporting period (or last/current spray round). Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date; (2) precise location; (3) material used for spraying.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: Double counting is a low risk because people residing in the house have to be present during the spraying operation after clearing the rooms of furniture and other items. However, spray operators may be insufficiently motivated to spray all houses or rooms, in particular those houses located in hard to reach areas.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor: The type of report which can be used to verify numbers will depend on the timing of the audit review. An audit review occurring at the beginning of the spraying operations may only find daily and weekly reports. An audit review taking place in the middle of the operations may find monthly reports and at the end of the operation will find locality completion, sector completion and spraying completion reports.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of houses recorded as having received IRS during the reporting period by reviewing the source documents.

		3.2		Copy the number of houses reported as having received IRS during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checks may be done by comparing the expected number of sachets (or empty insecticide containers) used with the actual number of sachets used.

		CROSS-CHECK 1 : Expected vs. actual sachets used.  Was this cross check performed?

		4.1		List the estimated number of sachets used per structure (this information can be obtained from the program manager.)

		4.2		List the number of structures that were sprayed during the reporting period in the community.

		Calculate the expected number of sachets used per structure by multiplying 4.1 and 4.2.						0

		4.3		Determine the number of sachets used. This information may be obtained from the program manager. Empty sachets may also be stored for subsequent safe disposal at the program manager's office.

		...calculate % difference in cross check 1.						-

		4.4		Determine the reason for any differences that exist between expected and actual use of sachets.

		4.5		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of IRS -

		Indicator-specific notes for auditor:   A sample of houses that received IRS recently (during the last spray round) may be visited.

		5.1		If feasible, visit 5-10 houses in a community which recently received IRS. How many houses were visited?

		5.2		Of those houses visited, how many received IRS during the last or current spray round?

		….calculate % of sprayed houses out of those visited						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.2

		Service Delivery Point (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

				Reporting Period:		Answer				To:

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of IRS and the completion of the source document -

		Indicator-specific notes for auditor:  The source document should be the daily spray team report.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording IRS. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.4		Are there indication that there are delays between delivery of IRS and recording of the delivery on the source document?

		1.5		If the delivery of IRS and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Select at least one community that recently received IRS and review the source documents completed during the reporting period (or last/current spray round). Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date; (2) precise location; (3) material used for spraying.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: Double counting is a low risk because people residing in the house have to be present during the spraying operation after clearing the rooms of furniture and other items. However, spray operators may be insufficiently motivated to spray all houses or rooms, in particular those houses located in hard to reach areas.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor: The type of report which can be used to verify numbers will depend on the timing of the audit review. An audit review occurring at the beginning of the spraying operations may only find daily and weekly reports. An audit review taking place in the middle of the operations may find monthly reports and at the end of the operation will find locality completion, sector completion and spraying completion reports.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of houses recorded as having received IRS during the reporting period by reviewing the source documents.

		3.2		Copy the number of houses reported as having received IRS during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checks may be done by comparing the expected number of sachets (or empty insecticide containers) used with the actual number of sachets used.

		CROSS-CHECK 1 : Expected vs. actual sachets used.  Was this cross check performed?

		4.1		List the estimated number of sachets used per structure (this information can be obtained from the program manager.)

		4.2		List the number of structures that were sprayed during the reporting period in the community.

		Calculate the expected number of sachets used per structure by multiplying 4.1 and 4.2.						0

		4.3		Determine the number of sachets used. This information may be obtained from the program manager. Empty sachets may also be stored for subsequent safe disposal at the program manager's office.

		...calculate % difference in cross check 1.						-

		4.4		Determine the reason for any differences that exist between expected and actual use of sachets.

		4.5		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of IRS -

		Indicator-specific notes for auditor:   A sample of houses that received IRS recently (during the last spray round) may be visited.

		5.1		If feasible, visit 5-10 houses in a community which recently received IRS. How many houses were visited?

		5.2		Of those houses visited, how many received IRS during the last or current spray round?

		….calculate % of sprayed houses out of those visited						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.3

		Service Delivery Point (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

				Reporting Period:		Answer				To:

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of IRS and the completion of the source document -

		Indicator-specific notes for auditor:  The source document should be the daily spray team report.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording IRS. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.4		Are there indication that there are delays between delivery of IRS and recording of the delivery on the source document?

		1.5		If the delivery of IRS and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Select at least one community that recently received IRS and review the source documents completed during the reporting period (or last/current spray round). Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date; (2) precise location; (3) material used for spraying.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: Double counting is a low risk because people residing in the house have to be present during the spraying operation after clearing the rooms of furniture and other items. However, spray operators may be insufficiently motivated to spray all houses or rooms, in particular those houses located in hard to reach areas.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor: The type of report which can be used to verify numbers will depend on the timing of the audit review. An audit review occurring at the beginning of the spraying operations may only find daily and weekly reports. An audit review taking place in the middle of the operations may find monthly reports and at the end of the operation will find locality completion, sector completion and spraying completion reports.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of houses recorded as having received IRS during the reporting period by reviewing the source documents.

		3.2		Copy the number of houses reported as having received IRS during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checks may be done by comparing the expected number of sachets (or empty insecticide containers) used with the actual number of sachets used.

		CROSS-CHECK 1 : Expected vs. actual sachets used.  Was this cross check performed?

		4.1		List the estimated number of sachets used per structure (this information can be obtained from the program manager.)

		4.2		List the number of structures that were sprayed during the reporting period in the community.

		Calculate the expected number of sachets used per structure by multiplying 4.1 and 4.2.						0

		4.3		Determine the number of sachets used. This information may be obtained from the program manager. Empty sachets may also be stored for subsequent safe disposal at the program manager's office.

		...calculate % difference in cross check 1.						-

		4.4		Determine the reason for any differences that exist between expected and actual use of sachets.

		4.5		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of IRS -

		Indicator-specific notes for auditor:   A sample of houses that received IRS recently (during the last spray round) may be visited.

		5.1		If feasible, visit 5-10 houses in a community which recently received IRS. How many houses were visited?

		5.2		Of those houses visited, how many received IRS during the last or current spray round?

		….calculate % of sprayed houses out of those visited						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.4

		Service Delivery Point (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

				Reporting Period:		Answer				To:

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of IRS and the completion of the source document -

		Indicator-specific notes for auditor:  The source document should be the daily spray team report.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording IRS. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.4		Are there indication that there are delays between delivery of IRS and recording of the delivery on the source document?

		1.5		If the delivery of IRS and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Select at least one community that recently received IRS and review the source documents completed during the reporting period (or last/current spray round). Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date; (2) precise location; (3) material used for spraying.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: Double counting is a low risk because people residing in the house have to be present during the spraying operation after clearing the rooms of furniture and other items. However, spray operators may be insufficiently motivated to spray all houses or rooms, in particular those houses located in hard to reach areas.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor: The type of report which can be used to verify numbers will depend on the timing of the audit review. An audit review occurring at the beginning of the spraying operations may only find daily and weekly reports. An audit review taking place in the middle of the operations may find monthly reports and at the end of the operation will find locality completion, sector completion and spraying completion reports.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of houses recorded as having received IRS during the reporting period by reviewing the source documents.

		3.2		Copy the number of houses reported as having received IRS during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checks may be done by comparing the expected number of sachets (or empty insecticide containers) used with the actual number of sachets used.

		CROSS-CHECK 1 : Expected vs. actual sachets used.  Was this cross check performed?

		4.1		List the estimated number of sachets used per structure (this information can be obtained from the program manager.)

		4.2		List the number of structures that were sprayed during the reporting period in the community.

		Calculate the expected number of sachets used per structure by multiplying 4.1 and 4.2.						0

		4.3		Determine the number of sachets used. This information may be obtained from the program manager. Empty sachets may also be stored for subsequent safe disposal at the program manager's office.

		...calculate % difference in cross check 1.						-

		4.4		Determine the reason for any differences that exist between expected and actual use of sachets.

		4.5		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of IRS -

		Indicator-specific notes for auditor:   A sample of houses that received IRS recently (during the last spray round) may be visited.

		5.1		If feasible, visit 5-10 houses in a community which recently received IRS. How many houses were visited?

		5.2		Of those houses visited, how many received IRS during the last or current spray round?

		….calculate % of sprayed houses out of those visited						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.5

		Service Delivery Point (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

				Reporting Period:		Answer				To:

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of IRS and the completion of the source document -

		Indicator-specific notes for auditor:  The source document should be the daily spray team report.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording IRS. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.4		Are there indication that there are delays between delivery of IRS and recording of the delivery on the source document?

		1.5		If the delivery of IRS and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Select at least one community that recently received IRS and review the source documents completed during the reporting period (or last/current spray round). Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date; (2) precise location; (3) material used for spraying.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: Double counting is a low risk because people residing in the house have to be present during the spraying operation after clearing the rooms of furniture and other items. However, spray operators may be insufficiently motivated to spray all houses or rooms, in particular those houses located in hard to reach areas.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor: The type of report which can be used to verify numbers will depend on the timing of the audit review. An audit review occurring at the beginning of the spraying operations may only find daily and weekly reports. An audit review taking place in the middle of the operations may find monthly reports and at the end of the operation will find locality completion, sector completion and spraying completion reports.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of houses recorded as having received IRS during the reporting period by reviewing the source documents.

		3.2		Copy the number of houses reported as having received IRS during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checks may be done by comparing the expected number of sachets (or empty insecticide containers) used with the actual number of sachets used.

		CROSS-CHECK 1 : Expected vs. actual sachets used.  Was this cross check performed?

		4.1		List the estimated number of sachets used per structure (this information can be obtained from the program manager.)

		4.2		List the number of structures that were sprayed during the reporting period in the community.

		Calculate the expected number of sachets used per structure by multiplying 4.1 and 4.2.						0

		4.3		Determine the number of sachets used. This information may be obtained from the program manager. Empty sachets may also be stored for subsequent safe disposal at the program manager's office.

		...calculate % difference in cross check 1.						-

		4.4		Determine the reason for any differences that exist between expected and actual use of sachets.

		4.5		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of IRS -

		Indicator-specific notes for auditor:   A sample of houses that received IRS recently (during the last spray round) may be visited.

		5.1		If feasible, visit 5-10 houses in a community which recently received IRS. How many houses were visited?

		5.2		Of those houses visited, how many received IRS during the last or current spray round?

		….calculate % of sprayed houses out of those visited						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.6

		Service Delivery Point (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

				Reporting Period:		Answer				To:

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of IRS and the completion of the source document -

		Indicator-specific notes for auditor:  The source document should be the daily spray team report.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording IRS. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.4		Are there indication that there are delays between delivery of IRS and recording of the delivery on the source document?

		1.5		If the delivery of IRS and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Select at least one community that recently received IRS and review the source documents completed during the reporting period (or last/current spray round). Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date; (2) precise location; (3) material used for spraying.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: Double counting is a low risk because people residing in the house have to be present during the spraying operation after clearing the rooms of furniture and other items. However, spray operators may be insufficiently motivated to spray all houses or rooms, in particular those houses located in hard to reach areas.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor: The type of report which can be used to verify numbers will depend on the timing of the audit review. An audit review occurring at the beginning of the spraying operations may only find daily and weekly reports. An audit review taking place in the middle of the operations may find monthly reports and at the end of the operation will find locality completion, sector completion and spraying completion reports.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of houses recorded as having received IRS during the reporting period by reviewing the source documents.

		3.2		Copy the number of houses reported as having received IRS during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checks may be done by comparing the expected number of sachets (or empty insecticide containers) used with the actual number of sachets used.

		CROSS-CHECK 1 : Expected vs. actual sachets used.  Was this cross check performed?

		4.1		List the estimated number of sachets used per structure (this information can be obtained from the program manager.)

		4.2		List the number of structures that were sprayed during the reporting period in the community.

		Calculate the expected number of sachets used per structure by multiplying 4.1 and 4.2.						0

		4.3		Determine the number of sachets used. This information may be obtained from the program manager. Empty sachets may also be stored for subsequent safe disposal at the program manager's office.

		...calculate % difference in cross check 1.						-

		4.4		Determine the reason for any differences that exist between expected and actual use of sachets.

		4.5		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of IRS -

		Indicator-specific notes for auditor:   A sample of houses that received IRS recently (during the last spray round) may be visited.

		5.1		If feasible, visit 5-10 houses in a community which recently received IRS. How many houses were visited?

		5.2		Of those houses visited, how many received IRS during the last or current spray round?

		….calculate % of sprayed houses out of those visited						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Regional Level 2

		Regional Aggregation Level (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Regional Aggregation Site is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the Regional summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Regional Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the Regional Aggregation Site.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the Regional Aggregation Site numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Regional Aggregation Site (and released or submitted to the funding agency )

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (Regional Aggregation Site)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the Regional Aggregation Site		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers reported  by the Regional Aggregation Site for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the Regional Aggregation Site or in a database.

		1.3		What result was contained for the audited Intermediate Aggregation Site no.1 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Intermediate Aggregation Site no.2 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the Regional Aggregation Site for those Intermediate Aggregation Sites.

		1.5		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the Regional Aggregation Site should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time? (i.e., on time means that the report was able to be used in the summary report prepared by the Regional Aggregation Site)

		Calculate % On time Reports						-

		2.4		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data.)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Intermediate Level 3

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 3.1

		Service Delivery Point (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

				Reporting Period:		Answer				To:

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of IRS and the completion of the source document -

		Indicator-specific notes for auditor:  The source document should be the daily spray team report.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording IRS. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.4		Are there indication that there are delays between delivery of IRS and recording of the delivery on the source document?

		1.5		If the delivery of IRS and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Select at least one community that recently received IRS and review the source documents completed during the reporting period (or last/current spray round). Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date; (2) precise location; (3) material used for spraying.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: Double counting is a low risk because people residing in the house have to be present during the spraying operation after clearing the rooms of furniture and other items. However, spray operators may be insufficiently motivated to spray all houses or rooms, in particular those houses located in hard to reach areas.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor: The type of report which can be used to verify numbers will depend on the timing of the audit review. An audit review occurring at the beginning of the spraying operations may only find daily and weekly reports. An audit review taking place in the middle of the operations may find monthly reports and at the end of the operation will find locality completion, sector completion and spraying completion reports.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of houses recorded as having received IRS during the reporting period by reviewing the source documents.

		3.2		Copy the number of houses reported as having received IRS during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checks may be done by comparing the expected number of sachets (or empty insecticide containers) used with the actual number of sachets used.

		CROSS-CHECK 1 : Expected vs. actual sachets used.  Was this cross check performed?

		4.1		List the estimated number of sachets used per structure (this information can be obtained from the program manager.)

		4.2		List the number of structures that were sprayed during the reporting period in the community.

		Calculate the expected number of sachets used per structure by multiplying 4.1 and 4.2.						0

		4.3		Determine the number of sachets used. This information may be obtained from the program manager. Empty sachets may also be stored for subsequent safe disposal at the program manager's office.

		...calculate % difference in cross check 1.						-

		4.4		Determine the reason for any differences that exist between expected and actual use of sachets.

		4.5		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of IRS -

		Indicator-specific notes for auditor:   A sample of houses that received IRS recently (during the last spray round) may be visited.

		5.1		If feasible, visit 5-10 houses in a community which recently received IRS. How many houses were visited?

		5.2		Of those houses visited, how many received IRS during the last or current spray round?

		….calculate % of sprayed houses out of those visited						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.2

		Service Delivery Point (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

				Reporting Period:		Answer				To:

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of IRS and the completion of the source document -

		Indicator-specific notes for auditor:  The source document should be the daily spray team report.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording IRS. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.4		Are there indication that there are delays between delivery of IRS and recording of the delivery on the source document?

		1.5		If the delivery of IRS and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Select at least one community that recently received IRS and review the source documents completed during the reporting period (or last/current spray round). Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date; (2) precise location; (3) material used for spraying.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: Double counting is a low risk because people residing in the house have to be present during the spraying operation after clearing the rooms of furniture and other items. However, spray operators may be insufficiently motivated to spray all houses or rooms, in particular those houses located in hard to reach areas.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor: The type of report which can be used to verify numbers will depend on the timing of the audit review. An audit review occurring at the beginning of the spraying operations may only find daily and weekly reports. An audit review taking place in the middle of the operations may find monthly reports and at the end of the operation will find locality completion, sector completion and spraying completion reports.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of houses recorded as having received IRS during the reporting period by reviewing the source documents.

		3.2		Copy the number of houses reported as having received IRS during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checks may be done by comparing the expected number of sachets (or empty insecticide containers) used with the actual number of sachets used.

		CROSS-CHECK 1 : Expected vs. actual sachets used.  Was this cross check performed?

		4.1		List the estimated number of sachets used per structure (this information can be obtained from the program manager.)

		4.2		List the number of structures that were sprayed during the reporting period in the community.

		Calculate the expected number of sachets used per structure by multiplying 4.1 and 4.2.						0

		4.3		Determine the number of sachets used. This information may be obtained from the program manager. Empty sachets may also be stored for subsequent safe disposal at the program manager's office.

		...calculate % difference in cross check 1.						-

		4.4		Determine the reason for any differences that exist between expected and actual use of sachets.

		4.5		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of IRS -

		Indicator-specific notes for auditor:   A sample of houses that received IRS recently (during the last spray round) may be visited.

		5.1		If feasible, visit 5-10 houses in a community which recently received IRS. How many houses were visited?

		5.2		Of those houses visited, how many received IRS during the last or current spray round?

		….calculate % of sprayed houses out of those visited						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.3

		Service Delivery Point (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

				Reporting Period:		Answer				To:

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of IRS and the completion of the source document -

		Indicator-specific notes for auditor:  The source document should be the daily spray team report.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording IRS. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.4		Are there indication that there are delays between delivery of IRS and recording of the delivery on the source document?

		1.5		If the delivery of IRS and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Select at least one community that recently received IRS and review the source documents completed during the reporting period (or last/current spray round). Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date; (2) precise location; (3) material used for spraying.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: Double counting is a low risk because people residing in the house have to be present during the spraying operation after clearing the rooms of furniture and other items. However, spray operators may be insufficiently motivated to spray all houses or rooms, in particular those houses located in hard to reach areas.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor: The type of report which can be used to verify numbers will depend on the timing of the audit review. An audit review occurring at the beginning of the spraying operations may only find daily and weekly reports. An audit review taking place in the middle of the operations may find monthly reports and at the end of the operation will find locality completion, sector completion and spraying completion reports.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of houses recorded as having received IRS during the reporting period by reviewing the source documents.

		3.2		Copy the number of houses reported as having received IRS during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checks may be done by comparing the expected number of sachets (or empty insecticide containers) used with the actual number of sachets used.

		CROSS-CHECK 1 : Expected vs. actual sachets used.  Was this cross check performed?

		4.1		List the estimated number of sachets used per structure (this information can be obtained from the program manager.)

		4.2		List the number of structures that were sprayed during the reporting period in the community.

		Calculate the expected number of sachets used per structure by multiplying 4.1 and 4.2.						0

		4.3		Determine the number of sachets used. This information may be obtained from the program manager. Empty sachets may also be stored for subsequent safe disposal at the program manager's office.

		...calculate % difference in cross check 1.						-

		4.4		Determine the reason for any differences that exist between expected and actual use of sachets.

		4.5		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of IRS -

		Indicator-specific notes for auditor:   A sample of houses that received IRS recently (during the last spray round) may be visited.

		5.1		If feasible, visit 5-10 houses in a community which recently received IRS. How many houses were visited?

		5.2		Of those houses visited, how many received IRS during the last or current spray round?

		….calculate % of sprayed houses out of those visited						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.4

		Service Delivery Point (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

				Reporting Period:		Answer				To:

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of IRS and the completion of the source document -

		Indicator-specific notes for auditor:  The source document should be the daily spray team report.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording IRS. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.4		Are there indication that there are delays between delivery of IRS and recording of the delivery on the source document?

		1.5		If the delivery of IRS and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Select at least one community that recently received IRS and review the source documents completed during the reporting period (or last/current spray round). Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date; (2) precise location; (3) material used for spraying.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: Double counting is a low risk because people residing in the house have to be present during the spraying operation after clearing the rooms of furniture and other items. However, spray operators may be insufficiently motivated to spray all houses or rooms, in particular those houses located in hard to reach areas.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor: The type of report which can be used to verify numbers will depend on the timing of the audit review. An audit review occurring at the beginning of the spraying operations may only find daily and weekly reports. An audit review taking place in the middle of the operations may find monthly reports and at the end of the operation will find locality completion, sector completion and spraying completion reports.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of houses recorded as having received IRS during the reporting period by reviewing the source documents.

		3.2		Copy the number of houses reported as having received IRS during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checks may be done by comparing the expected number of sachets (or empty insecticide containers) used with the actual number of sachets used.

		CROSS-CHECK 1 : Expected vs. actual sachets used.  Was this cross check performed?

		4.1		List the estimated number of sachets used per structure (this information can be obtained from the program manager.)

		4.2		List the number of structures that were sprayed during the reporting period in the community.

		Calculate the expected number of sachets used per structure by multiplying 4.1 and 4.2.						0

		4.3		Determine the number of sachets used. This information may be obtained from the program manager. Empty sachets may also be stored for subsequent safe disposal at the program manager's office.

		...calculate % difference in cross check 1.						-

		4.4		Determine the reason for any differences that exist between expected and actual use of sachets.

		4.5		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of IRS -

		Indicator-specific notes for auditor:   A sample of houses that received IRS recently (during the last spray round) may be visited.

		5.1		If feasible, visit 5-10 houses in a community which recently received IRS. How many houses were visited?

		5.2		Of those houses visited, how many received IRS during the last or current spray round?

		….calculate % of sprayed houses out of those visited						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.5

		Service Delivery Point (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

				Reporting Period:		Answer				To:

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of IRS and the completion of the source document -

		Indicator-specific notes for auditor:  The source document should be the daily spray team report.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording IRS. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.4		Are there indication that there are delays between delivery of IRS and recording of the delivery on the source document?

		1.5		If the delivery of IRS and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Select at least one community that recently received IRS and review the source documents completed during the reporting period (or last/current spray round). Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date; (2) precise location; (3) material used for spraying.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: Double counting is a low risk because people residing in the house have to be present during the spraying operation after clearing the rooms of furniture and other items. However, spray operators may be insufficiently motivated to spray all houses or rooms, in particular those houses located in hard to reach areas.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor: The type of report which can be used to verify numbers will depend on the timing of the audit review. An audit review occurring at the beginning of the spraying operations may only find daily and weekly reports. An audit review taking place in the middle of the operations may find monthly reports and at the end of the operation will find locality completion, sector completion and spraying completion reports.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of houses recorded as having received IRS during the reporting period by reviewing the source documents.

		3.2		Copy the number of houses reported as having received IRS during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checks may be done by comparing the expected number of sachets (or empty insecticide containers) used with the actual number of sachets used.

		CROSS-CHECK 1 : Expected vs. actual sachets used.  Was this cross check performed?

		4.1		List the estimated number of sachets used per structure (this information can be obtained from the program manager.)

		4.2		List the number of structures that were sprayed during the reporting period in the community.

		Calculate the expected number of sachets used per structure by multiplying 4.1 and 4.2.						0

		4.3		Determine the number of sachets used. This information may be obtained from the program manager. Empty sachets may also be stored for subsequent safe disposal at the program manager's office.

		...calculate % difference in cross check 1.						-

		4.4		Determine the reason for any differences that exist between expected and actual use of sachets.

		4.5		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of IRS -

		Indicator-specific notes for auditor:   A sample of houses that received IRS recently (during the last spray round) may be visited.

		5.1		If feasible, visit 5-10 houses in a community which recently received IRS. How many houses were visited?

		5.2		Of those houses visited, how many received IRS during the last or current spray round?

		….calculate % of sprayed houses out of those visited						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.6

		Service Delivery Point (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

				Reporting Period:		Answer				To:

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of IRS and the completion of the source document -

		Indicator-specific notes for auditor:  The source document should be the daily spray team report.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording IRS. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.4		Are there indication that there are delays between delivery of IRS and recording of the delivery on the source document?

		1.5		If the delivery of IRS and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Select at least one community that recently received IRS and review the source documents completed during the reporting period (or last/current spray round). Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date; (2) precise location; (3) material used for spraying.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: Double counting is a low risk because people residing in the house have to be present during the spraying operation after clearing the rooms of furniture and other items. However, spray operators may be insufficiently motivated to spray all houses or rooms, in particular those houses located in hard to reach areas.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor: The type of report which can be used to verify numbers will depend on the timing of the audit review. An audit review occurring at the beginning of the spraying operations may only find daily and weekly reports. An audit review taking place in the middle of the operations may find monthly reports and at the end of the operation will find locality completion, sector completion and spraying completion reports.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of houses recorded as having received IRS during the reporting period by reviewing the source documents.

		3.2		Copy the number of houses reported as having received IRS during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checks may be done by comparing the expected number of sachets (or empty insecticide containers) used with the actual number of sachets used.

		CROSS-CHECK 1 : Expected vs. actual sachets used.  Was this cross check performed?

		4.1		List the estimated number of sachets used per structure (this information can be obtained from the program manager.)

		4.2		List the number of structures that were sprayed during the reporting period in the community.

		Calculate the expected number of sachets used per structure by multiplying 4.1 and 4.2.						0

		4.3		Determine the number of sachets used. This information may be obtained from the program manager. Empty sachets may also be stored for subsequent safe disposal at the program manager's office.

		...calculate % difference in cross check 1.						-

		4.4		Determine the reason for any differences that exist between expected and actual use of sachets.

		4.5		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of IRS -

		Indicator-specific notes for auditor:   A sample of houses that received IRS recently (during the last spray round) may be visited.

		5.1		If feasible, visit 5-10 houses in a community which recently received IRS. How many houses were visited?

		5.2		Of those houses visited, how many received IRS during the last or current spray round?

		….calculate % of sprayed houses out of those visited						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Intermediate Level 4

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 4.1

		Service Delivery Point (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

				Reporting Period:		Answer				To:

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of IRS and the completion of the source document -

		Indicator-specific notes for auditor:  The source document should be the daily spray team report.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording IRS. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.4		Are there indication that there are delays between delivery of IRS and recording of the delivery on the source document?

		1.5		If the delivery of IRS and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Select at least one community that recently received IRS and review the source documents completed during the reporting period (or last/current spray round). Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date; (2) precise location; (3) material used for spraying.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: Double counting is a low risk because people residing in the house have to be present during the spraying operation after clearing the rooms of furniture and other items. However, spray operators may be insufficiently motivated to spray all houses or rooms, in particular those houses located in hard to reach areas.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor: The type of report which can be used to verify numbers will depend on the timing of the audit review. An audit review occurring at the beginning of the spraying operations may only find daily and weekly reports. An audit review taking place in the middle of the operations may find monthly reports and at the end of the operation will find locality completion, sector completion and spraying completion reports.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of houses recorded as having received IRS during the reporting period by reviewing the source documents.

		3.2		Copy the number of houses reported as having received IRS during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checks may be done by comparing the expected number of sachets (or empty insecticide containers) used with the actual number of sachets used.

		CROSS-CHECK 1 : Expected vs. actual sachets used.  Was this cross check performed?

		4.1		List the estimated number of sachets used per structure (this information can be obtained from the program manager.)

		4.2		List the number of structures that were sprayed during the reporting period in the community.

		Calculate the expected number of sachets used per structure by multiplying 4.1 and 4.2.						0

		4.3		Determine the number of sachets used. This information may be obtained from the program manager. Empty sachets may also be stored for subsequent safe disposal at the program manager's office.

		...calculate % difference in cross check 1.						-

		4.4		Determine the reason for any differences that exist between expected and actual use of sachets.

		4.5		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of IRS -

		Indicator-specific notes for auditor:   A sample of houses that received IRS recently (during the last spray round) may be visited.

		5.1		If feasible, visit 5-10 houses in a community which recently received IRS. How many houses were visited?

		5.2		Of those houses visited, how many received IRS during the last or current spray round?

		….calculate % of sprayed houses out of those visited						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.2

		Service Delivery Point (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

				Reporting Period:		Answer				To:

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of IRS and the completion of the source document -

		Indicator-specific notes for auditor:  The source document should be the daily spray team report.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording IRS. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.4		Are there indication that there are delays between delivery of IRS and recording of the delivery on the source document?

		1.5		If the delivery of IRS and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Select at least one community that recently received IRS and review the source documents completed during the reporting period (or last/current spray round). Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date; (2) precise location; (3) material used for spraying.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: Double counting is a low risk because people residing in the house have to be present during the spraying operation after clearing the rooms of furniture and other items. However, spray operators may be insufficiently motivated to spray all houses or rooms, in particular those houses located in hard to reach areas.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor: The type of report which can be used to verify numbers will depend on the timing of the audit review. An audit review occurring at the beginning of the spraying operations may only find daily and weekly reports. An audit review taking place in the middle of the operations may find monthly reports and at the end of the operation will find locality completion, sector completion and spraying completion reports.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of houses recorded as having received IRS during the reporting period by reviewing the source documents.

		3.2		Copy the number of houses reported as having received IRS during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checks may be done by comparing the expected number of sachets (or empty insecticide containers) used with the actual number of sachets used.

		CROSS-CHECK 1 : Expected vs. actual sachets used.  Was this cross check performed?

		4.1		List the estimated number of sachets used per structure (this information can be obtained from the program manager.)

		4.2		List the number of structures that were sprayed during the reporting period in the community.

		Calculate the expected number of sachets used per structure by multiplying 4.1 and 4.2.						0

		4.3		Determine the number of sachets used. This information may be obtained from the program manager. Empty sachets may also be stored for subsequent safe disposal at the program manager's office.

		...calculate % difference in cross check 1.						-

		4.4		Determine the reason for any differences that exist between expected and actual use of sachets.

		4.5		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of IRS -

		Indicator-specific notes for auditor:   A sample of houses that received IRS recently (during the last spray round) may be visited.

		5.1		If feasible, visit 5-10 houses in a community which recently received IRS. How many houses were visited?

		5.2		Of those houses visited, how many received IRS during the last or current spray round?

		….calculate % of sprayed houses out of those visited						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.3

		Service Delivery Point (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

				Reporting Period:		Answer				To:

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of IRS and the completion of the source document -

		Indicator-specific notes for auditor:  The source document should be the daily spray team report.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording IRS. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.4		Are there indication that there are delays between delivery of IRS and recording of the delivery on the source document?

		1.5		If the delivery of IRS and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Select at least one community that recently received IRS and review the source documents completed during the reporting period (or last/current spray round). Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date; (2) precise location; (3) material used for spraying.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: Double counting is a low risk because people residing in the house have to be present during the spraying operation after clearing the rooms of furniture and other items. However, spray operators may be insufficiently motivated to spray all houses or rooms, in particular those houses located in hard to reach areas.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor: The type of report which can be used to verify numbers will depend on the timing of the audit review. An audit review occurring at the beginning of the spraying operations may only find daily and weekly reports. An audit review taking place in the middle of the operations may find monthly reports and at the end of the operation will find locality completion, sector completion and spraying completion reports.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of houses recorded as having received IRS during the reporting period by reviewing the source documents.

		3.2		Copy the number of houses reported as having received IRS during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checks may be done by comparing the expected number of sachets (or empty insecticide containers) used with the actual number of sachets used.

		CROSS-CHECK 1 : Expected vs. actual sachets used.  Was this cross check performed?

		4.1		List the estimated number of sachets used per structure (this information can be obtained from the program manager.)

		4.2		List the number of structures that were sprayed during the reporting period in the community.

		Calculate the expected number of sachets used per structure by multiplying 4.1 and 4.2.						0

		4.3		Determine the number of sachets used. This information may be obtained from the program manager. Empty sachets may also be stored for subsequent safe disposal at the program manager's office.

		...calculate % difference in cross check 1.						-

		4.4		Determine the reason for any differences that exist between expected and actual use of sachets.

		4.5		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of IRS -

		Indicator-specific notes for auditor:   A sample of houses that received IRS recently (during the last spray round) may be visited.

		5.1		If feasible, visit 5-10 houses in a community which recently received IRS. How many houses were visited?

		5.2		Of those houses visited, how many received IRS during the last or current spray round?

		….calculate % of sprayed houses out of those visited						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.4

		Service Delivery Point (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

				Reporting Period:		Answer				To:

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of IRS and the completion of the source document -

		Indicator-specific notes for auditor:  The source document should be the daily spray team report.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording IRS. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.4		Are there indication that there are delays between delivery of IRS and recording of the delivery on the source document?

		1.5		If the delivery of IRS and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Select at least one community that recently received IRS and review the source documents completed during the reporting period (or last/current spray round). Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date; (2) precise location; (3) material used for spraying.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: Double counting is a low risk because people residing in the house have to be present during the spraying operation after clearing the rooms of furniture and other items. However, spray operators may be insufficiently motivated to spray all houses or rooms, in particular those houses located in hard to reach areas.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor: The type of report which can be used to verify numbers will depend on the timing of the audit review. An audit review occurring at the beginning of the spraying operations may only find daily and weekly reports. An audit review taking place in the middle of the operations may find monthly reports and at the end of the operation will find locality completion, sector completion and spraying completion reports.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of houses recorded as having received IRS during the reporting period by reviewing the source documents.

		3.2		Copy the number of houses reported as having received IRS during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checks may be done by comparing the expected number of sachets (or empty insecticide containers) used with the actual number of sachets used.

		CROSS-CHECK 1 : Expected vs. actual sachets used.  Was this cross check performed?

		4.1		List the estimated number of sachets used per structure (this information can be obtained from the program manager.)

		4.2		List the number of structures that were sprayed during the reporting period in the community.

		Calculate the expected number of sachets used per structure by multiplying 4.1 and 4.2.						0

		4.3		Determine the number of sachets used. This information may be obtained from the program manager. Empty sachets may also be stored for subsequent safe disposal at the program manager's office.

		...calculate % difference in cross check 1.						-

		4.4		Determine the reason for any differences that exist between expected and actual use of sachets.

		4.5		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of IRS -

		Indicator-specific notes for auditor:   A sample of houses that received IRS recently (during the last spray round) may be visited.

		5.1		If feasible, visit 5-10 houses in a community which recently received IRS. How many houses were visited?

		5.2		Of those houses visited, how many received IRS during the last or current spray round?

		….calculate % of sprayed houses out of those visited						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.5

		Service Delivery Point (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

				Reporting Period:		Answer				To:

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of IRS and the completion of the source document -

		Indicator-specific notes for auditor:  The source document should be the daily spray team report.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording IRS. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.4		Are there indication that there are delays between delivery of IRS and recording of the delivery on the source document?

		1.5		If the delivery of IRS and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Select at least one community that recently received IRS and review the source documents completed during the reporting period (or last/current spray round). Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date; (2) precise location; (3) material used for spraying.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: Double counting is a low risk because people residing in the house have to be present during the spraying operation after clearing the rooms of furniture and other items. However, spray operators may be insufficiently motivated to spray all houses or rooms, in particular those houses located in hard to reach areas.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor: The type of report which can be used to verify numbers will depend on the timing of the audit review. An audit review occurring at the beginning of the spraying operations may only find daily and weekly reports. An audit review taking place in the middle of the operations may find monthly reports and at the end of the operation will find locality completion, sector completion and spraying completion reports.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of houses recorded as having received IRS during the reporting period by reviewing the source documents.

		3.2		Copy the number of houses reported as having received IRS during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checks may be done by comparing the expected number of sachets (or empty insecticide containers) used with the actual number of sachets used.

		CROSS-CHECK 1 : Expected vs. actual sachets used.  Was this cross check performed?

		4.1		List the estimated number of sachets used per structure (this information can be obtained from the program manager.)

		4.2		List the number of structures that were sprayed during the reporting period in the community.

		Calculate the expected number of sachets used per structure by multiplying 4.1 and 4.2.						0

		4.3		Determine the number of sachets used. This information may be obtained from the program manager. Empty sachets may also be stored for subsequent safe disposal at the program manager's office.

		...calculate % difference in cross check 1.						-

		4.4		Determine the reason for any differences that exist between expected and actual use of sachets.

		4.5		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of IRS -

		Indicator-specific notes for auditor:   A sample of houses that received IRS recently (during the last spray round) may be visited.

		5.1		If feasible, visit 5-10 houses in a community which recently received IRS. How many houses were visited?

		5.2		Of those houses visited, how many received IRS during the last or current spray round?

		….calculate % of sprayed houses out of those visited						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.6

		Service Delivery Point (Protocol 2 - Data Verification)

		Indoor Residual Spraying (IRS)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

				Reporting Period:		Answer				To:

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of IRS and the completion of the source document -

		Indicator-specific notes for auditor:  The source document should be the daily spray team report.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording IRS. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.4		Are there indication that there are delays between delivery of IRS and recording of the delivery on the source document?

		1.5		If the delivery of IRS and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Select at least one community that recently received IRS and review the source documents completed during the reporting period (or last/current spray round). Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date; (2) precise location; (3) material used for spraying.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: Double counting is a low risk because people residing in the house have to be present during the spraying operation after clearing the rooms of furniture and other items. However, spray operators may be insufficiently motivated to spray all houses or rooms, in particular those houses located in hard to reach areas.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor: The type of report which can be used to verify numbers will depend on the timing of the audit review. An audit review occurring at the beginning of the spraying operations may only find daily and weekly reports. An audit review taking place in the middle of the operations may find monthly reports and at the end of the operation will find locality completion, sector completion and spraying completion reports.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of houses recorded as having received IRS during the reporting period by reviewing the source documents.

		3.2		Copy the number of houses reported as having received IRS during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checks may be done by comparing the expected number of sachets (or empty insecticide containers) used with the actual number of sachets used.

		CROSS-CHECK 1 : Expected vs. actual sachets used.  Was this cross check performed?

		4.1		List the estimated number of sachets used per structure (this information can be obtained from the program manager.)

		4.2		List the number of structures that were sprayed during the reporting period in the community.

		Calculate the expected number of sachets used per structure by multiplying 4.1 and 4.2.						0

		4.3		Determine the number of sachets used. This information may be obtained from the program manager. Empty sachets may also be stored for subsequent safe disposal at the program manager's office.

		...calculate % difference in cross check 1.						-

		4.4		Determine the reason for any differences that exist between expected and actual use of sachets.

		4.5		Any additional cross checking (add rows for additional relevant cross checks).

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of IRS -

		Indicator-specific notes for auditor:   A sample of houses that received IRS recently (during the last spray round) may be visited.

		5.1		If feasible, visit 5-10 houses in a community which recently received IRS. How many houses were visited?

		5.2		Of those houses visited, how many received IRS during the last or current spray round?

		….calculate % of sprayed houses out of those visited						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





SUMMARY_TABLE

		Important Note:  This table may need to be revised if a different sampling scheme is used or if not all intermediate aggregation sites include three service delivery sites.  It is important to carefully revise this table if a different sampling strategy (other than 4 intermediate aggregation level sites/districts and 3 service delivery sites per intermediate aggregation level site) is used in the Data Quality Audit.  Careful revision will be needed to ensure that all relevant data are used to measure the summary statistics.  If the worksheets are modified (e.g. worksheets added), it is critical to ensure that all formulas (including those hidden in columns) are reviewed by an expert in Excel.

										Step 1						Step 2						Step 3		Step 4

		SUMMARY TABLE

Trace and Verify								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Verified Counts at Audited Sites		Reported Count at Audited Sites		Site and Unadjusted District Verification Factors)		Observed Reported Count from All Sites in the "District"		Reported Count from the "District" at the M&E Unit (e.g. National Level)		Adjustment Factor  Rdi/Rni		Adjusted District Verification Factors		VF (Weight)		Total Verification Factor		% Available Reports		%  On-time Reports		% Complete Reports		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Lower 95% CI limit		Upper 95% CI limit		number of districts		Degrees of freedom t-distribution

		M&E Unit																																																df		P(2-tailed) = 0.025

		-		-						0.00		0.00				0.00		0.00						0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Intermediate Aggregation Level Sites and Service Delivery Sites																																																2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-																		3.00		3.18

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-																4.00		2.78

		1.1		-						0.00		0.00		-																																				5.00		2.57

		1.2		-						0.00		0.00		-

		1.3		-						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		1.6		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						0.00		0.00		-

		2.2		-						0.00		0.00		-

		2.3		-						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		2.6		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		3.6		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

		4.6		-						0.00		0.00		-

				Service Point Summary						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-

		11		-						0.00		0.00		-

		12		-						0.00		0.00		-





Summary_Statistics_No IAS

		DQA Summary Statistics (no Intermediate Aggregation Sites)

																																																																																-

																																																																																-

																																																																																-

																																																																																-

																																																																																-
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										% Available Reports		% Available Reports		% Available Reports



5
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3

% Available Reports

%  On-time Reports

% Complete Reports

Performance indicators

Percent

Summary of Reporting from DQA

0

0

0



SUMMARY_STATISTICS_2 IAL

		



Site Verification factors for DQA



SUMMARY_STATISTICS

		DQA Summary Statistics

																																																																																Accuracy		Availability		Timeliness		Completeness

																																																																												7		-		-		-		-		-

																																																																												6		-		-		-		-		-

																																																																												5		-		-		-		-		-

																																																																												4		-		-		-		-		-

																																																																												3		-		-		-		-		-

																																																																												2		-		-		-		-		-

																																																																												1		-		-		-		-		-





SUMMARY_STATISTICS

		0		0		0		0		0		0		0



-

-

-

-

-

-

-

Total and Adjusted District 
Verification Factors from DQA



		0		0		0		0		0		0		0



-

-

-

-

-

-

-

% Available Reports from DQA



		-		-		-		-		-		-



-

-

-

-

-

-

% On Time Reports from DQA

0

0

0

0

0

0



		0		0		0		0		0		0		0



-

-

-

-

-

-

-

% Complete Reports from DQA



		DQA Summary Statistics

																																																																																				Accuracy		Availability		Timeliness		Completeness
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		Important notes for the use of this spreadsheet:																														0

		1.  In order to use the Data Quality Audit tools you will need to ensure that your 'macro security' is set to something less than 'high'.  With the spreadsheet open go to the 'Tools' pull-down menu and select 'Macro', then 'Security'.  Select 'medium'.  Close Excel and re-open the file.  When you open file the next time you will have to select 'Enable Macros' for the application to work as designed.

		2.  On the HEADER Page (this page), please select number of intermediate aggregations levels (from the dropdown list) the data are reported through from service delivery point up to national level.  Then select the number of sampled intermediate aggregation sites (IAS) from the next dropdown list.   IAS are typically the district level health unit of the Ministry of Health.  Next, enter the number of sampled service delivery points (SDP), e.g. health units or facilities,  reporting to each intermediate site.  If you have an unequal number of SDP per district select the number corresponding to largest number of sampled SDP in a sampled district.  If SDPs report directly to national level select '0' from the IDS dropdown list.  Then select the number of SDPs in the sample.  Please see the INSTRUCTIONS page for more detail.

		3.  Please enter the health facility, or site, names into the sheet labeled 'Information Page'.  These names will then auto-populate the appropriate forms in the spreadsheet and help ensure a well organized assessment and good quality data.
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INSTRUCTIONS

		INSTRUCTIONS (Protocol 2 - Data Verification)

		Note:  The Audit Team should read the document "Data Quality Audit:  Guidelines for Implementation" in addition to these instructions prior to administering this protocol.

		OBJECTIVE

		The objective of this protocol is to (1) recount and verify the accuracy of reported data at selected sites; and (2) review the timeliness, completeness and availability of reports.

		CONTENT

		This Data Verification Protocol relates to the indicator:  Number of ITNs Distributed.  Indeed, because there can be significant differences between types of indicators and service delivery sites - e.g., health-based (clinics) and community-based sites, the DQA includes Indicator-specific Protocols with specific information and data quality challenges related to the indicator (e.g., the risk of double counting). This information is incorporated into the 5-steps of the protocol, which are outlined  below. 

The protocol begins with a description of the service(s) associated with the indicator to orient the Audit Team to the service being given and thus, what is being “counted” to measure the indicator.  This will help lead the Audit Team to the relevant source documents, which can be significantly different for various indicators (e.g., patient records, laboratory reports, training logs, etc).

The data verification takes place in two stages:

(1) In-depth verifications at the Service Delivery Points (SDPs); and
(2) Follow-up verifications at the relevant Intermediate Aggregation Levels (IALs) and at the Program/project M&E Unit. 
  
Typically, programs will have a 3-tier reporting system; In other words, the data will flow from Service Delivery Points (SDPs), 
to one Intermediate Aggregation Level (i.e., a Region or a District), and then to the central M&E Unit.

However, in some countries, SDPs may report directly to the central M&E Unit, without passing through Intermediate 
Aggregation Levels (IALs). In other countries, there could be two (or more) IALs with data being aggregated, for example,
at the District and then at the Provincial level before reaching the central M&E Unit. In such cases (i.e., a 2-tier or 4-tier reporting
system), the Data Verification Protocol will need to be adapted (as explained in the below).

		Editing the content of the Excel Template
The Excel Templates should be modified with care.  To enable the selective addition or removal of tabs for the different sites and 
levels the templates have been programmed in VBA (Visual Basic for Applications).  Modifications to the worksheets can disrupt the
programming and render the template inoperable.  However, it is possible to make certain changes that will make the template more 
useful during the DQA, and more descriptive of the information system.  For example, additional cross-checks and spot-checks can be
added to individual worksheets provided they are added at the bottom of the worksheet. Please do not 'insert' rows or columns in the
middle of the sheet as this could alter the calculation of certain performance indicators.  Other additions to the sheets can also be 
made at the bottom of the worksheet.

Up to six Service Delivery Sites within four Intermediate Aggregation Sites can be selected (i.e. 24 sites) so it is unlikely that service
points or intermediate sites will need to be added to "Information Page".   Simply select the desired number of each from the dropdown
lists on the “HEADER” page.  These selections can be modified later if need be.

It is acceptable to rename worksheet tabs as needed.

The worksheets are protected to guard against inadvertent changes to the contents .  To edit the contents of cells, unprotect the
worksheets by selecting 'Protection' from the 'Tools' pull-down menu.  Then select 'Unprotect'.  Remember to Re-protect the worksheet
after making the modifications.

		AUDITORS INSTRUCTIONS FOR USING THE PROTOCOL

		Service Delivery Points – 5 Types of Data Verifications

The first stage of the data-verification occurs at the Service Delivery Points. There are five types of standard data-verification steps that can be performed at this level :

1 - Description:  Describe the connection between the delivery of services/commodities and the completion of the source document that records that service delivery.

2 - Documentation Review:  Review availability and completeness of all indicator source documents for the selected reporting period.

3 - Trace and Verification:  Trace and verify reported numbers: (1) Recount the reported numbers from available source documents; (2) Compare the verified numbers to the site reported number; (3) Identify reasons for any differences. 

4 - Cross-checks:  Perform “cross-checks” of the verified report totals with other data-sources (e.g. inventory records, laboratory reports, registers, etc.).

5 - Spot-checks:  Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations.

		Intermediate Aggregation Levels (IALs) and Central M&E Unit – 2 Types of Data Verifications

The second stage of the data-verification occurs at the Intermediate Aggregation Levels (e.g., Districts, Regions) and at the Program/project M&E Unit. 

1 - Documentation Review:  Review availability, timeliness and completeness of expected reports from Service Delivery Points for the selected reporting period.

2 - Trace and Verification:  Trace and verify reported numbers: (1) Re-aggregate the numbers submitted by the Service Delivery Points; (2) Compare the verified counts to the numbers submitted to the next level (e.g., Central M&E Unit); (3) Identify reasons for any differences.

		Instructions for a "2-tier" or "4-tier" reporting system:

Selecting Levels and Sites
The Protocol 2:  Data Verification Excel template is designed to follow the DQA sampling methodology with regard to the selection of Intermediate Aggregation Levels and Service Delivery Sites.  On the "HEADER" tab, the Auditing Team can select the number of Intermediate Aggregation Sites, and the number of Service Delivery Sites reporting to each Intermediate Aggregation Site, according to the understanding reached with the Organization Commissioning the DQA.  In the event there more than, or less than, one intermediary level to the flow of data from service delivery level to the national level, the required numbers of intermediate levels and sites per level can be selected.  First select the number of Intermediate Aggregation Levels (e.g. region or district).  If the data passes through both the region and the district, select two levels.  If the data only passes through the district before being sent to national level, select one level.  In some countries the data is reported from the service delivery point directly to national level.  In this case, select zero intermediate levels.  

Next select the number of sites within each intermediate level.  The most likely sampling scheme calls for the random selection of three clusters (intermediate sites), 
and three Service Delivery Sites within each cluster.  In the event of two intermediate levels, the sampling scheme will most likely be two regional clusters, with two
district clusters within each region.  Then two service points will be selected within each district cluster for a total of eight Service Delivery Sites.  Modifications to 
this sampling scheme may become necessary due to constraints of time, distance and resources.  All changes to the methodology should be agreed upon with the 
Organization Commissioning the DQA before the field visits.

		Instructions for filling in the columns of the checklist:

A list of questions appears on the left on each worksheet (column B).  The Audit Team should read each question (statement) and  complete columns C/D, E, F and G.  Column C has a pull down menu (in the right bottom corner) for each question with response categories: "Yes - completely", "Partly", "No - not at all" and "N/A".  Column D should be used to enter numbers or percentages (which will be used in the calculations). Column E is for auditor notes and column F should be filled in with "Yes" if the Audit Team deems that issues raised by the response to a question(statement) are sufficient to require a "Recommendation Note" to the Program/project.

		OUTPUTS

		Based on all responses to the questions, the following Summary Statistics will be produced:

- Accuracy of Reported Data through the calculation of Verification Factors  generated from the recounting exercise performed at each level of the reporting system (i.e., percentage comparison of the reported numbers for the selected indicators to the verified numbers); 

- Availability, Completeness and Timeliness Reports through percentages calculated at the Intermediate Aggregation Level(s) and the M&E Unit.

		Interpretation of the Output:

Mathematical modeling of the modified two-stage cluster sampling technique used by the DQA has determined that the precision of estimates of the verification factor for immunization coverage data is too low for realistic use at the national level.  In simulations, Woodard et al(1) found that up to 30 districts would need to be sampled to achieve precision in the neighborhood of +/-10%.  Given the investment of time, staff and financial resources required to visit 30 districts, the calculation of a precise national verification factor is unlikely.  

That said, it is possible to gain an insight into the overall quality of data in a Program/project without reliance on the national estimate of VF.  The qualitative aspects of the DQA are adequate to determine the strengths and weaknesses of a given reporting system.  For example, if indicator definitions are poorly understood in a majority of a representative sample of sites, it is quite likely that indicator definitions are poorly understood in non-sampled districts as well.  The recounting of indicators and comparison with reported values for a sample of sites is similarly adequate to determine in a general sense whether data quality is good, mediocre or poor, even without the
benefit of a precise national estimate.   Missing reports or large disparities between recounted and reported results in a handful of
sites is indicative of similar disparities elsewhere.  

Ultimately, the national verification factor should be interpreted with caution.  For the purposes of the Data Quality Audit it should be 
used as an indication of data quality (or lack of data quality), rather than an exact measure.   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA)
  Ann Epidemiol  2007;17:628–633.





SERVICE DESCRIPTION

		SERVICE DESCRIPTION (Protocol 2 - Data Verification)

		Background Information on ITN Distribution

Insecticide-treated mosquito nets (ITNs) when used correctly and consistently, and when retreated on a regular basis, reduce malaria transmission and child deaths.  How often re-treatment is needed depends on the type of chemical insecticide used and can be as short as 2 month. Most programs retreat the nets every 6 month. 

The target groups for ITNs are pregnant women and children under five. 

Current WHO recommendations on ITN distribution is to integrate the delivery of ITNs and immunization. Several models may apply for delivery OF ITN:

		Integration of ITNs with routine immunization services:  Routine immunization is delivered through ANC clinics and Mother and Child Health Clinics. Both sites target pregnant women and children – the same target group for ITN distribution. The delivery of ITNs through ANC has involved two ways of providing the ITN subsidy: (1) giving a subsidized ITN (e.g. direct product) or (2) giving a discount voucher which can be exchanged for an ITN at a commercial or other pre-identified outlet. 

Generally, the ITNs are purchased and procured by the National Malaria Control Programme and distributed to districts and to the peripheral health facilities.

		Integration of ITNs with expanded routine child health services: Although static and outreach facilities have potential for reaching children under 1 year with EPI and other interventions, the potential is reduced for children 12 months and above. Child health weeks or days is an intensified delivery and promotion of child health interventions through routine services.  CHWs cover all areas of the country, not just outreach areas. CHWs and CHDs are not campaigns but expanded routine services. CHWs are more commonly used for the delivery of re-treatment than of ITNs.

Integration with vaccination campaigns: Immunization campaigns as those conducted for measles, polio, tetanus toxoid and yellow fever may be used as venues for ITN delivery.

		In provision of ITN with immunization or routine expanded child health services, some policies guide provision to pregnant women, some to caretakers of children and some to individual children.   It should be noted that health workers sometimes impose their own criteria on who receives an ITN or how many nets despite policy guidelines.  Such health-staff imposed systems of work are usually due to shortages of supplies or perceptions of shortage due to delays in re-supply.

		Source:   WHO/Global Malaria Programme.  2006 (Draft).  A Framework of Strategic Options for the Integrated Delivery of Insecticide-treated Nets and Immunization.  Prepared Jayne Webster (TARGETS Consortium, London School of Hygiene and Tropical Medicine) and Jenny Hill (Child and Reproductive Health Group, Liverpool School of Tropical Medicine and Hygiene).   http://www.who.int/malaria/docs/Frameworkstrategicoptions.pdf.   Accessed October 17, 2006.
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		B- BACKGROUND INFORMATION FOR COMPLETION OF TRACE AND VERIFY INDICATOR DATA PROTOCOL

		Name of Orgnization Implementing the DQA

		Country

		Program Area(s)

		Indicator(s)

		Grant Number(s)

		M&E Management Unit at Central Level

		Name of Site																Date of Audit

		1-

		Regional Sites

		Name of Site																Date of Audit

		1

		2

		Intermediate Aggregation Sites (IAS)

		Name of Site																Date of Audit

		1

		2

		3

		4

		-		add more lines as needed

		Service Delivery Points (SDPs)

		Name of Site																Date of Audit

		1.1

		1.2

		1.3

		1.4

		1.5

		1.6

		2.1

		2.2

		2.3

		2.4

		2.5

		2.6

		3.1

		3.2

		3.3

		3.4

		3.5

		3.6

		4.1

		4.2

		4.3

		4.4

		4.5

		4.6

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10

		11

		12





M&E_Unit

		M&E Unit (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the M&E Unit is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the M&E summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				M&E Unit:		-								Need for Recommendation (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		0.  Recording and Reporting System for ITN Distribution

		0.1		Provide a short description of the type of ITN distribution program (channel of delivery) for which the data are being verified (e.g. is the ITN distribution through ANC clinics? Through vaccination campaigns?  Etc.)

		0.2		Describe the recording and reporting system related to this ITN distribution program/channel of delivery (i.e. from initial recording of the ITN distribution to a person, if possible, given the source document(s) available, to the reporting of aggregated numbers to the M&E Unit). Please describe when recording of the distribution takes place, on what form(s) and by which staff member(s).

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the M&E Unit.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the M&E Unit numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the M&E Unit (and released or submitted to the funding agency)

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (M&E Unit)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the M&E Unit		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers used by the M&E Unit for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the M&E Unit or in a database.

		1.3		What result was contained for the audited Regional Aggregation Site no.1 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.1		What result was contained for the audited Intermediate Aggregation Site no.1 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.2		What result was contained for the audited Intermediate Aggregation Site no.2 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Regional Aggregation Site no.2 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.3		What result was contained for the audited Intermediate Aggregation Site no.3 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.4		What result was contained for the audited Intermediate Aggregation Site no.4 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the M&E Unit for those Intermediate Aggregation Sites.

		1.4		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the M&E Unit should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 1

		Note:   This protocol may need to be modified depending on the mode of delivery of ITN.  For example, counting ITN delivered may be done through counting ITN vouchers redeemed.

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO ITN DISTRIBUTION - Describe the connection between the distribution of the ITN(s) and the completion of the source document -

		Indicator-specific notes for auditor:  ITN can be distributed at a number of sites - e.g. antenatal care clinic (ANC), maternal and child health clinic (MCH) or expanded program of immunization site (EPI), during public health campaigns (e.g. those conducted for polio and measles), and/or at specially designated retailers.  In each situation, women (or guardians of children) can be given the product directly or in exchange for a discount voucher for an ITN.  If observation is conducted, get the informed consent of the women receiving the ITN before observing.  Alternately, the Audit Team can request from staff a description of the process through which the source documents are filled in relation to distribution of ITN.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the ITN (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the ITN and recording of the delivery on the source document?

		1.4		If the distribution of the ITN(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be coupons, antenatal cards, EPI registers, or store distribution records.  The audit team should (1) seek permission of the site's senior manager to review the documents and (2) give the manager the option of having a site staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor:   Data quality issues: (1) ITNs may be funded by multiple partners, possibly resulting in over or under-reporting of ITN distribution. (2) Because of the commercial value of ITNs and their subsidization, fraud is a concern for ITN distribution programs.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of ITNs recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of ITNs reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing ITNs issued by the central/regional/district store to the site with the number of ITNs received and distributed by the site, and (2) assessing ITNs available in stock. (Note: ITNs may be funded by different donors).

		CROSS-CHECK 1 :  Between ITNs issued to the site and ITNs received by the site. Was this cross check performed?

		4.1		Enter the number of ITNs issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of ITNs received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and ITNs distributed by the site. Was this cross check performed?

		4.4		Enter the number of ITNs in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of ITNs received by the site during the reporting period.

		4.6		Enter the number of ITNs in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of ITNs distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations -

		Indicator-specific notes for auditor:   A sample of households that received ITNs from the audited service site may be visited.

		5.1		How many households were visited?

		5.2		How many of the households visited in the spot check had received an ITN?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2

		Note:   This protocol may need to be modified depending on the mode of delivery of ITN.  For example, counting ITN delivered may be done through counting ITN vouchers redeemed.

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO ITN DISTRIBUTION - Describe the connection between the distribution of the ITN(s) and the completion of the source document -

		Indicator-specific notes for auditor:  ITN can be distributed at a number of sites - e.g. antenatal care clinic (ANC), maternal and child health clinic (MCH) or expanded program of immunization site (EPI), during public health campaigns (e.g. those conducted for polio and measles), and/or at specially designated retailers.  In each situation, women (or guardians of children) can be given the product directly or in exchange for a discount voucher for an ITN.  If observation is conducted, get the informed consent of the women receiving the ITN before observing.  Alternately, the Audit Team can request from staff a description of the process through which the source documents are filled in relation to distribution of ITN.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the ITN (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the ITN and recording of the delivery on the source document?

		1.4		If the distribution of the ITN(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be coupons, antenatal cards, EPI registers, or store distribution records.  The audit team should (1) seek permission of the site's senior manager to review the documents and (2) give the manager the option of having a site staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor:   Data quality issues: (1) ITNs may be funded by multiple partners, possibly resulting in over or under-reporting of ITN distribution. (2) Because of the commercial value of ITNs and their subsidization, fraud is a concern for ITN distribution programs.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of ITNs recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of ITNs reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing ITNs issued by the central/regional/district store to the site with the number of ITNs received and distributed by the site, and (2) assessing ITNs available in stock. (Note: ITNs may be funded by different donors).

		CROSS-CHECK 1 :  Between ITNs issued to the site and ITNs received by the site. Was this cross check performed?

		4.1		Enter the number of ITNs issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of ITNs received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and ITNs distributed by the site. Was this cross check performed?

		4.4		Enter the number of ITNs in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of ITNs received by the site during the reporting period.

		4.6		Enter the number of ITNs in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of ITNs distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations -

		Indicator-specific notes for auditor:   A sample of households that received ITNs from the audited service site may be visited.

		5.1		How many households were visited?

		5.2		How many of the households visited in the spot check had received an ITN?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3

		Note:   This protocol may need to be modified depending on the mode of delivery of ITN.  For example, counting ITN delivered may be done through counting ITN vouchers redeemed.

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO ITN DISTRIBUTION - Describe the connection between the distribution of the ITN(s) and the completion of the source document -

		Indicator-specific notes for auditor:  ITN can be distributed at a number of sites - e.g. antenatal care clinic (ANC), maternal and child health clinic (MCH) or expanded program of immunization site (EPI), during public health campaigns (e.g. those conducted for polio and measles), and/or at specially designated retailers.  In each situation, women (or guardians of children) can be given the product directly or in exchange for a discount voucher for an ITN.  If observation is conducted, get the informed consent of the women receiving the ITN before observing.  Alternately, the Audit Team can request from staff a description of the process through which the source documents are filled in relation to distribution of ITN.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the ITN (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the ITN and recording of the delivery on the source document?

		1.4		If the distribution of the ITN(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be coupons, antenatal cards, EPI registers, or store distribution records.  The audit team should (1) seek permission of the site's senior manager to review the documents and (2) give the manager the option of having a site staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor:   Data quality issues: (1) ITNs may be funded by multiple partners, possibly resulting in over or under-reporting of ITN distribution. (2) Because of the commercial value of ITNs and their subsidization, fraud is a concern for ITN distribution programs.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of ITNs recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of ITNs reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing ITNs issued by the central/regional/district store to the site with the number of ITNs received and distributed by the site, and (2) assessing ITNs available in stock. (Note: ITNs may be funded by different donors).

		CROSS-CHECK 1 :  Between ITNs issued to the site and ITNs received by the site. Was this cross check performed?

		4.1		Enter the number of ITNs issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of ITNs received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and ITNs distributed by the site. Was this cross check performed?

		4.4		Enter the number of ITNs in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of ITNs received by the site during the reporting period.

		4.6		Enter the number of ITNs in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of ITNs distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations -

		Indicator-specific notes for auditor:   A sample of households that received ITNs from the audited service site may be visited.

		5.1		How many households were visited?

		5.2		How many of the households visited in the spot check had received an ITN?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4

		Note:   This protocol may need to be modified depending on the mode of delivery of ITN.  For example, counting ITN delivered may be done through counting ITN vouchers redeemed.

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO ITN DISTRIBUTION - Describe the connection between the distribution of the ITN(s) and the completion of the source document -

		Indicator-specific notes for auditor:  ITN can be distributed at a number of sites - e.g. antenatal care clinic (ANC), maternal and child health clinic (MCH) or expanded program of immunization site (EPI), during public health campaigns (e.g. those conducted for polio and measles), and/or at specially designated retailers.  In each situation, women (or guardians of children) can be given the product directly or in exchange for a discount voucher for an ITN.  If observation is conducted, get the informed consent of the women receiving the ITN before observing.  Alternately, the Audit Team can request from staff a description of the process through which the source documents are filled in relation to distribution of ITN.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the ITN (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the ITN and recording of the delivery on the source document?

		1.4		If the distribution of the ITN(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be coupons, antenatal cards, EPI registers, or store distribution records.  The audit team should (1) seek permission of the site's senior manager to review the documents and (2) give the manager the option of having a site staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor:   Data quality issues: (1) ITNs may be funded by multiple partners, possibly resulting in over or under-reporting of ITN distribution. (2) Because of the commercial value of ITNs and their subsidization, fraud is a concern for ITN distribution programs.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of ITNs recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of ITNs reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing ITNs issued by the central/regional/district store to the site with the number of ITNs received and distributed by the site, and (2) assessing ITNs available in stock. (Note: ITNs may be funded by different donors).

		CROSS-CHECK 1 :  Between ITNs issued to the site and ITNs received by the site. Was this cross check performed?

		4.1		Enter the number of ITNs issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of ITNs received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and ITNs distributed by the site. Was this cross check performed?

		4.4		Enter the number of ITNs in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of ITNs received by the site during the reporting period.

		4.6		Enter the number of ITNs in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of ITNs distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations -

		Indicator-specific notes for auditor:   A sample of households that received ITNs from the audited service site may be visited.

		5.1		How many households were visited?

		5.2		How many of the households visited in the spot check had received an ITN?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 5

		Note:   This protocol may need to be modified depending on the mode of delivery of ITN.  For example, counting ITN delivered may be done through counting ITN vouchers redeemed.

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO ITN DISTRIBUTION - Describe the connection between the distribution of the ITN(s) and the completion of the source document -

		Indicator-specific notes for auditor:  ITN can be distributed at a number of sites - e.g. antenatal care clinic (ANC), maternal and child health clinic (MCH) or expanded program of immunization site (EPI), during public health campaigns (e.g. those conducted for polio and measles), and/or at specially designated retailers.  In each situation, women (or guardians of children) can be given the product directly or in exchange for a discount voucher for an ITN.  If observation is conducted, get the informed consent of the women receiving the ITN before observing.  Alternately, the Audit Team can request from staff a description of the process through which the source documents are filled in relation to distribution of ITN.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the ITN (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the ITN and recording of the delivery on the source document?

		1.4		If the distribution of the ITN(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be coupons, antenatal cards, EPI registers, or store distribution records.  The audit team should (1) seek permission of the site's senior manager to review the documents and (2) give the manager the option of having a site staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor:   Data quality issues: (1) ITNs may be funded by multiple partners, possibly resulting in over or under-reporting of ITN distribution. (2) Because of the commercial value of ITNs and their subsidization, fraud is a concern for ITN distribution programs.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of ITNs recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of ITNs reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing ITNs issued by the central/regional/district store to the site with the number of ITNs received and distributed by the site, and (2) assessing ITNs available in stock. (Note: ITNs may be funded by different donors).

		CROSS-CHECK 1 :  Between ITNs issued to the site and ITNs received by the site. Was this cross check performed?

		4.1		Enter the number of ITNs issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of ITNs received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and ITNs distributed by the site. Was this cross check performed?

		4.4		Enter the number of ITNs in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of ITNs received by the site during the reporting period.

		4.6		Enter the number of ITNs in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of ITNs distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations -

		Indicator-specific notes for auditor:   A sample of households that received ITNs from the audited service site may be visited.

		5.1		How many households were visited?

		5.2		How many of the households visited in the spot check had received an ITN?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 6

		Note:   This protocol may need to be modified depending on the mode of delivery of ITN.  For example, counting ITN delivered may be done through counting ITN vouchers redeemed.

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO ITN DISTRIBUTION - Describe the connection between the distribution of the ITN(s) and the completion of the source document -

		Indicator-specific notes for auditor:  ITN can be distributed at a number of sites - e.g. antenatal care clinic (ANC), maternal and child health clinic (MCH) or expanded program of immunization site (EPI), during public health campaigns (e.g. those conducted for polio and measles), and/or at specially designated retailers.  In each situation, women (or guardians of children) can be given the product directly or in exchange for a discount voucher for an ITN.  If observation is conducted, get the informed consent of the women receiving the ITN before observing.  Alternately, the Audit Team can request from staff a description of the process through which the source documents are filled in relation to distribution of ITN.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the ITN (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the ITN and recording of the delivery on the source document?

		1.4		If the distribution of the ITN(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be coupons, antenatal cards, EPI registers, or store distribution records.  The audit team should (1) seek permission of the site's senior manager to review the documents and (2) give the manager the option of having a site staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor:   Data quality issues: (1) ITNs may be funded by multiple partners, possibly resulting in over or under-reporting of ITN distribution. (2) Because of the commercial value of ITNs and their subsidization, fraud is a concern for ITN distribution programs.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of ITNs recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of ITNs reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing ITNs issued by the central/regional/district store to the site with the number of ITNs received and distributed by the site, and (2) assessing ITNs available in stock. (Note: ITNs may be funded by different donors).

		CROSS-CHECK 1 :  Between ITNs issued to the site and ITNs received by the site. Was this cross check performed?

		4.1		Enter the number of ITNs issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of ITNs received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and ITNs distributed by the site. Was this cross check performed?

		4.4		Enter the number of ITNs in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of ITNs received by the site during the reporting period.

		4.6		Enter the number of ITNs in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of ITNs distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations -

		Indicator-specific notes for auditor:   A sample of households that received ITNs from the audited service site may be visited.

		5.1		How many households were visited?

		5.2		How many of the households visited in the spot check had received an ITN?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 7

		Note:   This protocol may need to be modified depending on the mode of delivery of ITN.  For example, counting ITN delivered may be done through counting ITN vouchers redeemed.

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO ITN DISTRIBUTION - Describe the connection between the distribution of the ITN(s) and the completion of the source document -

		Indicator-specific notes for auditor:  ITN can be distributed at a number of sites - e.g. antenatal care clinic (ANC), maternal and child health clinic (MCH) or expanded program of immunization site (EPI), during public health campaigns (e.g. those conducted for polio and measles), and/or at specially designated retailers.  In each situation, women (or guardians of children) can be given the product directly or in exchange for a discount voucher for an ITN.  If observation is conducted, get the informed consent of the women receiving the ITN before observing.  Alternately, the Audit Team can request from staff a description of the process through which the source documents are filled in relation to distribution of ITN.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the ITN (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the ITN and recording of the delivery on the source document?

		1.4		If the distribution of the ITN(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be coupons, antenatal cards, EPI registers, or store distribution records.  The audit team should (1) seek permission of the site's senior manager to review the documents and (2) give the manager the option of having a site staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor:   Data quality issues: (1) ITNs may be funded by multiple partners, possibly resulting in over or under-reporting of ITN distribution. (2) Because of the commercial value of ITNs and their subsidization, fraud is a concern for ITN distribution programs.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of ITNs recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of ITNs reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing ITNs issued by the central/regional/district store to the site with the number of ITNs received and distributed by the site, and (2) assessing ITNs available in stock. (Note: ITNs may be funded by different donors).

		CROSS-CHECK 1 :  Between ITNs issued to the site and ITNs received by the site. Was this cross check performed?

		4.1		Enter the number of ITNs issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of ITNs received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and ITNs distributed by the site. Was this cross check performed?

		4.4		Enter the number of ITNs in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of ITNs received by the site during the reporting period.

		4.6		Enter the number of ITNs in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of ITNs distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations -

		Indicator-specific notes for auditor:   A sample of households that received ITNs from the audited service site may be visited.

		5.1		How many households were visited?

		5.2		How many of the households visited in the spot check had received an ITN?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 8

		Note:   This protocol may need to be modified depending on the mode of delivery of ITN.  For example, counting ITN delivered may be done through counting ITN vouchers redeemed.

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO ITN DISTRIBUTION - Describe the connection between the distribution of the ITN(s) and the completion of the source document -

		Indicator-specific notes for auditor:  ITN can be distributed at a number of sites - e.g. antenatal care clinic (ANC), maternal and child health clinic (MCH) or expanded program of immunization site (EPI), during public health campaigns (e.g. those conducted for polio and measles), and/or at specially designated retailers.  In each situation, women (or guardians of children) can be given the product directly or in exchange for a discount voucher for an ITN.  If observation is conducted, get the informed consent of the women receiving the ITN before observing.  Alternately, the Audit Team can request from staff a description of the process through which the source documents are filled in relation to distribution of ITN.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the ITN (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the ITN and recording of the delivery on the source document?

		1.4		If the distribution of the ITN(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be coupons, antenatal cards, EPI registers, or store distribution records.  The audit team should (1) seek permission of the site's senior manager to review the documents and (2) give the manager the option of having a site staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor:   Data quality issues: (1) ITNs may be funded by multiple partners, possibly resulting in over or under-reporting of ITN distribution. (2) Because of the commercial value of ITNs and their subsidization, fraud is a concern for ITN distribution programs.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of ITNs recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of ITNs reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing ITNs issued by the central/regional/district store to the site with the number of ITNs received and distributed by the site, and (2) assessing ITNs available in stock. (Note: ITNs may be funded by different donors).

		CROSS-CHECK 1 :  Between ITNs issued to the site and ITNs received by the site. Was this cross check performed?

		4.1		Enter the number of ITNs issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of ITNs received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and ITNs distributed by the site. Was this cross check performed?

		4.4		Enter the number of ITNs in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of ITNs received by the site during the reporting period.

		4.6		Enter the number of ITNs in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of ITNs distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations -

		Indicator-specific notes for auditor:   A sample of households that received ITNs from the audited service site may be visited.

		5.1		How many households were visited?

		5.2		How many of the households visited in the spot check had received an ITN?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 9

		Note:   This protocol may need to be modified depending on the mode of delivery of ITN.  For example, counting ITN delivered may be done through counting ITN vouchers redeemed.

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO ITN DISTRIBUTION - Describe the connection between the distribution of the ITN(s) and the completion of the source document -

		Indicator-specific notes for auditor:  ITN can be distributed at a number of sites - e.g. antenatal care clinic (ANC), maternal and child health clinic (MCH) or expanded program of immunization site (EPI), during public health campaigns (e.g. those conducted for polio and measles), and/or at specially designated retailers.  In each situation, women (or guardians of children) can be given the product directly or in exchange for a discount voucher for an ITN.  If observation is conducted, get the informed consent of the women receiving the ITN before observing.  Alternately, the Audit Team can request from staff a description of the process through which the source documents are filled in relation to distribution of ITN.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the ITN (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the ITN and recording of the delivery on the source document?

		1.4		If the distribution of the ITN(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be coupons, antenatal cards, EPI registers, or store distribution records.  The audit team should (1) seek permission of the site's senior manager to review the documents and (2) give the manager the option of having a site staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor:   Data quality issues: (1) ITNs may be funded by multiple partners, possibly resulting in over or under-reporting of ITN distribution. (2) Because of the commercial value of ITNs and their subsidization, fraud is a concern for ITN distribution programs.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of ITNs recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of ITNs reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing ITNs issued by the central/regional/district store to the site with the number of ITNs received and distributed by the site, and (2) assessing ITNs available in stock. (Note: ITNs may be funded by different donors).

		CROSS-CHECK 1 :  Between ITNs issued to the site and ITNs received by the site. Was this cross check performed?

		4.1		Enter the number of ITNs issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of ITNs received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and ITNs distributed by the site. Was this cross check performed?

		4.4		Enter the number of ITNs in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of ITNs received by the site during the reporting period.

		4.6		Enter the number of ITNs in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of ITNs distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations -

		Indicator-specific notes for auditor:   A sample of households that received ITNs from the audited service site may be visited.

		5.1		How many households were visited?

		5.2		How many of the households visited in the spot check had received an ITN?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 10

		Note:   This protocol may need to be modified depending on the mode of delivery of ITN.  For example, counting ITN delivered may be done through counting ITN vouchers redeemed.

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO ITN DISTRIBUTION - Describe the connection between the distribution of the ITN(s) and the completion of the source document -

		Indicator-specific notes for auditor:  ITN can be distributed at a number of sites - e.g. antenatal care clinic (ANC), maternal and child health clinic (MCH) or expanded program of immunization site (EPI), during public health campaigns (e.g. those conducted for polio and measles), and/or at specially designated retailers.  In each situation, women (or guardians of children) can be given the product directly or in exchange for a discount voucher for an ITN.  If observation is conducted, get the informed consent of the women receiving the ITN before observing.  Alternately, the Audit Team can request from staff a description of the process through which the source documents are filled in relation to distribution of ITN.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the ITN (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the ITN and recording of the delivery on the source document?

		1.4		If the distribution of the ITN(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be coupons, antenatal cards, EPI registers, or store distribution records.  The audit team should (1) seek permission of the site's senior manager to review the documents and (2) give the manager the option of having a site staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor:   Data quality issues: (1) ITNs may be funded by multiple partners, possibly resulting in over or under-reporting of ITN distribution. (2) Because of the commercial value of ITNs and their subsidization, fraud is a concern for ITN distribution programs.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of ITNs recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of ITNs reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing ITNs issued by the central/regional/district store to the site with the number of ITNs received and distributed by the site, and (2) assessing ITNs available in stock. (Note: ITNs may be funded by different donors).

		CROSS-CHECK 1 :  Between ITNs issued to the site and ITNs received by the site. Was this cross check performed?

		4.1		Enter the number of ITNs issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of ITNs received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and ITNs distributed by the site. Was this cross check performed?

		4.4		Enter the number of ITNs in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of ITNs received by the site during the reporting period.

		4.6		Enter the number of ITNs in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of ITNs distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations -

		Indicator-specific notes for auditor:   A sample of households that received ITNs from the audited service site may be visited.

		5.1		How many households were visited?

		5.2		How many of the households visited in the spot check had received an ITN?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 11

		Note:   This protocol may need to be modified depending on the mode of delivery of ITN.  For example, counting ITN delivered may be done through counting ITN vouchers redeemed.

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO ITN DISTRIBUTION - Describe the connection between the distribution of the ITN(s) and the completion of the source document -

		Indicator-specific notes for auditor:  ITN can be distributed at a number of sites - e.g. antenatal care clinic (ANC), maternal and child health clinic (MCH) or expanded program of immunization site (EPI), during public health campaigns (e.g. those conducted for polio and measles), and/or at specially designated retailers.  In each situation, women (or guardians of children) can be given the product directly or in exchange for a discount voucher for an ITN.  If observation is conducted, get the informed consent of the women receiving the ITN before observing.  Alternately, the Audit Team can request from staff a description of the process through which the source documents are filled in relation to distribution of ITN.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the ITN (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the ITN and recording of the delivery on the source document?

		1.4		If the distribution of the ITN(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be coupons, antenatal cards, EPI registers, or store distribution records.  The audit team should (1) seek permission of the site's senior manager to review the documents and (2) give the manager the option of having a site staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor:   Data quality issues: (1) ITNs may be funded by multiple partners, possibly resulting in over or under-reporting of ITN distribution. (2) Because of the commercial value of ITNs and their subsidization, fraud is a concern for ITN distribution programs.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of ITNs recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of ITNs reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing ITNs issued by the central/regional/district store to the site with the number of ITNs received and distributed by the site, and (2) assessing ITNs available in stock. (Note: ITNs may be funded by different donors).

		CROSS-CHECK 1 :  Between ITNs issued to the site and ITNs received by the site. Was this cross check performed?

		4.1		Enter the number of ITNs issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of ITNs received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and ITNs distributed by the site. Was this cross check performed?

		4.4		Enter the number of ITNs in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of ITNs received by the site during the reporting period.

		4.6		Enter the number of ITNs in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of ITNs distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations -

		Indicator-specific notes for auditor:   A sample of households that received ITNs from the audited service site may be visited.

		5.1		How many households were visited?

		5.2		How many of the households visited in the spot check had received an ITN?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 12

		Note:   This protocol may need to be modified depending on the mode of delivery of ITN.  For example, counting ITN delivered may be done through counting ITN vouchers redeemed.

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO ITN DISTRIBUTION - Describe the connection between the distribution of the ITN(s) and the completion of the source document -

		Indicator-specific notes for auditor:  ITN can be distributed at a number of sites - e.g. antenatal care clinic (ANC), maternal and child health clinic (MCH) or expanded program of immunization site (EPI), during public health campaigns (e.g. those conducted for polio and measles), and/or at specially designated retailers.  In each situation, women (or guardians of children) can be given the product directly or in exchange for a discount voucher for an ITN.  If observation is conducted, get the informed consent of the women receiving the ITN before observing.  Alternately, the Audit Team can request from staff a description of the process through which the source documents are filled in relation to distribution of ITN.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the ITN (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the ITN and recording of the delivery on the source document?

		1.4		If the distribution of the ITN(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be coupons, antenatal cards, EPI registers, or store distribution records.  The audit team should (1) seek permission of the site's senior manager to review the documents and (2) give the manager the option of having a site staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor:   Data quality issues: (1) ITNs may be funded by multiple partners, possibly resulting in over or under-reporting of ITN distribution. (2) Because of the commercial value of ITNs and their subsidization, fraud is a concern for ITN distribution programs.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of ITNs recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of ITNs reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing ITNs issued by the central/regional/district store to the site with the number of ITNs received and distributed by the site, and (2) assessing ITNs available in stock. (Note: ITNs may be funded by different donors).

		CROSS-CHECK 1 :  Between ITNs issued to the site and ITNs received by the site. Was this cross check performed?

		4.1		Enter the number of ITNs issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of ITNs received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and ITNs distributed by the site. Was this cross check performed?

		4.4		Enter the number of ITNs in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of ITNs received by the site during the reporting period.

		4.6		Enter the number of ITNs in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of ITNs distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations -

		Indicator-specific notes for auditor:   A sample of households that received ITNs from the audited service site may be visited.

		5.1		How many households were visited?

		5.2		How many of the households visited in the spot check had received an ITN?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Regional Level 1

		Regional Aggregation Level (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Regional Aggregation Site is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the Regional summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Regional Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the Regional Aggregation Site.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the Regional Aggregation Site numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Regional Aggregation Site (and released or submitted to the funding agency )

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (Regional Aggregation Site)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the Regional Aggregation Site		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers reported  by the Regional Aggregation Site for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the Regional Aggregation Site or in a database.

		1.3		What result was contained for the audited Intermediate Aggregation Site no.1 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Intermediate Aggregation Site no.2 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the Regional Aggregation Site for those Intermediate Aggregation Sites.

		1.5		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the Regional Aggregation Site should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time? (i.e., on time means that the report was able to be used in the summary report prepared by the Regional Aggregation Site)

		Calculate % On time Reports						-

		2.4		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data.)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Intermediate Level 1

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 1.1

		Note:   This protocol may need to be modified depending on the mode of delivery of ITN.  For example, counting ITN delivered may be done through counting ITN vouchers redeemed.

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO ITN DISTRIBUTION - Describe the connection between the distribution of the ITN(s) and the completion of the source document -

		Indicator-specific notes for auditor:  ITN can be distributed at a number of sites - e.g. antenatal care clinic (ANC), maternal and child health clinic (MCH) or expanded program of immunization site (EPI), during public health campaigns (e.g. those conducted for polio and measles), and/or at specially designated retailers.  In each situation, women (or guardians of children) can be given the product directly or in exchange for a discount voucher for an ITN.  If observation is conducted, get the informed consent of the women receiving the ITN before observing.  Alternately, the Audit Team can request from staff a description of the process through which the source documents are filled in relation to distribution of ITN.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the ITN (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the ITN and recording of the delivery on the source document?

		1.4		If the distribution of the ITN(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be coupons, antenatal cards, EPI registers, or store distribution records.  The audit team should (1) seek permission of the site's senior manager to review the documents and (2) give the manager the option of having a site staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor:   Data quality issues: (1) ITNs may be funded by multiple partners, possibly resulting in over or under-reporting of ITN distribution. (2) Because of the commercial value of ITNs and their subsidization, fraud is a concern for ITN distribution programs.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of ITNs recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of ITNs reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing ITNs issued by the central/regional/district store to the site with the number of ITNs received and distributed by the site, and (2) assessing ITNs available in stock. (Note: ITNs may be funded by different donors).

		CROSS-CHECK 1 :  Between ITNs issued to the site and ITNs received by the site. Was this cross check performed?

		4.1		Enter the number of ITNs issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of ITNs received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and ITNs distributed by the site. Was this cross check performed?

		4.4		Enter the number of ITNs in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of ITNs received by the site during the reporting period.

		4.6		Enter the number of ITNs in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of ITNs distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations -

		Indicator-specific notes for auditor:   A sample of households that received ITNs from the audited service site may be visited.

		5.1		How many households were visited?

		5.2		How many of the households visited in the spot check had received an ITN?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.2

		Note:   This protocol may need to be modified depending on the mode of delivery of ITN.  For example, counting ITN delivered may be done through counting ITN vouchers redeemed.

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO ITN DISTRIBUTION - Describe the connection between the distribution of the ITN(s) and the completion of the source document -

		Indicator-specific notes for auditor:  ITN can be distributed at a number of sites - e.g. antenatal care clinic (ANC), maternal and child health clinic (MCH) or expanded program of immunization site (EPI), during public health campaigns (e.g. those conducted for polio and measles), and/or at specially designated retailers.  In each situation, women (or guardians of children) can be given the product directly or in exchange for a discount voucher for an ITN.  If observation is conducted, get the informed consent of the women receiving the ITN before observing.  Alternately, the Audit Team can request from staff a description of the process through which the source documents are filled in relation to distribution of ITN.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the ITN (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the ITN and recording of the delivery on the source document?

		1.4		If the distribution of the ITN(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be coupons, antenatal cards, EPI registers, or store distribution records.  The audit team should (1) seek permission of the site's senior manager to review the documents and (2) give the manager the option of having a site staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor:   Data quality issues: (1) ITNs may be funded by multiple partners, possibly resulting in over or under-reporting of ITN distribution. (2) Because of the commercial value of ITNs and their subsidization, fraud is a concern for ITN distribution programs.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of ITNs recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of ITNs reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing ITNs issued by the central/regional/district store to the site with the number of ITNs received and distributed by the site, and (2) assessing ITNs available in stock. (Note: ITNs may be funded by different donors).

		CROSS-CHECK 1 :  Between ITNs issued to the site and ITNs received by the site. Was this cross check performed?

		4.1		Enter the number of ITNs issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of ITNs received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and ITNs distributed by the site. Was this cross check performed?

		4.4		Enter the number of ITNs in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of ITNs received by the site during the reporting period.

		4.6		Enter the number of ITNs in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of ITNs distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations -

		Indicator-specific notes for auditor:   A sample of households that received ITNs from the audited service site may be visited.

		5.1		How many households were visited?

		5.2		How many of the households visited in the spot check had received an ITN?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.3

		Note:   This protocol may need to be modified depending on the mode of delivery of ITN.  For example, counting ITN delivered may be done through counting ITN vouchers redeemed.

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO ITN DISTRIBUTION - Describe the connection between the distribution of the ITN(s) and the completion of the source document -

		Indicator-specific notes for auditor:  ITN can be distributed at a number of sites - e.g. antenatal care clinic (ANC), maternal and child health clinic (MCH) or expanded program of immunization site (EPI), during public health campaigns (e.g. those conducted for polio and measles), and/or at specially designated retailers.  In each situation, women (or guardians of children) can be given the product directly or in exchange for a discount voucher for an ITN.  If observation is conducted, get the informed consent of the women receiving the ITN before observing.  Alternately, the Audit Team can request from staff a description of the process through which the source documents are filled in relation to distribution of ITN.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the ITN (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the ITN and recording of the delivery on the source document?

		1.4		If the distribution of the ITN(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be coupons, antenatal cards, EPI registers, or store distribution records.  The audit team should (1) seek permission of the site's senior manager to review the documents and (2) give the manager the option of having a site staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor:   Data quality issues: (1) ITNs may be funded by multiple partners, possibly resulting in over or under-reporting of ITN distribution. (2) Because of the commercial value of ITNs and their subsidization, fraud is a concern for ITN distribution programs.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of ITNs recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of ITNs reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing ITNs issued by the central/regional/district store to the site with the number of ITNs received and distributed by the site, and (2) assessing ITNs available in stock. (Note: ITNs may be funded by different donors).

		CROSS-CHECK 1 :  Between ITNs issued to the site and ITNs received by the site. Was this cross check performed?

		4.1		Enter the number of ITNs issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of ITNs received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and ITNs distributed by the site. Was this cross check performed?

		4.4		Enter the number of ITNs in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of ITNs received by the site during the reporting period.

		4.6		Enter the number of ITNs in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of ITNs distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations -

		Indicator-specific notes for auditor:   A sample of households that received ITNs from the audited service site may be visited.

		5.1		How many households were visited?

		5.2		How many of the households visited in the spot check had received an ITN?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.4

		Note:   This protocol may need to be modified depending on the mode of delivery of ITN.  For example, counting ITN delivered may be done through counting ITN vouchers redeemed.

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO ITN DISTRIBUTION - Describe the connection between the distribution of the ITN(s) and the completion of the source document -

		Indicator-specific notes for auditor:  ITN can be distributed at a number of sites - e.g. antenatal care clinic (ANC), maternal and child health clinic (MCH) or expanded program of immunization site (EPI), during public health campaigns (e.g. those conducted for polio and measles), and/or at specially designated retailers.  In each situation, women (or guardians of children) can be given the product directly or in exchange for a discount voucher for an ITN.  If observation is conducted, get the informed consent of the women receiving the ITN before observing.  Alternately, the Audit Team can request from staff a description of the process through which the source documents are filled in relation to distribution of ITN.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the ITN (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the ITN and recording of the delivery on the source document?

		1.4		If the distribution of the ITN(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be coupons, antenatal cards, EPI registers, or store distribution records.  The audit team should (1) seek permission of the site's senior manager to review the documents and (2) give the manager the option of having a site staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor:   Data quality issues: (1) ITNs may be funded by multiple partners, possibly resulting in over or under-reporting of ITN distribution. (2) Because of the commercial value of ITNs and their subsidization, fraud is a concern for ITN distribution programs.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of ITNs recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of ITNs reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing ITNs issued by the central/regional/district store to the site with the number of ITNs received and distributed by the site, and (2) assessing ITNs available in stock. (Note: ITNs may be funded by different donors).

		CROSS-CHECK 1 :  Between ITNs issued to the site and ITNs received by the site. Was this cross check performed?

		4.1		Enter the number of ITNs issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of ITNs received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and ITNs distributed by the site. Was this cross check performed?

		4.4		Enter the number of ITNs in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of ITNs received by the site during the reporting period.

		4.6		Enter the number of ITNs in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of ITNs distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations -

		Indicator-specific notes for auditor:   A sample of households that received ITNs from the audited service site may be visited.

		5.1		How many households were visited?

		5.2		How many of the households visited in the spot check had received an ITN?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.5

		Note:   This protocol may need to be modified depending on the mode of delivery of ITN.  For example, counting ITN delivered may be done through counting ITN vouchers redeemed.

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO ITN DISTRIBUTION - Describe the connection between the distribution of the ITN(s) and the completion of the source document -

		Indicator-specific notes for auditor:  ITN can be distributed at a number of sites - e.g. antenatal care clinic (ANC), maternal and child health clinic (MCH) or expanded program of immunization site (EPI), during public health campaigns (e.g. those conducted for polio and measles), and/or at specially designated retailers.  In each situation, women (or guardians of children) can be given the product directly or in exchange for a discount voucher for an ITN.  If observation is conducted, get the informed consent of the women receiving the ITN before observing.  Alternately, the Audit Team can request from staff a description of the process through which the source documents are filled in relation to distribution of ITN.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the ITN (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the ITN and recording of the delivery on the source document?

		1.4		If the distribution of the ITN(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be coupons, antenatal cards, EPI registers, or store distribution records.  The audit team should (1) seek permission of the site's senior manager to review the documents and (2) give the manager the option of having a site staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor:   Data quality issues: (1) ITNs may be funded by multiple partners, possibly resulting in over or under-reporting of ITN distribution. (2) Because of the commercial value of ITNs and their subsidization, fraud is a concern for ITN distribution programs.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of ITNs recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of ITNs reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing ITNs issued by the central/regional/district store to the site with the number of ITNs received and distributed by the site, and (2) assessing ITNs available in stock. (Note: ITNs may be funded by different donors).

		CROSS-CHECK 1 :  Between ITNs issued to the site and ITNs received by the site. Was this cross check performed?

		4.1		Enter the number of ITNs issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of ITNs received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and ITNs distributed by the site. Was this cross check performed?

		4.4		Enter the number of ITNs in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of ITNs received by the site during the reporting period.

		4.6		Enter the number of ITNs in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of ITNs distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations -

		Indicator-specific notes for auditor:   A sample of households that received ITNs from the audited service site may be visited.

		5.1		How many households were visited?

		5.2		How many of the households visited in the spot check had received an ITN?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.6

		Note:   This protocol may need to be modified depending on the mode of delivery of ITN.  For example, counting ITN delivered may be done through counting ITN vouchers redeemed.

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO ITN DISTRIBUTION - Describe the connection between the distribution of the ITN(s) and the completion of the source document -

		Indicator-specific notes for auditor:  ITN can be distributed at a number of sites - e.g. antenatal care clinic (ANC), maternal and child health clinic (MCH) or expanded program of immunization site (EPI), during public health campaigns (e.g. those conducted for polio and measles), and/or at specially designated retailers.  In each situation, women (or guardians of children) can be given the product directly or in exchange for a discount voucher for an ITN.  If observation is conducted, get the informed consent of the women receiving the ITN before observing.  Alternately, the Audit Team can request from staff a description of the process through which the source documents are filled in relation to distribution of ITN.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the ITN (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the ITN and recording of the delivery on the source document?

		1.4		If the distribution of the ITN(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be coupons, antenatal cards, EPI registers, or store distribution records.  The audit team should (1) seek permission of the site's senior manager to review the documents and (2) give the manager the option of having a site staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor:   Data quality issues: (1) ITNs may be funded by multiple partners, possibly resulting in over or under-reporting of ITN distribution. (2) Because of the commercial value of ITNs and their subsidization, fraud is a concern for ITN distribution programs.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of ITNs recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of ITNs reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing ITNs issued by the central/regional/district store to the site with the number of ITNs received and distributed by the site, and (2) assessing ITNs available in stock. (Note: ITNs may be funded by different donors).

		CROSS-CHECK 1 :  Between ITNs issued to the site and ITNs received by the site. Was this cross check performed?

		4.1		Enter the number of ITNs issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of ITNs received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and ITNs distributed by the site. Was this cross check performed?

		4.4		Enter the number of ITNs in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of ITNs received by the site during the reporting period.

		4.6		Enter the number of ITNs in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of ITNs distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations -

		Indicator-specific notes for auditor:   A sample of households that received ITNs from the audited service site may be visited.

		5.1		How many households were visited?

		5.2		How many of the households visited in the spot check had received an ITN?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Intermediate Level 2

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 2.1

		Note:   This protocol may need to be modified depending on the mode of delivery of ITN.  For example, counting ITN delivered may be done through counting ITN vouchers redeemed.

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO ITN DISTRIBUTION - Describe the connection between the distribution of the ITN(s) and the completion of the source document -

		Indicator-specific notes for auditor:  ITN can be distributed at a number of sites - e.g. antenatal care clinic (ANC), maternal and child health clinic (MCH) or expanded program of immunization site (EPI), during public health campaigns (e.g. those conducted for polio and measles), and/or at specially designated retailers.  In each situation, women (or guardians of children) can be given the product directly or in exchange for a discount voucher for an ITN.  If observation is conducted, get the informed consent of the women receiving the ITN before observing.  Alternately, the Audit Team can request from staff a description of the process through which the source documents are filled in relation to distribution of ITN.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the ITN (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the ITN and recording of the delivery on the source document?

		1.4		If the distribution of the ITN(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be coupons, antenatal cards, EPI registers, or store distribution records.  The audit team should (1) seek permission of the site's senior manager to review the documents and (2) give the manager the option of having a site staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor:   Data quality issues: (1) ITNs may be funded by multiple partners, possibly resulting in over or under-reporting of ITN distribution. (2) Because of the commercial value of ITNs and their subsidization, fraud is a concern for ITN distribution programs.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of ITNs recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of ITNs reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing ITNs issued by the central/regional/district store to the site with the number of ITNs received and distributed by the site, and (2) assessing ITNs available in stock. (Note: ITNs may be funded by different donors).

		CROSS-CHECK 1 :  Between ITNs issued to the site and ITNs received by the site. Was this cross check performed?

		4.1		Enter the number of ITNs issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of ITNs received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and ITNs distributed by the site. Was this cross check performed?

		4.4		Enter the number of ITNs in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of ITNs received by the site during the reporting period.

		4.6		Enter the number of ITNs in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of ITNs distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations -

		Indicator-specific notes for auditor:   A sample of households that received ITNs from the audited service site may be visited.

		5.1		How many households were visited?

		5.2		How many of the households visited in the spot check had received an ITN?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.2

		Note:   This protocol may need to be modified depending on the mode of delivery of ITN.  For example, counting ITN delivered may be done through counting ITN vouchers redeemed.

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO ITN DISTRIBUTION - Describe the connection between the distribution of the ITN(s) and the completion of the source document -

		Indicator-specific notes for auditor:  ITN can be distributed at a number of sites - e.g. antenatal care clinic (ANC), maternal and child health clinic (MCH) or expanded program of immunization site (EPI), during public health campaigns (e.g. those conducted for polio and measles), and/or at specially designated retailers.  In each situation, women (or guardians of children) can be given the product directly or in exchange for a discount voucher for an ITN.  If observation is conducted, get the informed consent of the women receiving the ITN before observing.  Alternately, the Audit Team can request from staff a description of the process through which the source documents are filled in relation to distribution of ITN.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the ITN (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the ITN and recording of the delivery on the source document?

		1.4		If the distribution of the ITN(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be coupons, antenatal cards, EPI registers, or store distribution records.  The audit team should (1) seek permission of the site's senior manager to review the documents and (2) give the manager the option of having a site staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor:   Data quality issues: (1) ITNs may be funded by multiple partners, possibly resulting in over or under-reporting of ITN distribution. (2) Because of the commercial value of ITNs and their subsidization, fraud is a concern for ITN distribution programs.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of ITNs recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of ITNs reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing ITNs issued by the central/regional/district store to the site with the number of ITNs received and distributed by the site, and (2) assessing ITNs available in stock. (Note: ITNs may be funded by different donors).

		CROSS-CHECK 1 :  Between ITNs issued to the site and ITNs received by the site. Was this cross check performed?

		4.1		Enter the number of ITNs issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of ITNs received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and ITNs distributed by the site. Was this cross check performed?

		4.4		Enter the number of ITNs in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of ITNs received by the site during the reporting period.

		4.6		Enter the number of ITNs in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of ITNs distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations -

		Indicator-specific notes for auditor:   A sample of households that received ITNs from the audited service site may be visited.

		5.1		How many households were visited?

		5.2		How many of the households visited in the spot check had received an ITN?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.3

		Note:   This protocol may need to be modified depending on the mode of delivery of ITN.  For example, counting ITN delivered may be done through counting ITN vouchers redeemed.

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO ITN DISTRIBUTION - Describe the connection between the distribution of the ITN(s) and the completion of the source document -

		Indicator-specific notes for auditor:  ITN can be distributed at a number of sites - e.g. antenatal care clinic (ANC), maternal and child health clinic (MCH) or expanded program of immunization site (EPI), during public health campaigns (e.g. those conducted for polio and measles), and/or at specially designated retailers.  In each situation, women (or guardians of children) can be given the product directly or in exchange for a discount voucher for an ITN.  If observation is conducted, get the informed consent of the women receiving the ITN before observing.  Alternately, the Audit Team can request from staff a description of the process through which the source documents are filled in relation to distribution of ITN.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the ITN (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the ITN and recording of the delivery on the source document?

		1.4		If the distribution of the ITN(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be coupons, antenatal cards, EPI registers, or store distribution records.  The audit team should (1) seek permission of the site's senior manager to review the documents and (2) give the manager the option of having a site staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor:   Data quality issues: (1) ITNs may be funded by multiple partners, possibly resulting in over or under-reporting of ITN distribution. (2) Because of the commercial value of ITNs and their subsidization, fraud is a concern for ITN distribution programs.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of ITNs recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of ITNs reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing ITNs issued by the central/regional/district store to the site with the number of ITNs received and distributed by the site, and (2) assessing ITNs available in stock. (Note: ITNs may be funded by different donors).

		CROSS-CHECK 1 :  Between ITNs issued to the site and ITNs received by the site. Was this cross check performed?

		4.1		Enter the number of ITNs issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of ITNs received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and ITNs distributed by the site. Was this cross check performed?

		4.4		Enter the number of ITNs in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of ITNs received by the site during the reporting period.

		4.6		Enter the number of ITNs in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of ITNs distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations -

		Indicator-specific notes for auditor:   A sample of households that received ITNs from the audited service site may be visited.

		5.1		How many households were visited?

		5.2		How many of the households visited in the spot check had received an ITN?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.4

		Note:   This protocol may need to be modified depending on the mode of delivery of ITN.  For example, counting ITN delivered may be done through counting ITN vouchers redeemed.

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO ITN DISTRIBUTION - Describe the connection between the distribution of the ITN(s) and the completion of the source document -

		Indicator-specific notes for auditor:  ITN can be distributed at a number of sites - e.g. antenatal care clinic (ANC), maternal and child health clinic (MCH) or expanded program of immunization site (EPI), during public health campaigns (e.g. those conducted for polio and measles), and/or at specially designated retailers.  In each situation, women (or guardians of children) can be given the product directly or in exchange for a discount voucher for an ITN.  If observation is conducted, get the informed consent of the women receiving the ITN before observing.  Alternately, the Audit Team can request from staff a description of the process through which the source documents are filled in relation to distribution of ITN.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the ITN (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the ITN and recording of the delivery on the source document?

		1.4		If the distribution of the ITN(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be coupons, antenatal cards, EPI registers, or store distribution records.  The audit team should (1) seek permission of the site's senior manager to review the documents and (2) give the manager the option of having a site staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor:   Data quality issues: (1) ITNs may be funded by multiple partners, possibly resulting in over or under-reporting of ITN distribution. (2) Because of the commercial value of ITNs and their subsidization, fraud is a concern for ITN distribution programs.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of ITNs recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of ITNs reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing ITNs issued by the central/regional/district store to the site with the number of ITNs received and distributed by the site, and (2) assessing ITNs available in stock. (Note: ITNs may be funded by different donors).

		CROSS-CHECK 1 :  Between ITNs issued to the site and ITNs received by the site. Was this cross check performed?

		4.1		Enter the number of ITNs issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of ITNs received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and ITNs distributed by the site. Was this cross check performed?

		4.4		Enter the number of ITNs in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of ITNs received by the site during the reporting period.

		4.6		Enter the number of ITNs in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of ITNs distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations -

		Indicator-specific notes for auditor:   A sample of households that received ITNs from the audited service site may be visited.

		5.1		How many households were visited?

		5.2		How many of the households visited in the spot check had received an ITN?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.5

		Note:   This protocol may need to be modified depending on the mode of delivery of ITN.  For example, counting ITN delivered may be done through counting ITN vouchers redeemed.

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO ITN DISTRIBUTION - Describe the connection between the distribution of the ITN(s) and the completion of the source document -

		Indicator-specific notes for auditor:  ITN can be distributed at a number of sites - e.g. antenatal care clinic (ANC), maternal and child health clinic (MCH) or expanded program of immunization site (EPI), during public health campaigns (e.g. those conducted for polio and measles), and/or at specially designated retailers.  In each situation, women (or guardians of children) can be given the product directly or in exchange for a discount voucher for an ITN.  If observation is conducted, get the informed consent of the women receiving the ITN before observing.  Alternately, the Audit Team can request from staff a description of the process through which the source documents are filled in relation to distribution of ITN.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the ITN (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the ITN and recording of the delivery on the source document?

		1.4		If the distribution of the ITN(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be coupons, antenatal cards, EPI registers, or store distribution records.  The audit team should (1) seek permission of the site's senior manager to review the documents and (2) give the manager the option of having a site staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor:   Data quality issues: (1) ITNs may be funded by multiple partners, possibly resulting in over or under-reporting of ITN distribution. (2) Because of the commercial value of ITNs and their subsidization, fraud is a concern for ITN distribution programs.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of ITNs recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of ITNs reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing ITNs issued by the central/regional/district store to the site with the number of ITNs received and distributed by the site, and (2) assessing ITNs available in stock. (Note: ITNs may be funded by different donors).

		CROSS-CHECK 1 :  Between ITNs issued to the site and ITNs received by the site. Was this cross check performed?

		4.1		Enter the number of ITNs issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of ITNs received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and ITNs distributed by the site. Was this cross check performed?

		4.4		Enter the number of ITNs in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of ITNs received by the site during the reporting period.

		4.6		Enter the number of ITNs in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of ITNs distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations -

		Indicator-specific notes for auditor:   A sample of households that received ITNs from the audited service site may be visited.

		5.1		How many households were visited?

		5.2		How many of the households visited in the spot check had received an ITN?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.6

		Note:   This protocol may need to be modified depending on the mode of delivery of ITN.  For example, counting ITN delivered may be done through counting ITN vouchers redeemed.

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO ITN DISTRIBUTION - Describe the connection between the distribution of the ITN(s) and the completion of the source document -

		Indicator-specific notes for auditor:  ITN can be distributed at a number of sites - e.g. antenatal care clinic (ANC), maternal and child health clinic (MCH) or expanded program of immunization site (EPI), during public health campaigns (e.g. those conducted for polio and measles), and/or at specially designated retailers.  In each situation, women (or guardians of children) can be given the product directly or in exchange for a discount voucher for an ITN.  If observation is conducted, get the informed consent of the women receiving the ITN before observing.  Alternately, the Audit Team can request from staff a description of the process through which the source documents are filled in relation to distribution of ITN.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the ITN (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the ITN and recording of the delivery on the source document?

		1.4		If the distribution of the ITN(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be coupons, antenatal cards, EPI registers, or store distribution records.  The audit team should (1) seek permission of the site's senior manager to review the documents and (2) give the manager the option of having a site staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor:   Data quality issues: (1) ITNs may be funded by multiple partners, possibly resulting in over or under-reporting of ITN distribution. (2) Because of the commercial value of ITNs and their subsidization, fraud is a concern for ITN distribution programs.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of ITNs recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of ITNs reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing ITNs issued by the central/regional/district store to the site with the number of ITNs received and distributed by the site, and (2) assessing ITNs available in stock. (Note: ITNs may be funded by different donors).

		CROSS-CHECK 1 :  Between ITNs issued to the site and ITNs received by the site. Was this cross check performed?

		4.1		Enter the number of ITNs issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of ITNs received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and ITNs distributed by the site. Was this cross check performed?

		4.4		Enter the number of ITNs in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of ITNs received by the site during the reporting period.

		4.6		Enter the number of ITNs in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of ITNs distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations -

		Indicator-specific notes for auditor:   A sample of households that received ITNs from the audited service site may be visited.

		5.1		How many households were visited?

		5.2		How many of the households visited in the spot check had received an ITN?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Regional Level 2

		Regional Aggregation Level (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Regional Aggregation Site is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the Regional summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Regional Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the Regional Aggregation Site.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the Regional Aggregation Site numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Regional Aggregation Site (and released or submitted to the funding agency )

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (Regional Aggregation Site)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the Regional Aggregation Site		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers reported  by the Regional Aggregation Site for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the Regional Aggregation Site or in a database.

		1.3		What result was contained for the audited Intermediate Aggregation Site no.1 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Intermediate Aggregation Site no.2 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the Regional Aggregation Site for those Intermediate Aggregation Sites.

		1.5		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the Regional Aggregation Site should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time? (i.e., on time means that the report was able to be used in the summary report prepared by the Regional Aggregation Site)

		Calculate % On time Reports						-

		2.4		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data.)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Intermediate Level 3

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 3.1

		Note:   This protocol may need to be modified depending on the mode of delivery of ITN.  For example, counting ITN delivered may be done through counting ITN vouchers redeemed.

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO ITN DISTRIBUTION - Describe the connection between the distribution of the ITN(s) and the completion of the source document -

		Indicator-specific notes for auditor:  ITN can be distributed at a number of sites - e.g. antenatal care clinic (ANC), maternal and child health clinic (MCH) or expanded program of immunization site (EPI), during public health campaigns (e.g. those conducted for polio and measles), and/or at specially designated retailers.  In each situation, women (or guardians of children) can be given the product directly or in exchange for a discount voucher for an ITN.  If observation is conducted, get the informed consent of the women receiving the ITN before observing.  Alternately, the Audit Team can request from staff a description of the process through which the source documents are filled in relation to distribution of ITN.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the ITN (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the ITN and recording of the delivery on the source document?

		1.4		If the distribution of the ITN(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be coupons, antenatal cards, EPI registers, or store distribution records.  The audit team should (1) seek permission of the site's senior manager to review the documents and (2) give the manager the option of having a site staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor:   Data quality issues: (1) ITNs may be funded by multiple partners, possibly resulting in over or under-reporting of ITN distribution. (2) Because of the commercial value of ITNs and their subsidization, fraud is a concern for ITN distribution programs.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of ITNs recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of ITNs reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing ITNs issued by the central/regional/district store to the site with the number of ITNs received and distributed by the site, and (2) assessing ITNs available in stock. (Note: ITNs may be funded by different donors).

		CROSS-CHECK 1 :  Between ITNs issued to the site and ITNs received by the site. Was this cross check performed?

		4.1		Enter the number of ITNs issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of ITNs received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and ITNs distributed by the site. Was this cross check performed?

		4.4		Enter the number of ITNs in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of ITNs received by the site during the reporting period.

		4.6		Enter the number of ITNs in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of ITNs distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations -

		Indicator-specific notes for auditor:   A sample of households that received ITNs from the audited service site may be visited.

		5.1		How many households were visited?

		5.2		How many of the households visited in the spot check had received an ITN?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.2

		Note:   This protocol may need to be modified depending on the mode of delivery of ITN.  For example, counting ITN delivered may be done through counting ITN vouchers redeemed.

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO ITN DISTRIBUTION - Describe the connection between the distribution of the ITN(s) and the completion of the source document -

		Indicator-specific notes for auditor:  ITN can be distributed at a number of sites - e.g. antenatal care clinic (ANC), maternal and child health clinic (MCH) or expanded program of immunization site (EPI), during public health campaigns (e.g. those conducted for polio and measles), and/or at specially designated retailers.  In each situation, women (or guardians of children) can be given the product directly or in exchange for a discount voucher for an ITN.  If observation is conducted, get the informed consent of the women receiving the ITN before observing.  Alternately, the Audit Team can request from staff a description of the process through which the source documents are filled in relation to distribution of ITN.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the ITN (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the ITN and recording of the delivery on the source document?

		1.4		If the distribution of the ITN(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be coupons, antenatal cards, EPI registers, or store distribution records.  The audit team should (1) seek permission of the site's senior manager to review the documents and (2) give the manager the option of having a site staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor:   Data quality issues: (1) ITNs may be funded by multiple partners, possibly resulting in over or under-reporting of ITN distribution. (2) Because of the commercial value of ITNs and their subsidization, fraud is a concern for ITN distribution programs.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of ITNs recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of ITNs reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing ITNs issued by the central/regional/district store to the site with the number of ITNs received and distributed by the site, and (2) assessing ITNs available in stock. (Note: ITNs may be funded by different donors).

		CROSS-CHECK 1 :  Between ITNs issued to the site and ITNs received by the site. Was this cross check performed?

		4.1		Enter the number of ITNs issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of ITNs received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and ITNs distributed by the site. Was this cross check performed?

		4.4		Enter the number of ITNs in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of ITNs received by the site during the reporting period.

		4.6		Enter the number of ITNs in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of ITNs distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations -

		Indicator-specific notes for auditor:   A sample of households that received ITNs from the audited service site may be visited.

		5.1		How many households were visited?

		5.2		How many of the households visited in the spot check had received an ITN?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.3

		Note:   This protocol may need to be modified depending on the mode of delivery of ITN.  For example, counting ITN delivered may be done through counting ITN vouchers redeemed.

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO ITN DISTRIBUTION - Describe the connection between the distribution of the ITN(s) and the completion of the source document -

		Indicator-specific notes for auditor:  ITN can be distributed at a number of sites - e.g. antenatal care clinic (ANC), maternal and child health clinic (MCH) or expanded program of immunization site (EPI), during public health campaigns (e.g. those conducted for polio and measles), and/or at specially designated retailers.  In each situation, women (or guardians of children) can be given the product directly or in exchange for a discount voucher for an ITN.  If observation is conducted, get the informed consent of the women receiving the ITN before observing.  Alternately, the Audit Team can request from staff a description of the process through which the source documents are filled in relation to distribution of ITN.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the ITN (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the ITN and recording of the delivery on the source document?

		1.4		If the distribution of the ITN(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be coupons, antenatal cards, EPI registers, or store distribution records.  The audit team should (1) seek permission of the site's senior manager to review the documents and (2) give the manager the option of having a site staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor:   Data quality issues: (1) ITNs may be funded by multiple partners, possibly resulting in over or under-reporting of ITN distribution. (2) Because of the commercial value of ITNs and their subsidization, fraud is a concern for ITN distribution programs.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of ITNs recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of ITNs reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing ITNs issued by the central/regional/district store to the site with the number of ITNs received and distributed by the site, and (2) assessing ITNs available in stock. (Note: ITNs may be funded by different donors).

		CROSS-CHECK 1 :  Between ITNs issued to the site and ITNs received by the site. Was this cross check performed?

		4.1		Enter the number of ITNs issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of ITNs received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and ITNs distributed by the site. Was this cross check performed?

		4.4		Enter the number of ITNs in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of ITNs received by the site during the reporting period.

		4.6		Enter the number of ITNs in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of ITNs distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations -

		Indicator-specific notes for auditor:   A sample of households that received ITNs from the audited service site may be visited.

		5.1		How many households were visited?

		5.2		How many of the households visited in the spot check had received an ITN?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.4

		Note:   This protocol may need to be modified depending on the mode of delivery of ITN.  For example, counting ITN delivered may be done through counting ITN vouchers redeemed.

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO ITN DISTRIBUTION - Describe the connection between the distribution of the ITN(s) and the completion of the source document -

		Indicator-specific notes for auditor:  ITN can be distributed at a number of sites - e.g. antenatal care clinic (ANC), maternal and child health clinic (MCH) or expanded program of immunization site (EPI), during public health campaigns (e.g. those conducted for polio and measles), and/or at specially designated retailers.  In each situation, women (or guardians of children) can be given the product directly or in exchange for a discount voucher for an ITN.  If observation is conducted, get the informed consent of the women receiving the ITN before observing.  Alternately, the Audit Team can request from staff a description of the process through which the source documents are filled in relation to distribution of ITN.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the ITN (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the ITN and recording of the delivery on the source document?

		1.4		If the distribution of the ITN(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be coupons, antenatal cards, EPI registers, or store distribution records.  The audit team should (1) seek permission of the site's senior manager to review the documents and (2) give the manager the option of having a site staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor:   Data quality issues: (1) ITNs may be funded by multiple partners, possibly resulting in over or under-reporting of ITN distribution. (2) Because of the commercial value of ITNs and their subsidization, fraud is a concern for ITN distribution programs.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of ITNs recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of ITNs reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing ITNs issued by the central/regional/district store to the site with the number of ITNs received and distributed by the site, and (2) assessing ITNs available in stock. (Note: ITNs may be funded by different donors).

		CROSS-CHECK 1 :  Between ITNs issued to the site and ITNs received by the site. Was this cross check performed?

		4.1		Enter the number of ITNs issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of ITNs received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and ITNs distributed by the site. Was this cross check performed?

		4.4		Enter the number of ITNs in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of ITNs received by the site during the reporting period.

		4.6		Enter the number of ITNs in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of ITNs distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations -

		Indicator-specific notes for auditor:   A sample of households that received ITNs from the audited service site may be visited.

		5.1		How many households were visited?

		5.2		How many of the households visited in the spot check had received an ITN?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.5

		Note:   This protocol may need to be modified depending on the mode of delivery of ITN.  For example, counting ITN delivered may be done through counting ITN vouchers redeemed.

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO ITN DISTRIBUTION - Describe the connection between the distribution of the ITN(s) and the completion of the source document -

		Indicator-specific notes for auditor:  ITN can be distributed at a number of sites - e.g. antenatal care clinic (ANC), maternal and child health clinic (MCH) or expanded program of immunization site (EPI), during public health campaigns (e.g. those conducted for polio and measles), and/or at specially designated retailers.  In each situation, women (or guardians of children) can be given the product directly or in exchange for a discount voucher for an ITN.  If observation is conducted, get the informed consent of the women receiving the ITN before observing.  Alternately, the Audit Team can request from staff a description of the process through which the source documents are filled in relation to distribution of ITN.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the ITN (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the ITN and recording of the delivery on the source document?

		1.4		If the distribution of the ITN(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be coupons, antenatal cards, EPI registers, or store distribution records.  The audit team should (1) seek permission of the site's senior manager to review the documents and (2) give the manager the option of having a site staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor:   Data quality issues: (1) ITNs may be funded by multiple partners, possibly resulting in over or under-reporting of ITN distribution. (2) Because of the commercial value of ITNs and their subsidization, fraud is a concern for ITN distribution programs.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of ITNs recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of ITNs reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing ITNs issued by the central/regional/district store to the site with the number of ITNs received and distributed by the site, and (2) assessing ITNs available in stock. (Note: ITNs may be funded by different donors).

		CROSS-CHECK 1 :  Between ITNs issued to the site and ITNs received by the site. Was this cross check performed?

		4.1		Enter the number of ITNs issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of ITNs received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and ITNs distributed by the site. Was this cross check performed?

		4.4		Enter the number of ITNs in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of ITNs received by the site during the reporting period.

		4.6		Enter the number of ITNs in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of ITNs distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations -

		Indicator-specific notes for auditor:   A sample of households that received ITNs from the audited service site may be visited.

		5.1		How many households were visited?

		5.2		How many of the households visited in the spot check had received an ITN?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.6

		Note:   This protocol may need to be modified depending on the mode of delivery of ITN.  For example, counting ITN delivered may be done through counting ITN vouchers redeemed.

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO ITN DISTRIBUTION - Describe the connection between the distribution of the ITN(s) and the completion of the source document -

		Indicator-specific notes for auditor:  ITN can be distributed at a number of sites - e.g. antenatal care clinic (ANC), maternal and child health clinic (MCH) or expanded program of immunization site (EPI), during public health campaigns (e.g. those conducted for polio and measles), and/or at specially designated retailers.  In each situation, women (or guardians of children) can be given the product directly or in exchange for a discount voucher for an ITN.  If observation is conducted, get the informed consent of the women receiving the ITN before observing.  Alternately, the Audit Team can request from staff a description of the process through which the source documents are filled in relation to distribution of ITN.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the ITN (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the ITN and recording of the delivery on the source document?

		1.4		If the distribution of the ITN(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be coupons, antenatal cards, EPI registers, or store distribution records.  The audit team should (1) seek permission of the site's senior manager to review the documents and (2) give the manager the option of having a site staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor:   Data quality issues: (1) ITNs may be funded by multiple partners, possibly resulting in over or under-reporting of ITN distribution. (2) Because of the commercial value of ITNs and their subsidization, fraud is a concern for ITN distribution programs.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of ITNs recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of ITNs reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing ITNs issued by the central/regional/district store to the site with the number of ITNs received and distributed by the site, and (2) assessing ITNs available in stock. (Note: ITNs may be funded by different donors).

		CROSS-CHECK 1 :  Between ITNs issued to the site and ITNs received by the site. Was this cross check performed?

		4.1		Enter the number of ITNs issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of ITNs received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and ITNs distributed by the site. Was this cross check performed?

		4.4		Enter the number of ITNs in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of ITNs received by the site during the reporting period.

		4.6		Enter the number of ITNs in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of ITNs distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations -

		Indicator-specific notes for auditor:   A sample of households that received ITNs from the audited service site may be visited.

		5.1		How many households were visited?

		5.2		How many of the households visited in the spot check had received an ITN?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Intermediate Level 4

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 4.1

		Note:   This protocol may need to be modified depending on the mode of delivery of ITN.  For example, counting ITN delivered may be done through counting ITN vouchers redeemed.

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO ITN DISTRIBUTION - Describe the connection between the distribution of the ITN(s) and the completion of the source document -

		Indicator-specific notes for auditor:  ITN can be distributed at a number of sites - e.g. antenatal care clinic (ANC), maternal and child health clinic (MCH) or expanded program of immunization site (EPI), during public health campaigns (e.g. those conducted for polio and measles), and/or at specially designated retailers.  In each situation, women (or guardians of children) can be given the product directly or in exchange for a discount voucher for an ITN.  If observation is conducted, get the informed consent of the women receiving the ITN before observing.  Alternately, the Audit Team can request from staff a description of the process through which the source documents are filled in relation to distribution of ITN.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the ITN (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the ITN and recording of the delivery on the source document?

		1.4		If the distribution of the ITN(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be coupons, antenatal cards, EPI registers, or store distribution records.  The audit team should (1) seek permission of the site's senior manager to review the documents and (2) give the manager the option of having a site staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor:   Data quality issues: (1) ITNs may be funded by multiple partners, possibly resulting in over or under-reporting of ITN distribution. (2) Because of the commercial value of ITNs and their subsidization, fraud is a concern for ITN distribution programs.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of ITNs recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of ITNs reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing ITNs issued by the central/regional/district store to the site with the number of ITNs received and distributed by the site, and (2) assessing ITNs available in stock. (Note: ITNs may be funded by different donors).

		CROSS-CHECK 1 :  Between ITNs issued to the site and ITNs received by the site. Was this cross check performed?

		4.1		Enter the number of ITNs issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of ITNs received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and ITNs distributed by the site. Was this cross check performed?

		4.4		Enter the number of ITNs in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of ITNs received by the site during the reporting period.

		4.6		Enter the number of ITNs in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of ITNs distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations -

		Indicator-specific notes for auditor:   A sample of households that received ITNs from the audited service site may be visited.

		5.1		How many households were visited?

		5.2		How many of the households visited in the spot check had received an ITN?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.2

		Note:   This protocol may need to be modified depending on the mode of delivery of ITN.  For example, counting ITN delivered may be done through counting ITN vouchers redeemed.

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO ITN DISTRIBUTION - Describe the connection between the distribution of the ITN(s) and the completion of the source document -

		Indicator-specific notes for auditor:  ITN can be distributed at a number of sites - e.g. antenatal care clinic (ANC), maternal and child health clinic (MCH) or expanded program of immunization site (EPI), during public health campaigns (e.g. those conducted for polio and measles), and/or at specially designated retailers.  In each situation, women (or guardians of children) can be given the product directly or in exchange for a discount voucher for an ITN.  If observation is conducted, get the informed consent of the women receiving the ITN before observing.  Alternately, the Audit Team can request from staff a description of the process through which the source documents are filled in relation to distribution of ITN.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the ITN (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the ITN and recording of the delivery on the source document?

		1.4		If the distribution of the ITN(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be coupons, antenatal cards, EPI registers, or store distribution records.  The audit team should (1) seek permission of the site's senior manager to review the documents and (2) give the manager the option of having a site staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor:   Data quality issues: (1) ITNs may be funded by multiple partners, possibly resulting in over or under-reporting of ITN distribution. (2) Because of the commercial value of ITNs and their subsidization, fraud is a concern for ITN distribution programs.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of ITNs recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of ITNs reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing ITNs issued by the central/regional/district store to the site with the number of ITNs received and distributed by the site, and (2) assessing ITNs available in stock. (Note: ITNs may be funded by different donors).

		CROSS-CHECK 1 :  Between ITNs issued to the site and ITNs received by the site. Was this cross check performed?

		4.1		Enter the number of ITNs issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of ITNs received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and ITNs distributed by the site. Was this cross check performed?

		4.4		Enter the number of ITNs in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of ITNs received by the site during the reporting period.

		4.6		Enter the number of ITNs in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of ITNs distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations -

		Indicator-specific notes for auditor:   A sample of households that received ITNs from the audited service site may be visited.

		5.1		How many households were visited?

		5.2		How many of the households visited in the spot check had received an ITN?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.3

		Note:   This protocol may need to be modified depending on the mode of delivery of ITN.  For example, counting ITN delivered may be done through counting ITN vouchers redeemed.

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO ITN DISTRIBUTION - Describe the connection between the distribution of the ITN(s) and the completion of the source document -

		Indicator-specific notes for auditor:  ITN can be distributed at a number of sites - e.g. antenatal care clinic (ANC), maternal and child health clinic (MCH) or expanded program of immunization site (EPI), during public health campaigns (e.g. those conducted for polio and measles), and/or at specially designated retailers.  In each situation, women (or guardians of children) can be given the product directly or in exchange for a discount voucher for an ITN.  If observation is conducted, get the informed consent of the women receiving the ITN before observing.  Alternately, the Audit Team can request from staff a description of the process through which the source documents are filled in relation to distribution of ITN.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the ITN (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the ITN and recording of the delivery on the source document?

		1.4		If the distribution of the ITN(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be coupons, antenatal cards, EPI registers, or store distribution records.  The audit team should (1) seek permission of the site's senior manager to review the documents and (2) give the manager the option of having a site staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor:   Data quality issues: (1) ITNs may be funded by multiple partners, possibly resulting in over or under-reporting of ITN distribution. (2) Because of the commercial value of ITNs and their subsidization, fraud is a concern for ITN distribution programs.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of ITNs recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of ITNs reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing ITNs issued by the central/regional/district store to the site with the number of ITNs received and distributed by the site, and (2) assessing ITNs available in stock. (Note: ITNs may be funded by different donors).

		CROSS-CHECK 1 :  Between ITNs issued to the site and ITNs received by the site. Was this cross check performed?

		4.1		Enter the number of ITNs issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of ITNs received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and ITNs distributed by the site. Was this cross check performed?

		4.4		Enter the number of ITNs in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of ITNs received by the site during the reporting period.

		4.6		Enter the number of ITNs in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of ITNs distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations -

		Indicator-specific notes for auditor:   A sample of households that received ITNs from the audited service site may be visited.

		5.1		How many households were visited?

		5.2		How many of the households visited in the spot check had received an ITN?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.4

		Note:   This protocol may need to be modified depending on the mode of delivery of ITN.  For example, counting ITN delivered may be done through counting ITN vouchers redeemed.

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO ITN DISTRIBUTION - Describe the connection between the distribution of the ITN(s) and the completion of the source document -

		Indicator-specific notes for auditor:  ITN can be distributed at a number of sites - e.g. antenatal care clinic (ANC), maternal and child health clinic (MCH) or expanded program of immunization site (EPI), during public health campaigns (e.g. those conducted for polio and measles), and/or at specially designated retailers.  In each situation, women (or guardians of children) can be given the product directly or in exchange for a discount voucher for an ITN.  If observation is conducted, get the informed consent of the women receiving the ITN before observing.  Alternately, the Audit Team can request from staff a description of the process through which the source documents are filled in relation to distribution of ITN.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the ITN (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the ITN and recording of the delivery on the source document?

		1.4		If the distribution of the ITN(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be coupons, antenatal cards, EPI registers, or store distribution records.  The audit team should (1) seek permission of the site's senior manager to review the documents and (2) give the manager the option of having a site staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor:   Data quality issues: (1) ITNs may be funded by multiple partners, possibly resulting in over or under-reporting of ITN distribution. (2) Because of the commercial value of ITNs and their subsidization, fraud is a concern for ITN distribution programs.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of ITNs recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of ITNs reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing ITNs issued by the central/regional/district store to the site with the number of ITNs received and distributed by the site, and (2) assessing ITNs available in stock. (Note: ITNs may be funded by different donors).

		CROSS-CHECK 1 :  Between ITNs issued to the site and ITNs received by the site. Was this cross check performed?

		4.1		Enter the number of ITNs issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of ITNs received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and ITNs distributed by the site. Was this cross check performed?

		4.4		Enter the number of ITNs in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of ITNs received by the site during the reporting period.

		4.6		Enter the number of ITNs in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of ITNs distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations -

		Indicator-specific notes for auditor:   A sample of households that received ITNs from the audited service site may be visited.

		5.1		How many households were visited?

		5.2		How many of the households visited in the spot check had received an ITN?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.5

		Note:   This protocol may need to be modified depending on the mode of delivery of ITN.  For example, counting ITN delivered may be done through counting ITN vouchers redeemed.

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO ITN DISTRIBUTION - Describe the connection between the distribution of the ITN(s) and the completion of the source document -

		Indicator-specific notes for auditor:  ITN can be distributed at a number of sites - e.g. antenatal care clinic (ANC), maternal and child health clinic (MCH) or expanded program of immunization site (EPI), during public health campaigns (e.g. those conducted for polio and measles), and/or at specially designated retailers.  In each situation, women (or guardians of children) can be given the product directly or in exchange for a discount voucher for an ITN.  If observation is conducted, get the informed consent of the women receiving the ITN before observing.  Alternately, the Audit Team can request from staff a description of the process through which the source documents are filled in relation to distribution of ITN.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the ITN (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the ITN and recording of the delivery on the source document?

		1.4		If the distribution of the ITN(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be coupons, antenatal cards, EPI registers, or store distribution records.  The audit team should (1) seek permission of the site's senior manager to review the documents and (2) give the manager the option of having a site staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor:   Data quality issues: (1) ITNs may be funded by multiple partners, possibly resulting in over or under-reporting of ITN distribution. (2) Because of the commercial value of ITNs and their subsidization, fraud is a concern for ITN distribution programs.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of ITNs recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of ITNs reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing ITNs issued by the central/regional/district store to the site with the number of ITNs received and distributed by the site, and (2) assessing ITNs available in stock. (Note: ITNs may be funded by different donors).

		CROSS-CHECK 1 :  Between ITNs issued to the site and ITNs received by the site. Was this cross check performed?

		4.1		Enter the number of ITNs issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of ITNs received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and ITNs distributed by the site. Was this cross check performed?

		4.4		Enter the number of ITNs in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of ITNs received by the site during the reporting period.

		4.6		Enter the number of ITNs in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of ITNs distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations -

		Indicator-specific notes for auditor:   A sample of households that received ITNs from the audited service site may be visited.

		5.1		How many households were visited?

		5.2		How many of the households visited in the spot check had received an ITN?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.6

		Note:   This protocol may need to be modified depending on the mode of delivery of ITN.  For example, counting ITN delivered may be done through counting ITN vouchers redeemed.

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of Insecticide-treated Bednets (ITN) Distributed

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO ITN DISTRIBUTION - Describe the connection between the distribution of the ITN(s) and the completion of the source document -

		Indicator-specific notes for auditor:  ITN can be distributed at a number of sites - e.g. antenatal care clinic (ANC), maternal and child health clinic (MCH) or expanded program of immunization site (EPI), during public health campaigns (e.g. those conducted for polio and measles), and/or at specially designated retailers.  In each situation, women (or guardians of children) can be given the product directly or in exchange for a discount voucher for an ITN.  If observation is conducted, get the informed consent of the women receiving the ITN before observing.  Alternately, the Audit Team can request from staff a description of the process through which the source documents are filled in relation to distribution of ITN.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording the distribution of the ITN (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between distribution of the ITN and recording of the delivery on the source document?

		1.4		If the distribution of the ITN(s) and recording of the distribution are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Source documents could be coupons, antenatal cards, EPI registers, or store distribution records.  The audit team should (1) seek permission of the site's senior manager to review the documents and (2) give the manager the option of having a site staff member present during the review.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) date of the distribution; (2) area of the distribution; (3) method of the distribution; (4) quantity.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		B)  Verify recording procedures to avoid double counting		Recounting Results

		2.4		Are there any instances with a risk of double counting?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		Indicator-specific notes for auditor:   Data quality issues: (1) ITNs may be funded by multiple partners, possibly resulting in over or under-reporting of ITN distribution. (2) Because of the commercial value of ITNs and their subsidization, fraud is a concern for ITN distribution programs.		Indcator-specific notes for auditor:

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of ITNs recorded as having been distributed during the reporting period by reviewing the source documents.

		3.2		Copy the number of ITNs reported as distributed by the site during the reporting period (from the site summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between source documents and reports submitted by the site to the next reporting level.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for Verification Team:  Cross check can be performed by (1) comparing ITNs issued by the central/regional/district store to the site with the number of ITNs received and distributed by the site, and (2) assessing ITNs available in stock. (Note: ITNs may be funded by different donors).

		CROSS-CHECK 1 :  Between ITNs issued to the site and ITNs received by the site. Was this cross check performed?

		4.1		Enter the number of ITNs issued to the site during the reporting period (by the central/regional/district store).

		4.2		Enter the number of ITNs received by the site during the reporting period.

		Calculate % difference in cross check 1						-

		4.3		If there is a discrepancy between issued and received ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		CROSS-CHECK 2 :  Between stock movement and ITNs distributed by the site. Was this cross check performed?

		4.4		Enter the number of ITNs in stock at the site at the beginning of the reporting period (initial in stock).

		4.5		Enter the number of ITNs received by the site during the reporting period.

		4.6		Enter the number of ITNs in stock at the site at the end of the reporting period (closing in stock).

		4.7		Enter the number of ITNs distributed by the site during the reporting period.

		Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))						-

		4.8		If there is a discrepancy between in stock and distributed ITNs during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

		4.9		Any additional cross checking: (add as appropriate)

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations -

		Indicator-specific notes for auditor:   A sample of households that received ITNs from the audited service site may be visited.

		5.1		How many households were visited?

		5.2		How many of the households visited in the spot check had received an ITN?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





SUMMARY_TABLE

		Important Note:  This table may need to be revised if a different sampling scheme is used or if not all intermediate aggregation sites include three service delivery sites.  It is important to carefully revise this table if a different sampling strategy (other than 4 intermediate aggregation level sites/districts and 3 service delivery sites per intermediate aggregation level site) is used in the Data Quality Audit.  Careful revision will be needed to ensure that all relevant data are used to measure the summary statistics.  If the worksheets are modified (e.g. worksheets added), it is critical to ensure that all formulas (including those hidden in columns) are reviewed by an expert in Excel.

										Step 1						Step 2						Step 3		Step 4

		SUMMARY TABLE

Trace and Verify								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Verified Counts at Audited Sites		Reported Count at Audited Sites		Site and Unadjusted District Verification Factors)		Observed Reported Count from All Sites in the "District"		Reported Count from the "District" at the M&E Unit (e.g. National Level)		Adjustment Factor  Rdi/Rni		Adjusted District Verification Factors		VF (Weight)		Total Verification Factor		% Available Reports		%  On-time Reports		% Complete Reports		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Lower 95% CI limit		Upper 95% CI limit		number of districts		Degrees of freedom t-distribution

		M&E Unit																																																df		P(2-tailed) = 0.025

		-		-						0.00		0.00				0.00		0.00						0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Intermediate Aggregation Level Sites and Service Delivery Sites																																																2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-																		3.00		3.18

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-																4.00		2.78

		1.1		-						0.00		0.00		-																																				5.00		2.57

		1.2		-						0.00		0.00		-

		1.3		-						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		1.6		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						0.00		0.00		-

		2.2		-						0.00		0.00		-

		2.3		-						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		2.6		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		3.6		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

		4.6		-						0.00		0.00		-

				Service Point Summary						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-

		11		-						0.00		0.00		-

		12		-						0.00		0.00		-





Summary_Statistics_No IAS

		DQA Summary Statistics (no Intermediate Aggregation Sites)

																																																																																-

																																																																																-

																																																																																-

																																																																																-

																																																																																-





Summary_Statistics_No IAS

										% Available Reports		% Available Reports		% Available Reports



5
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3

% Available Reports
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% Complete Reports
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Summary of Reporting from DQA

0

0

0



SUMMARY_STATISTICS_2 IAL

		



Site Verification factors for DQA



SUMMARY_STATISTICS

		DQA Summary Statistics

																																																																																Accuracy		Availability		Timeliness		Completeness

																																																																												7		-		-		-		-		-

																																																																												6		-		-		-		-		-

																																																																												5		-		-		-		-		-

																																																																												4		-		-		-		-		-

																																																																												3		-		-		-		-		-

																																																																												2		-		-		-		-		-

																																																																												1		-		-		-		-		-





SUMMARY_STATISTICS

		0		0		0		0		0		0		0
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-

Total and Adjusted District 
Verification Factors from DQA



		0		0		0		0		0		0		0
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% Available Reports from DQA
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-
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-

% On Time Reports from DQA



		0		0		0		0		0		0		0



-
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-
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% Complete Reports from DQA



		DQA Summary Statistics

																																																																																				Accuracy		Availability		Timeliness		Completeness

																																																																																5		-		-		-		-		-

																																																																																4		-		-		-		-		-

																																																																																3		-		-		-		-		-

																																																																																2		-		-		-		-		-

																																																																																1		-		-		-		-		-
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Total and Adjusted District Verification Factors from DQA
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% Available Reports from DQA



		0		0		0		0		0



-

-

-

-
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DQA Data Verification Templates/English/DQA P2_Malaria_Treatment_May 2008.xls
HEADER

																												0		0		0		0		0

																												1		1		1		1		1

																												2		2		2		2		2

																												3		3		3		0		0

		Data Quality Assessment (DQA) Tool																										4		4		4

								Protocol 2:  Data Verification																				0		5		5

						- Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT) -																						0		6		6

						Number of intermediate aggregation levels																								0		7

						Number of higher level intermediate aggregation sites (e.g. regional)																										8

						Number of intermediate aggregation sites (IAS)																										9

						Number of service delivery points (per IAS)																										10

						Reset survey																										11

		Version 1: May 2008																														12

		Important notes for the use of this spreadsheet:																														0

		1.  In order to use the Data Quality Audit tools you will need to ensure that your 'macro security' is set to something less than 'high'.  With the spreadsheet open go to the 'Tools' pull-down menu and select 'Macro', then 'Security'.  Select 'medium'.  Close Excel and re-open the file.  When you open file the next time you will have to select 'Enable Macros' for the application to work as designed.

		2.  On the HEADER Page (this page), please select number of intermediate aggregations levels (from the dropdown list) the data are reported through from service delivery point up to national level.  Then select the number of sampled intermediate aggregation sites (IAS) from the next dropdown list.   IAS are typically the district level health unit of the Ministry of Health.  Next, enter the number of sampled service delivery points (SDP), e.g. health units or facilities,  reporting to each intermediate site.  If you have an unequal number of SDP per district select the number corresponding to largest number of sampled SDP in a sampled district.  If SDPs report directly to national level select '0' from the IDS dropdown list.  Then select the number of SDPs in the sample.  Please see the INSTRUCTIONS page for more detail.

		3.  Please enter the health facility, or site, names into the sheet labeled 'Information Page'.  These names will then auto-populate the appropriate forms in the spreadsheet and help ensure a well organized assessment and good quality data.



Reset



INSTRUCTIONS

		INSTRUCTIONS (Protocol 2 - Data Verification)

		Note:  The Audit Team should read the document "Data Quality Audit:  Guidelines for Implementation" in addition to these instructions prior to administering this protocol.

		OBJECTIVE

		The objective of this protocol is to (1) recount and verify the accuracy of reported data at selected sites; and (2) review the timeliness, completeness and availability of reports.

		CONTENT

		This Data Verification Protocol relates to the indicator: Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT).  Indeed, because there can be significant differences between types of indicators and service delivery sites - e.g., health-based (clinics) and community-based sites, the DQA includes Indicator-specific Protocols with specific information and data quality challenges related to the indicator (e.g., the risk of double counting). This information is incorporated into the 5-steps of the protocol, which are outlined  below. 

The protocol begins with a description of the service(s) associated with the indicator to orient the Audit Team to the service being given and thus, what is being “counted” to measure the indicator.  This will help lead the Audit Team to the relevant source documents, which can be significantly different for various indicators (e.g., patient records, laboratory reports, training logs, etc).

The data verification takes place in two stages:

(1) In-depth verifications at the Service Delivery Points (SDPs); and
(2) Follow-up verifications at the relevant Intermediate Aggregation Levels (IALs) and at the Program/project M&E Unit. 
  
Typically, programs will have a 3-tier reporting system; In other words, the data will flow from Service Delivery Points (SDPs), 
to one Intermediate Aggregation Level (i.e., a Region or a District), and then to the central M&E Unit.

However, in some countries, SDPs may report directly to the central M&E Unit, without passing through Intermediate 
Aggregation Levels (IALs). In other countries, there could be two (or more) IALs with data being aggregated, for example,
at the District and then at the Provincial level before reaching the central M&E Unit. In such cases (i.e., a 2-tier or 4-tier reporting
system), the Data Verification Protocol will need to be adapted (as explained in the below).

		Editing the content of the Excel Template
The Excel Templates should be modified with care.  To enable the selective addition or removal of tabs for the different sites and 
levels the templates have been programmed in VBA (Visual Basic for Applications).  Modifications to the worksheets can disrupt the
programming and render the template inoperable.  However, it is possible to make certain changes that will make the template more 
useful during the DQA, and more descriptive of the information system.  For example, additional cross-checks and spot-checks can be
added to individual worksheets provided they are added at the bottom of the worksheet. Please do not 'insert' rows or columns in the
middle of the sheet as this could alter the calculation of certain performance indicators.  Other additions to the sheets can also be 
made at the bottom of the worksheet.

Up to six Service Delivery Sites within four Intermediate Aggregation Sites can be selected (i.e. 24 sites) so it is unlikely that service
points or intermediate sites will need to be added to "Information Page".   Simply select the desired number of each from the dropdown
lists on the “HEADER” page.  These selections can be modified later if need be.

It is acceptable to rename worksheet tabs as needed.

The worksheets are protected to guard against inadvertent changes to the contents .  To edit the contents of cells, unprotect the
worksheets by selecting 'Protection' from the 'Tools' pull-down menu.  Then select 'Unprotect'.  Remember to Re-protect the worksheet
after making the modifications.

		AUDITORS INSTRUCTIONS FOR USING THE PROTOCOL

		Service Delivery Points – 5 Types of Data Verifications

The first stage of the data-verification occurs at the Service Delivery Points. There are five types of standard data-verification steps that can be performed at this level :

1 - Description:  Describe the connection between the delivery of services/commodities and the completion of the source document that records that service delivery.

2 - Documentation Review:  Review availability and completeness of all indicator source documents for the selected reporting period.

3 - Trace and Verification:  Trace and verify reported numbers: (1) Recount the reported numbers from available source documents; (2) Compare the verified numbers to the site reported number; (3) Identify reasons for any differences. 

4 - Cross-checks:  Perform “cross-checks” of the verified report totals with other data-sources (e.g. inventory records, laboratory reports, registers, etc.).

5 - Spot-checks:  Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations.

		Intermediate Aggregation Levels (IALs) and Central M&E Unit – 2 Types of Data Verifications

The second stage of the data-verification occurs at the Intermediate Aggregation Levels (e.g., Districts, Regions) and at the Program/project M&E Unit. 

1 - Documentation Review:  Review availability, timeliness and completeness of expected reports from Service Delivery Points for the selected reporting period.

2 - Trace and Verification:  Trace and verify reported numbers: (1) Re-aggregate the numbers submitted by the Service Delivery Points; (2) Compare the verified counts to the numbers submitted to the next level (e.g., Central M&E Unit); (3) Identify reasons for any differences.

		Instructions for a "2-tier" or "4-tier" reporting system:

Selecting Levels and Sites
The Protocol 2:  Data Verification Excel template is designed to follow the DQA sampling methodology with regard to the selection of Intermediate Aggregation Levels and Service Delivery Sites.  On the "HEADER" tab, the Auditing Team can select the number of Intermediate Aggregation Sites, and the number of Service Delivery Sites reporting to each Intermediate Aggregation Site, according to the understanding reached with the Organization Commissioning the DQA.  In the event there more than, or less than, one intermediary level to the flow of data from service delivery level to the national level, the required numbers of intermediate levels and sites per level can be selected.  First select the number of Intermediate Aggregation Levels (e.g. region or district).  If the data passes through both the region and the district, select two levels.  If the data only passes through the district before being sent to national level, select one level.  In some countries the data is reported from the service delivery point directly to national level.  In this case, select zero intermediate levels.  

Next select the number of sites within each intermediate level.  The most likely sampling scheme calls for the random selection of three clusters (intermediate sites), 
and three Service Delivery Sites within each cluster.  In the event of two intermediate levels, the sampling scheme will most likely be two regional clusters, with two
district clusters within each region.  Then two service points will be selected within each district cluster for a total of eight Service Delivery Sites.  Modifications to 
this sampling scheme may become necessary due to constraints of time, distance and resources.  All changes to the methodology should be agreed upon with the 
Organization Commissioning the DQA before the field visits.

		Instructions for filling in the columns of the checklist:

A list of questions appears on the left on each worksheet (column B).  The Audit Team should read each question (statement) and  complete columns C/D, E, F and G.  Column C has a pull down menu (in the right bottom corner) for each question with response categories: "Yes - completely", "Partly", "No - not at all" and "N/A".  Column D should be used to enter numbers or percentages (which will be used in the calculations). Column E is for auditor notes and column F should be filled in with "Yes" if the Audit Team deems that issues raised by the response to a question(statement) are sufficient to require a "Recommendation Note" to the Program/project.

		OUTPUTS

		Based on all responses to the questions, the following Summary Statistics will be produced:

- Accuracy of Reported Data through the calculation of Verification Factors  generated from the recounting exercise performed at each level of the reporting system (i.e., percentage comparison of the reported numbers for the selected indicators to the verified numbers); 

- Availability, Completeness and Timeliness Reports through percentages calculated at the Intermediate Aggregation Level(s) and the M&E Unit.

		Interpretation of the Output:

Mathematical modeling of the modified two-stage cluster sampling technique used by the DQA has determined that the precision of estimates of the verification factor for immunization coverage data is too low for realistic use at the national level.  In simulations, Woodard et al(1) found that up to 30 districts would need to be sampled to achieve precision in the neighborhood of +/-10%.  Given the investment of time, staff and financial resources required to visit 30 districts, the calculation of a precise national verification factor is unlikely.  

That said, it is possible to gain an insight into the overall quality of data in a Program/project without reliance on the national estimate of VF.  The qualitative aspects of the DQA are adequate to determine the strengths and weaknesses of a given reporting system.  For example, if indicator definitions are poorly understood in a majority of a representative sample of sites, it is quite likely that indicator definitions are poorly understood in non-sampled districts as well.  The recounting of indicators and comparison with reported values for a sample of sites is similarly adequate to determine in a general sense whether data quality is good, mediocre or poor, even without the
benefit of a precise national estimate.   Missing reports or large disparities between recounted and reported results in a handful of
sites is indicative of similar disparities elsewhere.  

Ultimately, the national verification factor should be interpreted with caution.  For the purposes of the Data Quality Audit it should be 
used as an indication of data quality (or lack of data quality), rather than an exact measure.   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA)
  Ann Epidemiol  2007;17:628–633.





SERVICE DESCRIPTION

		SERVICE DESCRIPTION (Protocol 2 - Data Verification)

		Background

Malaria is caused by being bitten by an infected female anopheline mosquito.  Malaria is caused by infection of red blood cells with protozoan parasites of the genus Plasmodium. Four Plasmodium species – P. falciparum, P.vivax, P.ovale, and P.malariae infect humans. 

The first symptoms of malaria are similar to those of a minor virus, with possible experience of headache, tiredness/fatigue, abdominal discomfort and muscle and joint aches.   If prompt and effective treatment is given at this stage, the case-fatality rate is low (0.1% for P.falciparum).   Delayed treatment or use of ineffective treatment at this stage can lead to severe malaria – which, if untreated, can lead to death.  Worsening symptoms of malaria can include fever, chills, perspiration, anorexia, vomiting and worsening malaise.

		Diagnosis of Malaria

Malaria can receive a clinical diagnosis and/or a parasitological or confirmatory diagnosis of parasites in the blood.   Parasitological diagnosis occurs through light microscopy and rapid diagnostic tests (RDTs).   Clinical diagnosis is not always accurate since Malaria shares symptoms with other illnesses; however, in many areas parasitological diagnosis is not available.  The decision to provide antimalarial treatment in these cases should be based on the likelihood of the illness being malaria.  Medical staff need to weigh the risk of withholding antimalarial treatment from a patient with malaria against the risk associated with antimalarial treatment given to a patient who does not have malaria.

Diagnosis of malaria and initiation of treatment of uncomplicated cases generally takes place at primary health care facilities.  Following diagnosis, the health care worker will give the patient a prescription and instructions on how to take the drugs.  The patient can either purchase the drugs at the health facility’s pharmacy or at a commercial pharmacy. 

Most treatments are taken at home without medical supervision.

		Treatment of Uncomplicated Malaria

Note:  The national guidelines on treating malaria may vary between countries. These guidelines therefore need to be reviewed before the data audit can be conducted. 

WHO recommends the use of two antimalarial combination therapies:  artemisinin-based combination therapies (ACT) and non-artemisinin based therapies.  Recent trials have shown that ACT is more than 90% effective, with a recovery of malaria after three days, especially for the chloroquine-resistant P.falciparum. For this reason, the WHO has recommended that a switch to ACT should be made in all countries where the malaria parasite has developed resistance to chloroquine.

		Artemisinin-based combination therapy (ACT):

In ACT treatment, the drug Artemisinin is used to treat multi-drug resistant strains of falciparum malaria.  To boast effectiveness, semi-synthetic derivatives of Artemisinin, including Artemether and Artesunate, are often used.   Artemisinin is also coupled with Lumefantrine.    

The following ACTs are currently recommended by WHO:

Artemether – Lumefantrine       Twice a day for 3 days
Artesunate + Amodiaquinine     Once a day for 3 days
Artesunate + Mefloquine Artesunate      Given once a day for 3 days and mefloquine given over 2 or 3 days
Artesunate +  Sulfadoxine – Pyrimethamine Artesunate      Given once a day for 3 days and single administration of sulfadoxine-pyrimethamine on day 1
Note: Size of the dosage will depend on the patient’s age and, in the case of artemether-lumefantrine, additionally on body weight.

Note: amodiaquine + sulfadoxine – pyrimethamine may be considered as an interim option where ACTs cannot be made available, provided that efficacy of both is high.

		Non-artemisinin based combination therapy:

Non-ACTs include sulfadoxine – pryrimethamine with chloroquine (SP+CQ) or amodiaquine (SP+AQ). However, the prevailing high levels of resistance have compromised the efficacy of these combinations. 

Treatment of Severe Malaria

Severe malaria is a medical emergency.   A patient with severe malaria will need to be hospitalized because treatment is given either through intravenous or intramuscular injection.  Two classes of drugs are currently available for the treatment of severe malaria: the cinchona alkaloids (quinine and quinidine) and the artemisinin derivatives (artesunate, artemether and artemotil).

		Community Outreach Services

In some settings, health facilities use mobile teams to provide community outreach services, including identifying malaria cases and providing treatment. The mobile team may refer a sick patient to a nearby facility for treatment or may administer the drugs during the outreach.  In other cases, local health workers provide community-based  malaria-related services, i.e. case detection, treatment, referral and support. These health workers are expected to report on their activities to the organization which is managing the outreach service. 

Source: WHO.  2006.  Guidelines for Treatment of Malaria.  Geneva:  WHO.
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		B- BACKGROUND INFORMATION FOR COMPLETION OF TRACE AND VERIFY INDICATOR DATA PROTOCOL

		Name of Orgnization Implementing the DQA

		Country

		Program Area(s)

		Indicator(s)

		Grant Number(s)

		M&E Management Unit at Central Level

		Name of Site																Date of Audit

		1-

		Regional Sites

		Name of Site																Date of Audit

		1

		2

		Intermediate Aggregation Sites (IAS)

		Name of Site																Date of Audit

		1

		2

		3

		4

		-		add more lines as needed

		Service Delivery Points (SDPs)

		Name of Site																Date of Audit

		1.1

		1.2

		1.3

		1.4

		1.5

		1.6

		2.1

		2.2

		2.3

		2.4

		2.5

		2.6

		3.1

		3.2

		3.3

		3.4

		3.5

		3.6

		4.1

		4.2

		4.3

		4.4

		4.5

		4.6

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10

		11

		12





M&E_Unit

		M&E Unit (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the M&E Unit is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the M&E summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				M&E Unit:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		0.  Recording and Reporting System for Malaria Treatment

		0		Describe the recording and reporting system related to malaria treatment (i.e. from initial recording of the service delivery on source documents to the reporting of aggregated numbers to the M&E Unit). Please describe when recording of the service takes place, on what form(s) and by which staff member(s).

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the M&E Unit.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the M&E Unit numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the M&E Unit (and released or submitted to the funding agency )

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (M&E Unit)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the M&E Unit		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers used by the M&E Unit for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the M&E Unit or in a database.

		1.3		What result was contained for the audited Regional Aggregation Site no.1 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.1		What result was contained for the audited Intermediate Aggregation Site no.1 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.2		What result was contained for the audited Intermediate Aggregation Site no.2 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Regional Aggregation Site no.2 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.3		What result was contained for the audited Intermediate Aggregation Site no.3 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.4		What result was contained for the audited Intermediate Aggregation Site no.4 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the M&E Unit for those Intermediate Aggregation Sites.

		1.4		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the M&E Unit should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 1

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of Malaria treatment and the completion of the source document -

		Indicator-specific notes for auditor:   The source documents may be a register and/or a patient chart. In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording delivery of anti-malarial treatment. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of anti-malarial treatment and recording of the delivery on the source document?

		1.4		If the delivery of anti-malarial treatment and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) ID of the patient; (2) date; (3) treatment regimen.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: (1) Double-reporting may occur when a patient is referred by the outpatient clinic to the inpatient clinic; (2) the activities of mobile clinics affiliated with a health facility may not be recorded/reported, thereby leading to under-reporting; (3) adherence to treatment may not take place because the drugs have to be purchased by the patient outside the health facility and administered at home.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond with those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people recorded as having received anti-malarial treatment during the reporting period by reviewing the source documents (e.g. treatment cards).

		3.2		Copy the number of people reported as having received anti-malarial treatment by the site during the reporting period (from the summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Patient Treatment Cards and the Malaria Treatment Register; and (2) Pharmacy Records and the Malaria Treatment Register. The code of the regimen dispensed to the patient is recorded in the Malaria Treatment Register. The exact number of patients receiving each regimen in the facility at any time can therefore be counted by reviewing the Malaria Treatment Register.

		CROSS-CHECK 1.1:  From Patient Treatment Cards to the Malaria Treatment Register. Was this cross check performed?

		4.1		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards) who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the Malaria Treatment Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Malaria Treatment Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the Malaria Treatment Register (or at least 20 patients). How many patients were selected?

		4.4		How many of the patients selected had Malaria Treatment Cards?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of Malaria Treatment Register records (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the Patient Treatment Cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards). Identify the malaria treatment drug regime that was prescribed.  How many cards were selected?

		4.6		Check the Pharmacy Records to verify that the malaria treatment drugs were delivered to the patient.

		Calculate % difference for cross check 2.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Record to Patient Treatment Cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received Malaria Treatment.  How many patients were selected?

		4.8		Check the Patient Treatment Cards. How many pharmacy records match the Malaria Treatment drug regime prescribed on the Treatment Card?

		Calculate % difference for cross check 2.2

If difference is below 90%, select an additional 5% of Pharmacy Records  (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows as appropriate):

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 2

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of Malaria treatment and the completion of the source document -

		Indicator-specific notes for auditor:   The source documents may be a register and/or a patient chart. In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording delivery of anti-malarial treatment. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of anti-malarial treatment and recording of the delivery on the source document?

		1.4		If the delivery of anti-malarial treatment and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) ID of the patient; (2) date; (3) treatment regimen.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: (1) Double-reporting may occur when a patient is referred by the outpatient clinic to the inpatient clinic; (2) the activities of mobile clinics affiliated with a health facility may not be recorded/reported, thereby leading to under-reporting; (3) adherence to treatment may not take place because the drugs have to be purchased by the patient outside the health facility and administered at home.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond with those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people recorded as having received anti-malarial treatment during the reporting period by reviewing the source documents (e.g. treatment cards).

		3.2		Copy the number of people reported as having received anti-malarial treatment by the site during the reporting period (from the summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Patient Treatment Cards and the Malaria Treatment Register; and (2) Pharmacy Records and the Malaria Treatment Register. The code of the regimen dispensed to the patient is recorded in the Malaria Treatment Register. The exact number of patients receiving each regimen in the facility at any time can therefore be counted by reviewing the Malaria Treatment Register.

		CROSS-CHECK 1.1:  From Patient Treatment Cards to the Malaria Treatment Register. Was this cross check performed?

		4.1		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards) who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the Malaria Treatment Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Malaria Treatment Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the Malaria Treatment Register (or at least 20 patients). How many patients were selected?

		4.4		How many of the patients selected had Malaria Treatment Cards?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of Malaria Treatment Register records (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the Patient Treatment Cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards). Identify the malaria treatment drug regime that was prescribed.  How many cards were selected?

		4.6		Check the Pharmacy Records to verify that the malaria treatment drugs were delivered to the patient.

		Calculate % difference for cross check 2.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Record to Patient Treatment Cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received Malaria Treatment.  How many patients were selected?

		4.8		Check the Patient Treatment Cards. How many pharmacy records match the Malaria Treatment drug regime prescribed on the Treatment Card?

		Calculate % difference for cross check 2.2

If difference is below 90%, select an additional 5% of Pharmacy Records  (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows as appropriate):

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 3

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of Malaria treatment and the completion of the source document -

		Indicator-specific notes for auditor:   The source documents may be a register and/or a patient chart. In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording delivery of anti-malarial treatment. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of anti-malarial treatment and recording of the delivery on the source document?

		1.4		If the delivery of anti-malarial treatment and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) ID of the patient; (2) date; (3) treatment regimen.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: (1) Double-reporting may occur when a patient is referred by the outpatient clinic to the inpatient clinic; (2) the activities of mobile clinics affiliated with a health facility may not be recorded/reported, thereby leading to under-reporting; (3) adherence to treatment may not take place because the drugs have to be purchased by the patient outside the health facility and administered at home.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond with those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people recorded as having received anti-malarial treatment during the reporting period by reviewing the source documents (e.g. treatment cards).

		3.2		Copy the number of people reported as having received anti-malarial treatment by the site during the reporting period (from the summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Patient Treatment Cards and the Malaria Treatment Register; and (2) Pharmacy Records and the Malaria Treatment Register. The code of the regimen dispensed to the patient is recorded in the Malaria Treatment Register. The exact number of patients receiving each regimen in the facility at any time can therefore be counted by reviewing the Malaria Treatment Register.

		CROSS-CHECK 1.1:  From Patient Treatment Cards to the Malaria Treatment Register. Was this cross check performed?

		4.1		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards) who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the Malaria Treatment Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Malaria Treatment Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the Malaria Treatment Register (or at least 20 patients). How many patients were selected?

		4.4		How many of the patients selected had Malaria Treatment Cards?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of Malaria Treatment Register records (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the Patient Treatment Cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards). Identify the malaria treatment drug regime that was prescribed.  How many cards were selected?

		4.6		Check the Pharmacy Records to verify that the malaria treatment drugs were delivered to the patient.

		Calculate % difference for cross check 2.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Record to Patient Treatment Cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received Malaria Treatment.  How many patients were selected?

		4.8		Check the Patient Treatment Cards. How many pharmacy records match the Malaria Treatment drug regime prescribed on the Treatment Card?

		Calculate % difference for cross check 2.2

If difference is below 90%, select an additional 5% of Pharmacy Records  (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows as appropriate):

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 4

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of Malaria treatment and the completion of the source document -

		Indicator-specific notes for auditor:   The source documents may be a register and/or a patient chart. In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording delivery of anti-malarial treatment. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of anti-malarial treatment and recording of the delivery on the source document?

		1.4		If the delivery of anti-malarial treatment and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) ID of the patient; (2) date; (3) treatment regimen.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: (1) Double-reporting may occur when a patient is referred by the outpatient clinic to the inpatient clinic; (2) the activities of mobile clinics affiliated with a health facility may not be recorded/reported, thereby leading to under-reporting; (3) adherence to treatment may not take place because the drugs have to be purchased by the patient outside the health facility and administered at home.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond with those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people recorded as having received anti-malarial treatment during the reporting period by reviewing the source documents (e.g. treatment cards).

		3.2		Copy the number of people reported as having received anti-malarial treatment by the site during the reporting period (from the summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Patient Treatment Cards and the Malaria Treatment Register; and (2) Pharmacy Records and the Malaria Treatment Register. The code of the regimen dispensed to the patient is recorded in the Malaria Treatment Register. The exact number of patients receiving each regimen in the facility at any time can therefore be counted by reviewing the Malaria Treatment Register.

		CROSS-CHECK 1.1:  From Patient Treatment Cards to the Malaria Treatment Register. Was this cross check performed?

		4.1		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards) who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the Malaria Treatment Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Malaria Treatment Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the Malaria Treatment Register (or at least 20 patients). How many patients were selected?

		4.4		How many of the patients selected had Malaria Treatment Cards?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of Malaria Treatment Register records (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the Patient Treatment Cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards). Identify the malaria treatment drug regime that was prescribed.  How many cards were selected?

		4.6		Check the Pharmacy Records to verify that the malaria treatment drugs were delivered to the patient.

		Calculate % difference for cross check 2.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Record to Patient Treatment Cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received Malaria Treatment.  How many patients were selected?

		4.8		Check the Patient Treatment Cards. How many pharmacy records match the Malaria Treatment drug regime prescribed on the Treatment Card?

		Calculate % difference for cross check 2.2

If difference is below 90%, select an additional 5% of Pharmacy Records  (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows as appropriate):

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 5

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of Malaria treatment and the completion of the source document -

		Indicator-specific notes for auditor:   The source documents may be a register and/or a patient chart. In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording delivery of anti-malarial treatment. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of anti-malarial treatment and recording of the delivery on the source document?

		1.4		If the delivery of anti-malarial treatment and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) ID of the patient; (2) date; (3) treatment regimen.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: (1) Double-reporting may occur when a patient is referred by the outpatient clinic to the inpatient clinic; (2) the activities of mobile clinics affiliated with a health facility may not be recorded/reported, thereby leading to under-reporting; (3) adherence to treatment may not take place because the drugs have to be purchased by the patient outside the health facility and administered at home.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond with those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people recorded as having received anti-malarial treatment during the reporting period by reviewing the source documents (e.g. treatment cards).

		3.2		Copy the number of people reported as having received anti-malarial treatment by the site during the reporting period (from the summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Patient Treatment Cards and the Malaria Treatment Register; and (2) Pharmacy Records and the Malaria Treatment Register. The code of the regimen dispensed to the patient is recorded in the Malaria Treatment Register. The exact number of patients receiving each regimen in the facility at any time can therefore be counted by reviewing the Malaria Treatment Register.

		CROSS-CHECK 1.1:  From Patient Treatment Cards to the Malaria Treatment Register. Was this cross check performed?

		4.1		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards) who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the Malaria Treatment Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Malaria Treatment Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the Malaria Treatment Register (or at least 20 patients). How many patients were selected?

		4.4		How many of the patients selected had Malaria Treatment Cards?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of Malaria Treatment Register records (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the Patient Treatment Cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards). Identify the malaria treatment drug regime that was prescribed.  How many cards were selected?

		4.6		Check the Pharmacy Records to verify that the malaria treatment drugs were delivered to the patient.

		Calculate % difference for cross check 2.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Record to Patient Treatment Cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received Malaria Treatment.  How many patients were selected?

		4.8		Check the Patient Treatment Cards. How many pharmacy records match the Malaria Treatment drug regime prescribed on the Treatment Card?

		Calculate % difference for cross check 2.2

If difference is below 90%, select an additional 5% of Pharmacy Records  (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows as appropriate):

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 6

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of Malaria treatment and the completion of the source document -

		Indicator-specific notes for auditor:   The source documents may be a register and/or a patient chart. In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording delivery of anti-malarial treatment. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of anti-malarial treatment and recording of the delivery on the source document?

		1.4		If the delivery of anti-malarial treatment and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) ID of the patient; (2) date; (3) treatment regimen.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: (1) Double-reporting may occur when a patient is referred by the outpatient clinic to the inpatient clinic; (2) the activities of mobile clinics affiliated with a health facility may not be recorded/reported, thereby leading to under-reporting; (3) adherence to treatment may not take place because the drugs have to be purchased by the patient outside the health facility and administered at home.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond with those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people recorded as having received anti-malarial treatment during the reporting period by reviewing the source documents (e.g. treatment cards).

		3.2		Copy the number of people reported as having received anti-malarial treatment by the site during the reporting period (from the summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Patient Treatment Cards and the Malaria Treatment Register; and (2) Pharmacy Records and the Malaria Treatment Register. The code of the regimen dispensed to the patient is recorded in the Malaria Treatment Register. The exact number of patients receiving each regimen in the facility at any time can therefore be counted by reviewing the Malaria Treatment Register.

		CROSS-CHECK 1.1:  From Patient Treatment Cards to the Malaria Treatment Register. Was this cross check performed?

		4.1		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards) who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the Malaria Treatment Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Malaria Treatment Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the Malaria Treatment Register (or at least 20 patients). How many patients were selected?

		4.4		How many of the patients selected had Malaria Treatment Cards?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of Malaria Treatment Register records (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the Patient Treatment Cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards). Identify the malaria treatment drug regime that was prescribed.  How many cards were selected?

		4.6		Check the Pharmacy Records to verify that the malaria treatment drugs were delivered to the patient.

		Calculate % difference for cross check 2.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Record to Patient Treatment Cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received Malaria Treatment.  How many patients were selected?

		4.8		Check the Patient Treatment Cards. How many pharmacy records match the Malaria Treatment drug regime prescribed on the Treatment Card?

		Calculate % difference for cross check 2.2

If difference is below 90%, select an additional 5% of Pharmacy Records  (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows as appropriate):

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 7

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of Malaria treatment and the completion of the source document -

		Indicator-specific notes for auditor:   The source documents may be a register and/or a patient chart. In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording delivery of anti-malarial treatment. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of anti-malarial treatment and recording of the delivery on the source document?

		1.4		If the delivery of anti-malarial treatment and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) ID of the patient; (2) date; (3) treatment regimen.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: (1) Double-reporting may occur when a patient is referred by the outpatient clinic to the inpatient clinic; (2) the activities of mobile clinics affiliated with a health facility may not be recorded/reported, thereby leading to under-reporting; (3) adherence to treatment may not take place because the drugs have to be purchased by the patient outside the health facility and administered at home.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond with those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people recorded as having received anti-malarial treatment during the reporting period by reviewing the source documents (e.g. treatment cards).

		3.2		Copy the number of people reported as having received anti-malarial treatment by the site during the reporting period (from the summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Patient Treatment Cards and the Malaria Treatment Register; and (2) Pharmacy Records and the Malaria Treatment Register. The code of the regimen dispensed to the patient is recorded in the Malaria Treatment Register. The exact number of patients receiving each regimen in the facility at any time can therefore be counted by reviewing the Malaria Treatment Register.

		CROSS-CHECK 1.1:  From Patient Treatment Cards to the Malaria Treatment Register. Was this cross check performed?

		4.1		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards) who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the Malaria Treatment Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Malaria Treatment Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the Malaria Treatment Register (or at least 20 patients). How many patients were selected?

		4.4		How many of the patients selected had Malaria Treatment Cards?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of Malaria Treatment Register records (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the Patient Treatment Cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards). Identify the malaria treatment drug regime that was prescribed.  How many cards were selected?

		4.6		Check the Pharmacy Records to verify that the malaria treatment drugs were delivered to the patient.

		Calculate % difference for cross check 2.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Record to Patient Treatment Cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received Malaria Treatment.  How many patients were selected?

		4.8		Check the Patient Treatment Cards. How many pharmacy records match the Malaria Treatment drug regime prescribed on the Treatment Card?

		Calculate % difference for cross check 2.2

If difference is below 90%, select an additional 5% of Pharmacy Records  (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows as appropriate):

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 8

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of Malaria treatment and the completion of the source document -

		Indicator-specific notes for auditor:   The source documents may be a register and/or a patient chart. In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording delivery of anti-malarial treatment. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of anti-malarial treatment and recording of the delivery on the source document?

		1.4		If the delivery of anti-malarial treatment and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) ID of the patient; (2) date; (3) treatment regimen.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: (1) Double-reporting may occur when a patient is referred by the outpatient clinic to the inpatient clinic; (2) the activities of mobile clinics affiliated with a health facility may not be recorded/reported, thereby leading to under-reporting; (3) adherence to treatment may not take place because the drugs have to be purchased by the patient outside the health facility and administered at home.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond with those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people recorded as having received anti-malarial treatment during the reporting period by reviewing the source documents (e.g. treatment cards).

		3.2		Copy the number of people reported as having received anti-malarial treatment by the site during the reporting period (from the summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Patient Treatment Cards and the Malaria Treatment Register; and (2) Pharmacy Records and the Malaria Treatment Register. The code of the regimen dispensed to the patient is recorded in the Malaria Treatment Register. The exact number of patients receiving each regimen in the facility at any time can therefore be counted by reviewing the Malaria Treatment Register.

		CROSS-CHECK 1.1:  From Patient Treatment Cards to the Malaria Treatment Register. Was this cross check performed?

		4.1		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards) who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the Malaria Treatment Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Malaria Treatment Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the Malaria Treatment Register (or at least 20 patients). How many patients were selected?

		4.4		How many of the patients selected had Malaria Treatment Cards?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of Malaria Treatment Register records (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the Patient Treatment Cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards). Identify the malaria treatment drug regime that was prescribed.  How many cards were selected?

		4.6		Check the Pharmacy Records to verify that the malaria treatment drugs were delivered to the patient.

		Calculate % difference for cross check 2.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Record to Patient Treatment Cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received Malaria Treatment.  How many patients were selected?

		4.8		Check the Patient Treatment Cards. How many pharmacy records match the Malaria Treatment drug regime prescribed on the Treatment Card?

		Calculate % difference for cross check 2.2

If difference is below 90%, select an additional 5% of Pharmacy Records  (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows as appropriate):

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 9

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of Malaria treatment and the completion of the source document -

		Indicator-specific notes for auditor:   The source documents may be a register and/or a patient chart. In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording delivery of anti-malarial treatment. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of anti-malarial treatment and recording of the delivery on the source document?

		1.4		If the delivery of anti-malarial treatment and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) ID of the patient; (2) date; (3) treatment regimen.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: (1) Double-reporting may occur when a patient is referred by the outpatient clinic to the inpatient clinic; (2) the activities of mobile clinics affiliated with a health facility may not be recorded/reported, thereby leading to under-reporting; (3) adherence to treatment may not take place because the drugs have to be purchased by the patient outside the health facility and administered at home.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond with those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people recorded as having received anti-malarial treatment during the reporting period by reviewing the source documents (e.g. treatment cards).

		3.2		Copy the number of people reported as having received anti-malarial treatment by the site during the reporting period (from the summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Patient Treatment Cards and the Malaria Treatment Register; and (2) Pharmacy Records and the Malaria Treatment Register. The code of the regimen dispensed to the patient is recorded in the Malaria Treatment Register. The exact number of patients receiving each regimen in the facility at any time can therefore be counted by reviewing the Malaria Treatment Register.

		CROSS-CHECK 1.1:  From Patient Treatment Cards to the Malaria Treatment Register. Was this cross check performed?

		4.1		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards) who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the Malaria Treatment Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Malaria Treatment Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the Malaria Treatment Register (or at least 20 patients). How many patients were selected?

		4.4		How many of the patients selected had Malaria Treatment Cards?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of Malaria Treatment Register records (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the Patient Treatment Cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards). Identify the malaria treatment drug regime that was prescribed.  How many cards were selected?

		4.6		Check the Pharmacy Records to verify that the malaria treatment drugs were delivered to the patient.

		Calculate % difference for cross check 2.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Record to Patient Treatment Cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received Malaria Treatment.  How many patients were selected?

		4.8		Check the Patient Treatment Cards. How many pharmacy records match the Malaria Treatment drug regime prescribed on the Treatment Card?

		Calculate % difference for cross check 2.2

If difference is below 90%, select an additional 5% of Pharmacy Records  (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows as appropriate):

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 10

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of Malaria treatment and the completion of the source document -

		Indicator-specific notes for auditor:   The source documents may be a register and/or a patient chart. In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording delivery of anti-malarial treatment. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of anti-malarial treatment and recording of the delivery on the source document?

		1.4		If the delivery of anti-malarial treatment and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) ID of the patient; (2) date; (3) treatment regimen.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: (1) Double-reporting may occur when a patient is referred by the outpatient clinic to the inpatient clinic; (2) the activities of mobile clinics affiliated with a health facility may not be recorded/reported, thereby leading to under-reporting; (3) adherence to treatment may not take place because the drugs have to be purchased by the patient outside the health facility and administered at home.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond with those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people recorded as having received anti-malarial treatment during the reporting period by reviewing the source documents (e.g. treatment cards).

		3.2		Copy the number of people reported as having received anti-malarial treatment by the site during the reporting period (from the summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Patient Treatment Cards and the Malaria Treatment Register; and (2) Pharmacy Records and the Malaria Treatment Register. The code of the regimen dispensed to the patient is recorded in the Malaria Treatment Register. The exact number of patients receiving each regimen in the facility at any time can therefore be counted by reviewing the Malaria Treatment Register.

		CROSS-CHECK 1.1:  From Patient Treatment Cards to the Malaria Treatment Register. Was this cross check performed?

		4.1		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards) who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the Malaria Treatment Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Malaria Treatment Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the Malaria Treatment Register (or at least 20 patients). How many patients were selected?

		4.4		How many of the patients selected had Malaria Treatment Cards?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of Malaria Treatment Register records (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the Patient Treatment Cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards). Identify the malaria treatment drug regime that was prescribed.  How many cards were selected?

		4.6		Check the Pharmacy Records to verify that the malaria treatment drugs were delivered to the patient.

		Calculate % difference for cross check 2.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Record to Patient Treatment Cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received Malaria Treatment.  How many patients were selected?

		4.8		Check the Patient Treatment Cards. How many pharmacy records match the Malaria Treatment drug regime prescribed on the Treatment Card?

		Calculate % difference for cross check 2.2

If difference is below 90%, select an additional 5% of Pharmacy Records  (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows as appropriate):

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 11

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of Malaria treatment and the completion of the source document -

		Indicator-specific notes for auditor:   The source documents may be a register and/or a patient chart. In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording delivery of anti-malarial treatment. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of anti-malarial treatment and recording of the delivery on the source document?

		1.4		If the delivery of anti-malarial treatment and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) ID of the patient; (2) date; (3) treatment regimen.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: (1) Double-reporting may occur when a patient is referred by the outpatient clinic to the inpatient clinic; (2) the activities of mobile clinics affiliated with a health facility may not be recorded/reported, thereby leading to under-reporting; (3) adherence to treatment may not take place because the drugs have to be purchased by the patient outside the health facility and administered at home.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond with those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people recorded as having received anti-malarial treatment during the reporting period by reviewing the source documents (e.g. treatment cards).

		3.2		Copy the number of people reported as having received anti-malarial treatment by the site during the reporting period (from the summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Patient Treatment Cards and the Malaria Treatment Register; and (2) Pharmacy Records and the Malaria Treatment Register. The code of the regimen dispensed to the patient is recorded in the Malaria Treatment Register. The exact number of patients receiving each regimen in the facility at any time can therefore be counted by reviewing the Malaria Treatment Register.

		CROSS-CHECK 1.1:  From Patient Treatment Cards to the Malaria Treatment Register. Was this cross check performed?

		4.1		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards) who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the Malaria Treatment Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Malaria Treatment Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the Malaria Treatment Register (or at least 20 patients). How many patients were selected?

		4.4		How many of the patients selected had Malaria Treatment Cards?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of Malaria Treatment Register records (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the Patient Treatment Cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards). Identify the malaria treatment drug regime that was prescribed.  How many cards were selected?

		4.6		Check the Pharmacy Records to verify that the malaria treatment drugs were delivered to the patient.

		Calculate % difference for cross check 2.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Record to Patient Treatment Cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received Malaria Treatment.  How many patients were selected?

		4.8		Check the Patient Treatment Cards. How many pharmacy records match the Malaria Treatment drug regime prescribed on the Treatment Card?

		Calculate % difference for cross check 2.2

If difference is below 90%, select an additional 5% of Pharmacy Records  (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows as appropriate):

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 12

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of Malaria treatment and the completion of the source document -

		Indicator-specific notes for auditor:   The source documents may be a register and/or a patient chart. In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording delivery of anti-malarial treatment. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of anti-malarial treatment and recording of the delivery on the source document?

		1.4		If the delivery of anti-malarial treatment and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) ID of the patient; (2) date; (3) treatment regimen.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: (1) Double-reporting may occur when a patient is referred by the outpatient clinic to the inpatient clinic; (2) the activities of mobile clinics affiliated with a health facility may not be recorded/reported, thereby leading to under-reporting; (3) adherence to treatment may not take place because the drugs have to be purchased by the patient outside the health facility and administered at home.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond with those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people recorded as having received anti-malarial treatment during the reporting period by reviewing the source documents (e.g. treatment cards).

		3.2		Copy the number of people reported as having received anti-malarial treatment by the site during the reporting period (from the summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Patient Treatment Cards and the Malaria Treatment Register; and (2) Pharmacy Records and the Malaria Treatment Register. The code of the regimen dispensed to the patient is recorded in the Malaria Treatment Register. The exact number of patients receiving each regimen in the facility at any time can therefore be counted by reviewing the Malaria Treatment Register.

		CROSS-CHECK 1.1:  From Patient Treatment Cards to the Malaria Treatment Register. Was this cross check performed?

		4.1		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards) who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the Malaria Treatment Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Malaria Treatment Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the Malaria Treatment Register (or at least 20 patients). How many patients were selected?

		4.4		How many of the patients selected had Malaria Treatment Cards?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of Malaria Treatment Register records (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the Patient Treatment Cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards). Identify the malaria treatment drug regime that was prescribed.  How many cards were selected?

		4.6		Check the Pharmacy Records to verify that the malaria treatment drugs were delivered to the patient.

		Calculate % difference for cross check 2.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Record to Patient Treatment Cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received Malaria Treatment.  How many patients were selected?

		4.8		Check the Patient Treatment Cards. How many pharmacy records match the Malaria Treatment drug regime prescribed on the Treatment Card?

		Calculate % difference for cross check 2.2

If difference is below 90%, select an additional 5% of Pharmacy Records  (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows as appropriate):

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Regional Level 1

		Regional Aggregation Level (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Regional Aggregation Site is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the Regional summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Regional Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the Regional Aggregation Site.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the Regional Aggregation Site numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Regional Aggregation Site (and released or submitted to the funding agency )

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (Regional Aggregation Site)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the Regional Aggregation Site		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers reported  by the Regional Aggregation Site for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the Regional Aggregation Site or in a database.

		1.3		What result was contained for the audited Intermediate Aggregation Site no.1 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Intermediate Aggregation Site no.2 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the Regional Aggregation Site for those Intermediate Aggregation Sites.

		1.5		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the Regional Aggregation Site should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time? (i.e., on time means that the report was able to be used in the summary report prepared by the Regional Aggregation Site)

		Calculate % On time Reports						-

		2.4		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data.)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Intermediate Level 1

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 1.1

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of Malaria treatment and the completion of the source document -

		Indicator-specific notes for auditor:   The source documents may be a register and/or a patient chart. In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording delivery of anti-malarial treatment. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of anti-malarial treatment and recording of the delivery on the source document?

		1.4		If the delivery of anti-malarial treatment and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) ID of the patient; (2) date; (3) treatment regimen.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: (1) Double-reporting may occur when a patient is referred by the outpatient clinic to the inpatient clinic; (2) the activities of mobile clinics affiliated with a health facility may not be recorded/reported, thereby leading to under-reporting; (3) adherence to treatment may not take place because the drugs have to be purchased by the patient outside the health facility and administered at home.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond with those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people recorded as having received anti-malarial treatment during the reporting period by reviewing the source documents (e.g. treatment cards).

		3.2		Copy the number of people reported as having received anti-malarial treatment by the site during the reporting period (from the summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Patient Treatment Cards and the Malaria Treatment Register; and (2) Pharmacy Records and the Malaria Treatment Register. The code of the regimen dispensed to the patient is recorded in the Malaria Treatment Register. The exact number of patients receiving each regimen in the facility at any time can therefore be counted by reviewing the Malaria Treatment Register.

		CROSS-CHECK 1.1:  From Patient Treatment Cards to the Malaria Treatment Register. Was this cross check performed?

		4.1		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards) who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the Malaria Treatment Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Malaria Treatment Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the Malaria Treatment Register (or at least 20 patients). How many patients were selected?

		4.4		How many of the patients selected had Malaria Treatment Cards?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of Malaria Treatment Register records (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the Patient Treatment Cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards). Identify the malaria treatment drug regime that was prescribed.  How many cards were selected?

		4.6		Check the Pharmacy Records to verify that the malaria treatment drugs were delivered to the patient.

		Calculate % difference for cross check 2.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Record to Patient Treatment Cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received Malaria Treatment.  How many patients were selected?

		4.8		Check the Patient Treatment Cards. How many pharmacy records match the Malaria Treatment drug regime prescribed on the Treatment Card?

		Calculate % difference for cross check 2.2

If difference is below 90%, select an additional 5% of Pharmacy Records  (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows as appropriate):

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 1.2

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of Malaria treatment and the completion of the source document -

		Indicator-specific notes for auditor:   The source documents may be a register and/or a patient chart. In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording delivery of anti-malarial treatment. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of anti-malarial treatment and recording of the delivery on the source document?

		1.4		If the delivery of anti-malarial treatment and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) ID of the patient; (2) date; (3) treatment regimen.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: (1) Double-reporting may occur when a patient is referred by the outpatient clinic to the inpatient clinic; (2) the activities of mobile clinics affiliated with a health facility may not be recorded/reported, thereby leading to under-reporting; (3) adherence to treatment may not take place because the drugs have to be purchased by the patient outside the health facility and administered at home.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond with those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people recorded as having received anti-malarial treatment during the reporting period by reviewing the source documents (e.g. treatment cards).

		3.2		Copy the number of people reported as having received anti-malarial treatment by the site during the reporting period (from the summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Patient Treatment Cards and the Malaria Treatment Register; and (2) Pharmacy Records and the Malaria Treatment Register. The code of the regimen dispensed to the patient is recorded in the Malaria Treatment Register. The exact number of patients receiving each regimen in the facility at any time can therefore be counted by reviewing the Malaria Treatment Register.

		CROSS-CHECK 1.1:  From Patient Treatment Cards to the Malaria Treatment Register. Was this cross check performed?

		4.1		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards) who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the Malaria Treatment Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Malaria Treatment Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the Malaria Treatment Register (or at least 20 patients). How many patients were selected?

		4.4		How many of the patients selected had Malaria Treatment Cards?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of Malaria Treatment Register records (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the Patient Treatment Cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards). Identify the malaria treatment drug regime that was prescribed.  How many cards were selected?

		4.6		Check the Pharmacy Records to verify that the malaria treatment drugs were delivered to the patient.

		Calculate % difference for cross check 2.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Record to Patient Treatment Cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received Malaria Treatment.  How many patients were selected?

		4.8		Check the Patient Treatment Cards. How many pharmacy records match the Malaria Treatment drug regime prescribed on the Treatment Card?

		Calculate % difference for cross check 2.2

If difference is below 90%, select an additional 5% of Pharmacy Records  (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows as appropriate):

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 1.3

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of Malaria treatment and the completion of the source document -

		Indicator-specific notes for auditor:   The source documents may be a register and/or a patient chart. In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording delivery of anti-malarial treatment. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of anti-malarial treatment and recording of the delivery on the source document?

		1.4		If the delivery of anti-malarial treatment and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) ID of the patient; (2) date; (3) treatment regimen.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: (1) Double-reporting may occur when a patient is referred by the outpatient clinic to the inpatient clinic; (2) the activities of mobile clinics affiliated with a health facility may not be recorded/reported, thereby leading to under-reporting; (3) adherence to treatment may not take place because the drugs have to be purchased by the patient outside the health facility and administered at home.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond with those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people recorded as having received anti-malarial treatment during the reporting period by reviewing the source documents (e.g. treatment cards).

		3.2		Copy the number of people reported as having received anti-malarial treatment by the site during the reporting period (from the summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Patient Treatment Cards and the Malaria Treatment Register; and (2) Pharmacy Records and the Malaria Treatment Register. The code of the regimen dispensed to the patient is recorded in the Malaria Treatment Register. The exact number of patients receiving each regimen in the facility at any time can therefore be counted by reviewing the Malaria Treatment Register.

		CROSS-CHECK 1.1:  From Patient Treatment Cards to the Malaria Treatment Register. Was this cross check performed?

		4.1		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards) who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the Malaria Treatment Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Malaria Treatment Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the Malaria Treatment Register (or at least 20 patients). How many patients were selected?

		4.4		How many of the patients selected had Malaria Treatment Cards?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of Malaria Treatment Register records (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the Patient Treatment Cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards). Identify the malaria treatment drug regime that was prescribed.  How many cards were selected?

		4.6		Check the Pharmacy Records to verify that the malaria treatment drugs were delivered to the patient.

		Calculate % difference for cross check 2.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Record to Patient Treatment Cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received Malaria Treatment.  How many patients were selected?

		4.8		Check the Patient Treatment Cards. How many pharmacy records match the Malaria Treatment drug regime prescribed on the Treatment Card?

		Calculate % difference for cross check 2.2

If difference is below 90%, select an additional 5% of Pharmacy Records  (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows as appropriate):

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 1.4

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of Malaria treatment and the completion of the source document -

		Indicator-specific notes for auditor:   The source documents may be a register and/or a patient chart. In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording delivery of anti-malarial treatment. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of anti-malarial treatment and recording of the delivery on the source document?

		1.4		If the delivery of anti-malarial treatment and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) ID of the patient; (2) date; (3) treatment regimen.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: (1) Double-reporting may occur when a patient is referred by the outpatient clinic to the inpatient clinic; (2) the activities of mobile clinics affiliated with a health facility may not be recorded/reported, thereby leading to under-reporting; (3) adherence to treatment may not take place because the drugs have to be purchased by the patient outside the health facility and administered at home.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond with those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people recorded as having received anti-malarial treatment during the reporting period by reviewing the source documents (e.g. treatment cards).

		3.2		Copy the number of people reported as having received anti-malarial treatment by the site during the reporting period (from the summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Patient Treatment Cards and the Malaria Treatment Register; and (2) Pharmacy Records and the Malaria Treatment Register. The code of the regimen dispensed to the patient is recorded in the Malaria Treatment Register. The exact number of patients receiving each regimen in the facility at any time can therefore be counted by reviewing the Malaria Treatment Register.

		CROSS-CHECK 1.1:  From Patient Treatment Cards to the Malaria Treatment Register. Was this cross check performed?

		4.1		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards) who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the Malaria Treatment Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Malaria Treatment Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the Malaria Treatment Register (or at least 20 patients). How many patients were selected?

		4.4		How many of the patients selected had Malaria Treatment Cards?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of Malaria Treatment Register records (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the Patient Treatment Cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards). Identify the malaria treatment drug regime that was prescribed.  How many cards were selected?

		4.6		Check the Pharmacy Records to verify that the malaria treatment drugs were delivered to the patient.

		Calculate % difference for cross check 2.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Record to Patient Treatment Cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received Malaria Treatment.  How many patients were selected?

		4.8		Check the Patient Treatment Cards. How many pharmacy records match the Malaria Treatment drug regime prescribed on the Treatment Card?

		Calculate % difference for cross check 2.2

If difference is below 90%, select an additional 5% of Pharmacy Records  (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows as appropriate):

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 1.5

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of Malaria treatment and the completion of the source document -

		Indicator-specific notes for auditor:   The source documents may be a register and/or a patient chart. In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording delivery of anti-malarial treatment. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of anti-malarial treatment and recording of the delivery on the source document?

		1.4		If the delivery of anti-malarial treatment and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) ID of the patient; (2) date; (3) treatment regimen.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: (1) Double-reporting may occur when a patient is referred by the outpatient clinic to the inpatient clinic; (2) the activities of mobile clinics affiliated with a health facility may not be recorded/reported, thereby leading to under-reporting; (3) adherence to treatment may not take place because the drugs have to be purchased by the patient outside the health facility and administered at home.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond with those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people recorded as having received anti-malarial treatment during the reporting period by reviewing the source documents (e.g. treatment cards).

		3.2		Copy the number of people reported as having received anti-malarial treatment by the site during the reporting period (from the summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Patient Treatment Cards and the Malaria Treatment Register; and (2) Pharmacy Records and the Malaria Treatment Register. The code of the regimen dispensed to the patient is recorded in the Malaria Treatment Register. The exact number of patients receiving each regimen in the facility at any time can therefore be counted by reviewing the Malaria Treatment Register.

		CROSS-CHECK 1.1:  From Patient Treatment Cards to the Malaria Treatment Register. Was this cross check performed?

		4.1		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards) who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the Malaria Treatment Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Malaria Treatment Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the Malaria Treatment Register (or at least 20 patients). How many patients were selected?

		4.4		How many of the patients selected had Malaria Treatment Cards?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of Malaria Treatment Register records (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the Patient Treatment Cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards). Identify the malaria treatment drug regime that was prescribed.  How many cards were selected?

		4.6		Check the Pharmacy Records to verify that the malaria treatment drugs were delivered to the patient.

		Calculate % difference for cross check 2.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Record to Patient Treatment Cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received Malaria Treatment.  How many patients were selected?

		4.8		Check the Patient Treatment Cards. How many pharmacy records match the Malaria Treatment drug regime prescribed on the Treatment Card?

		Calculate % difference for cross check 2.2

If difference is below 90%, select an additional 5% of Pharmacy Records  (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows as appropriate):

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 1.6

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of Malaria treatment and the completion of the source document -

		Indicator-specific notes for auditor:   The source documents may be a register and/or a patient chart. In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording delivery of anti-malarial treatment. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of anti-malarial treatment and recording of the delivery on the source document?

		1.4		If the delivery of anti-malarial treatment and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) ID of the patient; (2) date; (3) treatment regimen.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: (1) Double-reporting may occur when a patient is referred by the outpatient clinic to the inpatient clinic; (2) the activities of mobile clinics affiliated with a health facility may not be recorded/reported, thereby leading to under-reporting; (3) adherence to treatment may not take place because the drugs have to be purchased by the patient outside the health facility and administered at home.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond with those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people recorded as having received anti-malarial treatment during the reporting period by reviewing the source documents (e.g. treatment cards).

		3.2		Copy the number of people reported as having received anti-malarial treatment by the site during the reporting period (from the summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Patient Treatment Cards and the Malaria Treatment Register; and (2) Pharmacy Records and the Malaria Treatment Register. The code of the regimen dispensed to the patient is recorded in the Malaria Treatment Register. The exact number of patients receiving each regimen in the facility at any time can therefore be counted by reviewing the Malaria Treatment Register.

		CROSS-CHECK 1.1:  From Patient Treatment Cards to the Malaria Treatment Register. Was this cross check performed?

		4.1		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards) who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the Malaria Treatment Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Malaria Treatment Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the Malaria Treatment Register (or at least 20 patients). How many patients were selected?

		4.4		How many of the patients selected had Malaria Treatment Cards?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of Malaria Treatment Register records (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the Patient Treatment Cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards). Identify the malaria treatment drug regime that was prescribed.  How many cards were selected?

		4.6		Check the Pharmacy Records to verify that the malaria treatment drugs were delivered to the patient.

		Calculate % difference for cross check 2.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Record to Patient Treatment Cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received Malaria Treatment.  How many patients were selected?

		4.8		Check the Patient Treatment Cards. How many pharmacy records match the Malaria Treatment drug regime prescribed on the Treatment Card?

		Calculate % difference for cross check 2.2

If difference is below 90%, select an additional 5% of Pharmacy Records  (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows as appropriate):

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Intermediate Level 2

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 2.1

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of Malaria treatment and the completion of the source document -

		Indicator-specific notes for auditor:   The source documents may be a register and/or a patient chart. In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording delivery of anti-malarial treatment. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of anti-malarial treatment and recording of the delivery on the source document?

		1.4		If the delivery of anti-malarial treatment and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) ID of the patient; (2) date; (3) treatment regimen.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: (1) Double-reporting may occur when a patient is referred by the outpatient clinic to the inpatient clinic; (2) the activities of mobile clinics affiliated with a health facility may not be recorded/reported, thereby leading to under-reporting; (3) adherence to treatment may not take place because the drugs have to be purchased by the patient outside the health facility and administered at home.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond with those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people recorded as having received anti-malarial treatment during the reporting period by reviewing the source documents (e.g. treatment cards).

		3.2		Copy the number of people reported as having received anti-malarial treatment by the site during the reporting period (from the summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Patient Treatment Cards and the Malaria Treatment Register; and (2) Pharmacy Records and the Malaria Treatment Register. The code of the regimen dispensed to the patient is recorded in the Malaria Treatment Register. The exact number of patients receiving each regimen in the facility at any time can therefore be counted by reviewing the Malaria Treatment Register.

		CROSS-CHECK 1.1:  From Patient Treatment Cards to the Malaria Treatment Register. Was this cross check performed?

		4.1		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards) who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the Malaria Treatment Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Malaria Treatment Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the Malaria Treatment Register (or at least 20 patients). How many patients were selected?

		4.4		How many of the patients selected had Malaria Treatment Cards?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of Malaria Treatment Register records (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the Patient Treatment Cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards). Identify the malaria treatment drug regime that was prescribed.  How many cards were selected?

		4.6		Check the Pharmacy Records to verify that the malaria treatment drugs were delivered to the patient.

		Calculate % difference for cross check 2.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Record to Patient Treatment Cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received Malaria Treatment.  How many patients were selected?

		4.8		Check the Patient Treatment Cards. How many pharmacy records match the Malaria Treatment drug regime prescribed on the Treatment Card?

		Calculate % difference for cross check 2.2

If difference is below 90%, select an additional 5% of Pharmacy Records  (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows as appropriate):

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 2.2

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of Malaria treatment and the completion of the source document -

		Indicator-specific notes for auditor:   The source documents may be a register and/or a patient chart. In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording delivery of anti-malarial treatment. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of anti-malarial treatment and recording of the delivery on the source document?

		1.4		If the delivery of anti-malarial treatment and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) ID of the patient; (2) date; (3) treatment regimen.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: (1) Double-reporting may occur when a patient is referred by the outpatient clinic to the inpatient clinic; (2) the activities of mobile clinics affiliated with a health facility may not be recorded/reported, thereby leading to under-reporting; (3) adherence to treatment may not take place because the drugs have to be purchased by the patient outside the health facility and administered at home.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond with those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people recorded as having received anti-malarial treatment during the reporting period by reviewing the source documents (e.g. treatment cards).

		3.2		Copy the number of people reported as having received anti-malarial treatment by the site during the reporting period (from the summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Patient Treatment Cards and the Malaria Treatment Register; and (2) Pharmacy Records and the Malaria Treatment Register. The code of the regimen dispensed to the patient is recorded in the Malaria Treatment Register. The exact number of patients receiving each regimen in the facility at any time can therefore be counted by reviewing the Malaria Treatment Register.

		CROSS-CHECK 1.1:  From Patient Treatment Cards to the Malaria Treatment Register. Was this cross check performed?

		4.1		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards) who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the Malaria Treatment Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Malaria Treatment Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the Malaria Treatment Register (or at least 20 patients). How many patients were selected?

		4.4		How many of the patients selected had Malaria Treatment Cards?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of Malaria Treatment Register records (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the Patient Treatment Cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards). Identify the malaria treatment drug regime that was prescribed.  How many cards were selected?

		4.6		Check the Pharmacy Records to verify that the malaria treatment drugs were delivered to the patient.

		Calculate % difference for cross check 2.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Record to Patient Treatment Cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received Malaria Treatment.  How many patients were selected?

		4.8		Check the Patient Treatment Cards. How many pharmacy records match the Malaria Treatment drug regime prescribed on the Treatment Card?

		Calculate % difference for cross check 2.2

If difference is below 90%, select an additional 5% of Pharmacy Records  (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows as appropriate):

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 2.3

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of Malaria treatment and the completion of the source document -

		Indicator-specific notes for auditor:   The source documents may be a register and/or a patient chart. In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording delivery of anti-malarial treatment. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of anti-malarial treatment and recording of the delivery on the source document?

		1.4		If the delivery of anti-malarial treatment and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) ID of the patient; (2) date; (3) treatment regimen.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: (1) Double-reporting may occur when a patient is referred by the outpatient clinic to the inpatient clinic; (2) the activities of mobile clinics affiliated with a health facility may not be recorded/reported, thereby leading to under-reporting; (3) adherence to treatment may not take place because the drugs have to be purchased by the patient outside the health facility and administered at home.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond with those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people recorded as having received anti-malarial treatment during the reporting period by reviewing the source documents (e.g. treatment cards).

		3.2		Copy the number of people reported as having received anti-malarial treatment by the site during the reporting period (from the summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Patient Treatment Cards and the Malaria Treatment Register; and (2) Pharmacy Records and the Malaria Treatment Register. The code of the regimen dispensed to the patient is recorded in the Malaria Treatment Register. The exact number of patients receiving each regimen in the facility at any time can therefore be counted by reviewing the Malaria Treatment Register.

		CROSS-CHECK 1.1:  From Patient Treatment Cards to the Malaria Treatment Register. Was this cross check performed?

		4.1		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards) who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the Malaria Treatment Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Malaria Treatment Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the Malaria Treatment Register (or at least 20 patients). How many patients were selected?

		4.4		How many of the patients selected had Malaria Treatment Cards?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of Malaria Treatment Register records (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the Patient Treatment Cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards). Identify the malaria treatment drug regime that was prescribed.  How many cards were selected?

		4.6		Check the Pharmacy Records to verify that the malaria treatment drugs were delivered to the patient.

		Calculate % difference for cross check 2.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Record to Patient Treatment Cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received Malaria Treatment.  How many patients were selected?

		4.8		Check the Patient Treatment Cards. How many pharmacy records match the Malaria Treatment drug regime prescribed on the Treatment Card?

		Calculate % difference for cross check 2.2

If difference is below 90%, select an additional 5% of Pharmacy Records  (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows as appropriate):

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 2.4

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of Malaria treatment and the completion of the source document -

		Indicator-specific notes for auditor:   The source documents may be a register and/or a patient chart. In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording delivery of anti-malarial treatment. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of anti-malarial treatment and recording of the delivery on the source document?

		1.4		If the delivery of anti-malarial treatment and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) ID of the patient; (2) date; (3) treatment regimen.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: (1) Double-reporting may occur when a patient is referred by the outpatient clinic to the inpatient clinic; (2) the activities of mobile clinics affiliated with a health facility may not be recorded/reported, thereby leading to under-reporting; (3) adherence to treatment may not take place because the drugs have to be purchased by the patient outside the health facility and administered at home.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond with those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people recorded as having received anti-malarial treatment during the reporting period by reviewing the source documents (e.g. treatment cards).

		3.2		Copy the number of people reported as having received anti-malarial treatment by the site during the reporting period (from the summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Patient Treatment Cards and the Malaria Treatment Register; and (2) Pharmacy Records and the Malaria Treatment Register. The code of the regimen dispensed to the patient is recorded in the Malaria Treatment Register. The exact number of patients receiving each regimen in the facility at any time can therefore be counted by reviewing the Malaria Treatment Register.

		CROSS-CHECK 1.1:  From Patient Treatment Cards to the Malaria Treatment Register. Was this cross check performed?

		4.1		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards) who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the Malaria Treatment Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Malaria Treatment Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the Malaria Treatment Register (or at least 20 patients). How many patients were selected?

		4.4		How many of the patients selected had Malaria Treatment Cards?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of Malaria Treatment Register records (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the Patient Treatment Cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards). Identify the malaria treatment drug regime that was prescribed.  How many cards were selected?

		4.6		Check the Pharmacy Records to verify that the malaria treatment drugs were delivered to the patient.

		Calculate % difference for cross check 2.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Record to Patient Treatment Cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received Malaria Treatment.  How many patients were selected?

		4.8		Check the Patient Treatment Cards. How many pharmacy records match the Malaria Treatment drug regime prescribed on the Treatment Card?

		Calculate % difference for cross check 2.2

If difference is below 90%, select an additional 5% of Pharmacy Records  (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows as appropriate):

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 2.5

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of Malaria treatment and the completion of the source document -

		Indicator-specific notes for auditor:   The source documents may be a register and/or a patient chart. In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording delivery of anti-malarial treatment. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of anti-malarial treatment and recording of the delivery on the source document?

		1.4		If the delivery of anti-malarial treatment and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) ID of the patient; (2) date; (3) treatment regimen.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: (1) Double-reporting may occur when a patient is referred by the outpatient clinic to the inpatient clinic; (2) the activities of mobile clinics affiliated with a health facility may not be recorded/reported, thereby leading to under-reporting; (3) adherence to treatment may not take place because the drugs have to be purchased by the patient outside the health facility and administered at home.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond with those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people recorded as having received anti-malarial treatment during the reporting period by reviewing the source documents (e.g. treatment cards).

		3.2		Copy the number of people reported as having received anti-malarial treatment by the site during the reporting period (from the summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Patient Treatment Cards and the Malaria Treatment Register; and (2) Pharmacy Records and the Malaria Treatment Register. The code of the regimen dispensed to the patient is recorded in the Malaria Treatment Register. The exact number of patients receiving each regimen in the facility at any time can therefore be counted by reviewing the Malaria Treatment Register.

		CROSS-CHECK 1.1:  From Patient Treatment Cards to the Malaria Treatment Register. Was this cross check performed?

		4.1		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards) who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the Malaria Treatment Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Malaria Treatment Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the Malaria Treatment Register (or at least 20 patients). How many patients were selected?

		4.4		How many of the patients selected had Malaria Treatment Cards?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of Malaria Treatment Register records (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the Patient Treatment Cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards). Identify the malaria treatment drug regime that was prescribed.  How many cards were selected?

		4.6		Check the Pharmacy Records to verify that the malaria treatment drugs were delivered to the patient.

		Calculate % difference for cross check 2.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Record to Patient Treatment Cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received Malaria Treatment.  How many patients were selected?

		4.8		Check the Patient Treatment Cards. How many pharmacy records match the Malaria Treatment drug regime prescribed on the Treatment Card?

		Calculate % difference for cross check 2.2

If difference is below 90%, select an additional 5% of Pharmacy Records  (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows as appropriate):

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 2.6

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of Malaria treatment and the completion of the source document -

		Indicator-specific notes for auditor:   The source documents may be a register and/or a patient chart. In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording delivery of anti-malarial treatment. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of anti-malarial treatment and recording of the delivery on the source document?

		1.4		If the delivery of anti-malarial treatment and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) ID of the patient; (2) date; (3) treatment regimen.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: (1) Double-reporting may occur when a patient is referred by the outpatient clinic to the inpatient clinic; (2) the activities of mobile clinics affiliated with a health facility may not be recorded/reported, thereby leading to under-reporting; (3) adherence to treatment may not take place because the drugs have to be purchased by the patient outside the health facility and administered at home.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond with those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people recorded as having received anti-malarial treatment during the reporting period by reviewing the source documents (e.g. treatment cards).

		3.2		Copy the number of people reported as having received anti-malarial treatment by the site during the reporting period (from the summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Patient Treatment Cards and the Malaria Treatment Register; and (2) Pharmacy Records and the Malaria Treatment Register. The code of the regimen dispensed to the patient is recorded in the Malaria Treatment Register. The exact number of patients receiving each regimen in the facility at any time can therefore be counted by reviewing the Malaria Treatment Register.

		CROSS-CHECK 1.1:  From Patient Treatment Cards to the Malaria Treatment Register. Was this cross check performed?

		4.1		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards) who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the Malaria Treatment Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Malaria Treatment Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the Malaria Treatment Register (or at least 20 patients). How many patients were selected?

		4.4		How many of the patients selected had Malaria Treatment Cards?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of Malaria Treatment Register records (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the Patient Treatment Cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards). Identify the malaria treatment drug regime that was prescribed.  How many cards were selected?

		4.6		Check the Pharmacy Records to verify that the malaria treatment drugs were delivered to the patient.

		Calculate % difference for cross check 2.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Record to Patient Treatment Cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received Malaria Treatment.  How many patients were selected?

		4.8		Check the Patient Treatment Cards. How many pharmacy records match the Malaria Treatment drug regime prescribed on the Treatment Card?

		Calculate % difference for cross check 2.2

If difference is below 90%, select an additional 5% of Pharmacy Records  (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows as appropriate):

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Regional Level 2

		Regional Aggregation Level (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Regional Aggregation Site is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the Regional summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Regional Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the Regional Aggregation Site.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the Regional Aggregation Site numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Regional Aggregation Site (and released or submitted to the funding agency )

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (Regional Aggregation Site)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the Regional Aggregation Site		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers reported  by the Regional Aggregation Site for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the Regional Aggregation Site or in a database.

		1.3		What result was contained for the audited Intermediate Aggregation Site no.1 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Intermediate Aggregation Site no.2 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the Regional Aggregation Site for those Intermediate Aggregation Sites.

		1.5		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the Regional Aggregation Site should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time? (i.e., on time means that the report was able to be used in the summary report prepared by the Regional Aggregation Site)

		Calculate % On time Reports						-

		2.4		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data.)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Intermediate Level 3

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 3.1

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of Malaria treatment and the completion of the source document -

		Indicator-specific notes for auditor:   The source documents may be a register and/or a patient chart. In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording delivery of anti-malarial treatment. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of anti-malarial treatment and recording of the delivery on the source document?

		1.4		If the delivery of anti-malarial treatment and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) ID of the patient; (2) date; (3) treatment regimen.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: (1) Double-reporting may occur when a patient is referred by the outpatient clinic to the inpatient clinic; (2) the activities of mobile clinics affiliated with a health facility may not be recorded/reported, thereby leading to under-reporting; (3) adherence to treatment may not take place because the drugs have to be purchased by the patient outside the health facility and administered at home.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond with those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people recorded as having received anti-malarial treatment during the reporting period by reviewing the source documents (e.g. treatment cards).

		3.2		Copy the number of people reported as having received anti-malarial treatment by the site during the reporting period (from the summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Patient Treatment Cards and the Malaria Treatment Register; and (2) Pharmacy Records and the Malaria Treatment Register. The code of the regimen dispensed to the patient is recorded in the Malaria Treatment Register. The exact number of patients receiving each regimen in the facility at any time can therefore be counted by reviewing the Malaria Treatment Register.

		CROSS-CHECK 1.1:  From Patient Treatment Cards to the Malaria Treatment Register. Was this cross check performed?

		4.1		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards) who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the Malaria Treatment Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Malaria Treatment Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the Malaria Treatment Register (or at least 20 patients). How many patients were selected?

		4.4		How many of the patients selected had Malaria Treatment Cards?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of Malaria Treatment Register records (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the Patient Treatment Cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards). Identify the malaria treatment drug regime that was prescribed.  How many cards were selected?

		4.6		Check the Pharmacy Records to verify that the malaria treatment drugs were delivered to the patient.

		Calculate % difference for cross check 2.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Record to Patient Treatment Cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received Malaria Treatment.  How many patients were selected?

		4.8		Check the Patient Treatment Cards. How many pharmacy records match the Malaria Treatment drug regime prescribed on the Treatment Card?

		Calculate % difference for cross check 2.2

If difference is below 90%, select an additional 5% of Pharmacy Records  (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows as appropriate):

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 3.2

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of Malaria treatment and the completion of the source document -

		Indicator-specific notes for auditor:   The source documents may be a register and/or a patient chart. In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording delivery of anti-malarial treatment. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of anti-malarial treatment and recording of the delivery on the source document?

		1.4		If the delivery of anti-malarial treatment and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) ID of the patient; (2) date; (3) treatment regimen.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: (1) Double-reporting may occur when a patient is referred by the outpatient clinic to the inpatient clinic; (2) the activities of mobile clinics affiliated with a health facility may not be recorded/reported, thereby leading to under-reporting; (3) adherence to treatment may not take place because the drugs have to be purchased by the patient outside the health facility and administered at home.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond with those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people recorded as having received anti-malarial treatment during the reporting period by reviewing the source documents (e.g. treatment cards).

		3.2		Copy the number of people reported as having received anti-malarial treatment by the site during the reporting period (from the summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Patient Treatment Cards and the Malaria Treatment Register; and (2) Pharmacy Records and the Malaria Treatment Register. The code of the regimen dispensed to the patient is recorded in the Malaria Treatment Register. The exact number of patients receiving each regimen in the facility at any time can therefore be counted by reviewing the Malaria Treatment Register.

		CROSS-CHECK 1.1:  From Patient Treatment Cards to the Malaria Treatment Register. Was this cross check performed?

		4.1		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards) who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the Malaria Treatment Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Malaria Treatment Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the Malaria Treatment Register (or at least 20 patients). How many patients were selected?

		4.4		How many of the patients selected had Malaria Treatment Cards?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of Malaria Treatment Register records (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the Patient Treatment Cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards). Identify the malaria treatment drug regime that was prescribed.  How many cards were selected?

		4.6		Check the Pharmacy Records to verify that the malaria treatment drugs were delivered to the patient.

		Calculate % difference for cross check 2.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Record to Patient Treatment Cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received Malaria Treatment.  How many patients were selected?

		4.8		Check the Patient Treatment Cards. How many pharmacy records match the Malaria Treatment drug regime prescribed on the Treatment Card?

		Calculate % difference for cross check 2.2

If difference is below 90%, select an additional 5% of Pharmacy Records  (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows as appropriate):

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 3.3

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of Malaria treatment and the completion of the source document -

		Indicator-specific notes for auditor:   The source documents may be a register and/or a patient chart. In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording delivery of anti-malarial treatment. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of anti-malarial treatment and recording of the delivery on the source document?

		1.4		If the delivery of anti-malarial treatment and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) ID of the patient; (2) date; (3) treatment regimen.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: (1) Double-reporting may occur when a patient is referred by the outpatient clinic to the inpatient clinic; (2) the activities of mobile clinics affiliated with a health facility may not be recorded/reported, thereby leading to under-reporting; (3) adherence to treatment may not take place because the drugs have to be purchased by the patient outside the health facility and administered at home.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond with those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people recorded as having received anti-malarial treatment during the reporting period by reviewing the source documents (e.g. treatment cards).

		3.2		Copy the number of people reported as having received anti-malarial treatment by the site during the reporting period (from the summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Patient Treatment Cards and the Malaria Treatment Register; and (2) Pharmacy Records and the Malaria Treatment Register. The code of the regimen dispensed to the patient is recorded in the Malaria Treatment Register. The exact number of patients receiving each regimen in the facility at any time can therefore be counted by reviewing the Malaria Treatment Register.

		CROSS-CHECK 1.1:  From Patient Treatment Cards to the Malaria Treatment Register. Was this cross check performed?

		4.1		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards) who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the Malaria Treatment Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Malaria Treatment Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the Malaria Treatment Register (or at least 20 patients). How many patients were selected?

		4.4		How many of the patients selected had Malaria Treatment Cards?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of Malaria Treatment Register records (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the Patient Treatment Cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards). Identify the malaria treatment drug regime that was prescribed.  How many cards were selected?

		4.6		Check the Pharmacy Records to verify that the malaria treatment drugs were delivered to the patient.

		Calculate % difference for cross check 2.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Record to Patient Treatment Cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received Malaria Treatment.  How many patients were selected?

		4.8		Check the Patient Treatment Cards. How many pharmacy records match the Malaria Treatment drug regime prescribed on the Treatment Card?

		Calculate % difference for cross check 2.2

If difference is below 90%, select an additional 5% of Pharmacy Records  (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows as appropriate):

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 3.4

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of Malaria treatment and the completion of the source document -

		Indicator-specific notes for auditor:   The source documents may be a register and/or a patient chart. In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording delivery of anti-malarial treatment. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of anti-malarial treatment and recording of the delivery on the source document?

		1.4		If the delivery of anti-malarial treatment and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) ID of the patient; (2) date; (3) treatment regimen.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: (1) Double-reporting may occur when a patient is referred by the outpatient clinic to the inpatient clinic; (2) the activities of mobile clinics affiliated with a health facility may not be recorded/reported, thereby leading to under-reporting; (3) adherence to treatment may not take place because the drugs have to be purchased by the patient outside the health facility and administered at home.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond with those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people recorded as having received anti-malarial treatment during the reporting period by reviewing the source documents (e.g. treatment cards).

		3.2		Copy the number of people reported as having received anti-malarial treatment by the site during the reporting period (from the summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Patient Treatment Cards and the Malaria Treatment Register; and (2) Pharmacy Records and the Malaria Treatment Register. The code of the regimen dispensed to the patient is recorded in the Malaria Treatment Register. The exact number of patients receiving each regimen in the facility at any time can therefore be counted by reviewing the Malaria Treatment Register.

		CROSS-CHECK 1.1:  From Patient Treatment Cards to the Malaria Treatment Register. Was this cross check performed?

		4.1		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards) who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the Malaria Treatment Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Malaria Treatment Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the Malaria Treatment Register (or at least 20 patients). How many patients were selected?

		4.4		How many of the patients selected had Malaria Treatment Cards?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of Malaria Treatment Register records (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the Patient Treatment Cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards). Identify the malaria treatment drug regime that was prescribed.  How many cards were selected?

		4.6		Check the Pharmacy Records to verify that the malaria treatment drugs were delivered to the patient.

		Calculate % difference for cross check 2.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Record to Patient Treatment Cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received Malaria Treatment.  How many patients were selected?

		4.8		Check the Patient Treatment Cards. How many pharmacy records match the Malaria Treatment drug regime prescribed on the Treatment Card?

		Calculate % difference for cross check 2.2

If difference is below 90%, select an additional 5% of Pharmacy Records  (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows as appropriate):

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 3.5

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of Malaria treatment and the completion of the source document -

		Indicator-specific notes for auditor:   The source documents may be a register and/or a patient chart. In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording delivery of anti-malarial treatment. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of anti-malarial treatment and recording of the delivery on the source document?

		1.4		If the delivery of anti-malarial treatment and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) ID of the patient; (2) date; (3) treatment regimen.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: (1) Double-reporting may occur when a patient is referred by the outpatient clinic to the inpatient clinic; (2) the activities of mobile clinics affiliated with a health facility may not be recorded/reported, thereby leading to under-reporting; (3) adherence to treatment may not take place because the drugs have to be purchased by the patient outside the health facility and administered at home.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond with those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people recorded as having received anti-malarial treatment during the reporting period by reviewing the source documents (e.g. treatment cards).

		3.2		Copy the number of people reported as having received anti-malarial treatment by the site during the reporting period (from the summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Patient Treatment Cards and the Malaria Treatment Register; and (2) Pharmacy Records and the Malaria Treatment Register. The code of the regimen dispensed to the patient is recorded in the Malaria Treatment Register. The exact number of patients receiving each regimen in the facility at any time can therefore be counted by reviewing the Malaria Treatment Register.

		CROSS-CHECK 1.1:  From Patient Treatment Cards to the Malaria Treatment Register. Was this cross check performed?

		4.1		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards) who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the Malaria Treatment Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Malaria Treatment Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the Malaria Treatment Register (or at least 20 patients). How many patients were selected?

		4.4		How many of the patients selected had Malaria Treatment Cards?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of Malaria Treatment Register records (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the Patient Treatment Cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards). Identify the malaria treatment drug regime that was prescribed.  How many cards were selected?

		4.6		Check the Pharmacy Records to verify that the malaria treatment drugs were delivered to the patient.

		Calculate % difference for cross check 2.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Record to Patient Treatment Cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received Malaria Treatment.  How many patients were selected?

		4.8		Check the Patient Treatment Cards. How many pharmacy records match the Malaria Treatment drug regime prescribed on the Treatment Card?

		Calculate % difference for cross check 2.2

If difference is below 90%, select an additional 5% of Pharmacy Records  (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows as appropriate):

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 3.6

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of Malaria treatment and the completion of the source document -

		Indicator-specific notes for auditor:   The source documents may be a register and/or a patient chart. In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording delivery of anti-malarial treatment. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of anti-malarial treatment and recording of the delivery on the source document?

		1.4		If the delivery of anti-malarial treatment and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) ID of the patient; (2) date; (3) treatment regimen.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: (1) Double-reporting may occur when a patient is referred by the outpatient clinic to the inpatient clinic; (2) the activities of mobile clinics affiliated with a health facility may not be recorded/reported, thereby leading to under-reporting; (3) adherence to treatment may not take place because the drugs have to be purchased by the patient outside the health facility and administered at home.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond with those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people recorded as having received anti-malarial treatment during the reporting period by reviewing the source documents (e.g. treatment cards).

		3.2		Copy the number of people reported as having received anti-malarial treatment by the site during the reporting period (from the summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Patient Treatment Cards and the Malaria Treatment Register; and (2) Pharmacy Records and the Malaria Treatment Register. The code of the regimen dispensed to the patient is recorded in the Malaria Treatment Register. The exact number of patients receiving each regimen in the facility at any time can therefore be counted by reviewing the Malaria Treatment Register.

		CROSS-CHECK 1.1:  From Patient Treatment Cards to the Malaria Treatment Register. Was this cross check performed?

		4.1		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards) who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the Malaria Treatment Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Malaria Treatment Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the Malaria Treatment Register (or at least 20 patients). How many patients were selected?

		4.4		How many of the patients selected had Malaria Treatment Cards?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of Malaria Treatment Register records (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the Patient Treatment Cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards). Identify the malaria treatment drug regime that was prescribed.  How many cards were selected?

		4.6		Check the Pharmacy Records to verify that the malaria treatment drugs were delivered to the patient.

		Calculate % difference for cross check 2.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Record to Patient Treatment Cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received Malaria Treatment.  How many patients were selected?

		4.8		Check the Patient Treatment Cards. How many pharmacy records match the Malaria Treatment drug regime prescribed on the Treatment Card?

		Calculate % difference for cross check 2.2

If difference is below 90%, select an additional 5% of Pharmacy Records  (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows as appropriate):

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Intermediate Level 4

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 4.1

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of Malaria treatment and the completion of the source document -

		Indicator-specific notes for auditor:   The source documents may be a register and/or a patient chart. In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording delivery of anti-malarial treatment. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of anti-malarial treatment and recording of the delivery on the source document?

		1.4		If the delivery of anti-malarial treatment and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) ID of the patient; (2) date; (3) treatment regimen.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: (1) Double-reporting may occur when a patient is referred by the outpatient clinic to the inpatient clinic; (2) the activities of mobile clinics affiliated with a health facility may not be recorded/reported, thereby leading to under-reporting; (3) adherence to treatment may not take place because the drugs have to be purchased by the patient outside the health facility and administered at home.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond with those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people recorded as having received anti-malarial treatment during the reporting period by reviewing the source documents (e.g. treatment cards).

		3.2		Copy the number of people reported as having received anti-malarial treatment by the site during the reporting period (from the summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Patient Treatment Cards and the Malaria Treatment Register; and (2) Pharmacy Records and the Malaria Treatment Register. The code of the regimen dispensed to the patient is recorded in the Malaria Treatment Register. The exact number of patients receiving each regimen in the facility at any time can therefore be counted by reviewing the Malaria Treatment Register.

		CROSS-CHECK 1.1:  From Patient Treatment Cards to the Malaria Treatment Register. Was this cross check performed?

		4.1		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards) who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the Malaria Treatment Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Malaria Treatment Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the Malaria Treatment Register (or at least 20 patients). How many patients were selected?

		4.4		How many of the patients selected had Malaria Treatment Cards?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of Malaria Treatment Register records (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the Patient Treatment Cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards). Identify the malaria treatment drug regime that was prescribed.  How many cards were selected?

		4.6		Check the Pharmacy Records to verify that the malaria treatment drugs were delivered to the patient.

		Calculate % difference for cross check 2.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Record to Patient Treatment Cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received Malaria Treatment.  How many patients were selected?

		4.8		Check the Patient Treatment Cards. How many pharmacy records match the Malaria Treatment drug regime prescribed on the Treatment Card?

		Calculate % difference for cross check 2.2

If difference is below 90%, select an additional 5% of Pharmacy Records  (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows as appropriate):

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 4.2

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of Malaria treatment and the completion of the source document -

		Indicator-specific notes for auditor:   The source documents may be a register and/or a patient chart. In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording delivery of anti-malarial treatment. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of anti-malarial treatment and recording of the delivery on the source document?

		1.4		If the delivery of anti-malarial treatment and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) ID of the patient; (2) date; (3) treatment regimen.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: (1) Double-reporting may occur when a patient is referred by the outpatient clinic to the inpatient clinic; (2) the activities of mobile clinics affiliated with a health facility may not be recorded/reported, thereby leading to under-reporting; (3) adherence to treatment may not take place because the drugs have to be purchased by the patient outside the health facility and administered at home.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond with those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people recorded as having received anti-malarial treatment during the reporting period by reviewing the source documents (e.g. treatment cards).

		3.2		Copy the number of people reported as having received anti-malarial treatment by the site during the reporting period (from the summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Patient Treatment Cards and the Malaria Treatment Register; and (2) Pharmacy Records and the Malaria Treatment Register. The code of the regimen dispensed to the patient is recorded in the Malaria Treatment Register. The exact number of patients receiving each regimen in the facility at any time can therefore be counted by reviewing the Malaria Treatment Register.

		CROSS-CHECK 1.1:  From Patient Treatment Cards to the Malaria Treatment Register. Was this cross check performed?

		4.1		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards) who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the Malaria Treatment Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Malaria Treatment Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the Malaria Treatment Register (or at least 20 patients). How many patients were selected?

		4.4		How many of the patients selected had Malaria Treatment Cards?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of Malaria Treatment Register records (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the Patient Treatment Cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards). Identify the malaria treatment drug regime that was prescribed.  How many cards were selected?

		4.6		Check the Pharmacy Records to verify that the malaria treatment drugs were delivered to the patient.

		Calculate % difference for cross check 2.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Record to Patient Treatment Cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received Malaria Treatment.  How many patients were selected?

		4.8		Check the Patient Treatment Cards. How many pharmacy records match the Malaria Treatment drug regime prescribed on the Treatment Card?

		Calculate % difference for cross check 2.2

If difference is below 90%, select an additional 5% of Pharmacy Records  (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows as appropriate):

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 4.3

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of Malaria treatment and the completion of the source document -

		Indicator-specific notes for auditor:   The source documents may be a register and/or a patient chart. In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording delivery of anti-malarial treatment. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of anti-malarial treatment and recording of the delivery on the source document?

		1.4		If the delivery of anti-malarial treatment and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) ID of the patient; (2) date; (3) treatment regimen.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: (1) Double-reporting may occur when a patient is referred by the outpatient clinic to the inpatient clinic; (2) the activities of mobile clinics affiliated with a health facility may not be recorded/reported, thereby leading to under-reporting; (3) adherence to treatment may not take place because the drugs have to be purchased by the patient outside the health facility and administered at home.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond with those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people recorded as having received anti-malarial treatment during the reporting period by reviewing the source documents (e.g. treatment cards).

		3.2		Copy the number of people reported as having received anti-malarial treatment by the site during the reporting period (from the summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Patient Treatment Cards and the Malaria Treatment Register; and (2) Pharmacy Records and the Malaria Treatment Register. The code of the regimen dispensed to the patient is recorded in the Malaria Treatment Register. The exact number of patients receiving each regimen in the facility at any time can therefore be counted by reviewing the Malaria Treatment Register.

		CROSS-CHECK 1.1:  From Patient Treatment Cards to the Malaria Treatment Register. Was this cross check performed?

		4.1		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards) who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the Malaria Treatment Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Malaria Treatment Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the Malaria Treatment Register (or at least 20 patients). How many patients were selected?

		4.4		How many of the patients selected had Malaria Treatment Cards?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of Malaria Treatment Register records (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the Patient Treatment Cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards). Identify the malaria treatment drug regime that was prescribed.  How many cards were selected?

		4.6		Check the Pharmacy Records to verify that the malaria treatment drugs were delivered to the patient.

		Calculate % difference for cross check 2.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Record to Patient Treatment Cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received Malaria Treatment.  How many patients were selected?

		4.8		Check the Patient Treatment Cards. How many pharmacy records match the Malaria Treatment drug regime prescribed on the Treatment Card?

		Calculate % difference for cross check 2.2

If difference is below 90%, select an additional 5% of Pharmacy Records  (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows as appropriate):

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 4.4

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of Malaria treatment and the completion of the source document -

		Indicator-specific notes for auditor:   The source documents may be a register and/or a patient chart. In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording delivery of anti-malarial treatment. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of anti-malarial treatment and recording of the delivery on the source document?

		1.4		If the delivery of anti-malarial treatment and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) ID of the patient; (2) date; (3) treatment regimen.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: (1) Double-reporting may occur when a patient is referred by the outpatient clinic to the inpatient clinic; (2) the activities of mobile clinics affiliated with a health facility may not be recorded/reported, thereby leading to under-reporting; (3) adherence to treatment may not take place because the drugs have to be purchased by the patient outside the health facility and administered at home.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond with those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people recorded as having received anti-malarial treatment during the reporting period by reviewing the source documents (e.g. treatment cards).

		3.2		Copy the number of people reported as having received anti-malarial treatment by the site during the reporting period (from the summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Patient Treatment Cards and the Malaria Treatment Register; and (2) Pharmacy Records and the Malaria Treatment Register. The code of the regimen dispensed to the patient is recorded in the Malaria Treatment Register. The exact number of patients receiving each regimen in the facility at any time can therefore be counted by reviewing the Malaria Treatment Register.

		CROSS-CHECK 1.1:  From Patient Treatment Cards to the Malaria Treatment Register. Was this cross check performed?

		4.1		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards) who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the Malaria Treatment Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Malaria Treatment Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the Malaria Treatment Register (or at least 20 patients). How many patients were selected?

		4.4		How many of the patients selected had Malaria Treatment Cards?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of Malaria Treatment Register records (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the Patient Treatment Cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards). Identify the malaria treatment drug regime that was prescribed.  How many cards were selected?

		4.6		Check the Pharmacy Records to verify that the malaria treatment drugs were delivered to the patient.

		Calculate % difference for cross check 2.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Record to Patient Treatment Cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received Malaria Treatment.  How many patients were selected?

		4.8		Check the Patient Treatment Cards. How many pharmacy records match the Malaria Treatment drug regime prescribed on the Treatment Card?

		Calculate % difference for cross check 2.2

If difference is below 90%, select an additional 5% of Pharmacy Records  (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows as appropriate):

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 4.5

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of Malaria treatment and the completion of the source document -

		Indicator-specific notes for auditor:   The source documents may be a register and/or a patient chart. In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording delivery of anti-malarial treatment. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of anti-malarial treatment and recording of the delivery on the source document?

		1.4		If the delivery of anti-malarial treatment and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) ID of the patient; (2) date; (3) treatment regimen.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: (1) Double-reporting may occur when a patient is referred by the outpatient clinic to the inpatient clinic; (2) the activities of mobile clinics affiliated with a health facility may not be recorded/reported, thereby leading to under-reporting; (3) adherence to treatment may not take place because the drugs have to be purchased by the patient outside the health facility and administered at home.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond with those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people recorded as having received anti-malarial treatment during the reporting period by reviewing the source documents (e.g. treatment cards).

		3.2		Copy the number of people reported as having received anti-malarial treatment by the site during the reporting period (from the summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Patient Treatment Cards and the Malaria Treatment Register; and (2) Pharmacy Records and the Malaria Treatment Register. The code of the regimen dispensed to the patient is recorded in the Malaria Treatment Register. The exact number of patients receiving each regimen in the facility at any time can therefore be counted by reviewing the Malaria Treatment Register.

		CROSS-CHECK 1.1:  From Patient Treatment Cards to the Malaria Treatment Register. Was this cross check performed?

		4.1		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards) who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the Malaria Treatment Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Malaria Treatment Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the Malaria Treatment Register (or at least 20 patients). How many patients were selected?

		4.4		How many of the patients selected had Malaria Treatment Cards?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of Malaria Treatment Register records (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the Patient Treatment Cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards). Identify the malaria treatment drug regime that was prescribed.  How many cards were selected?

		4.6		Check the Pharmacy Records to verify that the malaria treatment drugs were delivered to the patient.

		Calculate % difference for cross check 2.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Record to Patient Treatment Cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received Malaria Treatment.  How many patients were selected?

		4.8		Check the Patient Treatment Cards. How many pharmacy records match the Malaria Treatment drug regime prescribed on the Treatment Card?

		Calculate % difference for cross check 2.2

If difference is below 90%, select an additional 5% of Pharmacy Records  (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows as appropriate):

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





Service Point 4.6

		Service Delivery Point (Protocol 2 - Data Verification)

		Number of people with uncomplicated or severe malaria receiving anti-malarial treatment (ACT/non-ACT)

				Service Delivery Point:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer

						Yes/No		% 
or Number		Auditor Notes
(include work paper reference number)

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the provision of Malaria treatment and the completion of the source document -

		Indicator-specific notes for auditor:   The source documents may be a register and/or a patient chart. In order to ensure that confidentially regulations are maintained, the audit team should (1) seek permission of the center's senior manager to review the documents and (2) give the manager the option of having a center staff member present during the review.		Indcator-specific notes for auditor:

		1.1		Describe the source document for recording delivery of anti-malarial treatment. (is it a standardized form following national guidelines or a tailored form?  If tailored, specify the source of the form, e.g. a project). Obtain a blank copy, if possible.

		1.2		Does the site have sufficient supplies of blank source documents (prompt for experience of stock-outs of source documents)?

		1.3		Are there indication that there are delays between delivery of anti-malarial treatment and recording of the delivery on the source document?

		1.4		If the delivery of anti-malarial treatment and recording of the delivery are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check Availability and Completeness of Documentation		Recounting Results

		2.1		Review available source documents for the reporting period. Is there any indication that source documents are missing for the period being verified?

If yes, determine how this might have affected reported numbers?

		2.2		Are all available source documents complete, notably the following: (1) ID of the patient; (2) date; (3) treatment regimen.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates on the source documents.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Data quality issues: (1) Double-reporting may occur when a patient is referred by the outpatient clinic to the inpatient clinic; (2) the activities of mobile clinics affiliated with a health facility may not be recorded/reported, thereby leading to under-reporting; (3) adherence to treatment may not take place because the drugs have to be purchased by the patient outside the health facility and administered at home.		Indcator-specific notes for auditor:

		2.4		What units are being counted (e.g., people, cases, events)?
Do these units correspond with those defined in the indicator definition?

		2.5		Is there a process to ensure proper registration of cases/people lost to follow-up?

		2.6		Is there a process to ensure proper registration of people who have died?

		2.7		Is there a process to ensure proper registration of people who have transferred in/out (including through referral)?

		2.8		Is there a process to avoid double-counting of people who receive the service more than once during the reporting period?

If yes, please describe.

		2.9		Is there a process to avoid double-counting of people who are enrolled in related services from the same organization (e.g. OVC receiving both school fees and nutritional support)?

If yes, please describe.

		2.10		Are there any other instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of people recorded as having received anti-malarial treatment during the reporting period by reviewing the source documents (e.g. treatment cards).

		3.2		Copy the number of people reported as having received anti-malarial treatment by the site during the reporting period (from the summary report).

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -

		Indicator-specific notes for auditor:  Cross checking may be done by comparing (1) Patient Treatment Cards and the Malaria Treatment Register; and (2) Pharmacy Records and the Malaria Treatment Register. The code of the regimen dispensed to the patient is recorded in the Malaria Treatment Register. The exact number of patients receiving each regimen in the facility at any time can therefore be counted by reviewing the Malaria Treatment Register.

		CROSS-CHECK 1.1:  From Patient Treatment Cards to the Malaria Treatment Register. Was this cross check performed?

		4.1		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards) who are currently on treatment. How many cards were selected?

		4.2		How many of the patients selected were recorded in the Malaria Treatment Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2:  From the Malaria Treatment Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 5% of patients listed in the Malaria Treatment Register (or at least 20 patients). How many patients were selected?

		4.4		How many of the patients selected had Malaria Treatment Cards?

		Calculate % difference for cross check 1.2

If difference is below 90%, select an additional 5% of Malaria Treatment Register records (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.1:  From the Patient Treatment Cards to the Pharmacy Records. Was this cross check performed?

		4.5		If feasible, select 5% of Patient Treatment Cards (or at least 20 cards). Identify the malaria treatment drug regime that was prescribed.  How many cards were selected?

		4.6		Check the Pharmacy Records to verify that the malaria treatment drugs were delivered to the patient.

		Calculate % difference for cross check 2.1

If difference is below 90%, select an additional 5% of Patient Treatment Cards (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 2.2:  From the Pharmacy Record to Patient Treatment Cards. Was this cross check performed?

		4.7		If feasible, select 5% of Patients listed in the Pharmacy Records (or at least 20 patients) as having received Malaria Treatment.  How many patients were selected?

		4.8		Check the Patient Treatment Cards. How many pharmacy records match the Malaria Treatment drug regime prescribed on the Treatment Card?

		Calculate % difference for cross check 2.2

If difference is below 90%, select an additional 5% of Pharmacy Records  (or at least an extra 20 cards) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		4.9		Any additional cross checking (add rows as appropriate):

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator, due to confidentiality regulations.





SUMMARY_TABLE

		Important Note:  This table may need to be revised if a different sampling scheme is used or if not all intermediate aggregation sites include three service delivery sites.  It is important to carefully revise this table if a different sampling strategy (other than 4 intermediate aggregation level sites/districts and 3 service delivery sites per intermediate aggregation level site) is used in the Data Quality Audit.  Careful revision will be needed to ensure that all relevant data are used to measure the summary statistics.  If the worksheets are modified (e.g. worksheets added), it is critical to ensure that all formulas (including those hidden in columns) are reviewed by an expert in Excel.

										Step 1						Step 2						Step 3		Step 4

		SUMMARY TABLE

Trace and Verify								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Verified Counts at Audited Sites		Reported Count at Audited Sites		Site and Unadjusted District Verification Factors)		Observed Reported Count from All Sites in the "District"		Reported Count from the "District" at the M&E Unit (e.g. National Level)		Adjustment Factor  Rdi/Rni		Adjusted District Verification Factors		VF (Weight)		Total Verification Factor		% Available Reports		%  On-time Reports		% Complete Reports		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Lower 95% CI limit		Upper 95% CI limit		number of districts		Degrees of freedom t-distribution

		M&E Unit																																																df		P(2-tailed) = 0.025

		-		-						0.00		0.00				0.00		0.00						0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Intermediate Aggregation Level Sites and Service Delivery Sites																																																2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-																		3.00		3.18

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-																4.00		2.78

		1.1		-						0.00		0.00		-																																				5.00		2.57

		1.2		-						0.00		0.00		-

		1.3		-						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		1.6		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						0.00		0.00		-

		2.2		-						0.00		0.00		-

		2.3		-						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		2.6		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		3.6		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

		4.6		-						0.00		0.00		-

				Service Point Summary						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-

		11		-						0.00		0.00		-

		12		-						0.00		0.00		-





Summary_Statistics_No IAS

		DQA Summary Statistics (no Intermediate Aggregation Sites)

																																																																																-

																																																																																-

																																																																																-

																																																																																-

																																																																																-
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										% Available Reports		% Available Reports		% Available Reports
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Summary of Reporting from DQA

0

0

0
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Site Verification factors for DQA



SUMMARY_STATISTICS

		DQA Summary Statistics

																																																																																Accuracy		Availability		Timeliness		Completeness

																																																																												7		-		-		-		-		-

																																																																												6		-		-		-		-		-

																																																																												5		-		-		-		-		-

																																																																												4		-		-		-		-		-

																																																																												3		-		-		-		-		-

																																																																												2		-		-		-		-		-

																																																																												1		-		-		-		-		-





SUMMARY_STATISTICS

		1.2563652327		1.1139047619		0.417414966		0.872		0.7868937049		0.7978130126		0.792951131



Mono

Borgu

Atakora

Collines

South

North

National M&E Unit

Total and Adjusted District 
Verification Factors from DQA



		0.9333333333		0.8461538462		0.75		0.9		0.8064516129		0.9		0.792951131



Mono

Borgu

Atakora

Collines

South

North

National M&E Unit

% Available Reports from DQA



		0.7857142857		0.7857142857		0.7857142857		0.7857142857		0.7857142857		0.7857142857



Borgu

Atakora

Collines

South

North

National M&E Unit

% On Time Reports from DQA

1.0909090909

1.1666666667

1

0.8

0.8611111111

0.8125



		0.9285714286		1.0909090909		0.8333333333		0.4444444444		1.44		0.9444444444		0.8
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% Complete Reports from DQA



		DQA Summary Statistics

																																																																																				Accuracy		Availability		Timeliness		Completeness

																																																																																5		-		-		-		-		-

																																																																																4		-		-		-		-		-

																																																																																3		-		-		-		-		-

																																																																																2		-		-		-		-		-

																																																																																1		-		-		-		-		-
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Total and Adjusted District Verification Factors from DQA



		0		0		0		0		0



-

-

-

-

-

% Available Reports from DQA



		0		0		0		0		0



-

-

-

-

-

% On Time Reports from DQA



		0		0		0		0		0



-

-

-

-

-

% Complete Reports from DQA
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HEADER

																												0		0		0		0		0

																												1		1		1		1		1

																												2		2		2		2		2

																												3		3		3		0		0

		Data Quality Assessment (DQA) Tool																										4		4		4

								Protocol 2:  Data Verification																				0		5		5

						- Number of New Smear-positive TB Cases Notified -																						0		6		6

						Number of intermediate aggregation levels																								0		7

						Number of higher level intermediate aggregation sites (e.g. regional)																										8

						Number of intermediate aggregation sites (IAS)																										9

						Number of service delivery points (per IAS)																										10

						Reset survey																										11

		Version 1: May 2008																														12

		Important notes for the use of this spreadsheet:																														0

		1.  In order to use the Data Quality Audit tools you will need to ensure that your 'macro security' is set to something less than 'high'.  With the spreadsheet open go to the 'Tools' pull-down menu and select 'Macro', then 'Security'.  Select 'medium'.  Close Excel and re-open the file.  When you open file the next time you will have to select 'Enable Macros' for the application to work as designed.

		2.  On the HEADER Page (this page), please select number of intermediate aggregations levels (from the dropdown list) the data are reported through from service delivery point up to national level.  Then select the number of sampled intermediate aggregation sites (IAS) from the next dropdown list.   IAS are typically the district level health unit of the Ministry of Health.  Next, enter the number of sampled service delivery points (SDP), e.g. health units or facilities,  reporting to each intermediate site.  If you have an unequal number of SDP per district select the number corresponding to largest number of sampled SDP in a sampled district.  If SDPs report directly to national level select '0' from the IDS dropdown list.  Then select the number of SDPs in the sample.  Please see the INSTRUCTIONS page for more detail.

		3.  Please enter the health facility, or site, names into the sheet labeled 'Information Page'.  These names will then auto-populate the appropriate forms in the spreadsheet and help ensure a well organized assessment and good quality data.



Reset



INSTRUCTIONS

		INSTRUCTIONS (Protocol 2 - Data Verification)

		Note:  The Audit Team should read the document "Data Quality Audit:  Guidelines for Implementation" in addition to these instructions prior to administering this protocol.

		OBJECTIVE

		The objective of this protocol is to (1) recount and verify the accuracy of reported data at selected sites; and (2) review the timeliness, completeness and availability of reports.

		CONTENT

		This Data Verification Protocol relates to the indicator: Number of New Smear-positive TB Cases Notified.  Indeed, because there can be significant differences between types of indicators and service delivery sites - e.g., health-based (clinics) and community-based sites, the DQA includes Indicator-specific Protocols with specific information and data quality challenges related to the indicator (e.g., the risk of double counting). This information is incorporated into the 5-steps of the protocol, which are outlined  below. 

The protocol begins with a description of the service(s) associated with the indicator to orient the Audit Team to the service being given and thus, what is being “counted” to measure the indicator.  This will help lead the Audit Team to the relevant source documents, which can be significantly different for various indicators (e.g., patient records, laboratory reports, training logs, etc).

The data verification takes place in two stages:

(1) In-depth verifications at the Service Delivery Points (SDPs); and
(2) Follow-up verifications at the relevant Intermediate Aggregation Levels (IALs) and at the Program/project M&E Unit. 
  
Typically, programs will have a 3-tier reporting system; In other words, the data will flow from Service Delivery Points (SDPs), 
to one Intermediate Aggregation Level (i.e., a Region or a District), and then to the central M&E Unit.

However, in some countries, SDPs may report directly to the central M&E Unit, without passing through Intermediate 
Aggregation Levels (IALs). In other countries, there could be two (or more) IALs with data being aggregated, for example,
at the District and then at the Provincial level before reaching the central M&E Unit. In such cases (i.e., a 2-tier or 4-tier reporting
system), the Data Verification Protocol will need to be adapted (as explained in the below).

		Editing the content of the Excel Template
The Excel Templates should be modified with care.  To enable the selective addition or removal of tabs for the different sites and 
levels the templates have been programmed in VBA (Visual Basic for Applications).  Modifications to the worksheets can disrupt the
programming and render the template inoperable.  However, it is possible to make certain changes that will make the template more 
useful during the DQA, and more descriptive of the information system.  For example, additional cross-checks and spot-checks can be
added to individual worksheets provided they are added at the bottom of the worksheet. Please do not 'insert' rows or columns in the
middle of the sheet as this could alter the calculation of certain performance indicators.  Other additions to the sheets can also be 
made at the bottom of the worksheet.

Up to six Service Delivery Sites within four Intermediate Aggregation Sites can be selected (i.e. 24 sites) so it is unlikely that service
points or intermediate sites will need to be added to "Information Page".   Simply select the desired number of each from the dropdown
lists on the “HEADER” page.  These selections can be modified later if need be.

It is acceptable to rename worksheet tabs as needed.

The worksheets are protected to guard against inadvertent changes to the contents .  To edit the contents of cells, unprotect the
worksheets by selecting 'Protection' from the 'Tools' pull-down menu.  Then select 'Unprotect'.  Remember to Re-protect the worksheet
after making the modifications.

		AUDITORS INSTRUCTIONS FOR USING THE PROTOCOL

		Service Delivery Points – 5 Types of Data Verifications

The first stage of the data-verification occurs at the Service Delivery Points. There are five types of standard data-verification steps that can be performed at this level :

1 - Description:  Describe the connection between the delivery of services/commodities and the completion of the source document that records that service delivery.

2 - Documentation Review:  Review availability and completeness of all indicator source documents for the selected reporting period.

3 - Trace and Verification:  Trace and verify reported numbers: (1) Recount the reported numbers from available source documents; (2) Compare the verified numbers to the site reported number; (3) Identify reasons for any differences. 

4 - Cross-checks:  Perform “cross-checks” of the verified report totals with other data-sources (e.g. inventory records, laboratory reports, registers, etc.).

5 - Spot-checks:  Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations.

		Intermediate Aggregation Levels (IALs) and Central M&E Unit – 2 Types of Data Verifications

The second stage of the data-verification occurs at the Intermediate Aggregation Levels (e.g., Districts, Regions) and at the Program/project M&E Unit. 

1 - Documentation Review:  Review availability, timeliness and completeness of expected reports from Service Delivery Points for the selected reporting period.

2 - Trace and Verification:  Trace and verify reported numbers: (1) Re-aggregate the numbers submitted by the Service Delivery Points; (2) Compare the verified counts to the numbers submitted to the next level (e.g., Central M&E Unit); (3) Identify reasons for any differences.

		Instructions for a "2-tier" or "4-tier" reporting system:

Selecting Levels and Sites
The Protocol 2:  Data Verification Excel template is designed to follow the DQA sampling methodology with regard to the selection of Intermediate Aggregation Levels and Service Delivery Sites.  On the "HEADER" tab, the Auditing Team can select the number of Intermediate Aggregation Sites, and the number of Service Delivery Sites reporting to each Intermediate Aggregation Site, according to the understanding reached with the Organization Commissioning the DQA.  In the event there more than, or less than, one intermediary level to the flow of data from service delivery level to the national level, the required numbers of intermediate levels and sites per level can be selected.  First select the number of Intermediate Aggregation Levels (e.g. region or district).  If the data passes through both the region and the district, select two levels.  If the data only passes through the district before being sent to national level, select one level.  In some countries the data is reported from the service delivery point directly to national level.  In this case, select zero intermediate levels.  

Next select the number of sites within each intermediate level.  The most likely sampling scheme calls for the random selection of three clusters (intermediate sites), 
and three Service Delivery Sites within each cluster.  In the event of two intermediate levels, the sampling scheme will most likely be two regional clusters, with two
district clusters within each region.  Then two service points will be selected within each district cluster for a total of eight Service Delivery Sites.  Modifications to 
this sampling scheme may become necessary due to constraints of time, distance and resources.  All changes to the methodology should be agreed upon with the 
Organization Commissioning the DQA before the field visits.

		Instructions for filling in the columns of the checklist:

A list of questions appears on the left on each worksheet (column B).  The Audit Team should read each question (statement) and  complete columns C/D, E, F and G.  Column C has a pull down menu (in the right bottom corner) for each question with response categories: "Yes - completely", "Partly", "No - not at all" and "N/A".  Column D should be used to enter numbers or percentages (which will be used in the calculations). Column E is for auditor notes and column F should be filled in with "Yes" if the Audit Team deems that issues raised by the response to a question(statement) are sufficient to require a "Recommendation Note" to the Program/project.

		OUTPUTS

		Based on all responses to the questions, the following Summary Statistics will be produced:

- Accuracy of Reported Data through the calculation of Verification Factors  generated from the recounting exercise performed at each level of the reporting system (i.e., percentage comparison of the reported numbers for the selected indicators to the verified numbers); 

- Availability, Completeness and Timeliness Reports through percentages calculated at the Intermediate Aggregation Level(s) and the M&E Unit.

		Interpretation of the Output:

Mathematical modeling of the modified two-stage cluster sampling technique used by the DQA has determined that the precision of estimates of the verification factor for immunization coverage data is too low for realistic use at the national level.  In simulations, Woodard et al(1) found that up to 30 districts would need to be sampled to achieve precision in the neighborhood of +/-10%.  Given the investment of time, staff and financial resources required to visit 30 districts, the calculation of a precise national verification factor is unlikely.  

That said, it is possible to gain an insight into the overall quality of data in a Program/project without reliance on the national estimate of VF.  The qualitative aspects of the DQA are adequate to determine the strengths and weaknesses of a given reporting system.  For example, if indicator definitions are poorly understood in a majority of a representative sample of sites, it is quite likely that indicator definitions are poorly understood in non-sampled districts as well.  The recounting of indicators and comparison with reported values for a sample of sites is similarly adequate to determine in a general sense whether data quality is good, mediocre or poor, even without the
benefit of a precise national estimate.   Missing reports or large disparities between recounted and reported results in a handful of
sites is indicative of similar disparities elsewhere.  

Ultimately, the national verification factor should be interpreted with caution.  For the purposes of the Data Quality Audit it should be 
used as an indication of data quality (or lack of data quality), rather than an exact measure.   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA)
  Ann Epidemiol  2007;17:628–633.





SERVICE DESCRIPTION

		SERVICE DESCRIPTION (Protocol 2 - Data Verification)

		Background Information on TB Case Detection

A suspect of pulmonary tuberculosis may visit a health facility (outpatient department, chest clinic, TB clinic, primary health care, etc) for persistent coughing. If the medical worker suspects tuberculosis, the patient is informed that he/she has to provide three samples of his or her sputum. In some countries health staff then enters the patient into a TB suspect register. Analysis of the sputum will be conducted at a laboratory conducting smear microscopy.  Three scenarios may apply:

1. The lab is located within or near the health facility which the TB suspect has visited: In this scenario, the medical worker requests the person suspected of having TB to provide his or her sputum on the spot and the sample is brought to the laboratory. Or the health staff refers the TB suspect to the lab who will instruct how sputum will be collected over the 3 days.The suspect is provided with a container and requested to collect his or her sputum the next morning and return the container to the facility that same day. Upon the person’s return to the facility, he or she is requested to provide a third sample of sputum on the site. The patient is requested to return to the site after a few days to be informed of his or her test results. (Note: Patients may fail to return to the site to obtain their results).

		2. No lab is within or near the health facility, and the medical worker requests the person suspected of having TB to visit the nearest lab which can perform smear microscopy and informs the person that her or she will have to provide the lab with three samples of sputum. The suspect is also requested to return to the site once he or she has obtained the microscopy results from the laboratory. (Note: patients may fail to go to the laboratory, or to provide the lab with the requested number of samples, or fail to return to the site, and instead go to another site.

		3) No lab is within or near the health facility and the sputum is collected at the health facility and then sent to the nearest lab with smear microscopy capabilities.  The patient is requested to return to the health facility to obtain results.  (Note:  In such cases, specimens may fail to reach the lab or may leak or results may not be sent back to the health facility.

		The WHO definition of a pulmonary, new smear positive TB case is as follows:

 Two or more initial sputum smear examinations positive for Acid-Fast Baccili (AFB), or
 One sputum smear examination positive for AFB plus radiographic abnormalities consistent with active pulmonary TB (PTB) as determined by a clinician, or
 One sputum smear positive for AFB plus sputum culture positive for M. tuberculosis.

The definition is under discussion, so the most recent WHO recommended definition should be used.                                                                                                                                   Under program conditions, when microscopy laboratory services are available and diagnostic criteria are properly applied, PTB smear positive cases represent at least 65% of the total of PTB cases in adults, and 50% or more of all TB (pulmonary and extra-pulmonary) cases. These proportions may be lower in high HIV-incidence populations. The indicator is new smar positive cases since the diagnosis is well defined, these are the most infectious cases and also among the MDG indicators. New smear New means less than one month of treatment for tuberculosis previously.

		Recording and reporting: When the diagnosis of smear-positive TB is made in a TB diagnostic center (with microscopy services), the patient may start treatment in the same facility which will be responsible for monitoring the patient. The health staff fills in a treatment card and enter the patient in the BMU register when patient start his treatment. The treatment card is used to record necessary background information on the patient (e.g. type of TB, frequency of regimen, etc) and when drugs were administered. Date of registration: A TB case is considered “notified” when the patient is entered in the BMU TB register ie when receiving TB treatment. The diagnostic center where the BMU register is situated may in some countries have several peripheral treatment centers, each with a unit register. The treatment cards usually follows the patient to the treatment center or a copy may be kept at the facility where the treatment was started. The TB coordinator placed in the BMU usually visits the treatment centers regularly and copies the information in the unit registers into the BMU register. Quarterly reports of case finding are only made from the BMU register. Quarterly reports are sent to the intermediate (provincial or regional) level or collected by the intermediate level during supervisory visits and from there sent to the central level.

		Challenges to improvement of performance measured by this indicators include that doctors start TB treatment without requesting sputum for microscopy or the patient says that he has no sputum, leaving many patients with unknown sputum smear result. The quality of the lab in doing smear microscopy may be low. Patients may not come to pick up the positive sputum smear result in the laboratory. The TB program staff should regularly compare the BMU register with the lab register to ensure that all suspects found with positive smear are started on treatment.

		Reference:   Management of Tuberculosis: Training for Health Facility Staff.  Geneva: WHO, 2003.
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		B- BACKGROUND INFORMATION FOR COMPLETION OF TRACE AND VERIFY INDICATOR DATA PROTOCOL

		Name of Orgnization Implementing the DQA

		Country

		Program Area(s)

		Indicator(s)

		Grant Number(s)

		M&E Management Unit at Central Level

		Name of Site																Date of Audit

		1-

		Regional Sites

		Name of Site																Date of Audit

		1

		2

		Intermediate Aggregation Sites (IAS)

		Name of Site																Date of Audit

		1

		2

		3

		4

		-		add more lines as needed

		Service Delivery Points (SDPs)

		Name of Site																Date of Audit

		1.1

		1.2

		1.3

		1.4

		1.5

		1.6

		2.1

		2.2

		2.3

		2.4

		2.5

		2.6

		3.1

		3.2

		3.3

		3.4

		3.5

		3.6

		4.1

		4.2

		4.3

		4.4

		4.5

		4.6

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10

		11

		12





M&E_Unit

		M&E Unit (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the M&E Unit is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the M&E summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				M&E Unit:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		0. Recording and Reporting System for TB Case Detection

		0		Describe the recording and reporting system related to new smear positive TB cases at the health facility (i.e. from initial recording of the patients diagnosed with new smear positve TB on source documents (Treatment Card and BMU register) to the quarterly reporting of case finding to the M&E Unit). Please describe when recording takes place, on what form(s) and by which staff member(s).

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the M&E Unit.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the M&E Unit numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the M&E Unit (and released or submitted to the funding agency )

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (M&E Unit)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the M&E Unit		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers used by the M&E Unit for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the M&E Unit or in a database.

		1.3		What result was contained for the audited Regional Aggregation Site no.1 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.1		What result was contained for the audited Intermediate Aggregation Site no.1 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.2		What result was contained for the audited Intermediate Aggregation Site no.2 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Regional Aggregation Site no.2 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.3		What result was contained for the audited Intermediate Aggregation Site no.3 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.4		What result was contained for the audited Intermediate Aggregation Site no.4 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the M&E Unit for those Intermediate Aggregation Sites.

		1.4		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the M&E Unit should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 1

		Health Facility (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES ON SOURCE DOCUMENTS - Describe the connection between the diagnosis of tuberculosis and entry in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in after diagnosis is made.		Indcator-specific notes for auditor:

		1.1		Describe when entry in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between date of registration in the Patient Card and in the BMU register (according to the TB guidelines)?

		1.3		If the diagnosis of smear positive tuberculosis and entry in the BMU register are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields : (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.3		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as detected during the reporting period by reviewing the BMU register.

		3.2		Copy the number of cases reported as having been detected by the site during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as smear-positive in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 consecutive quarters). How many were selected?

Note: Patients referred to peripheral facilities for follow-up can be excluded from selection in case the DQA mission does not visit peripheral health centers.

		4.4		How many of the patients selected had Patient Cards with a smear positive diagnosis?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.3 :  From the TB Laboratory Register to the BMU Register. Was this cross check performed?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		How many of the patients selected were recorded in the BMU Register?

		Calculate % difference for cross check 1.2.

If difference is below 90% without justified reasons (such as urban areas, known lab center, stigma, transferred cases, etc...), select an additional 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been correctly diagnosed -

		Indicator-specific notes for auditor:   A sample of smear positive patients entered in the BMU register from the audited site may be visited. The purpose of spot-checks is to confirm case detection as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were interviewed related to the facility visited?

		5.2		How many of the patients interviewed had actually received the service (i.e . with corresponding name, age, sex, address, TB identity card, contact person, etc) ?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2

		Health Facility (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES ON SOURCE DOCUMENTS - Describe the connection between the diagnosis of tuberculosis and entry in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in after diagnosis is made.		Indcator-specific notes for auditor:

		1.1		Describe when entry in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between date of registration in the Patient Card and in the BMU register (according to the TB guidelines)?

		1.3		If the diagnosis of smear positive tuberculosis and entry in the BMU register are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields : (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.3		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as detected during the reporting period by reviewing the BMU register.

		3.2		Copy the number of cases reported as having been detected by the site during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as smear-positive in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 consecutive quarters). How many were selected?

Note: Patients referred to peripheral facilities for follow-up can be excluded from selection in case the DQA mission does not visit peripheral health centers.

		4.4		How many of the patients selected had Patient Cards with a smear positive diagnosis?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.3 :  From the TB Laboratory Register to the BMU Register. Was this cross check performed?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		How many of the patients selected were recorded in the BMU Register?

		Calculate % difference for cross check 1.2.

If difference is below 90% without justified reasons (such as urban areas, known lab center, stigma, transferred cases, etc...), select an additional 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been correctly diagnosed -

		Indicator-specific notes for auditor:   A sample of smear positive patients entered in the BMU register from the audited site may be visited. The purpose of spot-checks is to confirm case detection as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were interviewed related to the facility visited?

		5.2		How many of the patients interviewed had actually received the service (i.e . with corresponding name, age, sex, address, TB identity card, contact person, etc) ?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3

		Health Facility (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES ON SOURCE DOCUMENTS - Describe the connection between the diagnosis of tuberculosis and entry in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in after diagnosis is made.		Indcator-specific notes for auditor:

		1.1		Describe when entry in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between date of registration in the Patient Card and in the BMU register (according to the TB guidelines)?

		1.3		If the diagnosis of smear positive tuberculosis and entry in the BMU register are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields : (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.3		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as detected during the reporting period by reviewing the BMU register.

		3.2		Copy the number of cases reported as having been detected by the site during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as smear-positive in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 consecutive quarters). How many were selected?

Note: Patients referred to peripheral facilities for follow-up can be excluded from selection in case the DQA mission does not visit peripheral health centers.

		4.4		How many of the patients selected had Patient Cards with a smear positive diagnosis?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.3 :  From the TB Laboratory Register to the BMU Register. Was this cross check performed?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		How many of the patients selected were recorded in the BMU Register?

		Calculate % difference for cross check 1.2.

If difference is below 90% without justified reasons (such as urban areas, known lab center, stigma, transferred cases, etc...), select an additional 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been correctly diagnosed -

		Indicator-specific notes for auditor:   A sample of smear positive patients entered in the BMU register from the audited site may be visited. The purpose of spot-checks is to confirm case detection as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were interviewed related to the facility visited?

		5.2		How many of the patients interviewed had actually received the service (i.e . with corresponding name, age, sex, address, TB identity card, contact person, etc) ?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4

		Health Facility (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES ON SOURCE DOCUMENTS - Describe the connection between the diagnosis of tuberculosis and entry in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in after diagnosis is made.		Indcator-specific notes for auditor:

		1.1		Describe when entry in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between date of registration in the Patient Card and in the BMU register (according to the TB guidelines)?

		1.3		If the diagnosis of smear positive tuberculosis and entry in the BMU register are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields : (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.3		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as detected during the reporting period by reviewing the BMU register.

		3.2		Copy the number of cases reported as having been detected by the site during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as smear-positive in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 consecutive quarters). How many were selected?

Note: Patients referred to peripheral facilities for follow-up can be excluded from selection in case the DQA mission does not visit peripheral health centers.

		4.4		How many of the patients selected had Patient Cards with a smear positive diagnosis?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.3 :  From the TB Laboratory Register to the BMU Register. Was this cross check performed?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		How many of the patients selected were recorded in the BMU Register?

		Calculate % difference for cross check 1.2.

If difference is below 90% without justified reasons (such as urban areas, known lab center, stigma, transferred cases, etc...), select an additional 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been correctly diagnosed -

		Indicator-specific notes for auditor:   A sample of smear positive patients entered in the BMU register from the audited site may be visited. The purpose of spot-checks is to confirm case detection as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were interviewed related to the facility visited?

		5.2		How many of the patients interviewed had actually received the service (i.e . with corresponding name, age, sex, address, TB identity card, contact person, etc) ?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 5

		Health Facility (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES ON SOURCE DOCUMENTS - Describe the connection between the diagnosis of tuberculosis and entry in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in after diagnosis is made.		Indcator-specific notes for auditor:

		1.1		Describe when entry in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between date of registration in the Patient Card and in the BMU register (according to the TB guidelines)?

		1.3		If the diagnosis of smear positive tuberculosis and entry in the BMU register are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields : (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.3		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as detected during the reporting period by reviewing the BMU register.

		3.2		Copy the number of cases reported as having been detected by the site during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as smear-positive in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 consecutive quarters). How many were selected?

Note: Patients referred to peripheral facilities for follow-up can be excluded from selection in case the DQA mission does not visit peripheral health centers.

		4.4		How many of the patients selected had Patient Cards with a smear positive diagnosis?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.3 :  From the TB Laboratory Register to the BMU Register. Was this cross check performed?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		How many of the patients selected were recorded in the BMU Register?

		Calculate % difference for cross check 1.2.

If difference is below 90% without justified reasons (such as urban areas, known lab center, stigma, transferred cases, etc...), select an additional 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been correctly diagnosed -

		Indicator-specific notes for auditor:   A sample of smear positive patients entered in the BMU register from the audited site may be visited. The purpose of spot-checks is to confirm case detection as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were interviewed related to the facility visited?

		5.2		How many of the patients interviewed had actually received the service (i.e . with corresponding name, age, sex, address, TB identity card, contact person, etc) ?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 6

		Health Facility (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES ON SOURCE DOCUMENTS - Describe the connection between the diagnosis of tuberculosis and entry in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in after diagnosis is made.		Indcator-specific notes for auditor:

		1.1		Describe when entry in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between date of registration in the Patient Card and in the BMU register (according to the TB guidelines)?

		1.3		If the diagnosis of smear positive tuberculosis and entry in the BMU register are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields : (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.3		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as detected during the reporting period by reviewing the BMU register.

		3.2		Copy the number of cases reported as having been detected by the site during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as smear-positive in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 consecutive quarters). How many were selected?

Note: Patients referred to peripheral facilities for follow-up can be excluded from selection in case the DQA mission does not visit peripheral health centers.

		4.4		How many of the patients selected had Patient Cards with a smear positive diagnosis?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.3 :  From the TB Laboratory Register to the BMU Register. Was this cross check performed?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		How many of the patients selected were recorded in the BMU Register?

		Calculate % difference for cross check 1.2.

If difference is below 90% without justified reasons (such as urban areas, known lab center, stigma, transferred cases, etc...), select an additional 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been correctly diagnosed -

		Indicator-specific notes for auditor:   A sample of smear positive patients entered in the BMU register from the audited site may be visited. The purpose of spot-checks is to confirm case detection as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were interviewed related to the facility visited?

		5.2		How many of the patients interviewed had actually received the service (i.e . with corresponding name, age, sex, address, TB identity card, contact person, etc) ?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 7

		Health Facility (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES ON SOURCE DOCUMENTS - Describe the connection between the diagnosis of tuberculosis and entry in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in after diagnosis is made.		Indcator-specific notes for auditor:

		1.1		Describe when entry in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between date of registration in the Patient Card and in the BMU register (according to the TB guidelines)?

		1.3		If the diagnosis of smear positive tuberculosis and entry in the BMU register are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields : (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.3		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as detected during the reporting period by reviewing the BMU register.

		3.2		Copy the number of cases reported as having been detected by the site during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as smear-positive in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 consecutive quarters). How many were selected?

Note: Patients referred to peripheral facilities for follow-up can be excluded from selection in case the DQA mission does not visit peripheral health centers.

		4.4		How many of the patients selected had Patient Cards with a smear positive diagnosis?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.3 :  From the TB Laboratory Register to the BMU Register. Was this cross check performed?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		How many of the patients selected were recorded in the BMU Register?

		Calculate % difference for cross check 1.2.

If difference is below 90% without justified reasons (such as urban areas, known lab center, stigma, transferred cases, etc...), select an additional 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been correctly diagnosed -

		Indicator-specific notes for auditor:   A sample of smear positive patients entered in the BMU register from the audited site may be visited. The purpose of spot-checks is to confirm case detection as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were interviewed related to the facility visited?

		5.2		How many of the patients interviewed had actually received the service (i.e . with corresponding name, age, sex, address, TB identity card, contact person, etc) ?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 8

		Health Facility (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES ON SOURCE DOCUMENTS - Describe the connection between the diagnosis of tuberculosis and entry in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in after diagnosis is made.		Indcator-specific notes for auditor:

		1.1		Describe when entry in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between date of registration in the Patient Card and in the BMU register (according to the TB guidelines)?

		1.3		If the diagnosis of smear positive tuberculosis and entry in the BMU register are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields : (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.3		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as detected during the reporting period by reviewing the BMU register.

		3.2		Copy the number of cases reported as having been detected by the site during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as smear-positive in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 consecutive quarters). How many were selected?

Note: Patients referred to peripheral facilities for follow-up can be excluded from selection in case the DQA mission does not visit peripheral health centers.

		4.4		How many of the patients selected had Patient Cards with a smear positive diagnosis?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.3 :  From the TB Laboratory Register to the BMU Register. Was this cross check performed?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		How many of the patients selected were recorded in the BMU Register?

		Calculate % difference for cross check 1.2.

If difference is below 90% without justified reasons (such as urban areas, known lab center, stigma, transferred cases, etc...), select an additional 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been correctly diagnosed -

		Indicator-specific notes for auditor:   A sample of smear positive patients entered in the BMU register from the audited site may be visited. The purpose of spot-checks is to confirm case detection as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were interviewed related to the facility visited?

		5.2		How many of the patients interviewed had actually received the service (i.e . with corresponding name, age, sex, address, TB identity card, contact person, etc) ?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 9

		Health Facility (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES ON SOURCE DOCUMENTS - Describe the connection between the diagnosis of tuberculosis and entry in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in after diagnosis is made.		Indcator-specific notes for auditor:

		1.1		Describe when entry in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between date of registration in the Patient Card and in the BMU register (according to the TB guidelines)?

		1.3		If the diagnosis of smear positive tuberculosis and entry in the BMU register are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields : (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.3		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as detected during the reporting period by reviewing the BMU register.

		3.2		Copy the number of cases reported as having been detected by the site during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as smear-positive in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 consecutive quarters). How many were selected?

Note: Patients referred to peripheral facilities for follow-up can be excluded from selection in case the DQA mission does not visit peripheral health centers.

		4.4		How many of the patients selected had Patient Cards with a smear positive diagnosis?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.3 :  From the TB Laboratory Register to the BMU Register. Was this cross check performed?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		How many of the patients selected were recorded in the BMU Register?

		Calculate % difference for cross check 1.2.

If difference is below 90% without justified reasons (such as urban areas, known lab center, stigma, transferred cases, etc...), select an additional 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been correctly diagnosed -

		Indicator-specific notes for auditor:   A sample of smear positive patients entered in the BMU register from the audited site may be visited. The purpose of spot-checks is to confirm case detection as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were interviewed related to the facility visited?

		5.2		How many of the patients interviewed had actually received the service (i.e . with corresponding name, age, sex, address, TB identity card, contact person, etc) ?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 10

		Health Facility (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES ON SOURCE DOCUMENTS - Describe the connection between the diagnosis of tuberculosis and entry in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in after diagnosis is made.		Indcator-specific notes for auditor:

		1.1		Describe when entry in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between date of registration in the Patient Card and in the BMU register (according to the TB guidelines)?

		1.3		If the diagnosis of smear positive tuberculosis and entry in the BMU register are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields : (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.3		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as detected during the reporting period by reviewing the BMU register.

		3.2		Copy the number of cases reported as having been detected by the site during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as smear-positive in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 consecutive quarters). How many were selected?

Note: Patients referred to peripheral facilities for follow-up can be excluded from selection in case the DQA mission does not visit peripheral health centers.

		4.4		How many of the patients selected had Patient Cards with a smear positive diagnosis?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.3 :  From the TB Laboratory Register to the BMU Register. Was this cross check performed?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		How many of the patients selected were recorded in the BMU Register?

		Calculate % difference for cross check 1.2.

If difference is below 90% without justified reasons (such as urban areas, known lab center, stigma, transferred cases, etc...), select an additional 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been correctly diagnosed -

		Indicator-specific notes for auditor:   A sample of smear positive patients entered in the BMU register from the audited site may be visited. The purpose of spot-checks is to confirm case detection as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were interviewed related to the facility visited?

		5.2		How many of the patients interviewed had actually received the service (i.e . with corresponding name, age, sex, address, TB identity card, contact person, etc) ?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 11

		Health Facility (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES ON SOURCE DOCUMENTS - Describe the connection between the diagnosis of tuberculosis and entry in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in after diagnosis is made.		Indcator-specific notes for auditor:

		1.1		Describe when entry in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between date of registration in the Patient Card and in the BMU register (according to the TB guidelines)?

		1.3		If the diagnosis of smear positive tuberculosis and entry in the BMU register are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields : (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.3		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as detected during the reporting period by reviewing the BMU register.

		3.2		Copy the number of cases reported as having been detected by the site during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as smear-positive in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 consecutive quarters). How many were selected?

Note: Patients referred to peripheral facilities for follow-up can be excluded from selection in case the DQA mission does not visit peripheral health centers.

		4.4		How many of the patients selected had Patient Cards with a smear positive diagnosis?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.3 :  From the TB Laboratory Register to the BMU Register. Was this cross check performed?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		How many of the patients selected were recorded in the BMU Register?

		Calculate % difference for cross check 1.2.

If difference is below 90% without justified reasons (such as urban areas, known lab center, stigma, transferred cases, etc...), select an additional 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been correctly diagnosed -

		Indicator-specific notes for auditor:   A sample of smear positive patients entered in the BMU register from the audited site may be visited. The purpose of spot-checks is to confirm case detection as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were interviewed related to the facility visited?

		5.2		How many of the patients interviewed had actually received the service (i.e . with corresponding name, age, sex, address, TB identity card, contact person, etc) ?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 12

		Health Facility (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES ON SOURCE DOCUMENTS - Describe the connection between the diagnosis of tuberculosis and entry in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in after diagnosis is made.		Indcator-specific notes for auditor:

		1.1		Describe when entry in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between date of registration in the Patient Card and in the BMU register (according to the TB guidelines)?

		1.3		If the diagnosis of smear positive tuberculosis and entry in the BMU register are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields : (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.3		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as detected during the reporting period by reviewing the BMU register.

		3.2		Copy the number of cases reported as having been detected by the site during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as smear-positive in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 consecutive quarters). How many were selected?

Note: Patients referred to peripheral facilities for follow-up can be excluded from selection in case the DQA mission does not visit peripheral health centers.

		4.4		How many of the patients selected had Patient Cards with a smear positive diagnosis?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.3 :  From the TB Laboratory Register to the BMU Register. Was this cross check performed?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		How many of the patients selected were recorded in the BMU Register?

		Calculate % difference for cross check 1.2.

If difference is below 90% without justified reasons (such as urban areas, known lab center, stigma, transferred cases, etc...), select an additional 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been correctly diagnosed -

		Indicator-specific notes for auditor:   A sample of smear positive patients entered in the BMU register from the audited site may be visited. The purpose of spot-checks is to confirm case detection as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were interviewed related to the facility visited?

		5.2		How many of the patients interviewed had actually received the service (i.e . with corresponding name, age, sex, address, TB identity card, contact person, etc) ?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Regional Level 1

		Regional Aggregation Level (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Regional Aggregation Site is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the Regional summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Regional Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the Regional Aggregation Site.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the Regional Aggregation Site numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Regional Aggregation Site (and released or submitted to the funding agency )

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (Regional Aggregation Site)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the Regional Aggregation Site		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers reported  by the Regional Aggregation Site for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the Regional Aggregation Site or in a database.

		1.3		What result was contained for the audited Intermediate Aggregation Site no.1 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Intermediate Aggregation Site no.2 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the Regional Aggregation Site for those Intermediate Aggregation Sites.

		1.5		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the Regional Aggregation Site should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time? (i.e., on time means that the report was able to be used in the summary report prepared by the Regional Aggregation Site)

		Calculate % On time Reports						-

		2.4		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data.)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Intermediate Level 1

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 1.1

		Health Facility (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES ON SOURCE DOCUMENTS - Describe the connection between the diagnosis of tuberculosis and entry in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in after diagnosis is made.		Indcator-specific notes for auditor:

		1.1		Describe when entry in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between date of registration in the Patient Card and in the BMU register (according to the TB guidelines)?

		1.3		If the diagnosis of smear positive tuberculosis and entry in the BMU register are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields : (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.3		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as detected during the reporting period by reviewing the BMU register.

		3.2		Copy the number of cases reported as having been detected by the site during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as smear-positive in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 consecutive quarters). How many were selected?

Note: Patients referred to peripheral facilities for follow-up can be excluded from selection in case the DQA mission does not visit peripheral health centers.

		4.4		How many of the patients selected had Patient Cards with a smear positive diagnosis?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.3 :  From the TB Laboratory Register to the BMU Register. Was this cross check performed?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		How many of the patients selected were recorded in the BMU Register?

		Calculate % difference for cross check 1.2.

If difference is below 90% without justified reasons (such as urban areas, known lab center, stigma, transferred cases, etc...), select an additional 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been correctly diagnosed -

		Indicator-specific notes for auditor:   A sample of smear positive patients entered in the BMU register from the audited site may be visited. The purpose of spot-checks is to confirm case detection as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were interviewed related to the facility visited?

		5.2		How many of the patients interviewed had actually received the service (i.e . with corresponding name, age, sex, address, TB identity card, contact person, etc) ?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.2

		Health Facility (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES ON SOURCE DOCUMENTS - Describe the connection between the diagnosis of tuberculosis and entry in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in after diagnosis is made.		Indcator-specific notes for auditor:

		1.1		Describe when entry in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between date of registration in the Patient Card and in the BMU register (according to the TB guidelines)?

		1.3		If the diagnosis of smear positive tuberculosis and entry in the BMU register are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields : (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.3		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as detected during the reporting period by reviewing the BMU register.

		3.2		Copy the number of cases reported as having been detected by the site during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as smear-positive in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 consecutive quarters). How many were selected?

Note: Patients referred to peripheral facilities for follow-up can be excluded from selection in case the DQA mission does not visit peripheral health centers.

		4.4		How many of the patients selected had Patient Cards with a smear positive diagnosis?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.3 :  From the TB Laboratory Register to the BMU Register. Was this cross check performed?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		How many of the patients selected were recorded in the BMU Register?

		Calculate % difference for cross check 1.2.

If difference is below 90% without justified reasons (such as urban areas, known lab center, stigma, transferred cases, etc...), select an additional 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been correctly diagnosed -

		Indicator-specific notes for auditor:   A sample of smear positive patients entered in the BMU register from the audited site may be visited. The purpose of spot-checks is to confirm case detection as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were interviewed related to the facility visited?

		5.2		How many of the patients interviewed had actually received the service (i.e . with corresponding name, age, sex, address, TB identity card, contact person, etc) ?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.3

		Health Facility (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES ON SOURCE DOCUMENTS - Describe the connection between the diagnosis of tuberculosis and entry in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in after diagnosis is made.		Indcator-specific notes for auditor:

		1.1		Describe when entry in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between date of registration in the Patient Card and in the BMU register (according to the TB guidelines)?

		1.3		If the diagnosis of smear positive tuberculosis and entry in the BMU register are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields : (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.3		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as detected during the reporting period by reviewing the BMU register.

		3.2		Copy the number of cases reported as having been detected by the site during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as smear-positive in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 consecutive quarters). How many were selected?

Note: Patients referred to peripheral facilities for follow-up can be excluded from selection in case the DQA mission does not visit peripheral health centers.

		4.4		How many of the patients selected had Patient Cards with a smear positive diagnosis?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.3 :  From the TB Laboratory Register to the BMU Register. Was this cross check performed?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		How many of the patients selected were recorded in the BMU Register?

		Calculate % difference for cross check 1.2.

If difference is below 90% without justified reasons (such as urban areas, known lab center, stigma, transferred cases, etc...), select an additional 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been correctly diagnosed -

		Indicator-specific notes for auditor:   A sample of smear positive patients entered in the BMU register from the audited site may be visited. The purpose of spot-checks is to confirm case detection as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were interviewed related to the facility visited?

		5.2		How many of the patients interviewed had actually received the service (i.e . with corresponding name, age, sex, address, TB identity card, contact person, etc) ?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.4

		Health Facility (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES ON SOURCE DOCUMENTS - Describe the connection between the diagnosis of tuberculosis and entry in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in after diagnosis is made.		Indcator-specific notes for auditor:

		1.1		Describe when entry in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between date of registration in the Patient Card and in the BMU register (according to the TB guidelines)?

		1.3		If the diagnosis of smear positive tuberculosis and entry in the BMU register are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields : (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.3		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as detected during the reporting period by reviewing the BMU register.

		3.2		Copy the number of cases reported as having been detected by the site during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as smear-positive in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 consecutive quarters). How many were selected?

Note: Patients referred to peripheral facilities for follow-up can be excluded from selection in case the DQA mission does not visit peripheral health centers.

		4.4		How many of the patients selected had Patient Cards with a smear positive diagnosis?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.3 :  From the TB Laboratory Register to the BMU Register. Was this cross check performed?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		How many of the patients selected were recorded in the BMU Register?

		Calculate % difference for cross check 1.2.

If difference is below 90% without justified reasons (such as urban areas, known lab center, stigma, transferred cases, etc...), select an additional 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been correctly diagnosed -

		Indicator-specific notes for auditor:   A sample of smear positive patients entered in the BMU register from the audited site may be visited. The purpose of spot-checks is to confirm case detection as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were interviewed related to the facility visited?

		5.2		How many of the patients interviewed had actually received the service (i.e . with corresponding name, age, sex, address, TB identity card, contact person, etc) ?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.5

		Health Facility (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES ON SOURCE DOCUMENTS - Describe the connection between the diagnosis of tuberculosis and entry in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in after diagnosis is made.		Indcator-specific notes for auditor:

		1.1		Describe when entry in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between date of registration in the Patient Card and in the BMU register (according to the TB guidelines)?

		1.3		If the diagnosis of smear positive tuberculosis and entry in the BMU register are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields : (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.3		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as detected during the reporting period by reviewing the BMU register.

		3.2		Copy the number of cases reported as having been detected by the site during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as smear-positive in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 consecutive quarters). How many were selected?

Note: Patients referred to peripheral facilities for follow-up can be excluded from selection in case the DQA mission does not visit peripheral health centers.

		4.4		How many of the patients selected had Patient Cards with a smear positive diagnosis?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.3 :  From the TB Laboratory Register to the BMU Register. Was this cross check performed?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		How many of the patients selected were recorded in the BMU Register?

		Calculate % difference for cross check 1.2.

If difference is below 90% without justified reasons (such as urban areas, known lab center, stigma, transferred cases, etc...), select an additional 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been correctly diagnosed -

		Indicator-specific notes for auditor:   A sample of smear positive patients entered in the BMU register from the audited site may be visited. The purpose of spot-checks is to confirm case detection as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were interviewed related to the facility visited?

		5.2		How many of the patients interviewed had actually received the service (i.e . with corresponding name, age, sex, address, TB identity card, contact person, etc) ?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.6

		Health Facility (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES ON SOURCE DOCUMENTS - Describe the connection between the diagnosis of tuberculosis and entry in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in after diagnosis is made.		Indcator-specific notes for auditor:

		1.1		Describe when entry in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between date of registration in the Patient Card and in the BMU register (according to the TB guidelines)?

		1.3		If the diagnosis of smear positive tuberculosis and entry in the BMU register are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields : (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.3		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as detected during the reporting period by reviewing the BMU register.

		3.2		Copy the number of cases reported as having been detected by the site during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as smear-positive in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 consecutive quarters). How many were selected?

Note: Patients referred to peripheral facilities for follow-up can be excluded from selection in case the DQA mission does not visit peripheral health centers.

		4.4		How many of the patients selected had Patient Cards with a smear positive diagnosis?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.3 :  From the TB Laboratory Register to the BMU Register. Was this cross check performed?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		How many of the patients selected were recorded in the BMU Register?

		Calculate % difference for cross check 1.2.

If difference is below 90% without justified reasons (such as urban areas, known lab center, stigma, transferred cases, etc...), select an additional 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been correctly diagnosed -

		Indicator-specific notes for auditor:   A sample of smear positive patients entered in the BMU register from the audited site may be visited. The purpose of spot-checks is to confirm case detection as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were interviewed related to the facility visited?

		5.2		How many of the patients interviewed had actually received the service (i.e . with corresponding name, age, sex, address, TB identity card, contact person, etc) ?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Intermediate Level 2

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 2.1

		Health Facility (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES ON SOURCE DOCUMENTS - Describe the connection between the diagnosis of tuberculosis and entry in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in after diagnosis is made.		Indcator-specific notes for auditor:

		1.1		Describe when entry in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between date of registration in the Patient Card and in the BMU register (according to the TB guidelines)?

		1.3		If the diagnosis of smear positive tuberculosis and entry in the BMU register are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields : (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.3		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as detected during the reporting period by reviewing the BMU register.

		3.2		Copy the number of cases reported as having been detected by the site during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as smear-positive in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 consecutive quarters). How many were selected?

Note: Patients referred to peripheral facilities for follow-up can be excluded from selection in case the DQA mission does not visit peripheral health centers.

		4.4		How many of the patients selected had Patient Cards with a smear positive diagnosis?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.3 :  From the TB Laboratory Register to the BMU Register. Was this cross check performed?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		How many of the patients selected were recorded in the BMU Register?

		Calculate % difference for cross check 1.2.

If difference is below 90% without justified reasons (such as urban areas, known lab center, stigma, transferred cases, etc...), select an additional 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been correctly diagnosed -

		Indicator-specific notes for auditor:   A sample of smear positive patients entered in the BMU register from the audited site may be visited. The purpose of spot-checks is to confirm case detection as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were interviewed related to the facility visited?

		5.2		How many of the patients interviewed had actually received the service (i.e . with corresponding name, age, sex, address, TB identity card, contact person, etc) ?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.2

		Health Facility (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES ON SOURCE DOCUMENTS - Describe the connection between the diagnosis of tuberculosis and entry in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in after diagnosis is made.		Indcator-specific notes for auditor:

		1.1		Describe when entry in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between date of registration in the Patient Card and in the BMU register (according to the TB guidelines)?

		1.3		If the diagnosis of smear positive tuberculosis and entry in the BMU register are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields : (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.3		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as detected during the reporting period by reviewing the BMU register.

		3.2		Copy the number of cases reported as having been detected by the site during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as smear-positive in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 consecutive quarters). How many were selected?

Note: Patients referred to peripheral facilities for follow-up can be excluded from selection in case the DQA mission does not visit peripheral health centers.

		4.4		How many of the patients selected had Patient Cards with a smear positive diagnosis?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.3 :  From the TB Laboratory Register to the BMU Register. Was this cross check performed?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		How many of the patients selected were recorded in the BMU Register?

		Calculate % difference for cross check 1.2.

If difference is below 90% without justified reasons (such as urban areas, known lab center, stigma, transferred cases, etc...), select an additional 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been correctly diagnosed -

		Indicator-specific notes for auditor:   A sample of smear positive patients entered in the BMU register from the audited site may be visited. The purpose of spot-checks is to confirm case detection as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were interviewed related to the facility visited?

		5.2		How many of the patients interviewed had actually received the service (i.e . with corresponding name, age, sex, address, TB identity card, contact person, etc) ?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.3

		Health Facility (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES ON SOURCE DOCUMENTS - Describe the connection between the diagnosis of tuberculosis and entry in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in after diagnosis is made.		Indcator-specific notes for auditor:

		1.1		Describe when entry in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between date of registration in the Patient Card and in the BMU register (according to the TB guidelines)?

		1.3		If the diagnosis of smear positive tuberculosis and entry in the BMU register are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields : (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.3		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as detected during the reporting period by reviewing the BMU register.

		3.2		Copy the number of cases reported as having been detected by the site during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as smear-positive in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 consecutive quarters). How many were selected?

Note: Patients referred to peripheral facilities for follow-up can be excluded from selection in case the DQA mission does not visit peripheral health centers.

		4.4		How many of the patients selected had Patient Cards with a smear positive diagnosis?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.3 :  From the TB Laboratory Register to the BMU Register. Was this cross check performed?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		How many of the patients selected were recorded in the BMU Register?

		Calculate % difference for cross check 1.2.

If difference is below 90% without justified reasons (such as urban areas, known lab center, stigma, transferred cases, etc...), select an additional 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been correctly diagnosed -

		Indicator-specific notes for auditor:   A sample of smear positive patients entered in the BMU register from the audited site may be visited. The purpose of spot-checks is to confirm case detection as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were interviewed related to the facility visited?

		5.2		How many of the patients interviewed had actually received the service (i.e . with corresponding name, age, sex, address, TB identity card, contact person, etc) ?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.4

		Health Facility (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES ON SOURCE DOCUMENTS - Describe the connection between the diagnosis of tuberculosis and entry in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in after diagnosis is made.		Indcator-specific notes for auditor:

		1.1		Describe when entry in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between date of registration in the Patient Card and in the BMU register (according to the TB guidelines)?

		1.3		If the diagnosis of smear positive tuberculosis and entry in the BMU register are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields : (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.3		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as detected during the reporting period by reviewing the BMU register.

		3.2		Copy the number of cases reported as having been detected by the site during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as smear-positive in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 consecutive quarters). How many were selected?

Note: Patients referred to peripheral facilities for follow-up can be excluded from selection in case the DQA mission does not visit peripheral health centers.

		4.4		How many of the patients selected had Patient Cards with a smear positive diagnosis?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.3 :  From the TB Laboratory Register to the BMU Register. Was this cross check performed?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		How many of the patients selected were recorded in the BMU Register?

		Calculate % difference for cross check 1.2.

If difference is below 90% without justified reasons (such as urban areas, known lab center, stigma, transferred cases, etc...), select an additional 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been correctly diagnosed -

		Indicator-specific notes for auditor:   A sample of smear positive patients entered in the BMU register from the audited site may be visited. The purpose of spot-checks is to confirm case detection as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were interviewed related to the facility visited?

		5.2		How many of the patients interviewed had actually received the service (i.e . with corresponding name, age, sex, address, TB identity card, contact person, etc) ?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.5

		Health Facility (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES ON SOURCE DOCUMENTS - Describe the connection between the diagnosis of tuberculosis and entry in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in after diagnosis is made.		Indcator-specific notes for auditor:

		1.1		Describe when entry in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between date of registration in the Patient Card and in the BMU register (according to the TB guidelines)?

		1.3		If the diagnosis of smear positive tuberculosis and entry in the BMU register are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields : (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.3		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as detected during the reporting period by reviewing the BMU register.

		3.2		Copy the number of cases reported as having been detected by the site during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as smear-positive in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 consecutive quarters). How many were selected?

Note: Patients referred to peripheral facilities for follow-up can be excluded from selection in case the DQA mission does not visit peripheral health centers.

		4.4		How many of the patients selected had Patient Cards with a smear positive diagnosis?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.3 :  From the TB Laboratory Register to the BMU Register. Was this cross check performed?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		How many of the patients selected were recorded in the BMU Register?

		Calculate % difference for cross check 1.2.

If difference is below 90% without justified reasons (such as urban areas, known lab center, stigma, transferred cases, etc...), select an additional 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been correctly diagnosed -

		Indicator-specific notes for auditor:   A sample of smear positive patients entered in the BMU register from the audited site may be visited. The purpose of spot-checks is to confirm case detection as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were interviewed related to the facility visited?

		5.2		How many of the patients interviewed had actually received the service (i.e . with corresponding name, age, sex, address, TB identity card, contact person, etc) ?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.6

		Health Facility (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES ON SOURCE DOCUMENTS - Describe the connection between the diagnosis of tuberculosis and entry in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in after diagnosis is made.		Indcator-specific notes for auditor:

		1.1		Describe when entry in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between date of registration in the Patient Card and in the BMU register (according to the TB guidelines)?

		1.3		If the diagnosis of smear positive tuberculosis and entry in the BMU register are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields : (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.3		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as detected during the reporting period by reviewing the BMU register.

		3.2		Copy the number of cases reported as having been detected by the site during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as smear-positive in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 consecutive quarters). How many were selected?

Note: Patients referred to peripheral facilities for follow-up can be excluded from selection in case the DQA mission does not visit peripheral health centers.

		4.4		How many of the patients selected had Patient Cards with a smear positive diagnosis?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.3 :  From the TB Laboratory Register to the BMU Register. Was this cross check performed?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		How many of the patients selected were recorded in the BMU Register?

		Calculate % difference for cross check 1.2.

If difference is below 90% without justified reasons (such as urban areas, known lab center, stigma, transferred cases, etc...), select an additional 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been correctly diagnosed -

		Indicator-specific notes for auditor:   A sample of smear positive patients entered in the BMU register from the audited site may be visited. The purpose of spot-checks is to confirm case detection as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were interviewed related to the facility visited?

		5.2		How many of the patients interviewed had actually received the service (i.e . with corresponding name, age, sex, address, TB identity card, contact person, etc) ?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Regional Level 2

		Regional Aggregation Level (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Regional Aggregation Site is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the Regional summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Regional Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the Regional Aggregation Site.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the Regional Aggregation Site numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Regional Aggregation Site (and released or submitted to the funding agency )

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (Regional Aggregation Site)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the Regional Aggregation Site		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers reported  by the Regional Aggregation Site for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the Regional Aggregation Site or in a database.

		1.3		What result was contained for the audited Intermediate Aggregation Site no.1 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Intermediate Aggregation Site no.2 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the Regional Aggregation Site for those Intermediate Aggregation Sites.

		1.5		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the Regional Aggregation Site should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time? (i.e., on time means that the report was able to be used in the summary report prepared by the Regional Aggregation Site)

		Calculate % On time Reports						-

		2.4		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data.)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Intermediate Level 3

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 3.1

		Health Facility (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES ON SOURCE DOCUMENTS - Describe the connection between the diagnosis of tuberculosis and entry in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in after diagnosis is made.		Indcator-specific notes for auditor:

		1.1		Describe when entry in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between date of registration in the Patient Card and in the BMU register (according to the TB guidelines)?

		1.3		If the diagnosis of smear positive tuberculosis and entry in the BMU register are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields : (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.3		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as detected during the reporting period by reviewing the BMU register.

		3.2		Copy the number of cases reported as having been detected by the site during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as smear-positive in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 consecutive quarters). How many were selected?

Note: Patients referred to peripheral facilities for follow-up can be excluded from selection in case the DQA mission does not visit peripheral health centers.

		4.4		How many of the patients selected had Patient Cards with a smear positive diagnosis?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.3 :  From the TB Laboratory Register to the BMU Register. Was this cross check performed?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		How many of the patients selected were recorded in the BMU Register?

		Calculate % difference for cross check 1.2.

If difference is below 90% without justified reasons (such as urban areas, known lab center, stigma, transferred cases, etc...), select an additional 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been correctly diagnosed -

		Indicator-specific notes for auditor:   A sample of smear positive patients entered in the BMU register from the audited site may be visited. The purpose of spot-checks is to confirm case detection as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were interviewed related to the facility visited?

		5.2		How many of the patients interviewed had actually received the service (i.e . with corresponding name, age, sex, address, TB identity card, contact person, etc) ?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.2

		Health Facility (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES ON SOURCE DOCUMENTS - Describe the connection between the diagnosis of tuberculosis and entry in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in after diagnosis is made.		Indcator-specific notes for auditor:

		1.1		Describe when entry in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between date of registration in the Patient Card and in the BMU register (according to the TB guidelines)?

		1.3		If the diagnosis of smear positive tuberculosis and entry in the BMU register are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields : (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.3		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as detected during the reporting period by reviewing the BMU register.

		3.2		Copy the number of cases reported as having been detected by the site during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as smear-positive in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 consecutive quarters). How many were selected?

Note: Patients referred to peripheral facilities for follow-up can be excluded from selection in case the DQA mission does not visit peripheral health centers.

		4.4		How many of the patients selected had Patient Cards with a smear positive diagnosis?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.3 :  From the TB Laboratory Register to the BMU Register. Was this cross check performed?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		How many of the patients selected were recorded in the BMU Register?

		Calculate % difference for cross check 1.2.

If difference is below 90% without justified reasons (such as urban areas, known lab center, stigma, transferred cases, etc...), select an additional 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been correctly diagnosed -

		Indicator-specific notes for auditor:   A sample of smear positive patients entered in the BMU register from the audited site may be visited. The purpose of spot-checks is to confirm case detection as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were interviewed related to the facility visited?

		5.2		How many of the patients interviewed had actually received the service (i.e . with corresponding name, age, sex, address, TB identity card, contact person, etc) ?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.3

		Health Facility (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES ON SOURCE DOCUMENTS - Describe the connection between the diagnosis of tuberculosis and entry in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in after diagnosis is made.		Indcator-specific notes for auditor:

		1.1		Describe when entry in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between date of registration in the Patient Card and in the BMU register (according to the TB guidelines)?

		1.3		If the diagnosis of smear positive tuberculosis and entry in the BMU register are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields : (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.3		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as detected during the reporting period by reviewing the BMU register.

		3.2		Copy the number of cases reported as having been detected by the site during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as smear-positive in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 consecutive quarters). How many were selected?

Note: Patients referred to peripheral facilities for follow-up can be excluded from selection in case the DQA mission does not visit peripheral health centers.

		4.4		How many of the patients selected had Patient Cards with a smear positive diagnosis?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.3 :  From the TB Laboratory Register to the BMU Register. Was this cross check performed?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		How many of the patients selected were recorded in the BMU Register?

		Calculate % difference for cross check 1.2.

If difference is below 90% without justified reasons (such as urban areas, known lab center, stigma, transferred cases, etc...), select an additional 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been correctly diagnosed -

		Indicator-specific notes for auditor:   A sample of smear positive patients entered in the BMU register from the audited site may be visited. The purpose of spot-checks is to confirm case detection as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were interviewed related to the facility visited?

		5.2		How many of the patients interviewed had actually received the service (i.e . with corresponding name, age, sex, address, TB identity card, contact person, etc) ?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.4

		Health Facility (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES ON SOURCE DOCUMENTS - Describe the connection between the diagnosis of tuberculosis and entry in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in after diagnosis is made.		Indcator-specific notes for auditor:

		1.1		Describe when entry in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between date of registration in the Patient Card and in the BMU register (according to the TB guidelines)?

		1.3		If the diagnosis of smear positive tuberculosis and entry in the BMU register are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields : (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.3		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as detected during the reporting period by reviewing the BMU register.

		3.2		Copy the number of cases reported as having been detected by the site during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as smear-positive in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 consecutive quarters). How many were selected?

Note: Patients referred to peripheral facilities for follow-up can be excluded from selection in case the DQA mission does not visit peripheral health centers.

		4.4		How many of the patients selected had Patient Cards with a smear positive diagnosis?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.3 :  From the TB Laboratory Register to the BMU Register. Was this cross check performed?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		How many of the patients selected were recorded in the BMU Register?

		Calculate % difference for cross check 1.2.

If difference is below 90% without justified reasons (such as urban areas, known lab center, stigma, transferred cases, etc...), select an additional 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been correctly diagnosed -

		Indicator-specific notes for auditor:   A sample of smear positive patients entered in the BMU register from the audited site may be visited. The purpose of spot-checks is to confirm case detection as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were interviewed related to the facility visited?

		5.2		How many of the patients interviewed had actually received the service (i.e . with corresponding name, age, sex, address, TB identity card, contact person, etc) ?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.5

		Health Facility (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES ON SOURCE DOCUMENTS - Describe the connection between the diagnosis of tuberculosis and entry in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in after diagnosis is made.		Indcator-specific notes for auditor:

		1.1		Describe when entry in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between date of registration in the Patient Card and in the BMU register (according to the TB guidelines)?

		1.3		If the diagnosis of smear positive tuberculosis and entry in the BMU register are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields : (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.3		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as detected during the reporting period by reviewing the BMU register.

		3.2		Copy the number of cases reported as having been detected by the site during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as smear-positive in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 consecutive quarters). How many were selected?

Note: Patients referred to peripheral facilities for follow-up can be excluded from selection in case the DQA mission does not visit peripheral health centers.

		4.4		How many of the patients selected had Patient Cards with a smear positive diagnosis?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.3 :  From the TB Laboratory Register to the BMU Register. Was this cross check performed?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		How many of the patients selected were recorded in the BMU Register?

		Calculate % difference for cross check 1.2.

If difference is below 90% without justified reasons (such as urban areas, known lab center, stigma, transferred cases, etc...), select an additional 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been correctly diagnosed -

		Indicator-specific notes for auditor:   A sample of smear positive patients entered in the BMU register from the audited site may be visited. The purpose of spot-checks is to confirm case detection as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were interviewed related to the facility visited?

		5.2		How many of the patients interviewed had actually received the service (i.e . with corresponding name, age, sex, address, TB identity card, contact person, etc) ?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.6

		Health Facility (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES ON SOURCE DOCUMENTS - Describe the connection between the diagnosis of tuberculosis and entry in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in after diagnosis is made.		Indcator-specific notes for auditor:

		1.1		Describe when entry in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between date of registration in the Patient Card and in the BMU register (according to the TB guidelines)?

		1.3		If the diagnosis of smear positive tuberculosis and entry in the BMU register are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields : (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.3		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as detected during the reporting period by reviewing the BMU register.

		3.2		Copy the number of cases reported as having been detected by the site during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as smear-positive in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 consecutive quarters). How many were selected?

Note: Patients referred to peripheral facilities for follow-up can be excluded from selection in case the DQA mission does not visit peripheral health centers.

		4.4		How many of the patients selected had Patient Cards with a smear positive diagnosis?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.3 :  From the TB Laboratory Register to the BMU Register. Was this cross check performed?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		How many of the patients selected were recorded in the BMU Register?

		Calculate % difference for cross check 1.2.

If difference is below 90% without justified reasons (such as urban areas, known lab center, stigma, transferred cases, etc...), select an additional 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been correctly diagnosed -

		Indicator-specific notes for auditor:   A sample of smear positive patients entered in the BMU register from the audited site may be visited. The purpose of spot-checks is to confirm case detection as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were interviewed related to the facility visited?

		5.2		How many of the patients interviewed had actually received the service (i.e . with corresponding name, age, sex, address, TB identity card, contact person, etc) ?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Intermediate Level 4

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 4.1

		Health Facility (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES ON SOURCE DOCUMENTS - Describe the connection between the diagnosis of tuberculosis and entry in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in after diagnosis is made.		Indcator-specific notes for auditor:

		1.1		Describe when entry in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between date of registration in the Patient Card and in the BMU register (according to the TB guidelines)?

		1.3		If the diagnosis of smear positive tuberculosis and entry in the BMU register are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields : (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.3		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as detected during the reporting period by reviewing the BMU register.

		3.2		Copy the number of cases reported as having been detected by the site during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as smear-positive in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 consecutive quarters). How many were selected?

Note: Patients referred to peripheral facilities for follow-up can be excluded from selection in case the DQA mission does not visit peripheral health centers.

		4.4		How many of the patients selected had Patient Cards with a smear positive diagnosis?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.3 :  From the TB Laboratory Register to the BMU Register. Was this cross check performed?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		How many of the patients selected were recorded in the BMU Register?

		Calculate % difference for cross check 1.2.

If difference is below 90% without justified reasons (such as urban areas, known lab center, stigma, transferred cases, etc...), select an additional 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been correctly diagnosed -

		Indicator-specific notes for auditor:   A sample of smear positive patients entered in the BMU register from the audited site may be visited. The purpose of spot-checks is to confirm case detection as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were interviewed related to the facility visited?

		5.2		How many of the patients interviewed had actually received the service (i.e . with corresponding name, age, sex, address, TB identity card, contact person, etc) ?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.2

		Health Facility (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES ON SOURCE DOCUMENTS - Describe the connection between the diagnosis of tuberculosis and entry in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in after diagnosis is made.		Indcator-specific notes for auditor:

		1.1		Describe when entry in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between date of registration in the Patient Card and in the BMU register (according to the TB guidelines)?

		1.3		If the diagnosis of smear positive tuberculosis and entry in the BMU register are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields : (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.3		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as detected during the reporting period by reviewing the BMU register.

		3.2		Copy the number of cases reported as having been detected by the site during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as smear-positive in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 consecutive quarters). How many were selected?

Note: Patients referred to peripheral facilities for follow-up can be excluded from selection in case the DQA mission does not visit peripheral health centers.

		4.4		How many of the patients selected had Patient Cards with a smear positive diagnosis?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.3 :  From the TB Laboratory Register to the BMU Register. Was this cross check performed?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		How many of the patients selected were recorded in the BMU Register?

		Calculate % difference for cross check 1.2.

If difference is below 90% without justified reasons (such as urban areas, known lab center, stigma, transferred cases, etc...), select an additional 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been correctly diagnosed -

		Indicator-specific notes for auditor:   A sample of smear positive patients entered in the BMU register from the audited site may be visited. The purpose of spot-checks is to confirm case detection as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were interviewed related to the facility visited?

		5.2		How many of the patients interviewed had actually received the service (i.e . with corresponding name, age, sex, address, TB identity card, contact person, etc) ?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.3

		Health Facility (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES ON SOURCE DOCUMENTS - Describe the connection between the diagnosis of tuberculosis and entry in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in after diagnosis is made.		Indcator-specific notes for auditor:

		1.1		Describe when entry in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between date of registration in the Patient Card and in the BMU register (according to the TB guidelines)?

		1.3		If the diagnosis of smear positive tuberculosis and entry in the BMU register are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields : (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.3		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as detected during the reporting period by reviewing the BMU register.

		3.2		Copy the number of cases reported as having been detected by the site during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as smear-positive in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 consecutive quarters). How many were selected?

Note: Patients referred to peripheral facilities for follow-up can be excluded from selection in case the DQA mission does not visit peripheral health centers.

		4.4		How many of the patients selected had Patient Cards with a smear positive diagnosis?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.3 :  From the TB Laboratory Register to the BMU Register. Was this cross check performed?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		How many of the patients selected were recorded in the BMU Register?

		Calculate % difference for cross check 1.2.

If difference is below 90% without justified reasons (such as urban areas, known lab center, stigma, transferred cases, etc...), select an additional 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been correctly diagnosed -

		Indicator-specific notes for auditor:   A sample of smear positive patients entered in the BMU register from the audited site may be visited. The purpose of spot-checks is to confirm case detection as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were interviewed related to the facility visited?

		5.2		How many of the patients interviewed had actually received the service (i.e . with corresponding name, age, sex, address, TB identity card, contact person, etc) ?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.4

		Health Facility (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES ON SOURCE DOCUMENTS - Describe the connection between the diagnosis of tuberculosis and entry in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in after diagnosis is made.		Indcator-specific notes for auditor:

		1.1		Describe when entry in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between date of registration in the Patient Card and in the BMU register (according to the TB guidelines)?

		1.3		If the diagnosis of smear positive tuberculosis and entry in the BMU register are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields : (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.3		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as detected during the reporting period by reviewing the BMU register.

		3.2		Copy the number of cases reported as having been detected by the site during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as smear-positive in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 consecutive quarters). How many were selected?

Note: Patients referred to peripheral facilities for follow-up can be excluded from selection in case the DQA mission does not visit peripheral health centers.

		4.4		How many of the patients selected had Patient Cards with a smear positive diagnosis?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.3 :  From the TB Laboratory Register to the BMU Register. Was this cross check performed?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		How many of the patients selected were recorded in the BMU Register?

		Calculate % difference for cross check 1.2.

If difference is below 90% without justified reasons (such as urban areas, known lab center, stigma, transferred cases, etc...), select an additional 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been correctly diagnosed -

		Indicator-specific notes for auditor:   A sample of smear positive patients entered in the BMU register from the audited site may be visited. The purpose of spot-checks is to confirm case detection as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were interviewed related to the facility visited?

		5.2		How many of the patients interviewed had actually received the service (i.e . with corresponding name, age, sex, address, TB identity card, contact person, etc) ?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.5

		Health Facility (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES ON SOURCE DOCUMENTS - Describe the connection between the diagnosis of tuberculosis and entry in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in after diagnosis is made.		Indcator-specific notes for auditor:

		1.1		Describe when entry in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between date of registration in the Patient Card and in the BMU register (according to the TB guidelines)?

		1.3		If the diagnosis of smear positive tuberculosis and entry in the BMU register are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields : (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.3		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as detected during the reporting period by reviewing the BMU register.

		3.2		Copy the number of cases reported as having been detected by the site during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as smear-positive in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 consecutive quarters). How many were selected?

Note: Patients referred to peripheral facilities for follow-up can be excluded from selection in case the DQA mission does not visit peripheral health centers.

		4.4		How many of the patients selected had Patient Cards with a smear positive diagnosis?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.3 :  From the TB Laboratory Register to the BMU Register. Was this cross check performed?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		How many of the patients selected were recorded in the BMU Register?

		Calculate % difference for cross check 1.2.

If difference is below 90% without justified reasons (such as urban areas, known lab center, stigma, transferred cases, etc...), select an additional 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been correctly diagnosed -

		Indicator-specific notes for auditor:   A sample of smear positive patients entered in the BMU register from the audited site may be visited. The purpose of spot-checks is to confirm case detection as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were interviewed related to the facility visited?

		5.2		How many of the patients interviewed had actually received the service (i.e . with corresponding name, age, sex, address, TB identity card, contact person, etc) ?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.6

		Health Facility (Protocol 2 - Data Verification)

		Number of New Smear-positive TB Cases Notified

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES ON SOURCE DOCUMENTS - Describe the connection between the diagnosis of tuberculosis and entry in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in after diagnosis is made.		Indcator-specific notes for auditor:

		1.1		Describe when entry in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between date of registration in the Patient Card and in the BMU register (according to the TB guidelines)?

		1.3		If the diagnosis of smear positive tuberculosis and entry in the BMU register are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields : (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.3		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the site summary reports and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as detected during the reporting period by reviewing the BMU register.

		3.2		Copy the number of cases reported as having been detected by the site during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as smear-positive in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who have been detected as smear-positive during the quarter (or a maximum of all Patient Cards of people who have been detected as smear-positive during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 consecutive quarters). How many were selected?

Note: Patients referred to peripheral facilities for follow-up can be excluded from selection in case the DQA mission does not visit peripheral health centers.

		4.4		How many of the patients selected had Patient Cards with a smear positive diagnosis?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 smear positive TB cases from the BMU Register which have been detected during the quarter (or a maximum of all smear positive TB cases detected during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.3 :  From the TB Laboratory Register to the BMU Register. Was this cross check performed?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		How many of the patients selected were recorded in the BMU Register?

		Calculate % difference for cross check 1.2.

If difference is below 90% without justified reasons (such as urban areas, known lab center, stigma, transferred cases, etc...), select an additional 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been correctly diagnosed -

		Indicator-specific notes for auditor:   A sample of smear positive patients entered in the BMU register from the audited site may be visited. The purpose of spot-checks is to confirm case detection as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were interviewed related to the facility visited?

		5.2		How many of the patients interviewed had actually received the service (i.e . with corresponding name, age, sex, address, TB identity card, contact person, etc) ?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





SUMMARY_TABLE

		Important Note:  This table may need to be revised if a different sampling scheme is used or if not all intermediate aggregation sites include three service delivery sites.  It is important to carefully revise this table if a different sampling strategy (other than 4 intermediate aggregation level sites/districts and 3 service delivery sites per intermediate aggregation level site) is used in the Data Quality Audit.  Careful revision will be needed to ensure that all relevant data are used to measure the summary statistics.  If the worksheets are modified (e.g. worksheets added), it is critical to ensure that all formulas (including those hidden in columns) are reviewed by an expert in Excel.

										Step 1						Step 2						Step 3		Step 4

		SUMMARY TABLE

Trace and Verify								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Verified Counts at Audited Sites		Reported Count at Audited Sites		Site and Unadjusted District Verification Factors)		Observed Reported Count from All Sites in the "District"		Reported Count from the "District" at the M&E Unit (e.g. National Level)		Adjustment Factor  Rdi/Rni		Adjusted District Verification Factors		VF (Weight)		Total Verification Factor		% Available Reports		%  On-time Reports		% Complete Reports		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Lower 95% CI limit		Upper 95% CI limit		number of districts		Degrees of freedom t-distribution

		M&E Unit																																																df		P(2-tailed) = 0.025

		-		-						0.00		0.00				0.00		0.00						0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Intermediate Aggregation Level Sites and Service Delivery Sites																																																2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-																		3.00		3.18

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-																4.00		2.78

		1.1		-						0.00		0.00		-																																				5.00		2.57

		1.2		-						0.00		0.00		-

		1.3		-						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		1.6		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						0.00		0.00		-

		2.2		-						0.00		0.00		-

		2.3		-						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		2.6		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		3.6		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

		4.6		-						0.00		0.00		-

				Service Point Summary						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-

		11		-						0.00		0.00		-

		12		-						0.00		0.00		-





Summary_Statistics_No IAS

		DQA Summary Statistics (no Intermediate Aggregation Sites)

																																																																																-

																																																																																-

																																																																																-

																																																																																-

																																																																																-
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Site Verification factors for DQA



SUMMARY_STATISTICS

		DQA Summary Statistics

																																																																																Accuracy		Availability		Timeliness		Completeness

																																																																												7		-		-		-		-		-

																																																																												6		-		-		-		-		-

																																																																												5		-		-		-		-		-

																																																																												4		-		-		-		-		-

																																																																												3		-		-		-		-		-

																																																																												2		-		-		-		-		-

																																																																												1		-		-		-		-		-
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		DQA Summary Statistics

																																																																																				Accuracy		Availability		Timeliness		Completeness

																																																																																5		-		-		-		-		-

																																																																																4		-		-		-		-		-

																																																																																3		-		-		-		-		-

																																																																																2		-		-		-		-		-

																																																																																1		-		-		-		-		-
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		Important notes for the use of this spreadsheet:																														0

		1.  In order to use the Data Quality Audit tools you will need to ensure that your 'macro security' is set to something less than 'high'.  With the spreadsheet open go to the 'Tools' pull-down menu and select 'Macro', then 'Security'.  Select 'medium'.  Close Excel and re-open the file.  When you open file the next time you will have to select 'Enable Macros' for the application to work as designed.

		2.  On the HEADER Page (this page), please select number of intermediate aggregations levels (from the dropdown list) the data are reported through from service delivery point up to national level.  Then select the number of sampled intermediate aggregation sites (IAS) from the next dropdown list.   IAS are typically the district level health unit of the Ministry of Health.  Next, enter the number of sampled service delivery points (SDP), e.g. health units or facilities,  reporting to each intermediate site.  If you have an unequal number of SDP per district select the number corresponding to largest number of sampled SDP in a sampled district.  If SDPs report directly to national level select '0' from the IDS dropdown list.  Then select the number of SDPs in the sample.  Please see the INSTRUCTIONS page for more detail.

		3.  Please enter the health facility, or site, names into the sheet labeled 'Information Page'.  These names will then auto-populate the appropriate forms in the spreadsheet and help ensure a well organized assessment and good quality data.
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INSTRUCTIONS

		INSTRUCTIONS (Protocol 2 - Data Verification)

		Note:  The Audit Team should read the document "Data Quality Audit:  Guidelines for Implementation" in addition to these instructions prior to administering this protocol.

		OBJECTIVE

		The objective of this protocol is to (1) recount and verify the accuracy of reported data at selected sites; and (2) review the timeliness, completeness and availability of reports.

		CONTENT

		This Data Verification Protocol relates to the indicator: Number of people benefiting from community-based detection of tuberculosis.  Indeed, because there can be significant differences between types of indicators and service delivery sites - e.g., health-based (clinics) and community-based sites, the DQA includes Indicator-specific Protocols with specific information and data quality challenges related to the indicator (e.g., the risk of double counting). This information is incorporated into the 5-steps of the protocol, which are outlined  below. 

The protocol begins with a description of the service(s) associated with the indicator to orient the Audit Team to the service being given and thus, what is being “counted” to measure the indicator.  This will help lead the Audit Team to the relevant source documents, which can be significantly different for various indicators (e.g., patient records, laboratory reports, training logs, etc).

The data verification takes place in two stages:

(1) In-depth verifications at the Service Delivery Points (SDPs); and
(2) Follow-up verifications at the relevant Intermediate Aggregation Levels (IALs) and at the Program/project M&E Unit. 
  
Typically, programs will have a 3-tier reporting system; In other words, the data will flow from Service Delivery Points (SDPs), 
to one Intermediate Aggregation Level (i.e., a Region or a District), and then to the central M&E Unit.

However, in some countries, SDPs may report directly to the central M&E Unit, without passing through Intermediate 
Aggregation Levels (IALs). In other countries, there could be two (or more) IALs with data being aggregated, for example,
at the District and then at the Provincial level before reaching the central M&E Unit. In such cases (i.e., a 2-tier or 4-tier reporting
system), the Data Verification Protocol will need to be adapted (as explained in the below).

		Editing the content of the Excel Template
The Excel Templates should be modified with care.  To enable the selective addition or removal of tabs for the different sites and 
levels the templates have been programmed in VBA (Visual Basic for Applications).  Modifications to the worksheets can disrupt the
programming and render the template inoperable.  However, it is possible to make certain changes that will make the template more 
useful during the DQA, and more descriptive of the information system.  For example, additional cross-checks and spot-checks can be
added to individual worksheets provided they are added at the bottom of the worksheet. Please do not 'insert' rows or columns in the
middle of the sheet as this could alter the calculation of certain performance indicators.  Other additions to the sheets can also be 
made at the bottom of the worksheet.

Up to six Service Delivery Sites within four Intermediate Aggregation Sites can be selected (i.e. 24 sites) so it is unlikely that service
points or intermediate sites will need to be added to "Information Page".   Simply select the desired number of each from the dropdown
lists on the “HEADER” page.  These selections can be modified later if need be.

It is acceptable to rename worksheet tabs as needed.

The worksheets are protected to guard against inadvertent changes to the contents .  To edit the contents of cells, unprotect the
worksheets by selecting 'Protection' from the 'Tools' pull-down menu.  Then select 'Unprotect'.  Remember to Re-protect the worksheet
after making the modifications.

		AUDITORS INSTRUCTIONS FOR USING THE PROTOCOL

		Service Delivery Points – 5 Types of Data Verifications

The first stage of the data-verification occurs at the Service Delivery Points. There are five types of standard data-verification steps that can be performed at this level :

1 - Description:  Describe the connection between the delivery of services/commodities and the completion of the source document that records that service delivery.

2 - Documentation Review:  Review availability and completeness of all indicator source documents for the selected reporting period.

3 - Trace and Verification:  Trace and verify reported numbers: (1) Recount the reported numbers from available source documents; (2) Compare the verified numbers to the site reported number; (3) Identify reasons for any differences. 

4 - Cross-checks:  Perform “cross-checks” of the verified report totals with other data-sources (e.g. inventory records, laboratory reports, registers, etc.).

5 - Spot-checks:  Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations.

		Intermediate Aggregation Levels (IALs) and Central M&E Unit – 2 Types of Data Verifications

The second stage of the data-verification occurs at the Intermediate Aggregation Levels (e.g., Districts, Regions) and at the Program/project M&E Unit. 

1 - Documentation Review:  Review availability, timeliness and completeness of expected reports from Service Delivery Points for the selected reporting period.

2 - Trace and Verification:  Trace and verify reported numbers: (1) Re-aggregate the numbers submitted by the Service Delivery Points; (2) Compare the verified counts to the numbers submitted to the next level (e.g., Central M&E Unit); (3) Identify reasons for any differences.

		Instructions for a "2-tier" or "4-tier" reporting system:

Selecting Levels and Sites
The Protocol 2:  Data Verification Excel template is designed to follow the DQA sampling methodology with regard to the selection of Intermediate Aggregation Levels and Service Delivery Sites.  On the "HEADER" tab, the Auditing Team can select the number of Intermediate Aggregation Sites, and the number of Service Delivery Sites reporting to each Intermediate Aggregation Site, according to the understanding reached with the Organization Commissioning the DQA.  In the event there more than, or less than, one intermediary level to the flow of data from service delivery level to the national level, the required numbers of intermediate levels and sites per level can be selected.  First select the number of Intermediate Aggregation Levels (e.g. region or district).  If the data passes through both the region and the district, select two levels.  If the data only passes through the district before being sent to national level, select one level.  In some countries the data is reported from the service delivery point directly to national level.  In this case, select zero intermediate levels.  

Next select the number of sites within each intermediate level.  The most likely sampling scheme calls for the random selection of three clusters (intermediate sites), 
and three Service Delivery Sites within each cluster.  In the event of two intermediate levels, the sampling scheme will most likely be two regional clusters, with two
district clusters within each region.  Then two service points will be selected within each district cluster for a total of eight Service Delivery Sites.  Modifications to 
this sampling scheme may become necessary due to constraints of time, distance and resources.  All changes to the methodology should be agreed upon with the 
Organization Commissioning the DQA before the field visits.

		Instructions for filling in the columns of the checklist:

A list of questions appears on the left on each worksheet (column B).  The Audit Team should read each question (statement) and  complete columns C/D, E, F and G.  Column C has a pull down menu (in the right bottom corner) for each question with response categories: "Yes - completely", "Partly", "No - not at all" and "N/A".  Column D should be used to enter numbers or percentages (which will be used in the calculations). Column E is for auditor notes and column F should be filled in with "Yes" if the Audit Team deems that issues raised by the response to a question(statement) are sufficient to require a "Recommendation Note" to the Program/project.

		OUTPUTS

		Based on all responses to the questions, the following Summary Statistics will be produced:

- Accuracy of Reported Data through the calculation of Verification Factors  generated from the recounting exercise performed at each level of the reporting system (i.e., percentage comparison of the reported numbers for the selected indicators to the verified numbers); 

- Availability, Completeness and Timeliness Reports through percentages calculated at the Intermediate Aggregation Level(s) and the M&E Unit.

		Interpretation of the Output:

Mathematical modeling of the modified two-stage cluster sampling technique used by the DQA has determined that the precision of estimates of the verification factor for immunization coverage data is too low for realistic use at the national level.  In simulations, Woodard et al(1) found that up to 30 districts would need to be sampled to achieve precision in the neighborhood of +/-10%.  Given the investment of time, staff and financial resources required to visit 30 districts, the calculation of a precise national verification factor is unlikely.  

That said, it is possible to gain an insight into the overall quality of data in a Program/project without reliance on the national estimate of VF.  The qualitative aspects of the DQA are adequate to determine the strengths and weaknesses of a given reporting system.  For example, if indicator definitions are poorly understood in a majority of a representative sample of sites, it is quite likely that indicator definitions are poorly understood in non-sampled districts as well.  The recounting of indicators and comparison with reported values for a sample of sites is similarly adequate to determine in a general sense whether data quality is good, mediocre or poor, even without the
benefit of a precise national estimate.   Missing reports or large disparities between recounted and reported results in a handful of
sites is indicative of similar disparities elsewhere.  

Ultimately, the national verification factor should be interpreted with caution.  For the purposes of the Data Quality Audit it should be 
used as an indication of data quality (or lack of data quality), rather than an exact measure.   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA)
  Ann Epidemiol  2007;17:628–633.





SERVICE DESCRIPTION

		SERVICE DESCRIPTION (Protocol 2 - Data Verification)

		Background Information on Community-based detection of Tuberculosis

Community-based programs for detection of TB suspects are typically implemented by Non-Governmental Organizations (NGOs) and community-based organizations (CBOs) in close collaboration with the governmental district level tuberculosis control program. The aim in case detection is to ensure that patients with tuberculosis get diagnosed and treated sooner. This is achieved through raising awareness about TB symptoms, telling TB suspects to go to the nearest health faciility for sputum examination, or organize local reception of sputum for transport to the nearest health facility with microscopy services. Reducing stigma.

		Community participation in TB care implies establishing a working partnership between the health sector and the community – the local population and TB patients, both current and cured. The experiences of TB patients can help fellow-patients to cope better with their illness and guide National TB Programs (NTPs) in delivering services responsive to patients’ needs. Ensuring that patients and communities alike are informed about TB, enhancing general awareness about the disease and sharing responsibility for TB care can lead to effective patient empowerment and community participation, increasing the demand for health services and bringing care closer to the community.

		NTPs should provide support to frontline health workers, for example to facilitate the creation of patient groups, encourage peer education and support, and link with other self-help groups in the community.  The training requirements of community volunteers may vary from setting to setting, ranging from “on-the-job” instruction to more formal short courses provided by NTP staff. Community volunteers also need regular support, motivation, instruction and supervision. Where larger systems already exist – such as community-based HIV/AIDS initiatives in Africa – these platforms should be built upon. Evidence shows that community-based TB care is cost-effective compared with hospital-based care and other ambulatory care models. Inspiring communities and obtaining their continued support in identifying and providing care for people with TB is essential to sustain community TB initiatives.

		Recording and reporting system: Once TB is diagnosed the Treatment card is filled in where the field "referred by" includes the option "community member" (p.41 in WHO R&R system, 2006). A community member (p.15 in WHO R&R document) is defined as a trained and regularly supervised informal practicioner, community worlers/volunteers, family members, friends providing services outside a facility (health institution). The BMU register includes the most peripheral health facility where the treatment card is kept, but there is also an option to add a column on Community support, referral for diagnosis (p.44, WHO revised R&R system, 2006). The source document for community based tuberculosis detection is therefore the (optional) BMU register. The yearly report on programme management in BMUs include a block 3 for the number of new smear positive TB cases referred by the community (p.31 in WHO R&R 2006) , which is based upon the data in the Treatment card.   Additional forms include the TB suspect register but where there is no information about community. The yearly report could be filled in only for selected period of time and for selected BMU.

		Sources: 
Revised TB recording and reporting forms and registers - version 2006. WHO/KNCV.
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		B- BACKGROUND INFORMATION FOR COMPLETION OF TRACE AND VERIFY INDICATOR DATA PROTOCOL

		Name of Orgnization Implementing the DQA

		Country

		Program Area(s)

		Indicator(s)

		Grant Number(s)

		M&E Management Unit at Central Level

		Name of Site																Date of Audit

		1-

		Regional Sites

		Name of Site																Date of Audit

		1

		2

		Intermediate Aggregation Sites (IAS)

		Name of Site																Date of Audit

		1

		2

		3

		4

		-		add more lines as needed

		Service Delivery Points (SDPs)

		Name of Site																Date of Audit

		1.1

		1.2

		1.3

		1.4

		1.5

		1.6

		2.1

		2.2

		2.3

		2.4

		2.5

		2.6

		3.1

		3.2

		3.3

		3.4

		3.5

		3.6

		4.1

		4.2

		4.3

		4.4

		4.5

		4.6

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10

		11

		12





M&E_Unit

		M&E Unit (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the M&E Unit is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the M&E summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				M&E Unit:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		0. Recording and Reporting System for Community-based Detection of Tuberculosis

		0		Describe the recording and reporting system related to community-based detection of tuberculosis (i.e. from initial recording of the patients diagnosed with new smear positve TB on source documents (Treatment Card and BMU register) to the quarterly reporting of case finding to the M&E Unit). Please describe when recording takes place, on what form(s) and by which staff member(s).

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the M&E Unit.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the M&E Unit numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the M&E Unit (and released or submitted to the funding agency )

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (M&E Unit)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the M&E Unit		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers used by the M&E Unit for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the M&E Unit or in a database.

		1.3		What result was contained for the audited Regional Aggregation Site no.1 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.1		What result was contained for the audited Intermediate Aggregation Site no.1 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.2		What result was contained for the audited Intermediate Aggregation Site no.2 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Regional Aggregation Site no.2 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.3		What result was contained for the audited Intermediate Aggregation Site no.3 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.4		What result was contained for the audited Intermediate Aggregation Site no.4 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the M&E Unit for those Intermediate Aggregation Sites.

		1.4		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the M&E Unit should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 1

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED DETECTION OF TUBERCULOSIS 
- Describe the connection between the filling in of the Treatment card and entry of TB cases in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the Treatment card (and BMU register which does not always include this information) is filled in with information about community-based detection of tuberculosis.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Treatment Card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields: (1) date of registration; (2)site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referral by?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register (or Treatment Card if community data are not included in BMU register) .  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred by community members in the Treatment card with the corresponding number in the BMU Register and the quaterly report of the BMU,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as referred by community members during the reporting period by reviewing the BMU Register (or Treatment Card if community data are not included in the BMU Register).

		3.2		Copy the number of cases reported as having been referred by community members during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded in the BMU Register as referred by community members?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they were referred by community members?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred by community members were done so -

		Indicator-specific notes for auditor:   A sample of TB patients referred by community members in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred by community members. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred by community members?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED DETECTION OF TUBERCULOSIS 
- Describe the connection between the filling in of the Treatment card and entry of TB cases in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the Treatment card (and BMU register which does not always include this information) is filled in with information about community-based detection of tuberculosis.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Treatment Card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields: (1) date of registration; (2)site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referral by?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register (or Treatment Card if community data are not included in BMU register) .  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred by community members in the Treatment card with the corresponding number in the BMU Register and the quaterly report of the BMU,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as referred by community members during the reporting period by reviewing the BMU Register (or Treatment Card if community data are not included in the BMU Register).

		3.2		Copy the number of cases reported as having been referred by community members during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded in the BMU Register as referred by community members?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they were referred by community members?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred by community members were done so -

		Indicator-specific notes for auditor:   A sample of TB patients referred by community members in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred by community members. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred by community members?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED DETECTION OF TUBERCULOSIS 
- Describe the connection between the filling in of the Treatment card and entry of TB cases in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the Treatment card (and BMU register which does not always include this information) is filled in with information about community-based detection of tuberculosis.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Treatment Card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields: (1) date of registration; (2)site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referral by?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register (or Treatment Card if community data are not included in BMU register) .  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred by community members in the Treatment card with the corresponding number in the BMU Register and the quaterly report of the BMU,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as referred by community members during the reporting period by reviewing the BMU Register (or Treatment Card if community data are not included in the BMU Register).

		3.2		Copy the number of cases reported as having been referred by community members during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded in the BMU Register as referred by community members?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they were referred by community members?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred by community members were done so -

		Indicator-specific notes for auditor:   A sample of TB patients referred by community members in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred by community members. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred by community members?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED DETECTION OF TUBERCULOSIS 
- Describe the connection between the filling in of the Treatment card and entry of TB cases in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the Treatment card (and BMU register which does not always include this information) is filled in with information about community-based detection of tuberculosis.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Treatment Card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields: (1) date of registration; (2)site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referral by?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register (or Treatment Card if community data are not included in BMU register) .  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred by community members in the Treatment card with the corresponding number in the BMU Register and the quaterly report of the BMU,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as referred by community members during the reporting period by reviewing the BMU Register (or Treatment Card if community data are not included in the BMU Register).

		3.2		Copy the number of cases reported as having been referred by community members during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded in the BMU Register as referred by community members?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they were referred by community members?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred by community members were done so -

		Indicator-specific notes for auditor:   A sample of TB patients referred by community members in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred by community members. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred by community members?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 5

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED DETECTION OF TUBERCULOSIS 
- Describe the connection between the filling in of the Treatment card and entry of TB cases in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the Treatment card (and BMU register which does not always include this information) is filled in with information about community-based detection of tuberculosis.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Treatment Card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields: (1) date of registration; (2)site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referral by?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register (or Treatment Card if community data are not included in BMU register) .  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred by community members in the Treatment card with the corresponding number in the BMU Register and the quaterly report of the BMU,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as referred by community members during the reporting period by reviewing the BMU Register (or Treatment Card if community data are not included in the BMU Register).

		3.2		Copy the number of cases reported as having been referred by community members during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded in the BMU Register as referred by community members?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they were referred by community members?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred by community members were done so -

		Indicator-specific notes for auditor:   A sample of TB patients referred by community members in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred by community members. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred by community members?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 6

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED DETECTION OF TUBERCULOSIS 
- Describe the connection between the filling in of the Treatment card and entry of TB cases in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the Treatment card (and BMU register which does not always include this information) is filled in with information about community-based detection of tuberculosis.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Treatment Card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields: (1) date of registration; (2)site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referral by?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register (or Treatment Card if community data are not included in BMU register) .  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred by community members in the Treatment card with the corresponding number in the BMU Register and the quaterly report of the BMU,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as referred by community members during the reporting period by reviewing the BMU Register (or Treatment Card if community data are not included in the BMU Register).

		3.2		Copy the number of cases reported as having been referred by community members during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded in the BMU Register as referred by community members?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they were referred by community members?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred by community members were done so -

		Indicator-specific notes for auditor:   A sample of TB patients referred by community members in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred by community members. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred by community members?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 7

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED DETECTION OF TUBERCULOSIS 
- Describe the connection between the filling in of the Treatment card and entry of TB cases in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the Treatment card (and BMU register which does not always include this information) is filled in with information about community-based detection of tuberculosis.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Treatment Card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields: (1) date of registration; (2)site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referral by?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register (or Treatment Card if community data are not included in BMU register) .  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred by community members in the Treatment card with the corresponding number in the BMU Register and the quaterly report of the BMU,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as referred by community members during the reporting period by reviewing the BMU Register (or Treatment Card if community data are not included in the BMU Register).

		3.2		Copy the number of cases reported as having been referred by community members during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded in the BMU Register as referred by community members?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they were referred by community members?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred by community members were done so -

		Indicator-specific notes for auditor:   A sample of TB patients referred by community members in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred by community members. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred by community members?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 8

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED DETECTION OF TUBERCULOSIS 
- Describe the connection between the filling in of the Treatment card and entry of TB cases in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the Treatment card (and BMU register which does not always include this information) is filled in with information about community-based detection of tuberculosis.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Treatment Card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields: (1) date of registration; (2)site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referral by?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register (or Treatment Card if community data are not included in BMU register) .  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred by community members in the Treatment card with the corresponding number in the BMU Register and the quaterly report of the BMU,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as referred by community members during the reporting period by reviewing the BMU Register (or Treatment Card if community data are not included in the BMU Register).

		3.2		Copy the number of cases reported as having been referred by community members during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded in the BMU Register as referred by community members?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they were referred by community members?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred by community members were done so -

		Indicator-specific notes for auditor:   A sample of TB patients referred by community members in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred by community members. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred by community members?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 9

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED DETECTION OF TUBERCULOSIS 
- Describe the connection between the filling in of the Treatment card and entry of TB cases in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the Treatment card (and BMU register which does not always include this information) is filled in with information about community-based detection of tuberculosis.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Treatment Card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields: (1) date of registration; (2)site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referral by?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register (or Treatment Card if community data are not included in BMU register) .  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred by community members in the Treatment card with the corresponding number in the BMU Register and the quaterly report of the BMU,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as referred by community members during the reporting period by reviewing the BMU Register (or Treatment Card if community data are not included in the BMU Register).

		3.2		Copy the number of cases reported as having been referred by community members during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded in the BMU Register as referred by community members?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they were referred by community members?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred by community members were done so -

		Indicator-specific notes for auditor:   A sample of TB patients referred by community members in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred by community members. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred by community members?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 10

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED DETECTION OF TUBERCULOSIS 
- Describe the connection between the filling in of the Treatment card and entry of TB cases in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the Treatment card (and BMU register which does not always include this information) is filled in with information about community-based detection of tuberculosis.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Treatment Card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields: (1) date of registration; (2)site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referral by?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register (or Treatment Card if community data are not included in BMU register) .  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred by community members in the Treatment card with the corresponding number in the BMU Register and the quaterly report of the BMU,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as referred by community members during the reporting period by reviewing the BMU Register (or Treatment Card if community data are not included in the BMU Register).

		3.2		Copy the number of cases reported as having been referred by community members during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded in the BMU Register as referred by community members?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they were referred by community members?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred by community members were done so -

		Indicator-specific notes for auditor:   A sample of TB patients referred by community members in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred by community members. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred by community members?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 11

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED DETECTION OF TUBERCULOSIS 
- Describe the connection between the filling in of the Treatment card and entry of TB cases in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the Treatment card (and BMU register which does not always include this information) is filled in with information about community-based detection of tuberculosis.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Treatment Card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields: (1) date of registration; (2)site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referral by?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register (or Treatment Card if community data are not included in BMU register) .  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred by community members in the Treatment card with the corresponding number in the BMU Register and the quaterly report of the BMU,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as referred by community members during the reporting period by reviewing the BMU Register (or Treatment Card if community data are not included in the BMU Register).

		3.2		Copy the number of cases reported as having been referred by community members during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded in the BMU Register as referred by community members?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they were referred by community members?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred by community members were done so -

		Indicator-specific notes for auditor:   A sample of TB patients referred by community members in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred by community members. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred by community members?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 12

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED DETECTION OF TUBERCULOSIS 
- Describe the connection between the filling in of the Treatment card and entry of TB cases in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the Treatment card (and BMU register which does not always include this information) is filled in with information about community-based detection of tuberculosis.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Treatment Card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields: (1) date of registration; (2)site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referral by?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register (or Treatment Card if community data are not included in BMU register) .  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred by community members in the Treatment card with the corresponding number in the BMU Register and the quaterly report of the BMU,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as referred by community members during the reporting period by reviewing the BMU Register (or Treatment Card if community data are not included in the BMU Register).

		3.2		Copy the number of cases reported as having been referred by community members during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded in the BMU Register as referred by community members?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they were referred by community members?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred by community members were done so -

		Indicator-specific notes for auditor:   A sample of TB patients referred by community members in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred by community members. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred by community members?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Regional Level 1

		Regional Aggregation Level (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Regional Aggregation Site is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the Regional summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Regional Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the Regional Aggregation Site.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the Regional Aggregation Site numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Regional Aggregation Site (and released or submitted to the funding agency )

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (Regional Aggregation Site)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the Regional Aggregation Site		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers reported  by the Regional Aggregation Site for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the Regional Aggregation Site or in a database.

		1.3		What result was contained for the audited Intermediate Aggregation Site no.1 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Intermediate Aggregation Site no.2 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the Regional Aggregation Site for those Intermediate Aggregation Sites.

		1.5		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the Regional Aggregation Site should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time? (i.e., on time means that the report was able to be used in the summary report prepared by the Regional Aggregation Site)

		Calculate % On time Reports						-

		2.4		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data.)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Intermediate Level 1

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 1.1

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED DETECTION OF TUBERCULOSIS 
- Describe the connection between the filling in of the Treatment card and entry of TB cases in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the Treatment card (and BMU register which does not always include this information) is filled in with information about community-based detection of tuberculosis.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Treatment Card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields: (1) date of registration; (2)site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referral by?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register (or Treatment Card if community data are not included in BMU register) .  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred by community members in the Treatment card with the corresponding number in the BMU Register and the quaterly report of the BMU,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as referred by community members during the reporting period by reviewing the BMU Register (or Treatment Card if community data are not included in the BMU Register).

		3.2		Copy the number of cases reported as having been referred by community members during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded in the BMU Register as referred by community members?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they were referred by community members?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred by community members were done so -

		Indicator-specific notes for auditor:   A sample of TB patients referred by community members in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred by community members. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred by community members?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.2

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED DETECTION OF TUBERCULOSIS 
- Describe the connection between the filling in of the Treatment card and entry of TB cases in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the Treatment card (and BMU register which does not always include this information) is filled in with information about community-based detection of tuberculosis.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Treatment Card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields: (1) date of registration; (2)site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referral by?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register (or Treatment Card if community data are not included in BMU register) .  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred by community members in the Treatment card with the corresponding number in the BMU Register and the quaterly report of the BMU,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as referred by community members during the reporting period by reviewing the BMU Register (or Treatment Card if community data are not included in the BMU Register).

		3.2		Copy the number of cases reported as having been referred by community members during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded in the BMU Register as referred by community members?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they were referred by community members?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred by community members were done so -

		Indicator-specific notes for auditor:   A sample of TB patients referred by community members in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred by community members. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred by community members?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.3

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED DETECTION OF TUBERCULOSIS 
- Describe the connection between the filling in of the Treatment card and entry of TB cases in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the Treatment card (and BMU register which does not always include this information) is filled in with information about community-based detection of tuberculosis.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Treatment Card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields: (1) date of registration; (2)site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referral by?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register (or Treatment Card if community data are not included in BMU register) .  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred by community members in the Treatment card with the corresponding number in the BMU Register and the quaterly report of the BMU,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as referred by community members during the reporting period by reviewing the BMU Register (or Treatment Card if community data are not included in the BMU Register).

		3.2		Copy the number of cases reported as having been referred by community members during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded in the BMU Register as referred by community members?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they were referred by community members?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred by community members were done so -

		Indicator-specific notes for auditor:   A sample of TB patients referred by community members in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred by community members. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred by community members?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.4

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED DETECTION OF TUBERCULOSIS 
- Describe the connection between the filling in of the Treatment card and entry of TB cases in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the Treatment card (and BMU register which does not always include this information) is filled in with information about community-based detection of tuberculosis.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Treatment Card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields: (1) date of registration; (2)site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referral by?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register (or Treatment Card if community data are not included in BMU register) .  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred by community members in the Treatment card with the corresponding number in the BMU Register and the quaterly report of the BMU,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as referred by community members during the reporting period by reviewing the BMU Register (or Treatment Card if community data are not included in the BMU Register).

		3.2		Copy the number of cases reported as having been referred by community members during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded in the BMU Register as referred by community members?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they were referred by community members?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred by community members were done so -

		Indicator-specific notes for auditor:   A sample of TB patients referred by community members in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred by community members. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred by community members?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.5

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED DETECTION OF TUBERCULOSIS 
- Describe the connection between the filling in of the Treatment card and entry of TB cases in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the Treatment card (and BMU register which does not always include this information) is filled in with information about community-based detection of tuberculosis.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Treatment Card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields: (1) date of registration; (2)site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referral by?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register (or Treatment Card if community data are not included in BMU register) .  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred by community members in the Treatment card with the corresponding number in the BMU Register and the quaterly report of the BMU,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as referred by community members during the reporting period by reviewing the BMU Register (or Treatment Card if community data are not included in the BMU Register).

		3.2		Copy the number of cases reported as having been referred by community members during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded in the BMU Register as referred by community members?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they were referred by community members?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred by community members were done so -

		Indicator-specific notes for auditor:   A sample of TB patients referred by community members in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred by community members. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred by community members?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.6

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED DETECTION OF TUBERCULOSIS 
- Describe the connection between the filling in of the Treatment card and entry of TB cases in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the Treatment card (and BMU register which does not always include this information) is filled in with information about community-based detection of tuberculosis.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Treatment Card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields: (1) date of registration; (2)site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referral by?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register (or Treatment Card if community data are not included in BMU register) .  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred by community members in the Treatment card with the corresponding number in the BMU Register and the quaterly report of the BMU,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as referred by community members during the reporting period by reviewing the BMU Register (or Treatment Card if community data are not included in the BMU Register).

		3.2		Copy the number of cases reported as having been referred by community members during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded in the BMU Register as referred by community members?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they were referred by community members?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred by community members were done so -

		Indicator-specific notes for auditor:   A sample of TB patients referred by community members in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred by community members. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred by community members?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Intermediate Level 2

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 2.1

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED DETECTION OF TUBERCULOSIS 
- Describe the connection between the filling in of the Treatment card and entry of TB cases in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the Treatment card (and BMU register which does not always include this information) is filled in with information about community-based detection of tuberculosis.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Treatment Card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields: (1) date of registration; (2)site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referral by?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register (or Treatment Card if community data are not included in BMU register) .  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred by community members in the Treatment card with the corresponding number in the BMU Register and the quaterly report of the BMU,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as referred by community members during the reporting period by reviewing the BMU Register (or Treatment Card if community data are not included in the BMU Register).

		3.2		Copy the number of cases reported as having been referred by community members during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded in the BMU Register as referred by community members?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they were referred by community members?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred by community members were done so -

		Indicator-specific notes for auditor:   A sample of TB patients referred by community members in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred by community members. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred by community members?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.2

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED DETECTION OF TUBERCULOSIS 
- Describe the connection between the filling in of the Treatment card and entry of TB cases in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the Treatment card (and BMU register which does not always include this information) is filled in with information about community-based detection of tuberculosis.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Treatment Card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields: (1) date of registration; (2)site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referral by?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register (or Treatment Card if community data are not included in BMU register) .  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred by community members in the Treatment card with the corresponding number in the BMU Register and the quaterly report of the BMU,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as referred by community members during the reporting period by reviewing the BMU Register (or Treatment Card if community data are not included in the BMU Register).

		3.2		Copy the number of cases reported as having been referred by community members during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded in the BMU Register as referred by community members?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they were referred by community members?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred by community members were done so -

		Indicator-specific notes for auditor:   A sample of TB patients referred by community members in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred by community members. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred by community members?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.3

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED DETECTION OF TUBERCULOSIS 
- Describe the connection between the filling in of the Treatment card and entry of TB cases in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the Treatment card (and BMU register which does not always include this information) is filled in with information about community-based detection of tuberculosis.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Treatment Card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields: (1) date of registration; (2)site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referral by?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register (or Treatment Card if community data are not included in BMU register) .  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred by community members in the Treatment card with the corresponding number in the BMU Register and the quaterly report of the BMU,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as referred by community members during the reporting period by reviewing the BMU Register (or Treatment Card if community data are not included in the BMU Register).

		3.2		Copy the number of cases reported as having been referred by community members during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded in the BMU Register as referred by community members?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they were referred by community members?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred by community members were done so -

		Indicator-specific notes for auditor:   A sample of TB patients referred by community members in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred by community members. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred by community members?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.4

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED DETECTION OF TUBERCULOSIS 
- Describe the connection between the filling in of the Treatment card and entry of TB cases in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the Treatment card (and BMU register which does not always include this information) is filled in with information about community-based detection of tuberculosis.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Treatment Card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields: (1) date of registration; (2)site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referral by?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register (or Treatment Card if community data are not included in BMU register) .  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred by community members in the Treatment card with the corresponding number in the BMU Register and the quaterly report of the BMU,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as referred by community members during the reporting period by reviewing the BMU Register (or Treatment Card if community data are not included in the BMU Register).

		3.2		Copy the number of cases reported as having been referred by community members during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded in the BMU Register as referred by community members?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they were referred by community members?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred by community members were done so -

		Indicator-specific notes for auditor:   A sample of TB patients referred by community members in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred by community members. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred by community members?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.5

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED DETECTION OF TUBERCULOSIS 
- Describe the connection between the filling in of the Treatment card and entry of TB cases in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the Treatment card (and BMU register which does not always include this information) is filled in with information about community-based detection of tuberculosis.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Treatment Card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields: (1) date of registration; (2)site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referral by?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register (or Treatment Card if community data are not included in BMU register) .  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred by community members in the Treatment card with the corresponding number in the BMU Register and the quaterly report of the BMU,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as referred by community members during the reporting period by reviewing the BMU Register (or Treatment Card if community data are not included in the BMU Register).

		3.2		Copy the number of cases reported as having been referred by community members during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded in the BMU Register as referred by community members?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they were referred by community members?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred by community members were done so -

		Indicator-specific notes for auditor:   A sample of TB patients referred by community members in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred by community members. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred by community members?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.6

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED DETECTION OF TUBERCULOSIS 
- Describe the connection between the filling in of the Treatment card and entry of TB cases in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the Treatment card (and BMU register which does not always include this information) is filled in with information about community-based detection of tuberculosis.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Treatment Card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields: (1) date of registration; (2)site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referral by?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register (or Treatment Card if community data are not included in BMU register) .  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred by community members in the Treatment card with the corresponding number in the BMU Register and the quaterly report of the BMU,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as referred by community members during the reporting period by reviewing the BMU Register (or Treatment Card if community data are not included in the BMU Register).

		3.2		Copy the number of cases reported as having been referred by community members during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded in the BMU Register as referred by community members?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they were referred by community members?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred by community members were done so -

		Indicator-specific notes for auditor:   A sample of TB patients referred by community members in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred by community members. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred by community members?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Regional Level 2

		Regional Aggregation Level (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Regional Aggregation Site is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the Regional summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Regional Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the Regional Aggregation Site.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the Regional Aggregation Site numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Regional Aggregation Site (and released or submitted to the funding agency )

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (Regional Aggregation Site)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the Regional Aggregation Site		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers reported  by the Regional Aggregation Site for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the Regional Aggregation Site or in a database.

		1.3		What result was contained for the audited Intermediate Aggregation Site no.1 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Intermediate Aggregation Site no.2 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the Regional Aggregation Site for those Intermediate Aggregation Sites.

		1.5		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the Regional Aggregation Site should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time? (i.e., on time means that the report was able to be used in the summary report prepared by the Regional Aggregation Site)

		Calculate % On time Reports						-

		2.4		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data.)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Intermediate Level 3

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 3.1

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED DETECTION OF TUBERCULOSIS 
- Describe the connection between the filling in of the Treatment card and entry of TB cases in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the Treatment card (and BMU register which does not always include this information) is filled in with information about community-based detection of tuberculosis.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Treatment Card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields: (1) date of registration; (2)site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referral by?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register (or Treatment Card if community data are not included in BMU register) .  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred by community members in the Treatment card with the corresponding number in the BMU Register and the quaterly report of the BMU,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as referred by community members during the reporting period by reviewing the BMU Register (or Treatment Card if community data are not included in the BMU Register).

		3.2		Copy the number of cases reported as having been referred by community members during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded in the BMU Register as referred by community members?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they were referred by community members?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred by community members were done so -

		Indicator-specific notes for auditor:   A sample of TB patients referred by community members in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred by community members. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred by community members?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.2

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED DETECTION OF TUBERCULOSIS 
- Describe the connection between the filling in of the Treatment card and entry of TB cases in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the Treatment card (and BMU register which does not always include this information) is filled in with information about community-based detection of tuberculosis.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Treatment Card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields: (1) date of registration; (2)site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referral by?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register (or Treatment Card if community data are not included in BMU register) .  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred by community members in the Treatment card with the corresponding number in the BMU Register and the quaterly report of the BMU,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as referred by community members during the reporting period by reviewing the BMU Register (or Treatment Card if community data are not included in the BMU Register).

		3.2		Copy the number of cases reported as having been referred by community members during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded in the BMU Register as referred by community members?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they were referred by community members?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred by community members were done so -

		Indicator-specific notes for auditor:   A sample of TB patients referred by community members in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred by community members. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred by community members?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.3

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED DETECTION OF TUBERCULOSIS 
- Describe the connection between the filling in of the Treatment card and entry of TB cases in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the Treatment card (and BMU register which does not always include this information) is filled in with information about community-based detection of tuberculosis.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Treatment Card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields: (1) date of registration; (2)site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referral by?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register (or Treatment Card if community data are not included in BMU register) .  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred by community members in the Treatment card with the corresponding number in the BMU Register and the quaterly report of the BMU,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as referred by community members during the reporting period by reviewing the BMU Register (or Treatment Card if community data are not included in the BMU Register).

		3.2		Copy the number of cases reported as having been referred by community members during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded in the BMU Register as referred by community members?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they were referred by community members?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred by community members were done so -

		Indicator-specific notes for auditor:   A sample of TB patients referred by community members in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred by community members. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred by community members?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.4

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED DETECTION OF TUBERCULOSIS 
- Describe the connection between the filling in of the Treatment card and entry of TB cases in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the Treatment card (and BMU register which does not always include this information) is filled in with information about community-based detection of tuberculosis.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Treatment Card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields: (1) date of registration; (2)site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referral by?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register (or Treatment Card if community data are not included in BMU register) .  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred by community members in the Treatment card with the corresponding number in the BMU Register and the quaterly report of the BMU,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as referred by community members during the reporting period by reviewing the BMU Register (or Treatment Card if community data are not included in the BMU Register).

		3.2		Copy the number of cases reported as having been referred by community members during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded in the BMU Register as referred by community members?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they were referred by community members?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred by community members were done so -

		Indicator-specific notes for auditor:   A sample of TB patients referred by community members in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred by community members. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred by community members?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.5

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED DETECTION OF TUBERCULOSIS 
- Describe the connection between the filling in of the Treatment card and entry of TB cases in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the Treatment card (and BMU register which does not always include this information) is filled in with information about community-based detection of tuberculosis.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Treatment Card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields: (1) date of registration; (2)site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referral by?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register (or Treatment Card if community data are not included in BMU register) .  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred by community members in the Treatment card with the corresponding number in the BMU Register and the quaterly report of the BMU,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as referred by community members during the reporting period by reviewing the BMU Register (or Treatment Card if community data are not included in the BMU Register).

		3.2		Copy the number of cases reported as having been referred by community members during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded in the BMU Register as referred by community members?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they were referred by community members?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred by community members were done so -

		Indicator-specific notes for auditor:   A sample of TB patients referred by community members in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred by community members. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred by community members?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.6

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED DETECTION OF TUBERCULOSIS 
- Describe the connection between the filling in of the Treatment card and entry of TB cases in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the Treatment card (and BMU register which does not always include this information) is filled in with information about community-based detection of tuberculosis.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Treatment Card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields: (1) date of registration; (2)site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referral by?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register (or Treatment Card if community data are not included in BMU register) .  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred by community members in the Treatment card with the corresponding number in the BMU Register and the quaterly report of the BMU,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as referred by community members during the reporting period by reviewing the BMU Register (or Treatment Card if community data are not included in the BMU Register).

		3.2		Copy the number of cases reported as having been referred by community members during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded in the BMU Register as referred by community members?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they were referred by community members?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred by community members were done so -

		Indicator-specific notes for auditor:   A sample of TB patients referred by community members in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred by community members. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred by community members?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Intermediate Level 4

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 4.1

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED DETECTION OF TUBERCULOSIS 
- Describe the connection between the filling in of the Treatment card and entry of TB cases in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the Treatment card (and BMU register which does not always include this information) is filled in with information about community-based detection of tuberculosis.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Treatment Card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields: (1) date of registration; (2)site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referral by?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register (or Treatment Card if community data are not included in BMU register) .  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred by community members in the Treatment card with the corresponding number in the BMU Register and the quaterly report of the BMU,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as referred by community members during the reporting period by reviewing the BMU Register (or Treatment Card if community data are not included in the BMU Register).

		3.2		Copy the number of cases reported as having been referred by community members during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded in the BMU Register as referred by community members?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they were referred by community members?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred by community members were done so -

		Indicator-specific notes for auditor:   A sample of TB patients referred by community members in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred by community members. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred by community members?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.2

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED DETECTION OF TUBERCULOSIS 
- Describe the connection between the filling in of the Treatment card and entry of TB cases in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the Treatment card (and BMU register which does not always include this information) is filled in with information about community-based detection of tuberculosis.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Treatment Card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields: (1) date of registration; (2)site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referral by?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register (or Treatment Card if community data are not included in BMU register) .  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred by community members in the Treatment card with the corresponding number in the BMU Register and the quaterly report of the BMU,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as referred by community members during the reporting period by reviewing the BMU Register (or Treatment Card if community data are not included in the BMU Register).

		3.2		Copy the number of cases reported as having been referred by community members during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded in the BMU Register as referred by community members?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they were referred by community members?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred by community members were done so -

		Indicator-specific notes for auditor:   A sample of TB patients referred by community members in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred by community members. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred by community members?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.3

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED DETECTION OF TUBERCULOSIS 
- Describe the connection between the filling in of the Treatment card and entry of TB cases in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the Treatment card (and BMU register which does not always include this information) is filled in with information about community-based detection of tuberculosis.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Treatment Card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields: (1) date of registration; (2)site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referral by?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register (or Treatment Card if community data are not included in BMU register) .  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred by community members in the Treatment card with the corresponding number in the BMU Register and the quaterly report of the BMU,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as referred by community members during the reporting period by reviewing the BMU Register (or Treatment Card if community data are not included in the BMU Register).

		3.2		Copy the number of cases reported as having been referred by community members during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded in the BMU Register as referred by community members?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they were referred by community members?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred by community members were done so -

		Indicator-specific notes for auditor:   A sample of TB patients referred by community members in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred by community members. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred by community members?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.4

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED DETECTION OF TUBERCULOSIS 
- Describe the connection between the filling in of the Treatment card and entry of TB cases in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the Treatment card (and BMU register which does not always include this information) is filled in with information about community-based detection of tuberculosis.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Treatment Card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields: (1) date of registration; (2)site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referral by?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register (or Treatment Card if community data are not included in BMU register) .  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred by community members in the Treatment card with the corresponding number in the BMU Register and the quaterly report of the BMU,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as referred by community members during the reporting period by reviewing the BMU Register (or Treatment Card if community data are not included in the BMU Register).

		3.2		Copy the number of cases reported as having been referred by community members during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded in the BMU Register as referred by community members?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they were referred by community members?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred by community members were done so -

		Indicator-specific notes for auditor:   A sample of TB patients referred by community members in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred by community members. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred by community members?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.5

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED DETECTION OF TUBERCULOSIS 
- Describe the connection between the filling in of the Treatment card and entry of TB cases in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the Treatment card (and BMU register which does not always include this information) is filled in with information about community-based detection of tuberculosis.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Treatment Card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields: (1) date of registration; (2)site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referral by?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register (or Treatment Card if community data are not included in BMU register) .  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred by community members in the Treatment card with the corresponding number in the BMU Register and the quaterly report of the BMU,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as referred by community members during the reporting period by reviewing the BMU Register (or Treatment Card if community data are not included in the BMU Register).

		3.2		Copy the number of cases reported as having been referred by community members during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded in the BMU Register as referred by community members?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they were referred by community members?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred by community members were done so -

		Indicator-specific notes for auditor:   A sample of TB patients referred by community members in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred by community members. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred by community members?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.6

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based detection of tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED DETECTION OF TUBERCULOSIS 
- Describe the connection between the filling in of the Treatment card and entry of TB cases in the BMU register -

		Indicator-specific notes for auditor:   It is recommended that the Audit Team ask staff to describe the process through which the Treatment card (and BMU register which does not always include this information) is filled in with information about community-based detection of tuberculosis.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Treatment Card, BMU register (and Unit Register if relevant) and quarterly reports of case detection for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete, notably the following fields: (1) date of registration; (2)site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referral by?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration in the BMU register (or Treatment Card if community data are not included in BMU register) .  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred by community members in the Treatment card with the corresponding number in the BMU Register and the quaterly report of the BMU,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of cases recorded as referred by community members during the reporting period by reviewing the BMU Register (or Treatment Card if community data are not included in the BMU Register).

		3.2		Copy the number of cases reported as having been referred by community members during the reporting period from the quarterly report of case registration.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded in the BMU Register as referred by community members?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred by community members during the quarter (or a maximum of all Patient Cards of people who were referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they were referred by community members?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients who are listed in the BMU Register as referred by community members during the quarter (or a maximum of all patients referred by community members during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred by community members were done so -

		Indicator-specific notes for auditor:   A sample of TB patients referred by community members in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred by community members. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred by community members?

		Calculate % difference between beneficiaries recorded as having received the service and those having actually received the service.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





SUMMARY_TABLE

		Important Note:  This table may need to be revised if a different sampling scheme is used or if not all intermediate aggregation sites include three service delivery sites.  It is important to carefully revise this table if a different sampling strategy (other than 4 intermediate aggregation level sites/districts and 3 service delivery sites per intermediate aggregation level site) is used in the Data Quality Audit.  Careful revision will be needed to ensure that all relevant data are used to measure the summary statistics.  If the worksheets are modified (e.g. worksheets added), it is critical to ensure that all formulas (including those hidden in columns) are reviewed by an expert in Excel.

										Step 1						Step 2						Step 3		Step 4

		SUMMARY TABLE

Trace and Verify								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Verified Counts at Audited Sites		Reported Count at Audited Sites		Site and Unadjusted District Verification Factors)		Observed Reported Count from All Sites in the "District"		Reported Count from the "District" at the M&E Unit (e.g. National Level)		Adjustment Factor  Rdi/Rni		Adjusted District Verification Factors		VF (Weight)		Total Verification Factor		% Available Reports		%  On-time Reports		% Complete Reports		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Lower 95% CI limit		Upper 95% CI limit		number of districts		Degrees of freedom t-distribution

		M&E Unit																																																df		P(2-tailed) = 0.025

		-		-						0.00		0.00				0.00		0.00						0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Intermediate Aggregation Level Sites and Service Delivery Sites																																																2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-																		3.00		3.18

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-																4.00		2.78

		1.1		-						0.00		0.00		-																																				5.00		2.57

		1.2		-						0.00		0.00		-

		1.3		-						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		1.6		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						0.00		0.00		-

		2.2		-						0.00		0.00		-

		2.3		-						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		2.6		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		3.6		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

		4.6		-						0.00		0.00		-

				Service Point Summary						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-

		11		-						0.00		0.00		-

		12		-						0.00		0.00		-





Summary_Statistics_No IAS

		DQA Summary Statistics (no Intermediate Aggregation Sites)

																																																																																-

																																																																																-

																																																																																-

																																																																																-

																																																																																-





Summary_Statistics_No IAS

										% Available Reports		% Available Reports		% Available Reports



5

4

3

% Available Reports

%  On-time Reports

% Complete Reports

Performance indicators

Percent

Summary of Reporting from DQA

0.9166666667

0.8181818182

0.9090909091



SUMMARY_STATISTICS_2 IAL

		Service Point Summary		Service Point Summary		Service Point Summary

		Savalou		Savalou		Savalou

		Tchetti		Tchetti		Tchetti

		Djalloukou		Djalloukou		Djalloukou

		Save		Save		Save

		Dassa		Dassa		Dassa

		Bante		Bante		Bante

		Penjari		Penjari		Penjari

		Ouake		Ouake		Ouake

		Tanagou		Tanagou		Tanagou

		Boukoumbe		Boukoumbe		Boukoumbe

		Natitingou		Natitingou		Natitingou

		Djougou		Djougou		Djougou



Site Verification factors for DQA

1.0327102804

1.0714285714

0.8181818182

0.8181818182

0.88

1.0909090909

1.0909090909

1.0714285714

1.0857142857

1.0857142857

1.0714285714

1.0857142857

1.0857142857



SUMMARY_STATISTICS

		DQA Summary Statistics

																																																																																Accuracy		Availability		Timeliness		Completeness

																																																																												7		-		-		-		-		-

																																																																												6		-		-		-		-		-

																																																																												5		-		-		-		-		-

																																																																												4		-		-		-		-		-

																																																																												3		-		-		-		-		-

																																																																												2		-		-		-		-		-

																																																																												1		-		-		-		-		-





SUMMARY_STATISTICS

		1.2563652327		1.1139047619		0.417414966		0.872		0.7868937049		0.7978130126		0.792951131



Mono

Borgu

Atakora

Collines

South

North

National M&E Unit

Total and Adjusted District 
Verification Factors from DQA



		0.9333333333		0.8461538462		0.75		0.9		0.8064516129		0.9		0.792951131



Mono

Borgu

Atakora

Collines

South

North

National M&E Unit

% Available Reports from DQA



		0.7857142857		0.7857142857		0.7857142857		0.7857142857		0.7857142857		0.7857142857



Borgu

Atakora

Collines

South

North

National M&E Unit

% On Time Reports from DQA

1.0909090909

1.1666666667

1

0.8

0.8611111111

0.8125



		0.9285714286		1.0909090909		0.8333333333		0.4444444444		1.44		0.9444444444		0.8



Mono

Borgu

Atakora

Collines

South

North

National M&E Unit

% Complete Reports from DQA



		DQA Summary Statistics

																																																																																				Accuracy		Availability		Timeliness		Completeness

																																																																																5		-		-		-		-		-

																																																																																4		-		-		-		-		-

																																																																																3		-		-		-		-		-

																																																																																2		-		-		-		-		-

																																																																																1		-		-		-		-		-





		0		0		0		0		0



-

-

-

-

-

Total and Adjusted District Verification Factors from DQA



		0		0		0		0		0



-

-

-

-

-

% Available Reports from DQA



		0		0		0		0		0



-

-

-

-

-

% On Time Reports from DQA



		0		0		0		0		0



-

-

-

-

-

% Complete Reports from DQA
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		Data Quality Assessment (DQA) Tool																										4		4		4

								Protocol 2:  Data Verification																				0		5		5

						- Number of people benefiting from community-based tuberculosis treatment support -																						0		6		6

						Number of intermediate aggregation levels																								0		7

						Number of higher level intermediate aggregation sites (e.g. regional)																										8

						Number of intermediate aggregation sites (IAS)																										9

						Number of service delivery points (per IAS)																										10

						Reset survey																										11

		Version 1: May 2008																														12

		Important notes for the use of this spreadsheet:																														0

		1.  In order to use the Data Quality Audit tools you will need to ensure that your 'macro security' is set to something less than 'high'.  With the spreadsheet open go to the 'Tools' pull-down menu and select 'Macro', then 'Security'.  Select 'medium'.  Close Excel and re-open the file.  When you open file the next time you will have to select 'Enable Macros' for the application to work as designed.

		2.  On the HEADER Page (this page), please select number of intermediate aggregations levels (from the dropdown list) the data are reported through from service delivery point up to national level.  Then select the number of sampled intermediate aggregation sites (IAS) from the next dropdown list.   IAS are typically the district level health unit of the Ministry of Health.  Next, enter the number of sampled service delivery points (SDP), e.g. health units or facilities,  reporting to each intermediate site.  If you have an unequal number of SDP per district select the number corresponding to largest number of sampled SDP in a sampled district.  If SDPs report directly to national level select '0' from the IDS dropdown list.  Then select the number of SDPs in the sample.  Please see the INSTRUCTIONS page for more detail.

		3.  Please enter the health facility, or site, names into the sheet labeled 'Information Page'.  These names will then auto-populate the appropriate forms in the spreadsheet and help ensure a well organized assessment and good quality data.



Reset



INSTRUCTIONS

		INSTRUCTIONS (Protocol 2 - Data Verification)

		Note:  The Audit Team should read the document "Data Quality Audit:  Guidelines for Implementation" in addition to these instructions prior to administering this protocol.

		OBJECTIVE

		The objective of this protocol is to (1) recount and verify the accuracy of reported data at selected sites; and (2) review the timeliness, completeness and availability of reports.

		CONTENT

		This Data Verification Protocol relates to the indicator: Number of people benefiting from community-based tuberculosis treatment support.  Indeed, because there can be significant differences between types of indicators and service delivery sites - e.g., health-based (clinics) and community-based sites, the DQA includes Indicator-specific Protocols with specific information and data quality challenges related to the indicator (e.g., the risk of double counting). This information is incorporated into the 5-steps of the protocol, which are outlined  below. 

The protocol begins with a description of the service(s) associated with the indicator to orient the Audit Team to the service being given and thus, what is being “counted” to measure the indicator.  This will help lead the Audit Team to the relevant source documents, which can be significantly different for various indicators (e.g., patient records, laboratory reports, training logs, etc).

The data verification takes place in two stages:

(1) In-depth verifications at the Service Delivery Points (SDPs); and
(2) Follow-up verifications at the relevant Intermediate Aggregation Levels (IALs) and at the Program/project M&E Unit. 
  
Typically, programs will have a 3-tier reporting system; In other words, the data will flow from Service Delivery Points (SDPs), 
to one Intermediate Aggregation Level (i.e., a Region or a District), and then to the central M&E Unit.

However, in some countries, SDPs may report directly to the central M&E Unit, without passing through Intermediate 
Aggregation Levels (IALs). In other countries, there could be two (or more) IALs with data being aggregated, for example,
at the District and then at the Provincial level before reaching the central M&E Unit. In such cases (i.e., a 2-tier or 4-tier reporting
system), the Data Verification Protocol will need to be adapted (as explained in the below).

		Editing the content of the Excel Template
The Excel Templates should be modified with care.  To enable the selective addition or removal of tabs for the different sites and 
levels the templates have been programmed in VBA (Visual Basic for Applications).  Modifications to the worksheets can disrupt the
programming and render the template inoperable.  However, it is possible to make certain changes that will make the template more 
useful during the DQA, and more descriptive of the information system.  For example, additional cross-checks and spot-checks can be
added to individual worksheets provided they are added at the bottom of the worksheet. Please do not 'insert' rows or columns in the
middle of the sheet as this could alter the calculation of certain performance indicators.  Other additions to the sheets can also be 
made at the bottom of the worksheet.

Up to six Service Delivery Sites within four Intermediate Aggregation Sites can be selected (i.e. 24 sites) so it is unlikely that service
points or intermediate sites will need to be added to "Information Page".   Simply select the desired number of each from the dropdown
lists on the “HEADER” page.  These selections can be modified later if need be.

It is acceptable to rename worksheet tabs as needed.

The worksheets are protected to guard against inadvertent changes to the contents .  To edit the contents of cells, unprotect the
worksheets by selecting 'Protection' from the 'Tools' pull-down menu.  Then select 'Unprotect'.  Remember to Re-protect the worksheet
after making the modifications.

		AUDITORS INSTRUCTIONS FOR USING THE PROTOCOL

		Service Delivery Points – 5 Types of Data Verifications

The first stage of the data-verification occurs at the Service Delivery Points. There are five types of standard data-verification steps that can be performed at this level :

1 - Description:  Describe the connection between the delivery of services/commodities and the completion of the source document that records that service delivery.

2 - Documentation Review:  Review availability and completeness of all indicator source documents for the selected reporting period.

3 - Trace and Verification:  Trace and verify reported numbers: (1) Recount the reported numbers from available source documents; (2) Compare the verified numbers to the site reported number; (3) Identify reasons for any differences. 

4 - Cross-checks:  Perform “cross-checks” of the verified report totals with other data-sources (e.g. inventory records, laboratory reports, registers, etc.).

5 - Spot-checks:  Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations.

		Intermediate Aggregation Levels (IALs) and Central M&E Unit – 2 Types of Data Verifications

The second stage of the data-verification occurs at the Intermediate Aggregation Levels (e.g., Districts, Regions) and at the Program/project M&E Unit. 

1 - Documentation Review:  Review availability, timeliness and completeness of expected reports from Service Delivery Points for the selected reporting period.

2 - Trace and Verification:  Trace and verify reported numbers: (1) Re-aggregate the numbers submitted by the Service Delivery Points; (2) Compare the verified counts to the numbers submitted to the next level (e.g., Central M&E Unit); (3) Identify reasons for any differences.

		Instructions for a "2-tier" or "4-tier" reporting system:

Selecting Levels and Sites
The Protocol 2:  Data Verification Excel template is designed to follow the DQA sampling methodology with regard to the selection of Intermediate Aggregation Levels and Service Delivery Sites.  On the "HEADER" tab, the Auditing Team can select the number of Intermediate Aggregation Sites, and the number of Service Delivery Sites reporting to each Intermediate Aggregation Site, according to the understanding reached with the Organization Commissioning the DQA.  In the event there more than, or less than, one intermediary level to the flow of data from service delivery level to the national level, the required numbers of intermediate levels and sites per level can be selected.  First select the number of Intermediate Aggregation Levels (e.g. region or district).  If the data passes through both the region and the district, select two levels.  If the data only passes through the district before being sent to national level, select one level.  In some countries the data is reported from the service delivery point directly to national level.  In this case, select zero intermediate levels.  

Next select the number of sites within each intermediate level.  The most likely sampling scheme calls for the random selection of three clusters (intermediate sites), 
and three Service Delivery Sites within each cluster.  In the event of two intermediate levels, the sampling scheme will most likely be two regional clusters, with two
district clusters within each region.  Then two service points will be selected within each district cluster for a total of eight Service Delivery Sites.  Modifications to 
this sampling scheme may become necessary due to constraints of time, distance and resources.  All changes to the methodology should be agreed upon with the 
Organization Commissioning the DQA before the field visits.

		Instructions for filling in the columns of the checklist:

A list of questions appears on the left on each worksheet (column B).  The Audit Team should read each question (statement) and  complete columns C/D, E, F and G.  Column C has a pull down menu (in the right bottom corner) for each question with response categories: "Yes - completely", "Partly", "No - not at all" and "N/A".  Column D should be used to enter numbers or percentages (which will be used in the calculations). Column E is for auditor notes and column F should be filled in with "Yes" if the Audit Team deems that issues raised by the response to a question(statement) are sufficient to require a "Recommendation Note" to the Program/project.

		OUTPUTS

		Based on all responses to the questions, the following Summary Statistics will be produced:

- Accuracy of Reported Data through the calculation of Verification Factors  generated from the recounting exercise performed at each level of the reporting system (i.e., percentage comparison of the reported numbers for the selected indicators to the verified numbers); 

- Availability, Completeness and Timeliness Reports through percentages calculated at the Intermediate Aggregation Level(s) and the M&E Unit.

		Interpretation of the Output:

Mathematical modeling of the modified two-stage cluster sampling technique used by the DQA has determined that the precision of estimates of the verification factor for immunization coverage data is too low for realistic use at the national level.  In simulations, Woodard et al(1) found that up to 30 districts would need to be sampled to achieve precision in the neighborhood of +/-10%.  Given the investment of time, staff and financial resources required to visit 30 districts, the calculation of a precise national verification factor is unlikely.  

That said, it is possible to gain an insight into the overall quality of data in a Program/project without reliance on the national estimate of VF.  The qualitative aspects of the DQA are adequate to determine the strengths and weaknesses of a given reporting system.  For example, if indicator definitions are poorly understood in a majority of a representative sample of sites, it is quite likely that indicator definitions are poorly understood in non-sampled districts as well.  The recounting of indicators and comparison with reported values for a sample of sites is similarly adequate to determine in a general sense whether data quality is good, mediocre or poor, even without the
benefit of a precise national estimate.   Missing reports or large disparities between recounted and reported results in a handful of
sites is indicative of similar disparities elsewhere.  

Ultimately, the national verification factor should be interpreted with caution.  For the purposes of the Data Quality Audit it should be 
used as an indication of data quality (or lack of data quality), rather than an exact measure.   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA)
  Ann Epidemiol  2007;17:628–633.





SERVICE DESCRIPTION

		SERVICE DESCRIPTION (Protocol 2 - Data Verification)

		Background Information on Community-based Tuberculosis Treatment Support

		Community participation in TB care implies establishing a working partnership between the health sector and the community – the local population and TB patients, both current and cured. The experiences of TB patients can help fellow-patients to cope better with their illness and guide National TB Programs (NTPs) in delivering services responsive to patients’ needs. Ensuring that patients and communities alike are informed about TB, enhancing general awareness about the disease and sharing responsibility for TB care can lead to effective patient empowerment and community participation, increasing the demand for health services and bringing care closer to the community. After diagnosis health staff may refer TB patients for further treatment support to Community supporters.

		Evidence shows that community-based TB care is cost-effective compared with hospital-based care and other ambulatory care models. Inspiring communities and obtaining their continued support in identifying and providing care for people with TB is essential to sustain community TB initiatives.

		Recording and reporting system: The treatment card may include the name of the community treatment supporter (p.13 in WHO R&R system, 2006). The BMU register includes an option to add a column on Community support, referral for treatment (p.44, WHO revised R&R system, 2006). The source document for community based tuberculosis treatment is therefore the (optional) BMU register. The Yearly report on Programme management in BMU include a block 3 (p.31 in WHO R&R 2006) on patients receiving treatment support by the community. The yearly report could be filled in only for selected period of time and for selected BMU. A community member (p.15 in WHO R&R document) is defined as a trained and regularly supervised informal practitioner, community workers/volunteers, family members, friends providing services outside a facility (health institution).   T

		Sources: Revised TB recording and reporting forms and registers - version 2006. WHO/KNCV.
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		B- BACKGROUND INFORMATION FOR COMPLETION OF TRACE AND VERIFY INDICATOR DATA PROTOCOL

		Name of Orgnization Implementing the DQA

		Country

		Program Area(s)

		Indicator(s)

		Grant Number(s)

		M&E Management Unit at Central Level

		Name of Site																Date of Audit

		1-

		Regional Sites

		Name of Site																Date of Audit

		1

		2

		Intermediate Aggregation Sites (IAS)

		Name of Site																Date of Audit

		1

		2

		3

		4

		-		add more lines as needed

		Service Delivery Points (SDPs)

		Name of Site																Date of Audit

		1.1

		1.2

		1.3

		1.4

		1.5

		1.6

		2.1

		2.2

		2.3

		2.4

		2.5

		2.6

		3.1

		3.2

		3.3

		3.4

		3.5

		3.6

		4.1

		4.2

		4.3

		4.4

		4.5

		4.6

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10

		11

		12





M&E_Unit

		M&E Unit (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the M&E Unit is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the M&E summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				M&E Unit:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		0. Recording and Reporting System for Community-based Tuberculosis Treatment Support

		0		Describe the recording and reporting system related to community-based tuberculosis treatment support (i.e. from the Patient Card to the BMU register and to quarterly reporting to the M&E Unit). Please describe when recording takes place, on what form(s) and by which staff member(s).

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the M&E Unit.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the M&E Unit numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the M&E Unit (and released or submitted to the funding agency )

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (M&E Unit)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the M&E Unit		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers used by the M&E Unit for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the M&E Unit or in a database.

		1.3		What result was contained for the audited Regional Aggregation Site no.1 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.1		What result was contained for the audited Intermediate Aggregation Site no.1 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.2		What result was contained for the audited Intermediate Aggregation Site no.2 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Regional Aggregation Site no.2 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.3		What result was contained for the audited Intermediate Aggregation Site no.3 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.4		What result was contained for the audited Intermediate Aggregation Site no.4 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the M&E Unit for those Intermediate Aggregation Sites.

		1.4		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the M&E Unit should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 1

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED TUBERCULOSIS TREATMENT SUPPORT- Describe the connection between entry of TB cases with community treatment support in the BMU register to filling in the quaterly report -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register (which does not always include this information) is filled in with information about community-based treatment support.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete (or the patient card if community data are not included in BMU register), notably the following fields: (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referred for community-based treatment support?

If no, determine how this might have affected reported numbers?

		2.3		Review the date of registration in the BMU Register (or the patient card if community data are not included in BMU Register).  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred for community based treatment support from the treatment cards and compare with the corresponding number in the BMU Register,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of TB patients recorded as referred for community based treatment support during the reporting period by reviewing the BMU Register (or the patient card if community data are not included in BMU Register).

		3.2		Copy the number of TB patients reported as having been referred for community based treatment support during the reporting period from the quarterly report.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU Tegister -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as referred for community based treatment support in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they had been referred for community based treatment support?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred to community based treatment support were done so -

		Indicator-specific notes for auditor:  A sample of TB patients referred for community based treatment support in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred for community based treatment support as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred for community based treatment support?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED TUBERCULOSIS TREATMENT SUPPORT- Describe the connection between entry of TB cases with community treatment support in the BMU register to filling in the quaterly report -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register (which does not always include this information) is filled in with information about community-based treatment support.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete (or the patient card if community data are not included in BMU register), notably the following fields: (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referred for community-based treatment support?

If no, determine how this might have affected reported numbers?

		2.3		Review the date of registration in the BMU Register (or the patient card if community data are not included in BMU Register).  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred for community based treatment support from the treatment cards and compare with the corresponding number in the BMU Register,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of TB patients recorded as referred for community based treatment support during the reporting period by reviewing the BMU Register (or the patient card if community data are not included in BMU Register).

		3.2		Copy the number of TB patients reported as having been referred for community based treatment support during the reporting period from the quarterly report.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU Tegister -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as referred for community based treatment support in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they had been referred for community based treatment support?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred to community based treatment support were done so -

		Indicator-specific notes for auditor:  A sample of TB patients referred for community based treatment support in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred for community based treatment support as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred for community based treatment support?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED TUBERCULOSIS TREATMENT SUPPORT- Describe the connection between entry of TB cases with community treatment support in the BMU register to filling in the quaterly report -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register (which does not always include this information) is filled in with information about community-based treatment support.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete (or the patient card if community data are not included in BMU register), notably the following fields: (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referred for community-based treatment support?

If no, determine how this might have affected reported numbers?

		2.3		Review the date of registration in the BMU Register (or the patient card if community data are not included in BMU Register).  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred for community based treatment support from the treatment cards and compare with the corresponding number in the BMU Register,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of TB patients recorded as referred for community based treatment support during the reporting period by reviewing the BMU Register (or the patient card if community data are not included in BMU Register).

		3.2		Copy the number of TB patients reported as having been referred for community based treatment support during the reporting period from the quarterly report.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU Tegister -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as referred for community based treatment support in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they had been referred for community based treatment support?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred to community based treatment support were done so -

		Indicator-specific notes for auditor:  A sample of TB patients referred for community based treatment support in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred for community based treatment support as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred for community based treatment support?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED TUBERCULOSIS TREATMENT SUPPORT- Describe the connection between entry of TB cases with community treatment support in the BMU register to filling in the quaterly report -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register (which does not always include this information) is filled in with information about community-based treatment support.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete (or the patient card if community data are not included in BMU register), notably the following fields: (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referred for community-based treatment support?

If no, determine how this might have affected reported numbers?

		2.3		Review the date of registration in the BMU Register (or the patient card if community data are not included in BMU Register).  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred for community based treatment support from the treatment cards and compare with the corresponding number in the BMU Register,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of TB patients recorded as referred for community based treatment support during the reporting period by reviewing the BMU Register (or the patient card if community data are not included in BMU Register).

		3.2		Copy the number of TB patients reported as having been referred for community based treatment support during the reporting period from the quarterly report.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU Tegister -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as referred for community based treatment support in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they had been referred for community based treatment support?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred to community based treatment support were done so -

		Indicator-specific notes for auditor:  A sample of TB patients referred for community based treatment support in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred for community based treatment support as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred for community based treatment support?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 5

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED TUBERCULOSIS TREATMENT SUPPORT- Describe the connection between entry of TB cases with community treatment support in the BMU register to filling in the quaterly report -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register (which does not always include this information) is filled in with information about community-based treatment support.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete (or the patient card if community data are not included in BMU register), notably the following fields: (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referred for community-based treatment support?

If no, determine how this might have affected reported numbers?

		2.3		Review the date of registration in the BMU Register (or the patient card if community data are not included in BMU Register).  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred for community based treatment support from the treatment cards and compare with the corresponding number in the BMU Register,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of TB patients recorded as referred for community based treatment support during the reporting period by reviewing the BMU Register (or the patient card if community data are not included in BMU Register).

		3.2		Copy the number of TB patients reported as having been referred for community based treatment support during the reporting period from the quarterly report.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU Tegister -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as referred for community based treatment support in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they had been referred for community based treatment support?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred to community based treatment support were done so -

		Indicator-specific notes for auditor:  A sample of TB patients referred for community based treatment support in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred for community based treatment support as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred for community based treatment support?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 6

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED TUBERCULOSIS TREATMENT SUPPORT- Describe the connection between entry of TB cases with community treatment support in the BMU register to filling in the quaterly report -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register (which does not always include this information) is filled in with information about community-based treatment support.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete (or the patient card if community data are not included in BMU register), notably the following fields: (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referred for community-based treatment support?

If no, determine how this might have affected reported numbers?

		2.3		Review the date of registration in the BMU Register (or the patient card if community data are not included in BMU Register).  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred for community based treatment support from the treatment cards and compare with the corresponding number in the BMU Register,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of TB patients recorded as referred for community based treatment support during the reporting period by reviewing the BMU Register (or the patient card if community data are not included in BMU Register).

		3.2		Copy the number of TB patients reported as having been referred for community based treatment support during the reporting period from the quarterly report.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU Tegister -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as referred for community based treatment support in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they had been referred for community based treatment support?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred to community based treatment support were done so -

		Indicator-specific notes for auditor:  A sample of TB patients referred for community based treatment support in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred for community based treatment support as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred for community based treatment support?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 7

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED TUBERCULOSIS TREATMENT SUPPORT- Describe the connection between entry of TB cases with community treatment support in the BMU register to filling in the quaterly report -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register (which does not always include this information) is filled in with information about community-based treatment support.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete (or the patient card if community data are not included in BMU register), notably the following fields: (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referred for community-based treatment support?

If no, determine how this might have affected reported numbers?

		2.3		Review the date of registration in the BMU Register (or the patient card if community data are not included in BMU Register).  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred for community based treatment support from the treatment cards and compare with the corresponding number in the BMU Register,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of TB patients recorded as referred for community based treatment support during the reporting period by reviewing the BMU Register (or the patient card if community data are not included in BMU Register).

		3.2		Copy the number of TB patients reported as having been referred for community based treatment support during the reporting period from the quarterly report.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU Tegister -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as referred for community based treatment support in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they had been referred for community based treatment support?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred to community based treatment support were done so -

		Indicator-specific notes for auditor:  A sample of TB patients referred for community based treatment support in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred for community based treatment support as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred for community based treatment support?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 8

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED TUBERCULOSIS TREATMENT SUPPORT- Describe the connection between entry of TB cases with community treatment support in the BMU register to filling in the quaterly report -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register (which does not always include this information) is filled in with information about community-based treatment support.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete (or the patient card if community data are not included in BMU register), notably the following fields: (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referred for community-based treatment support?

If no, determine how this might have affected reported numbers?

		2.3		Review the date of registration in the BMU Register (or the patient card if community data are not included in BMU Register).  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred for community based treatment support from the treatment cards and compare with the corresponding number in the BMU Register,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of TB patients recorded as referred for community based treatment support during the reporting period by reviewing the BMU Register (or the patient card if community data are not included in BMU Register).

		3.2		Copy the number of TB patients reported as having been referred for community based treatment support during the reporting period from the quarterly report.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU Tegister -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as referred for community based treatment support in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they had been referred for community based treatment support?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred to community based treatment support were done so -

		Indicator-specific notes for auditor:  A sample of TB patients referred for community based treatment support in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred for community based treatment support as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred for community based treatment support?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 9

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED TUBERCULOSIS TREATMENT SUPPORT- Describe the connection between entry of TB cases with community treatment support in the BMU register to filling in the quaterly report -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register (which does not always include this information) is filled in with information about community-based treatment support.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete (or the patient card if community data are not included in BMU register), notably the following fields: (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referred for community-based treatment support?

If no, determine how this might have affected reported numbers?

		2.3		Review the date of registration in the BMU Register (or the patient card if community data are not included in BMU Register).  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred for community based treatment support from the treatment cards and compare with the corresponding number in the BMU Register,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of TB patients recorded as referred for community based treatment support during the reporting period by reviewing the BMU Register (or the patient card if community data are not included in BMU Register).

		3.2		Copy the number of TB patients reported as having been referred for community based treatment support during the reporting period from the quarterly report.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU Tegister -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as referred for community based treatment support in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they had been referred for community based treatment support?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred to community based treatment support were done so -

		Indicator-specific notes for auditor:  A sample of TB patients referred for community based treatment support in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred for community based treatment support as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred for community based treatment support?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 10

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED TUBERCULOSIS TREATMENT SUPPORT- Describe the connection between entry of TB cases with community treatment support in the BMU register to filling in the quaterly report -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register (which does not always include this information) is filled in with information about community-based treatment support.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete (or the patient card if community data are not included in BMU register), notably the following fields: (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referred for community-based treatment support?

If no, determine how this might have affected reported numbers?

		2.3		Review the date of registration in the BMU Register (or the patient card if community data are not included in BMU Register).  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred for community based treatment support from the treatment cards and compare with the corresponding number in the BMU Register,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of TB patients recorded as referred for community based treatment support during the reporting period by reviewing the BMU Register (or the patient card if community data are not included in BMU Register).

		3.2		Copy the number of TB patients reported as having been referred for community based treatment support during the reporting period from the quarterly report.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU Tegister -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as referred for community based treatment support in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they had been referred for community based treatment support?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred to community based treatment support were done so -

		Indicator-specific notes for auditor:  A sample of TB patients referred for community based treatment support in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred for community based treatment support as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred for community based treatment support?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 11

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED TUBERCULOSIS TREATMENT SUPPORT- Describe the connection between entry of TB cases with community treatment support in the BMU register to filling in the quaterly report -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register (which does not always include this information) is filled in with information about community-based treatment support.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete (or the patient card if community data are not included in BMU register), notably the following fields: (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referred for community-based treatment support?

If no, determine how this might have affected reported numbers?

		2.3		Review the date of registration in the BMU Register (or the patient card if community data are not included in BMU Register).  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred for community based treatment support from the treatment cards and compare with the corresponding number in the BMU Register,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of TB patients recorded as referred for community based treatment support during the reporting period by reviewing the BMU Register (or the patient card if community data are not included in BMU Register).

		3.2		Copy the number of TB patients reported as having been referred for community based treatment support during the reporting period from the quarterly report.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU Tegister -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as referred for community based treatment support in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they had been referred for community based treatment support?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred to community based treatment support were done so -

		Indicator-specific notes for auditor:  A sample of TB patients referred for community based treatment support in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred for community based treatment support as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred for community based treatment support?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 12

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED TUBERCULOSIS TREATMENT SUPPORT- Describe the connection between entry of TB cases with community treatment support in the BMU register to filling in the quaterly report -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register (which does not always include this information) is filled in with information about community-based treatment support.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete (or the patient card if community data are not included in BMU register), notably the following fields: (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referred for community-based treatment support?

If no, determine how this might have affected reported numbers?

		2.3		Review the date of registration in the BMU Register (or the patient card if community data are not included in BMU Register).  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred for community based treatment support from the treatment cards and compare with the corresponding number in the BMU Register,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of TB patients recorded as referred for community based treatment support during the reporting period by reviewing the BMU Register (or the patient card if community data are not included in BMU Register).

		3.2		Copy the number of TB patients reported as having been referred for community based treatment support during the reporting period from the quarterly report.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU Tegister -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as referred for community based treatment support in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they had been referred for community based treatment support?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred to community based treatment support were done so -

		Indicator-specific notes for auditor:  A sample of TB patients referred for community based treatment support in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred for community based treatment support as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred for community based treatment support?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Regional Level 1

		Regional Aggregation Level (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Regional Aggregation Site is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the Regional summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Regional Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the Regional Aggregation Site.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the Regional Aggregation Site numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Regional Aggregation Site (and released or submitted to the funding agency )

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (Regional Aggregation Site)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the Regional Aggregation Site		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers reported  by the Regional Aggregation Site for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the Regional Aggregation Site or in a database.

		1.3		What result was contained for the audited Intermediate Aggregation Site no.1 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Intermediate Aggregation Site no.2 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the Regional Aggregation Site for those Intermediate Aggregation Sites.

		1.5		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the Regional Aggregation Site should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time? (i.e., on time means that the report was able to be used in the summary report prepared by the Regional Aggregation Site)

		Calculate % On time Reports						-

		2.4		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data.)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Intermediate Level 1

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 1.1

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED TUBERCULOSIS TREATMENT SUPPORT- Describe the connection between entry of TB cases with community treatment support in the BMU register to filling in the quaterly report -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register (which does not always include this information) is filled in with information about community-based treatment support.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete (or the patient card if community data are not included in BMU register), notably the following fields: (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referred for community-based treatment support?

If no, determine how this might have affected reported numbers?

		2.3		Review the date of registration in the BMU Register (or the patient card if community data are not included in BMU Register).  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred for community based treatment support from the treatment cards and compare with the corresponding number in the BMU Register,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of TB patients recorded as referred for community based treatment support during the reporting period by reviewing the BMU Register (or the patient card if community data are not included in BMU Register).

		3.2		Copy the number of TB patients reported as having been referred for community based treatment support during the reporting period from the quarterly report.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU Tegister -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as referred for community based treatment support in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they had been referred for community based treatment support?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred to community based treatment support were done so -

		Indicator-specific notes for auditor:  A sample of TB patients referred for community based treatment support in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred for community based treatment support as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred for community based treatment support?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.2

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED TUBERCULOSIS TREATMENT SUPPORT- Describe the connection between entry of TB cases with community treatment support in the BMU register to filling in the quaterly report -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register (which does not always include this information) is filled in with information about community-based treatment support.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete (or the patient card if community data are not included in BMU register), notably the following fields: (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referred for community-based treatment support?

If no, determine how this might have affected reported numbers?

		2.3		Review the date of registration in the BMU Register (or the patient card if community data are not included in BMU Register).  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred for community based treatment support from the treatment cards and compare with the corresponding number in the BMU Register,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of TB patients recorded as referred for community based treatment support during the reporting period by reviewing the BMU Register (or the patient card if community data are not included in BMU Register).

		3.2		Copy the number of TB patients reported as having been referred for community based treatment support during the reporting period from the quarterly report.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU Tegister -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as referred for community based treatment support in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they had been referred for community based treatment support?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred to community based treatment support were done so -

		Indicator-specific notes for auditor:  A sample of TB patients referred for community based treatment support in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred for community based treatment support as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred for community based treatment support?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.3

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED TUBERCULOSIS TREATMENT SUPPORT- Describe the connection between entry of TB cases with community treatment support in the BMU register to filling in the quaterly report -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register (which does not always include this information) is filled in with information about community-based treatment support.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete (or the patient card if community data are not included in BMU register), notably the following fields: (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referred for community-based treatment support?

If no, determine how this might have affected reported numbers?

		2.3		Review the date of registration in the BMU Register (or the patient card if community data are not included in BMU Register).  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred for community based treatment support from the treatment cards and compare with the corresponding number in the BMU Register,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of TB patients recorded as referred for community based treatment support during the reporting period by reviewing the BMU Register (or the patient card if community data are not included in BMU Register).

		3.2		Copy the number of TB patients reported as having been referred for community based treatment support during the reporting period from the quarterly report.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU Tegister -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as referred for community based treatment support in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they had been referred for community based treatment support?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred to community based treatment support were done so -

		Indicator-specific notes for auditor:  A sample of TB patients referred for community based treatment support in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred for community based treatment support as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred for community based treatment support?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.4

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED TUBERCULOSIS TREATMENT SUPPORT- Describe the connection between entry of TB cases with community treatment support in the BMU register to filling in the quaterly report -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register (which does not always include this information) is filled in with information about community-based treatment support.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete (or the patient card if community data are not included in BMU register), notably the following fields: (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referred for community-based treatment support?

If no, determine how this might have affected reported numbers?

		2.3		Review the date of registration in the BMU Register (or the patient card if community data are not included in BMU Register).  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred for community based treatment support from the treatment cards and compare with the corresponding number in the BMU Register,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of TB patients recorded as referred for community based treatment support during the reporting period by reviewing the BMU Register (or the patient card if community data are not included in BMU Register).

		3.2		Copy the number of TB patients reported as having been referred for community based treatment support during the reporting period from the quarterly report.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU Tegister -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as referred for community based treatment support in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they had been referred for community based treatment support?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred to community based treatment support were done so -

		Indicator-specific notes for auditor:  A sample of TB patients referred for community based treatment support in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred for community based treatment support as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred for community based treatment support?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.5

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED TUBERCULOSIS TREATMENT SUPPORT- Describe the connection between entry of TB cases with community treatment support in the BMU register to filling in the quaterly report -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register (which does not always include this information) is filled in with information about community-based treatment support.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete (or the patient card if community data are not included in BMU register), notably the following fields: (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referred for community-based treatment support?

If no, determine how this might have affected reported numbers?

		2.3		Review the date of registration in the BMU Register (or the patient card if community data are not included in BMU Register).  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred for community based treatment support from the treatment cards and compare with the corresponding number in the BMU Register,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of TB patients recorded as referred for community based treatment support during the reporting period by reviewing the BMU Register (or the patient card if community data are not included in BMU Register).

		3.2		Copy the number of TB patients reported as having been referred for community based treatment support during the reporting period from the quarterly report.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU Tegister -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as referred for community based treatment support in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they had been referred for community based treatment support?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred to community based treatment support were done so -

		Indicator-specific notes for auditor:  A sample of TB patients referred for community based treatment support in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred for community based treatment support as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred for community based treatment support?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.6

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED TUBERCULOSIS TREATMENT SUPPORT- Describe the connection between entry of TB cases with community treatment support in the BMU register to filling in the quaterly report -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register (which does not always include this information) is filled in with information about community-based treatment support.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete (or the patient card if community data are not included in BMU register), notably the following fields: (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referred for community-based treatment support?

If no, determine how this might have affected reported numbers?

		2.3		Review the date of registration in the BMU Register (or the patient card if community data are not included in BMU Register).  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred for community based treatment support from the treatment cards and compare with the corresponding number in the BMU Register,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of TB patients recorded as referred for community based treatment support during the reporting period by reviewing the BMU Register (or the patient card if community data are not included in BMU Register).

		3.2		Copy the number of TB patients reported as having been referred for community based treatment support during the reporting period from the quarterly report.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU Tegister -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as referred for community based treatment support in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they had been referred for community based treatment support?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred to community based treatment support were done so -

		Indicator-specific notes for auditor:  A sample of TB patients referred for community based treatment support in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred for community based treatment support as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred for community based treatment support?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Intermediate Level 2

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 2.1

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED TUBERCULOSIS TREATMENT SUPPORT- Describe the connection between entry of TB cases with community treatment support in the BMU register to filling in the quaterly report -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register (which does not always include this information) is filled in with information about community-based treatment support.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete (or the patient card if community data are not included in BMU register), notably the following fields: (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referred for community-based treatment support?

If no, determine how this might have affected reported numbers?

		2.3		Review the date of registration in the BMU Register (or the patient card if community data are not included in BMU Register).  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred for community based treatment support from the treatment cards and compare with the corresponding number in the BMU Register,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of TB patients recorded as referred for community based treatment support during the reporting period by reviewing the BMU Register (or the patient card if community data are not included in BMU Register).

		3.2		Copy the number of TB patients reported as having been referred for community based treatment support during the reporting period from the quarterly report.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU Tegister -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as referred for community based treatment support in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they had been referred for community based treatment support?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred to community based treatment support were done so -

		Indicator-specific notes for auditor:  A sample of TB patients referred for community based treatment support in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred for community based treatment support as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred for community based treatment support?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.2

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED TUBERCULOSIS TREATMENT SUPPORT- Describe the connection between entry of TB cases with community treatment support in the BMU register to filling in the quaterly report -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register (which does not always include this information) is filled in with information about community-based treatment support.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete (or the patient card if community data are not included in BMU register), notably the following fields: (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referred for community-based treatment support?

If no, determine how this might have affected reported numbers?

		2.3		Review the date of registration in the BMU Register (or the patient card if community data are not included in BMU Register).  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred for community based treatment support from the treatment cards and compare with the corresponding number in the BMU Register,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of TB patients recorded as referred for community based treatment support during the reporting period by reviewing the BMU Register (or the patient card if community data are not included in BMU Register).

		3.2		Copy the number of TB patients reported as having been referred for community based treatment support during the reporting period from the quarterly report.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU Tegister -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as referred for community based treatment support in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they had been referred for community based treatment support?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred to community based treatment support were done so -

		Indicator-specific notes for auditor:  A sample of TB patients referred for community based treatment support in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred for community based treatment support as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred for community based treatment support?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.3

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED TUBERCULOSIS TREATMENT SUPPORT- Describe the connection between entry of TB cases with community treatment support in the BMU register to filling in the quaterly report -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register (which does not always include this information) is filled in with information about community-based treatment support.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete (or the patient card if community data are not included in BMU register), notably the following fields: (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referred for community-based treatment support?

If no, determine how this might have affected reported numbers?

		2.3		Review the date of registration in the BMU Register (or the patient card if community data are not included in BMU Register).  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred for community based treatment support from the treatment cards and compare with the corresponding number in the BMU Register,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of TB patients recorded as referred for community based treatment support during the reporting period by reviewing the BMU Register (or the patient card if community data are not included in BMU Register).

		3.2		Copy the number of TB patients reported as having been referred for community based treatment support during the reporting period from the quarterly report.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU Tegister -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as referred for community based treatment support in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they had been referred for community based treatment support?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred to community based treatment support were done so -

		Indicator-specific notes for auditor:  A sample of TB patients referred for community based treatment support in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred for community based treatment support as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred for community based treatment support?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.4

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED TUBERCULOSIS TREATMENT SUPPORT- Describe the connection between entry of TB cases with community treatment support in the BMU register to filling in the quaterly report -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register (which does not always include this information) is filled in with information about community-based treatment support.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete (or the patient card if community data are not included in BMU register), notably the following fields: (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referred for community-based treatment support?

If no, determine how this might have affected reported numbers?

		2.3		Review the date of registration in the BMU Register (or the patient card if community data are not included in BMU Register).  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred for community based treatment support from the treatment cards and compare with the corresponding number in the BMU Register,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of TB patients recorded as referred for community based treatment support during the reporting period by reviewing the BMU Register (or the patient card if community data are not included in BMU Register).

		3.2		Copy the number of TB patients reported as having been referred for community based treatment support during the reporting period from the quarterly report.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU Tegister -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as referred for community based treatment support in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they had been referred for community based treatment support?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred to community based treatment support were done so -

		Indicator-specific notes for auditor:  A sample of TB patients referred for community based treatment support in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred for community based treatment support as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred for community based treatment support?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.5

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED TUBERCULOSIS TREATMENT SUPPORT- Describe the connection between entry of TB cases with community treatment support in the BMU register to filling in the quaterly report -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register (which does not always include this information) is filled in with information about community-based treatment support.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete (or the patient card if community data are not included in BMU register), notably the following fields: (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referred for community-based treatment support?

If no, determine how this might have affected reported numbers?

		2.3		Review the date of registration in the BMU Register (or the patient card if community data are not included in BMU Register).  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred for community based treatment support from the treatment cards and compare with the corresponding number in the BMU Register,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of TB patients recorded as referred for community based treatment support during the reporting period by reviewing the BMU Register (or the patient card if community data are not included in BMU Register).

		3.2		Copy the number of TB patients reported as having been referred for community based treatment support during the reporting period from the quarterly report.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU Tegister -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as referred for community based treatment support in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they had been referred for community based treatment support?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred to community based treatment support were done so -

		Indicator-specific notes for auditor:  A sample of TB patients referred for community based treatment support in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred for community based treatment support as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred for community based treatment support?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.6

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED TUBERCULOSIS TREATMENT SUPPORT- Describe the connection between entry of TB cases with community treatment support in the BMU register to filling in the quaterly report -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register (which does not always include this information) is filled in with information about community-based treatment support.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete (or the patient card if community data are not included in BMU register), notably the following fields: (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referred for community-based treatment support?

If no, determine how this might have affected reported numbers?

		2.3		Review the date of registration in the BMU Register (or the patient card if community data are not included in BMU Register).  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred for community based treatment support from the treatment cards and compare with the corresponding number in the BMU Register,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of TB patients recorded as referred for community based treatment support during the reporting period by reviewing the BMU Register (or the patient card if community data are not included in BMU Register).

		3.2		Copy the number of TB patients reported as having been referred for community based treatment support during the reporting period from the quarterly report.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU Tegister -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as referred for community based treatment support in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they had been referred for community based treatment support?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred to community based treatment support were done so -

		Indicator-specific notes for auditor:  A sample of TB patients referred for community based treatment support in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred for community based treatment support as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred for community based treatment support?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Regional Level 2

		Regional Aggregation Level (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Regional Aggregation Site is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the Regional summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Regional Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the Regional Aggregation Site.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the Regional Aggregation Site numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Regional Aggregation Site (and released or submitted to the funding agency )

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (Regional Aggregation Site)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the Regional Aggregation Site		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers reported  by the Regional Aggregation Site for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the Regional Aggregation Site or in a database.

		1.3		What result was contained for the audited Intermediate Aggregation Site no.1 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Intermediate Aggregation Site no.2 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the Regional Aggregation Site for those Intermediate Aggregation Sites.

		1.5		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the Regional Aggregation Site should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time? (i.e., on time means that the report was able to be used in the summary report prepared by the Regional Aggregation Site)

		Calculate % On time Reports						-

		2.4		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data.)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Intermediate Level 3

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 3.1

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED TUBERCULOSIS TREATMENT SUPPORT- Describe the connection between entry of TB cases with community treatment support in the BMU register to filling in the quaterly report -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register (which does not always include this information) is filled in with information about community-based treatment support.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete (or the patient card if community data are not included in BMU register), notably the following fields: (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referred for community-based treatment support?

If no, determine how this might have affected reported numbers?

		2.3		Review the date of registration in the BMU Register (or the patient card if community data are not included in BMU Register).  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred for community based treatment support from the treatment cards and compare with the corresponding number in the BMU Register,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of TB patients recorded as referred for community based treatment support during the reporting period by reviewing the BMU Register (or the patient card if community data are not included in BMU Register).

		3.2		Copy the number of TB patients reported as having been referred for community based treatment support during the reporting period from the quarterly report.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU Tegister -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as referred for community based treatment support in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they had been referred for community based treatment support?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred to community based treatment support were done so -

		Indicator-specific notes for auditor:  A sample of TB patients referred for community based treatment support in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred for community based treatment support as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred for community based treatment support?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.2

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED TUBERCULOSIS TREATMENT SUPPORT- Describe the connection between entry of TB cases with community treatment support in the BMU register to filling in the quaterly report -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register (which does not always include this information) is filled in with information about community-based treatment support.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete (or the patient card if community data are not included in BMU register), notably the following fields: (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referred for community-based treatment support?

If no, determine how this might have affected reported numbers?

		2.3		Review the date of registration in the BMU Register (or the patient card if community data are not included in BMU Register).  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred for community based treatment support from the treatment cards and compare with the corresponding number in the BMU Register,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of TB patients recorded as referred for community based treatment support during the reporting period by reviewing the BMU Register (or the patient card if community data are not included in BMU Register).

		3.2		Copy the number of TB patients reported as having been referred for community based treatment support during the reporting period from the quarterly report.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU Tegister -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as referred for community based treatment support in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they had been referred for community based treatment support?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred to community based treatment support were done so -

		Indicator-specific notes for auditor:  A sample of TB patients referred for community based treatment support in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred for community based treatment support as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred for community based treatment support?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.3

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED TUBERCULOSIS TREATMENT SUPPORT- Describe the connection between entry of TB cases with community treatment support in the BMU register to filling in the quaterly report -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register (which does not always include this information) is filled in with information about community-based treatment support.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete (or the patient card if community data are not included in BMU register), notably the following fields: (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referred for community-based treatment support?

If no, determine how this might have affected reported numbers?

		2.3		Review the date of registration in the BMU Register (or the patient card if community data are not included in BMU Register).  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred for community based treatment support from the treatment cards and compare with the corresponding number in the BMU Register,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of TB patients recorded as referred for community based treatment support during the reporting period by reviewing the BMU Register (or the patient card if community data are not included in BMU Register).

		3.2		Copy the number of TB patients reported as having been referred for community based treatment support during the reporting period from the quarterly report.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU Tegister -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as referred for community based treatment support in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they had been referred for community based treatment support?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred to community based treatment support were done so -

		Indicator-specific notes for auditor:  A sample of TB patients referred for community based treatment support in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred for community based treatment support as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred for community based treatment support?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.4

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED TUBERCULOSIS TREATMENT SUPPORT- Describe the connection between entry of TB cases with community treatment support in the BMU register to filling in the quaterly report -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register (which does not always include this information) is filled in with information about community-based treatment support.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete (or the patient card if community data are not included in BMU register), notably the following fields: (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referred for community-based treatment support?

If no, determine how this might have affected reported numbers?

		2.3		Review the date of registration in the BMU Register (or the patient card if community data are not included in BMU Register).  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred for community based treatment support from the treatment cards and compare with the corresponding number in the BMU Register,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of TB patients recorded as referred for community based treatment support during the reporting period by reviewing the BMU Register (or the patient card if community data are not included in BMU Register).

		3.2		Copy the number of TB patients reported as having been referred for community based treatment support during the reporting period from the quarterly report.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU Tegister -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as referred for community based treatment support in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they had been referred for community based treatment support?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred to community based treatment support were done so -

		Indicator-specific notes for auditor:  A sample of TB patients referred for community based treatment support in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred for community based treatment support as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred for community based treatment support?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.5

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED TUBERCULOSIS TREATMENT SUPPORT- Describe the connection between entry of TB cases with community treatment support in the BMU register to filling in the quaterly report -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register (which does not always include this information) is filled in with information about community-based treatment support.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete (or the patient card if community data are not included in BMU register), notably the following fields: (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referred for community-based treatment support?

If no, determine how this might have affected reported numbers?

		2.3		Review the date of registration in the BMU Register (or the patient card if community data are not included in BMU Register).  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred for community based treatment support from the treatment cards and compare with the corresponding number in the BMU Register,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of TB patients recorded as referred for community based treatment support during the reporting period by reviewing the BMU Register (or the patient card if community data are not included in BMU Register).

		3.2		Copy the number of TB patients reported as having been referred for community based treatment support during the reporting period from the quarterly report.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU Tegister -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as referred for community based treatment support in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they had been referred for community based treatment support?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred to community based treatment support were done so -

		Indicator-specific notes for auditor:  A sample of TB patients referred for community based treatment support in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred for community based treatment support as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred for community based treatment support?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.6

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED TUBERCULOSIS TREATMENT SUPPORT- Describe the connection between entry of TB cases with community treatment support in the BMU register to filling in the quaterly report -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register (which does not always include this information) is filled in with information about community-based treatment support.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete (or the patient card if community data are not included in BMU register), notably the following fields: (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referred for community-based treatment support?

If no, determine how this might have affected reported numbers?

		2.3		Review the date of registration in the BMU Register (or the patient card if community data are not included in BMU Register).  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred for community based treatment support from the treatment cards and compare with the corresponding number in the BMU Register,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of TB patients recorded as referred for community based treatment support during the reporting period by reviewing the BMU Register (or the patient card if community data are not included in BMU Register).

		3.2		Copy the number of TB patients reported as having been referred for community based treatment support during the reporting period from the quarterly report.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU Tegister -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as referred for community based treatment support in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they had been referred for community based treatment support?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred to community based treatment support were done so -

		Indicator-specific notes for auditor:  A sample of TB patients referred for community based treatment support in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred for community based treatment support as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred for community based treatment support?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Intermediate Level 4

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 4.1

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED TUBERCULOSIS TREATMENT SUPPORT- Describe the connection between entry of TB cases with community treatment support in the BMU register to filling in the quaterly report -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register (which does not always include this information) is filled in with information about community-based treatment support.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete (or the patient card if community data are not included in BMU register), notably the following fields: (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referred for community-based treatment support?

If no, determine how this might have affected reported numbers?

		2.3		Review the date of registration in the BMU Register (or the patient card if community data are not included in BMU Register).  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred for community based treatment support from the treatment cards and compare with the corresponding number in the BMU Register,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of TB patients recorded as referred for community based treatment support during the reporting period by reviewing the BMU Register (or the patient card if community data are not included in BMU Register).

		3.2		Copy the number of TB patients reported as having been referred for community based treatment support during the reporting period from the quarterly report.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU Tegister -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as referred for community based treatment support in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they had been referred for community based treatment support?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred to community based treatment support were done so -

		Indicator-specific notes for auditor:  A sample of TB patients referred for community based treatment support in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred for community based treatment support as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred for community based treatment support?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.2

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED TUBERCULOSIS TREATMENT SUPPORT- Describe the connection between entry of TB cases with community treatment support in the BMU register to filling in the quaterly report -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register (which does not always include this information) is filled in with information about community-based treatment support.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete (or the patient card if community data are not included in BMU register), notably the following fields: (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referred for community-based treatment support?

If no, determine how this might have affected reported numbers?

		2.3		Review the date of registration in the BMU Register (or the patient card if community data are not included in BMU Register).  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred for community based treatment support from the treatment cards and compare with the corresponding number in the BMU Register,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of TB patients recorded as referred for community based treatment support during the reporting period by reviewing the BMU Register (or the patient card if community data are not included in BMU Register).

		3.2		Copy the number of TB patients reported as having been referred for community based treatment support during the reporting period from the quarterly report.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU Tegister -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as referred for community based treatment support in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they had been referred for community based treatment support?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred to community based treatment support were done so -

		Indicator-specific notes for auditor:  A sample of TB patients referred for community based treatment support in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred for community based treatment support as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred for community based treatment support?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.3

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED TUBERCULOSIS TREATMENT SUPPORT- Describe the connection between entry of TB cases with community treatment support in the BMU register to filling in the quaterly report -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register (which does not always include this information) is filled in with information about community-based treatment support.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete (or the patient card if community data are not included in BMU register), notably the following fields: (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referred for community-based treatment support?

If no, determine how this might have affected reported numbers?

		2.3		Review the date of registration in the BMU Register (or the patient card if community data are not included in BMU Register).  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred for community based treatment support from the treatment cards and compare with the corresponding number in the BMU Register,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of TB patients recorded as referred for community based treatment support during the reporting period by reviewing the BMU Register (or the patient card if community data are not included in BMU Register).

		3.2		Copy the number of TB patients reported as having been referred for community based treatment support during the reporting period from the quarterly report.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU Tegister -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as referred for community based treatment support in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they had been referred for community based treatment support?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred to community based treatment support were done so -

		Indicator-specific notes for auditor:  A sample of TB patients referred for community based treatment support in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred for community based treatment support as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred for community based treatment support?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.4

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED TUBERCULOSIS TREATMENT SUPPORT- Describe the connection between entry of TB cases with community treatment support in the BMU register to filling in the quaterly report -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register (which does not always include this information) is filled in with information about community-based treatment support.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete (or the patient card if community data are not included in BMU register), notably the following fields: (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referred for community-based treatment support?

If no, determine how this might have affected reported numbers?

		2.3		Review the date of registration in the BMU Register (or the patient card if community data are not included in BMU Register).  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred for community based treatment support from the treatment cards and compare with the corresponding number in the BMU Register,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of TB patients recorded as referred for community based treatment support during the reporting period by reviewing the BMU Register (or the patient card if community data are not included in BMU Register).

		3.2		Copy the number of TB patients reported as having been referred for community based treatment support during the reporting period from the quarterly report.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU Tegister -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as referred for community based treatment support in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they had been referred for community based treatment support?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred to community based treatment support were done so -

		Indicator-specific notes for auditor:  A sample of TB patients referred for community based treatment support in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred for community based treatment support as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred for community based treatment support?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.5

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED TUBERCULOSIS TREATMENT SUPPORT- Describe the connection between entry of TB cases with community treatment support in the BMU register to filling in the quaterly report -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register (which does not always include this information) is filled in with information about community-based treatment support.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete (or the patient card if community data are not included in BMU register), notably the following fields: (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referred for community-based treatment support?

If no, determine how this might have affected reported numbers?

		2.3		Review the date of registration in the BMU Register (or the patient card if community data are not included in BMU Register).  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred for community based treatment support from the treatment cards and compare with the corresponding number in the BMU Register,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of TB patients recorded as referred for community based treatment support during the reporting period by reviewing the BMU Register (or the patient card if community data are not included in BMU Register).

		3.2		Copy the number of TB patients reported as having been referred for community based treatment support during the reporting period from the quarterly report.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU Tegister -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as referred for community based treatment support in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they had been referred for community based treatment support?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred to community based treatment support were done so -

		Indicator-specific notes for auditor:  A sample of TB patients referred for community based treatment support in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred for community based treatment support as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred for community based treatment support?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.6

		Health Facility (Protocol 2 - Data Verification)

		Number of people benefiting from community-based tuberculosis treatment support

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO COMMUNITY-BASED TUBERCULOSIS TREATMENT SUPPORT- Describe the connection between entry of TB cases with community treatment support in the BMU register to filling in the quaterly report -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register (which does not always include this information) is filled in with information about community-based treatment support.		Indcator-specific notes for auditor:

		1.1		Describe the Treatment card (is it the standarized Treatment Card by the National TB Program?)

		1.2		Describe when entry in the Treatment Card takes place, and by which staff member(s).

		1.3		Are there indication that there are delays between diagnosis of  tuberculosis referred from community and filling in of the Treatment Card?

		1.4		If the diagnosis of  tuberculosis referred from community and entry in the Treatment Card are not done at the same time, please describe how the disconnect might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU Register complete (or the patient card if community data are not included in BMU register), notably the following fields: (1) date of registration; (2) site of disease; (3) type of patient; (4) sputum smear microscopy result before treatment start; (5) referred for community-based treatment support?

If no, determine how this might have affected reported numbers?

		2.3		Review the date of registration in the BMU Register (or the patient card if community data are not included in BMU Register).  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount number of TB cases referred for community based treatment support from the treatment cards and compare with the corresponding number in the BMU Register,  and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of TB patients recorded as referred for community based treatment support during the reporting period by reviewing the BMU Register (or the patient card if community data are not included in BMU Register).

		3.2		Copy the number of TB patients reported as having been referred for community based treatment support during the reporting period from the quarterly report.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU Tegister -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as referred for community based treatment support in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were referred for community based treatment support during the quarter (or a maximum of all Patient Cards of people who were referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards indicating that they had been referred for community based treatment support?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as referred for community based treatment support  during the quarter from the BMU Register (or a maximum of all patients recorded as referred for community based treatment support during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the Treatment card as referred to community based treatment support were done so -

		Indicator-specific notes for auditor:  A sample of TB patients referred for community based treatment support in the audited site may be visited. The purpose of spot-checks is to confirm that the patients had actually been referred for community based treatment support as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been referred for community based treatment support?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.						-

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





SUMMARY_TABLE

		Important Note:  This table may need to be revised if a different sampling scheme is used or if not all intermediate aggregation sites include three service delivery sites.  It is important to carefully revise this table if a different sampling strategy (other than 4 intermediate aggregation level sites/districts and 3 service delivery sites per intermediate aggregation level site) is used in the Data Quality Audit.  Careful revision will be needed to ensure that all relevant data are used to measure the summary statistics.  If the worksheets are modified (e.g. worksheets added), it is critical to ensure that all formulas (including those hidden in columns) are reviewed by an expert in Excel.

										Step 1						Step 2						Step 3		Step 4

		SUMMARY TABLE

Trace and Verify								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Verified Counts at Audited Sites		Reported Count at Audited Sites		Site and Unadjusted District Verification Factors)		Observed Reported Count from All Sites in the "District"		Reported Count from the "District" at the M&E Unit (e.g. National Level)		Adjustment Factor  Rdi/Rni		Adjusted District Verification Factors		VF (Weight)		Total Verification Factor		% Available Reports		%  On-time Reports		% Complete Reports		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Lower 95% CI limit		Upper 95% CI limit		number of districts		Degrees of freedom t-distribution

		M&E Unit																																																df		P(2-tailed) = 0.025

		-		-						0.00		0.00				0.00		0.00						0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Intermediate Aggregation Level Sites and Service Delivery Sites																																																2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-																		3.00		3.18

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-																4.00		2.78

		1.1		-						0.00		0.00		-																																				5.00		2.57

		1.2		-						0.00		0.00		-

		1.3		-						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		1.6		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						0.00		0.00		-

		2.2		-						0.00		0.00		-

		2.3		-						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		2.6		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		3.6		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

		4.6		-						0.00		0.00		-

				Service Point Summary						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-

		11		-						0.00		0.00		-

		12		-						0.00		0.00		-





Summary_Statistics_No IAS

		DQA Summary Statistics (no Intermediate Aggregation Sites)

																																																																																-

																																																																																-

																																																																																-

																																																																																-

																																																																																-





Summary_Statistics_No IAS

										% Available Reports		% Available Reports		% Available Reports



5

4

3

% Available Reports

%  On-time Reports

% Complete Reports

Performance indicators

Percent

Summary of Reporting from DQA

0

0

0



SUMMARY_STATISTICS_2 IAL

		



Site Verification factors for DQA



SUMMARY_STATISTICS

		DQA Summary Statistics

																																																																																Accuracy		Availability		Timeliness		Completeness

																																																																												7		-		-		-		-		-

																																																																												6		-		-		-		-		-

																																																																												5		-		-		-		-		-

																																																																												4		-		-		-		-		-

																																																																												3		-		-		-		-		-

																																																																												2		-		-		-		-		-

																																																																												1		-		-		-		-		-





SUMMARY_STATISTICS

		0		0		0		0		0		0		0



-

-

-

-

-

-

-

Total and Adjusted District 
Verification Factors from DQA



		0		0		0		0		0		0		0



-

-

-

-

-

-

-

% Available Reports from DQA



		-		-		-		-		-		-



-

-

-

-

-

-

% On Time Reports from DQA

0

0

0

0

0

0



		0		0		0		0		0		0		0



-

-

-

-

-

-

-

% Complete Reports from DQA



		DQA Summary Statistics

																																																																																				Accuracy		Availability		Timeliness		Completeness

																																																																																5		-		-		-		-		-

																																																																																4		-		-		-		-		-

																																																																																3		-		-		-		-		-

																																																																																2		-		-		-		-		-

																																																																																1		-		-		-		-		-





		0		0.8666497655		0.9026119403		1.5986666667		1.0279917659



-

Borgu

Atakora

Collines

National M&E Unit

Total and Adjusted District Verification Factors from DQA



		0		0.8461538462		0.75		0.9		0.8125



-

Borgu

Atakora

Collines

National M&E Unit

% Available Reports from DQA



		0		1.0909090909		1.1666666667		1		0.8



-

Borgu

Atakora

Collines

National M&E Unit

% On Time Reports from DQA



		0		1.0909090909		0.8333333333		0.4444444444		0.9384615385



-

Borgu

Atakora

Collines

National M&E Unit

% Complete Reports from DQA





DQA Data Verification Templates/English/DQA P2_TB_MDR_May 2008.xls
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																												2		2		2		2		2

																												3		3		3		0		0

		Data Quality Assessment (DQA) Tool																										4		4		4

								Protocol 2:  Data Verification																				0		5		5

						- Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis -																						0		6		6

						Number of intermediate aggregation levels																								0		7

						Number of higher level intermediate aggregation sites (e.g. regional)																										8

						Number of intermediate aggregation sites (IAS)																										9

						Number of service delivery points (per IAS)																										10

						Reset survey																										11

		Version 1: May 2008																														12

		Important notes for the use of this spreadsheet:																														0

		1.  In order to use the Data Quality Audit tools you will need to ensure that your 'macro security' is set to something less than 'high'.  With the spreadsheet open go to the 'Tools' pull-down menu and select 'Macro', then 'Security'.  Select 'medium'.  Close Excel and re-open the file.  When you open file the next time you will have to select 'Enable Macros' for the application to work as designed.

		2.  On the HEADER Page (this page), please select number of intermediate aggregations levels (from the dropdown list) the data are reported through from service delivery point up to national level.  Then select the number of sampled intermediate aggregation sites (IAS) from the next dropdown list.   IAS are typically the district level health unit of the Ministry of Health.  Next, enter the number of sampled service delivery points (SDP), e.g. health units or facilities,  reporting to each intermediate site.  If you have an unequal number of SDP per district select the number corresponding to largest number of sampled SDP in a sampled district.  If SDPs report directly to national level select '0' from the IDS dropdown list.  Then select the number of SDPs in the sample.  Please see the INSTRUCTIONS page for more detail.

		3.  Please enter the health facility, or site, names into the sheet labeled 'Information Page'.  These names will then auto-populate the appropriate forms in the spreadsheet and help ensure a well organized assessment and good quality data.
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INSTRUCTIONS

		INSTRUCTIONS (Protocol 2 - Data Verification)

		Note:  The Audit Team should read the document "Data Quality Audit:  Guidelines for Implementation" in addition to these instructions prior to administering this protocol.

		OBJECTIVE

		The objective of this protocol is to (1) recount and verify the accuracy of reported data at selected sites; and (2) review the timeliness, completeness and availability of reports.

		CONTENT

		This Data Verification Protocol relates to the indicator: Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis.  Indeed, because there can be significant differences between types of indicators and service delivery sites - e.g., health-based (clinics) and community-based sites, the DQA includes Indicator-specific Protocols with specific information and data quality challenges related to the indicator (e.g., the risk of double counting). This information is incorporated into the 5-steps of the protocol, which are outlined  below. 

The protocol begins with a description of the service(s) associated with the indicator to orient the Audit Team to the service being given and thus, what is being “counted” to measure the indicator.  This will help lead the Audit Team to the relevant source documents, which can be significantly different for various indicators (e.g., patient records, laboratory reports, training logs, etc).

The data verification takes place in two stages:

(1) In-depth verifications at the Service Delivery Points (SDPs); and
(2) Follow-up verifications at the relevant Intermediate Aggregation Levels (IALs) and at the Program/project M&E Unit. 
  
Typically, programs will have a 3-tier reporting system; In other words, the data will flow from Service Delivery Points (SDPs), 
to one Intermediate Aggregation Level (i.e., a Region or a District), and then to the central M&E Unit.

However, in some countries, SDPs may report directly to the central M&E Unit, without passing through Intermediate 
Aggregation Levels (IALs). In other countries, there could be two (or more) IALs with data being aggregated, for example,
at the District and then at the Provincial level before reaching the central M&E Unit. In such cases (i.e., a 2-tier or 4-tier reporting
system), the Data Verification Protocol will need to be adapted (as explained in the below).

		Editing the content of the Excel Template
The Excel Templates should be modified with care.  To enable the selective addition or removal of tabs for the different sites and 
levels the templates have been programmed in VBA (Visual Basic for Applications).  Modifications to the worksheets can disrupt the
programming and render the template inoperable.  However, it is possible to make certain changes that will make the template more 
useful during the DQA, and more descriptive of the information system.  For example, additional cross-checks and spot-checks can be
added to individual worksheets provided they are added at the bottom of the worksheet. Please do not 'insert' rows or columns in the
middle of the sheet as this could alter the calculation of certain performance indicators.  Other additions to the sheets can also be 
made at the bottom of the worksheet.

Up to six Service Delivery Sites within four Intermediate Aggregation Sites can be selected (i.e. 24 sites) so it is unlikely that service
points or intermediate sites will need to be added to "Information Page".   Simply select the desired number of each from the dropdown
lists on the “HEADER” page.  These selections can be modified later if need be.

It is acceptable to rename worksheet tabs as needed.

The worksheets are protected to guard against inadvertent changes to the contents .  To edit the contents of cells, unprotect the
worksheets by selecting 'Protection' from the 'Tools' pull-down menu.  Then select 'Unprotect'.  Remember to Re-protect the worksheet
after making the modifications.

		AUDITORS INSTRUCTIONS FOR USING THE PROTOCOL

		Service Delivery Points – 5 Types of Data Verifications

The first stage of the data-verification occurs at the Service Delivery Points. There are five types of standard data-verification steps that can be performed at this level :

1 - Description:  Describe the connection between the delivery of services/commodities and the completion of the source document that records that service delivery.

2 - Documentation Review:  Review availability and completeness of all indicator source documents for the selected reporting period.

3 - Trace and Verification:  Trace and verify reported numbers: (1) Recount the reported numbers from available source documents; (2) Compare the verified numbers to the site reported number; (3) Identify reasons for any differences. 

4 - Cross-checks:  Perform “cross-checks” of the verified report totals with other data-sources (e.g. inventory records, laboratory reports, registers, etc.).

5 - Spot-checks:  Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations.

		Intermediate Aggregation Levels (IALs) and Central M&E Unit – 2 Types of Data Verifications

The second stage of the data-verification occurs at the Intermediate Aggregation Levels (e.g., Districts, Regions) and at the Program/project M&E Unit. 

1 - Documentation Review:  Review availability, timeliness and completeness of expected reports from Service Delivery Points for the selected reporting period.

2 - Trace and Verification:  Trace and verify reported numbers: (1) Re-aggregate the numbers submitted by the Service Delivery Points; (2) Compare the verified counts to the numbers submitted to the next level (e.g., Central M&E Unit); (3) Identify reasons for any differences.

		Instructions for a "2-tier" or "4-tier" reporting system:

Selecting Levels and Sites
The Protocol 2:  Data Verification Excel template is designed to follow the DQA sampling methodology with regard to the selection of Intermediate Aggregation Levels and Service Delivery Sites.  On the "HEADER" tab, the Auditing Team can select the number of Intermediate Aggregation Sites, and the number of Service Delivery Sites reporting to each Intermediate Aggregation Site, according to the understanding reached with the Organization Commissioning the DQA.  In the event there more than, or less than, one intermediary level to the flow of data from service delivery level to the national level, the required numbers of intermediate levels and sites per level can be selected.  First select the number of Intermediate Aggregation Levels (e.g. region or district).  If the data passes through both the region and the district, select two levels.  If the data only passes through the district before being sent to national level, select one level.  In some countries the data is reported from the service delivery point directly to national level.  In this case, select zero intermediate levels.  

Next select the number of sites within each intermediate level.  The most likely sampling scheme calls for the random selection of three clusters (intermediate sites), 
and three Service Delivery Sites within each cluster.  In the event of two intermediate levels, the sampling scheme will most likely be two regional clusters, with two
district clusters within each region.  Then two service points will be selected within each district cluster for a total of eight Service Delivery Sites.  Modifications to 
this sampling scheme may become necessary due to constraints of time, distance and resources.  All changes to the methodology should be agreed upon with the 
Organization Commissioning the DQA before the field visits.

		Instructions for filling in the columns of the checklist:

A list of questions appears on the left on each worksheet (column B).  The Audit Team should read each question (statement) and  complete columns C/D, E, F and G.  Column C has a pull down menu (in the right bottom corner) for each question with response categories: "Yes - completely", "Partly", "No - not at all" and "N/A".  Column D should be used to enter numbers or percentages (which will be used in the calculations). Column E is for auditor notes and column F should be filled in with "Yes" if the Audit Team deems that issues raised by the response to a question(statement) are sufficient to require a "Recommendation Note" to the Program/project.

		OUTPUTS

		Based on all responses to the questions, the following Summary Statistics will be produced:

- Accuracy of Reported Data through the calculation of Verification Factors  generated from the recounting exercise performed at each level of the reporting system (i.e., percentage comparison of the reported numbers for the selected indicators to the verified numbers); 

- Availability, Completeness and Timeliness Reports through percentages calculated at the Intermediate Aggregation Level(s) and the M&E Unit.

		Interpretation of the Output:

Mathematical modeling of the modified two-stage cluster sampling technique used by the DQA has determined that the precision of estimates of the verification factor for immunization coverage data is too low for realistic use at the national level.  In simulations, Woodard et al(1) found that up to 30 districts would need to be sampled to achieve precision in the neighborhood of +/-10%.  Given the investment of time, staff and financial resources required to visit 30 districts, the calculation of a precise national verification factor is unlikely.  

That said, it is possible to gain an insight into the overall quality of data in a Program/project without reliance on the national estimate of VF.  The qualitative aspects of the DQA are adequate to determine the strengths and weaknesses of a given reporting system.  For example, if indicator definitions are poorly understood in a majority of a representative sample of sites, it is quite likely that indicator definitions are poorly understood in non-sampled districts as well.  The recounting of indicators and comparison with reported values for a sample of sites is similarly adequate to determine in a general sense whether data quality is good, mediocre or poor, even without the
benefit of a precise national estimate.   Missing reports or large disparities between recounted and reported results in a handful of
sites is indicative of similar disparities elsewhere.  

Ultimately, the national verification factor should be interpreted with caution.  For the purposes of the Data Quality Audit it should be 
used as an indication of data quality (or lack of data quality), rather than an exact measure.   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA)
  Ann Epidemiol  2007;17:628–633.





SERVICE DESCRIPTION

		SERVICE DESCRIPTION (Protocol 2 - Data Verification)

		Background Information on MDR TB
Multi-drug resistant tuberculosis (MDR-TB) is defined as a form of tuberculosis where the bacilli are resistant to at least two of the main drugs used to treat TB – isoniazid (INH) and rifampicin.   MDR-TB is much more difficult to treat than drug-susceptible strains of TB.   Resistance can emerge when the patient does not take the prescribed medication properly or does not receive the right drugs, and be further spread by transmission to close contacts of bacilli already multidrug-resistant. If there is resistance also to two of the most important groups of so-called second-line drugs to treat MDR-TB, both quinolones and one of the injectibles (kanamycin, amikacin, capreomycin), it is called extensively resistant TB (XDR-TB).

		In WHO terminology Category IV is used for the diagnostic group of patients who receives treatment for drug-resistant TB. Treatment can be started because of confirmed MDR-TB, when drug resistance testing of cultures of the bacilli has shown MDR-TB, or suspected MDR-TB, so-called empiric treatment, to patients with high probability of having MDR-TB (see below).

		Case Finding Strategies
Approaches to detect patients with MDR-TB are vary between countries, depending on availability of resources, the epidemiological situation and local capacity. While some countries test all TB patients for drug resistance (called DST or drug susceptibility testing), most countries, particularly low resource countries, test only high-risk groups, including:

		* Patients who failed re-treatment (Category II)    
  * Household contact to a patient with MDR-TB
  * Patients who failed the first treatment (Category I), especially if 6-month's regimen is used. 
WHO recommends that countries collect representative drug-resistant (DRS) data for new patients, subgroups of re-treatment cases (relapses, treatment after default and failures) and other high-risk groups. This enables the national TB control program to design appropriate diagnostic and treatment strategies for drug-resistant cases.

		Case-finding of patients with poly-drug resistance: These are patients who are infected by a tuberculosis strain that is resistant to more than one antituberculosis drug but not to both isoniazid and rifampicin. Only a few of these cases with polyresistance need to use second-line drugs with a prolonged treatment duration. These cases may then be entered in the Category IV register but should be analysed separately.

		Drug Susceptibility Testing
DST is usually centralized to national reference laboratories, since it is very demanding to achieve acceptable quality. Usually routine testing in MDR-TB suspects is done to first line drugs to confirm MDR-TB. DST using solid media (LJ) requires at least 3 months after sputum is collected until DST results since growth is slow. Liquid media may shorten the delay to 1-2 months, while so-called rapid methods to detect resistance genes to rifampicin and isoniazid (usually performed on cultures)  requires few days after culture is available. Methods using liquid media and rapid methods are costly and technically very demanding.

		Treatment of MDR-TB. Start of MDR-TB treatment is usually centralized to a national reference hospital because of the need for close follow-up due to side effects of the drugs. The regimen consists of an initial phase until sputum conversion including an injectible drug, followed by a  continuation phase for at least 18 months. Because of risk for nosocomial infection, hospitalization should be as short as possible, if at all. Ambulatory treatment depends upon the capacity of the TB program to ensure adequate observation of drug intake and follow-up, and an assessment of risk of transmission.

		Recording and Reporting System
Patients who receives the DST result showing MDR-TB while they are on Category I or Category II treatment, and where treatment is changed to Category IV treatment, will get outcome category "Switched to category IV because of MDR" in the BMU register and be entered in the Category IV register. A patient who is registered for Category IV treatment should have a Category IV treatment card. This card is completed by the health care worker and contains relevant information on the patient’s history of antituberculosis treatment, DST results, the regimen used and is a record of the daily administration of drugs. The card also indicates into which of the seven registration groups the patient belongs to at the time when the sputum was taken that showed MDR-TB. When a patient moves, the card – or a copy of the card – should follow the patient.

		All patients who meet the diagnostic criteria for Category IV regimens should be entered in the Category IV register when starting their category IV treatment. These criteria should be described in the national treatment protocol defined by the national TB control program. The national TB control program should determine where the Category IV register will be located. In most instances, it will be located at the site where treatment start is centralized. The register should be completed using information from the Category IV treatment card and should be updated regularly.

		The DST results should also be recorded in the register. Since testing may take several weeks, a patient may be registered for Category IV treatment before the DST results are available if Category IV treatment is started. In some instances, it may emerge later that the patient does not have strains with resistance to antituberculosis drugs. The patients who are thus wrongly registered in Category IV register should be crossed out of the register (but with their names left legible) and registered for Category I, II or III treatment regimens (which are recorded in the BMU Register). 
Patients whose DST results show that they are poly-resistant, but are not MDR-TB, and are not started or continue Category IV treatment, can also be taken out of the Category IV register and instead continue their treatment being recorded in the traditional BMU Register.

		The Quarterly report on Category IV case registration contains aggregated data of two different groups of patients; 1) the number of patients defined by the date when the patient was entered in the Category IV register, and 2) the number started on Category IV treatment, defined by the date of treatment start. Since there is usually a delay from diagnosis to treatment start, the two groups will usually not be identical.. The quarterly report is completed from the Category IV Register. The report may be completed with a delay of one quarter to allow for DST results to become available in patients who started treatment without DST confirmation. . For example, a patient registered in the first quarter of the year (January to March) should be reported in the third quarter, after 1 July.
Many programs have patients who are classified as “chronic TB cases” (i.e. those whose sputum smear is still positive after supervised re-treatment, or who have failed several irregular treatments in the past) but who have not yet started on the Category IV regimen. When Category IV treatment becomes available, such cases with evidence of active disease should be registered, have a smear microscopy, culture and DST test done and when MDR-TB is confirmed, start on Category IV treatment.

		Reference laboratories that conduct DST have a register for culture and DST.  This register should be compared regularly with the Category IV Register to ensure that all diagnosed MDR-TB cases are recorded.

		Sources:
2006.   Guidelines for the Programmatic Management of Drug-Resistant Tuberculosis.  Geneva:  WHO 2003.   Treatment of Tuberculosis: Guidelines for National Programmes.  Geneva:  WHO.
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		B- BACKGROUND INFORMATION FOR COMPLETION OF TRACE AND VERIFY INDICATOR DATA PROTOCOL

		Name of Orgnization Implementing the DQA

		Country

		Program Area(s)

		Indicator(s)

		Grant Number(s)

		M&E Management Unit at Central Level

		Name of Site																Date of Audit

		1-

		Regional Sites

		Name of Site																Date of Audit

		1

		2

		Intermediate Aggregation Sites (IAS)

		Name of Site																Date of Audit

		1

		2

		3

		4

		-		add more lines as needed

		Service Delivery Points (SDPs)

		Name of Site																Date of Audit

		1.1

		1.2

		1.3

		1.4

		1.5

		1.6

		2.1

		2.2

		2.3

		2.4

		2.5

		2.6

		3.1

		3.2

		3.3

		3.4

		3.5

		3.6

		4.1

		4.2

		4.3

		4.4

		4.5

		4.6

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10

		11

		12





M&E_Unit

		M&E Unit (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the M&E Unit is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the M&E summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				M&E Unit:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		0. Recording and Reporting System for Treatment of confirmed MDR-TB at the Health Facility

		0		Describe the recording and reporting system related to starting treatment of confirmed MDR-TB at the health facility (i.e. from entering the treatment start in the Category IV Treatment Card to the Category IV Register and to the quarterly report on Cat IV TB registration to the M&E Unit). Please describe when recording takes place, on what form(s) and by which staff member(s).

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the M&E Unit.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the M&E Unit numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the M&E Unit (and released or submitted to the funding agency )

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (M&E Unit)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the M&E Unit		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers used by the M&E Unit for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the M&E Unit or in a database.

		1.3		What result was contained for the audited Regional Aggregation Site no.1 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.1		What result was contained for the audited Intermediate Aggregation Site no.1 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.2		What result was contained for the audited Intermediate Aggregation Site no.2 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Regional Aggregation Site no.2 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.3		What result was contained for the audited Intermediate Aggregation Site no.3 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.4		What result was contained for the audited Intermediate Aggregation Site no.4 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the M&E Unit for those Intermediate Aggregation Sites.

		1.4		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the M&E Unit should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 1

		Health Facility (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO START OF MDR-TB TREATMENT - Describe the connection between the start of MDR-TB treatment and entry of the treatment start in the Category IV register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the Category IV treatment card is filled in with date of treatment start.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment start date in the Category IV register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the start of treatment and entry of the treatment start in the Category IV register ?

		1.3		If there is a delay between the start of MDR-TB treatment and entry of the start date in the Category IV register , please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Category IV treatment card, Category IV register and Quarterly reports on Category IV case finding for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (Category IV treatment card, Category IV register, Quarterly reports on Category IV case registration). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the Category IV register complete, notably all the fields in the Category IV treatment card to be filled in to define the start of treatment: (1) Category IV registration number; (2) date of registration; (3) district TB registration number; (4) site of disease; (5) DST result; (6) date sample taken; (7) second line drugs already received; (8) date of treatment start; (9) sputum smear microscopy and culture result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients starting MDR-TB treatment from Category IV treatment card, compare the verified numbers to the Category IV register and explain discrepancies -

		A)  Recount patients starting MDR-TB treatment from Category IV treatment cards and compare the verified numbers to the Category IV register		Recounting Results

		3.1		Recount the number of patients recorded as starting MDR-TB treatment during the reporting period by reviewing the Category IV Register.

		3.2		Copy the number of patients reported as having started MDR-TB treatment by the site during the reporting period from the quarterly report on Category IV.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the Category IV treatment cards -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate. To the extent relevant, the cross-checks should be performed in both directions (for example, from Category IV Treatment Cards to the Category IV Register and from Category IV Register to Category IV Treatment Cards ).

		CROSS-CHECK 1.1 :  From Category IV Treatment Cards to the Category IV Register. Was this cross check performed?

		4.1		If feasible, select 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as having started MDR-TB treatment in the Category IV Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 ::  From the Category IV Register to Category IV Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Category IV treatment cards?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator.





Service Point 2

		Health Facility (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO START OF MDR-TB TREATMENT - Describe the connection between the start of MDR-TB treatment and entry of the treatment start in the Category IV register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the Category IV treatment card is filled in with date of treatment start.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment start date in the Category IV register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the start of treatment and entry of the treatment start in the Category IV register ?

		1.3		If there is a delay between the start of MDR-TB treatment and entry of the start date in the Category IV register , please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Category IV treatment card, Category IV register and Quarterly reports on Category IV case finding for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (Category IV treatment card, Category IV register, Quarterly reports on Category IV case registration). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the Category IV register complete, notably all the fields in the Category IV treatment card to be filled in to define the start of treatment: (1) Category IV registration number; (2) date of registration; (3) district TB registration number; (4) site of disease; (5) DST result; (6) date sample taken; (7) second line drugs already received; (8) date of treatment start; (9) sputum smear microscopy and culture result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients starting MDR-TB treatment from Category IV treatment card, compare the verified numbers to the Category IV register and explain discrepancies -

		A)  Recount patients starting MDR-TB treatment from Category IV treatment cards and compare the verified numbers to the Category IV register		Recounting Results

		3.1		Recount the number of patients recorded as starting MDR-TB treatment during the reporting period by reviewing the Category IV Register.

		3.2		Copy the number of patients reported as having started MDR-TB treatment by the site during the reporting period from the quarterly report on Category IV.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the Category IV treatment cards -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate. To the extent relevant, the cross-checks should be performed in both directions (for example, from Category IV Treatment Cards to the Category IV Register and from Category IV Register to Category IV Treatment Cards ).

		CROSS-CHECK 1.1 :  From Category IV Treatment Cards to the Category IV Register. Was this cross check performed?

		4.1		If feasible, select 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as having started MDR-TB treatment in the Category IV Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 ::  From the Category IV Register to Category IV Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Category IV treatment cards?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator.





Service Point 3

		Health Facility (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO START OF MDR-TB TREATMENT - Describe the connection between the start of MDR-TB treatment and entry of the treatment start in the Category IV register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the Category IV treatment card is filled in with date of treatment start.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment start date in the Category IV register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the start of treatment and entry of the treatment start in the Category IV register ?

		1.3		If there is a delay between the start of MDR-TB treatment and entry of the start date in the Category IV register , please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Category IV treatment card, Category IV register and Quarterly reports on Category IV case finding for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (Category IV treatment card, Category IV register, Quarterly reports on Category IV case registration). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the Category IV register complete, notably all the fields in the Category IV treatment card to be filled in to define the start of treatment: (1) Category IV registration number; (2) date of registration; (3) district TB registration number; (4) site of disease; (5) DST result; (6) date sample taken; (7) second line drugs already received; (8) date of treatment start; (9) sputum smear microscopy and culture result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients starting MDR-TB treatment from Category IV treatment card, compare the verified numbers to the Category IV register and explain discrepancies -

		A)  Recount patients starting MDR-TB treatment from Category IV treatment cards and compare the verified numbers to the Category IV register		Recounting Results

		3.1		Recount the number of patients recorded as starting MDR-TB treatment during the reporting period by reviewing the Category IV Register.

		3.2		Copy the number of patients reported as having started MDR-TB treatment by the site during the reporting period from the quarterly report on Category IV.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the Category IV treatment cards -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate. To the extent relevant, the cross-checks should be performed in both directions (for example, from Category IV Treatment Cards to the Category IV Register and from Category IV Register to Category IV Treatment Cards ).

		CROSS-CHECK 1.1 :  From Category IV Treatment Cards to the Category IV Register. Was this cross check performed?

		4.1		If feasible, select 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as having started MDR-TB treatment in the Category IV Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 ::  From the Category IV Register to Category IV Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Category IV treatment cards?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator.





Service Point 4

		Health Facility (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO START OF MDR-TB TREATMENT - Describe the connection between the start of MDR-TB treatment and entry of the treatment start in the Category IV register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the Category IV treatment card is filled in with date of treatment start.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment start date in the Category IV register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the start of treatment and entry of the treatment start in the Category IV register ?

		1.3		If there is a delay between the start of MDR-TB treatment and entry of the start date in the Category IV register , please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Category IV treatment card, Category IV register and Quarterly reports on Category IV case finding for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (Category IV treatment card, Category IV register, Quarterly reports on Category IV case registration). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the Category IV register complete, notably all the fields in the Category IV treatment card to be filled in to define the start of treatment: (1) Category IV registration number; (2) date of registration; (3) district TB registration number; (4) site of disease; (5) DST result; (6) date sample taken; (7) second line drugs already received; (8) date of treatment start; (9) sputum smear microscopy and culture result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients starting MDR-TB treatment from Category IV treatment card, compare the verified numbers to the Category IV register and explain discrepancies -

		A)  Recount patients starting MDR-TB treatment from Category IV treatment cards and compare the verified numbers to the Category IV register		Recounting Results

		3.1		Recount the number of patients recorded as starting MDR-TB treatment during the reporting period by reviewing the Category IV Register.

		3.2		Copy the number of patients reported as having started MDR-TB treatment by the site during the reporting period from the quarterly report on Category IV.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the Category IV treatment cards -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate. To the extent relevant, the cross-checks should be performed in both directions (for example, from Category IV Treatment Cards to the Category IV Register and from Category IV Register to Category IV Treatment Cards ).

		CROSS-CHECK 1.1 :  From Category IV Treatment Cards to the Category IV Register. Was this cross check performed?

		4.1		If feasible, select 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as having started MDR-TB treatment in the Category IV Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 ::  From the Category IV Register to Category IV Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Category IV treatment cards?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator.





Service Point 5

		Health Facility (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO START OF MDR-TB TREATMENT - Describe the connection between the start of MDR-TB treatment and entry of the treatment start in the Category IV register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the Category IV treatment card is filled in with date of treatment start.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment start date in the Category IV register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the start of treatment and entry of the treatment start in the Category IV register ?

		1.3		If there is a delay between the start of MDR-TB treatment and entry of the start date in the Category IV register , please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Category IV treatment card, Category IV register and Quarterly reports on Category IV case finding for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (Category IV treatment card, Category IV register, Quarterly reports on Category IV case registration). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the Category IV register complete, notably all the fields in the Category IV treatment card to be filled in to define the start of treatment: (1) Category IV registration number; (2) date of registration; (3) district TB registration number; (4) site of disease; (5) DST result; (6) date sample taken; (7) second line drugs already received; (8) date of treatment start; (9) sputum smear microscopy and culture result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients starting MDR-TB treatment from Category IV treatment card, compare the verified numbers to the Category IV register and explain discrepancies -

		A)  Recount patients starting MDR-TB treatment from Category IV treatment cards and compare the verified numbers to the Category IV register		Recounting Results

		3.1		Recount the number of patients recorded as starting MDR-TB treatment during the reporting period by reviewing the Category IV Register.

		3.2		Copy the number of patients reported as having started MDR-TB treatment by the site during the reporting period from the quarterly report on Category IV.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the Category IV treatment cards -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate. To the extent relevant, the cross-checks should be performed in both directions (for example, from Category IV Treatment Cards to the Category IV Register and from Category IV Register to Category IV Treatment Cards ).

		CROSS-CHECK 1.1 :  From Category IV Treatment Cards to the Category IV Register. Was this cross check performed?

		4.1		If feasible, select 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as having started MDR-TB treatment in the Category IV Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 ::  From the Category IV Register to Category IV Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Category IV treatment cards?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator.





Service Point 6

		Health Facility (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO START OF MDR-TB TREATMENT - Describe the connection between the start of MDR-TB treatment and entry of the treatment start in the Category IV register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the Category IV treatment card is filled in with date of treatment start.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment start date in the Category IV register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the start of treatment and entry of the treatment start in the Category IV register ?

		1.3		If there is a delay between the start of MDR-TB treatment and entry of the start date in the Category IV register , please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Category IV treatment card, Category IV register and Quarterly reports on Category IV case finding for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (Category IV treatment card, Category IV register, Quarterly reports on Category IV case registration). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the Category IV register complete, notably all the fields in the Category IV treatment card to be filled in to define the start of treatment: (1) Category IV registration number; (2) date of registration; (3) district TB registration number; (4) site of disease; (5) DST result; (6) date sample taken; (7) second line drugs already received; (8) date of treatment start; (9) sputum smear microscopy and culture result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients starting MDR-TB treatment from Category IV treatment card, compare the verified numbers to the Category IV register and explain discrepancies -

		A)  Recount patients starting MDR-TB treatment from Category IV treatment cards and compare the verified numbers to the Category IV register		Recounting Results

		3.1		Recount the number of patients recorded as starting MDR-TB treatment during the reporting period by reviewing the Category IV Register.

		3.2		Copy the number of patients reported as having started MDR-TB treatment by the site during the reporting period from the quarterly report on Category IV.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the Category IV treatment cards -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate. To the extent relevant, the cross-checks should be performed in both directions (for example, from Category IV Treatment Cards to the Category IV Register and from Category IV Register to Category IV Treatment Cards ).

		CROSS-CHECK 1.1 :  From Category IV Treatment Cards to the Category IV Register. Was this cross check performed?

		4.1		If feasible, select 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as having started MDR-TB treatment in the Category IV Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 ::  From the Category IV Register to Category IV Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Category IV treatment cards?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator.





Service Point 7

		Health Facility (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO START OF MDR-TB TREATMENT - Describe the connection between the start of MDR-TB treatment and entry of the treatment start in the Category IV register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the Category IV treatment card is filled in with date of treatment start.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment start date in the Category IV register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the start of treatment and entry of the treatment start in the Category IV register ?

		1.3		If there is a delay between the start of MDR-TB treatment and entry of the start date in the Category IV register , please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Category IV treatment card, Category IV register and Quarterly reports on Category IV case finding for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (Category IV treatment card, Category IV register, Quarterly reports on Category IV case registration). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the Category IV register complete, notably all the fields in the Category IV treatment card to be filled in to define the start of treatment: (1) Category IV registration number; (2) date of registration; (3) district TB registration number; (4) site of disease; (5) DST result; (6) date sample taken; (7) second line drugs already received; (8) date of treatment start; (9) sputum smear microscopy and culture result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients starting MDR-TB treatment from Category IV treatment card, compare the verified numbers to the Category IV register and explain discrepancies -

		A)  Recount patients starting MDR-TB treatment from Category IV treatment cards and compare the verified numbers to the Category IV register		Recounting Results

		3.1		Recount the number of patients recorded as starting MDR-TB treatment during the reporting period by reviewing the Category IV Register.

		3.2		Copy the number of patients reported as having started MDR-TB treatment by the site during the reporting period from the quarterly report on Category IV.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the Category IV treatment cards -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate. To the extent relevant, the cross-checks should be performed in both directions (for example, from Category IV Treatment Cards to the Category IV Register and from Category IV Register to Category IV Treatment Cards ).

		CROSS-CHECK 1.1 :  From Category IV Treatment Cards to the Category IV Register. Was this cross check performed?

		4.1		If feasible, select 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as having started MDR-TB treatment in the Category IV Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 ::  From the Category IV Register to Category IV Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Category IV treatment cards?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator.





Service Point 8

		Health Facility (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO START OF MDR-TB TREATMENT - Describe the connection between the start of MDR-TB treatment and entry of the treatment start in the Category IV register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the Category IV treatment card is filled in with date of treatment start.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment start date in the Category IV register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the start of treatment and entry of the treatment start in the Category IV register ?

		1.3		If there is a delay between the start of MDR-TB treatment and entry of the start date in the Category IV register , please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Category IV treatment card, Category IV register and Quarterly reports on Category IV case finding for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (Category IV treatment card, Category IV register, Quarterly reports on Category IV case registration). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the Category IV register complete, notably all the fields in the Category IV treatment card to be filled in to define the start of treatment: (1) Category IV registration number; (2) date of registration; (3) district TB registration number; (4) site of disease; (5) DST result; (6) date sample taken; (7) second line drugs already received; (8) date of treatment start; (9) sputum smear microscopy and culture result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients starting MDR-TB treatment from Category IV treatment card, compare the verified numbers to the Category IV register and explain discrepancies -

		A)  Recount patients starting MDR-TB treatment from Category IV treatment cards and compare the verified numbers to the Category IV register		Recounting Results

		3.1		Recount the number of patients recorded as starting MDR-TB treatment during the reporting period by reviewing the Category IV Register.

		3.2		Copy the number of patients reported as having started MDR-TB treatment by the site during the reporting period from the quarterly report on Category IV.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the Category IV treatment cards -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate. To the extent relevant, the cross-checks should be performed in both directions (for example, from Category IV Treatment Cards to the Category IV Register and from Category IV Register to Category IV Treatment Cards ).

		CROSS-CHECK 1.1 :  From Category IV Treatment Cards to the Category IV Register. Was this cross check performed?

		4.1		If feasible, select 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as having started MDR-TB treatment in the Category IV Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 ::  From the Category IV Register to Category IV Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Category IV treatment cards?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator.





Service Point 9

		Health Facility (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO START OF MDR-TB TREATMENT - Describe the connection between the start of MDR-TB treatment and entry of the treatment start in the Category IV register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the Category IV treatment card is filled in with date of treatment start.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment start date in the Category IV register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the start of treatment and entry of the treatment start in the Category IV register ?

		1.3		If there is a delay between the start of MDR-TB treatment and entry of the start date in the Category IV register , please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Category IV treatment card, Category IV register and Quarterly reports on Category IV case finding for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (Category IV treatment card, Category IV register, Quarterly reports on Category IV case registration). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the Category IV register complete, notably all the fields in the Category IV treatment card to be filled in to define the start of treatment: (1) Category IV registration number; (2) date of registration; (3) district TB registration number; (4) site of disease; (5) DST result; (6) date sample taken; (7) second line drugs already received; (8) date of treatment start; (9) sputum smear microscopy and culture result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients starting MDR-TB treatment from Category IV treatment card, compare the verified numbers to the Category IV register and explain discrepancies -

		A)  Recount patients starting MDR-TB treatment from Category IV treatment cards and compare the verified numbers to the Category IV register		Recounting Results

		3.1		Recount the number of patients recorded as starting MDR-TB treatment during the reporting period by reviewing the Category IV Register.

		3.2		Copy the number of patients reported as having started MDR-TB treatment by the site during the reporting period from the quarterly report on Category IV.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the Category IV treatment cards -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate. To the extent relevant, the cross-checks should be performed in both directions (for example, from Category IV Treatment Cards to the Category IV Register and from Category IV Register to Category IV Treatment Cards ).

		CROSS-CHECK 1.1 :  From Category IV Treatment Cards to the Category IV Register. Was this cross check performed?

		4.1		If feasible, select 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as having started MDR-TB treatment in the Category IV Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 ::  From the Category IV Register to Category IV Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Category IV treatment cards?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator.





Service Point 10

		Health Facility (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO START OF MDR-TB TREATMENT - Describe the connection between the start of MDR-TB treatment and entry of the treatment start in the Category IV register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the Category IV treatment card is filled in with date of treatment start.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment start date in the Category IV register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the start of treatment and entry of the treatment start in the Category IV register ?

		1.3		If there is a delay between the start of MDR-TB treatment and entry of the start date in the Category IV register , please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Category IV treatment card, Category IV register and Quarterly reports on Category IV case finding for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (Category IV treatment card, Category IV register, Quarterly reports on Category IV case registration). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the Category IV register complete, notably all the fields in the Category IV treatment card to be filled in to define the start of treatment: (1) Category IV registration number; (2) date of registration; (3) district TB registration number; (4) site of disease; (5) DST result; (6) date sample taken; (7) second line drugs already received; (8) date of treatment start; (9) sputum smear microscopy and culture result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients starting MDR-TB treatment from Category IV treatment card, compare the verified numbers to the Category IV register and explain discrepancies -

		A)  Recount patients starting MDR-TB treatment from Category IV treatment cards and compare the verified numbers to the Category IV register		Recounting Results

		3.1		Recount the number of patients recorded as starting MDR-TB treatment during the reporting period by reviewing the Category IV Register.

		3.2		Copy the number of patients reported as having started MDR-TB treatment by the site during the reporting period from the quarterly report on Category IV.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the Category IV treatment cards -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate. To the extent relevant, the cross-checks should be performed in both directions (for example, from Category IV Treatment Cards to the Category IV Register and from Category IV Register to Category IV Treatment Cards ).

		CROSS-CHECK 1.1 :  From Category IV Treatment Cards to the Category IV Register. Was this cross check performed?

		4.1		If feasible, select 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as having started MDR-TB treatment in the Category IV Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 ::  From the Category IV Register to Category IV Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Category IV treatment cards?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator.





Service Point 11

		Health Facility (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO START OF MDR-TB TREATMENT - Describe the connection between the start of MDR-TB treatment and entry of the treatment start in the Category IV register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the Category IV treatment card is filled in with date of treatment start.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment start date in the Category IV register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the start of treatment and entry of the treatment start in the Category IV register ?

		1.3		If there is a delay between the start of MDR-TB treatment and entry of the start date in the Category IV register , please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Category IV treatment card, Category IV register and Quarterly reports on Category IV case finding for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (Category IV treatment card, Category IV register, Quarterly reports on Category IV case registration). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the Category IV register complete, notably all the fields in the Category IV treatment card to be filled in to define the start of treatment: (1) Category IV registration number; (2) date of registration; (3) district TB registration number; (4) site of disease; (5) DST result; (6) date sample taken; (7) second line drugs already received; (8) date of treatment start; (9) sputum smear microscopy and culture result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients starting MDR-TB treatment from Category IV treatment card, compare the verified numbers to the Category IV register and explain discrepancies -

		A)  Recount patients starting MDR-TB treatment from Category IV treatment cards and compare the verified numbers to the Category IV register		Recounting Results

		3.1		Recount the number of patients recorded as starting MDR-TB treatment during the reporting period by reviewing the Category IV Register.

		3.2		Copy the number of patients reported as having started MDR-TB treatment by the site during the reporting period from the quarterly report on Category IV.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the Category IV treatment cards -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate. To the extent relevant, the cross-checks should be performed in both directions (for example, from Category IV Treatment Cards to the Category IV Register and from Category IV Register to Category IV Treatment Cards ).

		CROSS-CHECK 1.1 :  From Category IV Treatment Cards to the Category IV Register. Was this cross check performed?

		4.1		If feasible, select 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as having started MDR-TB treatment in the Category IV Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 ::  From the Category IV Register to Category IV Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Category IV treatment cards?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator.





Service Point 12

		Health Facility (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO START OF MDR-TB TREATMENT - Describe the connection between the start of MDR-TB treatment and entry of the treatment start in the Category IV register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the Category IV treatment card is filled in with date of treatment start.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment start date in the Category IV register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the start of treatment and entry of the treatment start in the Category IV register ?

		1.3		If there is a delay between the start of MDR-TB treatment and entry of the start date in the Category IV register , please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Category IV treatment card, Category IV register and Quarterly reports on Category IV case finding for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (Category IV treatment card, Category IV register, Quarterly reports on Category IV case registration). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the Category IV register complete, notably all the fields in the Category IV treatment card to be filled in to define the start of treatment: (1) Category IV registration number; (2) date of registration; (3) district TB registration number; (4) site of disease; (5) DST result; (6) date sample taken; (7) second line drugs already received; (8) date of treatment start; (9) sputum smear microscopy and culture result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients starting MDR-TB treatment from Category IV treatment card, compare the verified numbers to the Category IV register and explain discrepancies -

		A)  Recount patients starting MDR-TB treatment from Category IV treatment cards and compare the verified numbers to the Category IV register		Recounting Results

		3.1		Recount the number of patients recorded as starting MDR-TB treatment during the reporting period by reviewing the Category IV Register.

		3.2		Copy the number of patients reported as having started MDR-TB treatment by the site during the reporting period from the quarterly report on Category IV.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the Category IV treatment cards -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate. To the extent relevant, the cross-checks should be performed in both directions (for example, from Category IV Treatment Cards to the Category IV Register and from Category IV Register to Category IV Treatment Cards ).

		CROSS-CHECK 1.1 :  From Category IV Treatment Cards to the Category IV Register. Was this cross check performed?

		4.1		If feasible, select 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as having started MDR-TB treatment in the Category IV Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 ::  From the Category IV Register to Category IV Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Category IV treatment cards?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator.





Regional Level 1

		Regional Aggregation Level (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Regional Aggregation Site is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the Regional summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Regional Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the Regional Aggregation Site.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the Regional Aggregation Site numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Regional Aggregation Site (and released or submitted to the funding agency )

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (Regional Aggregation Site)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the Regional Aggregation Site		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers reported  by the Regional Aggregation Site for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the Regional Aggregation Site or in a database.

		1.3		What result was contained for the audited Intermediate Aggregation Site no.1 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Intermediate Aggregation Site no.2 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the Regional Aggregation Site for those Intermediate Aggregation Sites.

		1.5		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the Regional Aggregation Site should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time? (i.e., on time means that the report was able to be used in the summary report prepared by the Regional Aggregation Site)

		Calculate % On time Reports						-

		2.4		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data.)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Intermediate Level 1

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 1.1

		Health Facility (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO START OF MDR-TB TREATMENT - Describe the connection between the start of MDR-TB treatment and entry of the treatment start in the Category IV register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the Category IV treatment card is filled in with date of treatment start.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment start date in the Category IV register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the start of treatment and entry of the treatment start in the Category IV register ?

		1.3		If there is a delay between the start of MDR-TB treatment and entry of the start date in the Category IV register , please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Category IV treatment card, Category IV register and Quarterly reports on Category IV case finding for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (Category IV treatment card, Category IV register, Quarterly reports on Category IV case registration). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the Category IV register complete, notably all the fields in the Category IV treatment card to be filled in to define the start of treatment: (1) Category IV registration number; (2) date of registration; (3) district TB registration number; (4) site of disease; (5) DST result; (6) date sample taken; (7) second line drugs already received; (8) date of treatment start; (9) sputum smear microscopy and culture result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients starting MDR-TB treatment from Category IV treatment card, compare the verified numbers to the Category IV register and explain discrepancies -

		A)  Recount patients starting MDR-TB treatment from Category IV treatment cards and compare the verified numbers to the Category IV register		Recounting Results

		3.1		Recount the number of patients recorded as starting MDR-TB treatment during the reporting period by reviewing the Category IV Register.

		3.2		Copy the number of patients reported as having started MDR-TB treatment by the site during the reporting period from the quarterly report on Category IV.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the Category IV treatment cards -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate. To the extent relevant, the cross-checks should be performed in both directions (for example, from Category IV Treatment Cards to the Category IV Register and from Category IV Register to Category IV Treatment Cards ).

		CROSS-CHECK 1.1 :  From Category IV Treatment Cards to the Category IV Register. Was this cross check performed?

		4.1		If feasible, select 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as having started MDR-TB treatment in the Category IV Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 ::  From the Category IV Register to Category IV Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Category IV treatment cards?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator.





Service Point 1.2

		Health Facility (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO START OF MDR-TB TREATMENT - Describe the connection between the start of MDR-TB treatment and entry of the treatment start in the Category IV register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the Category IV treatment card is filled in with date of treatment start.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment start date in the Category IV register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the start of treatment and entry of the treatment start in the Category IV register ?

		1.3		If there is a delay between the start of MDR-TB treatment and entry of the start date in the Category IV register , please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Category IV treatment card, Category IV register and Quarterly reports on Category IV case finding for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (Category IV treatment card, Category IV register, Quarterly reports on Category IV case registration). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the Category IV register complete, notably all the fields in the Category IV treatment card to be filled in to define the start of treatment: (1) Category IV registration number; (2) date of registration; (3) district TB registration number; (4) site of disease; (5) DST result; (6) date sample taken; (7) second line drugs already received; (8) date of treatment start; (9) sputum smear microscopy and culture result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients starting MDR-TB treatment from Category IV treatment card, compare the verified numbers to the Category IV register and explain discrepancies -

		A)  Recount patients starting MDR-TB treatment from Category IV treatment cards and compare the verified numbers to the Category IV register		Recounting Results

		3.1		Recount the number of patients recorded as starting MDR-TB treatment during the reporting period by reviewing the Category IV Register.

		3.2		Copy the number of patients reported as having started MDR-TB treatment by the site during the reporting period from the quarterly report on Category IV.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the Category IV treatment cards -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate. To the extent relevant, the cross-checks should be performed in both directions (for example, from Category IV Treatment Cards to the Category IV Register and from Category IV Register to Category IV Treatment Cards ).

		CROSS-CHECK 1.1 :  From Category IV Treatment Cards to the Category IV Register. Was this cross check performed?

		4.1		If feasible, select 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as having started MDR-TB treatment in the Category IV Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 ::  From the Category IV Register to Category IV Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Category IV treatment cards?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator.





Service Point 1.3

		Health Facility (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO START OF MDR-TB TREATMENT - Describe the connection between the start of MDR-TB treatment and entry of the treatment start in the Category IV register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the Category IV treatment card is filled in with date of treatment start.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment start date in the Category IV register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the start of treatment and entry of the treatment start in the Category IV register ?

		1.3		If there is a delay between the start of MDR-TB treatment and entry of the start date in the Category IV register , please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Category IV treatment card, Category IV register and Quarterly reports on Category IV case finding for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (Category IV treatment card, Category IV register, Quarterly reports on Category IV case registration). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the Category IV register complete, notably all the fields in the Category IV treatment card to be filled in to define the start of treatment: (1) Category IV registration number; (2) date of registration; (3) district TB registration number; (4) site of disease; (5) DST result; (6) date sample taken; (7) second line drugs already received; (8) date of treatment start; (9) sputum smear microscopy and culture result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients starting MDR-TB treatment from Category IV treatment card, compare the verified numbers to the Category IV register and explain discrepancies -

		A)  Recount patients starting MDR-TB treatment from Category IV treatment cards and compare the verified numbers to the Category IV register		Recounting Results

		3.1		Recount the number of patients recorded as starting MDR-TB treatment during the reporting period by reviewing the Category IV Register.

		3.2		Copy the number of patients reported as having started MDR-TB treatment by the site during the reporting period from the quarterly report on Category IV.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the Category IV treatment cards -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate. To the extent relevant, the cross-checks should be performed in both directions (for example, from Category IV Treatment Cards to the Category IV Register and from Category IV Register to Category IV Treatment Cards ).

		CROSS-CHECK 1.1 :  From Category IV Treatment Cards to the Category IV Register. Was this cross check performed?

		4.1		If feasible, select 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as having started MDR-TB treatment in the Category IV Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 ::  From the Category IV Register to Category IV Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Category IV treatment cards?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator.





Service Point 1.4

		Health Facility (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO START OF MDR-TB TREATMENT - Describe the connection between the start of MDR-TB treatment and entry of the treatment start in the Category IV register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the Category IV treatment card is filled in with date of treatment start.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment start date in the Category IV register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the start of treatment and entry of the treatment start in the Category IV register ?

		1.3		If there is a delay between the start of MDR-TB treatment and entry of the start date in the Category IV register , please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Category IV treatment card, Category IV register and Quarterly reports on Category IV case finding for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (Category IV treatment card, Category IV register, Quarterly reports on Category IV case registration). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the Category IV register complete, notably all the fields in the Category IV treatment card to be filled in to define the start of treatment: (1) Category IV registration number; (2) date of registration; (3) district TB registration number; (4) site of disease; (5) DST result; (6) date sample taken; (7) second line drugs already received; (8) date of treatment start; (9) sputum smear microscopy and culture result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients starting MDR-TB treatment from Category IV treatment card, compare the verified numbers to the Category IV register and explain discrepancies -

		A)  Recount patients starting MDR-TB treatment from Category IV treatment cards and compare the verified numbers to the Category IV register		Recounting Results

		3.1		Recount the number of patients recorded as starting MDR-TB treatment during the reporting period by reviewing the Category IV Register.

		3.2		Copy the number of patients reported as having started MDR-TB treatment by the site during the reporting period from the quarterly report on Category IV.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the Category IV treatment cards -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate. To the extent relevant, the cross-checks should be performed in both directions (for example, from Category IV Treatment Cards to the Category IV Register and from Category IV Register to Category IV Treatment Cards ).

		CROSS-CHECK 1.1 :  From Category IV Treatment Cards to the Category IV Register. Was this cross check performed?

		4.1		If feasible, select 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as having started MDR-TB treatment in the Category IV Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 ::  From the Category IV Register to Category IV Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Category IV treatment cards?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator.





Service Point 1.5

		Health Facility (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO START OF MDR-TB TREATMENT - Describe the connection between the start of MDR-TB treatment and entry of the treatment start in the Category IV register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the Category IV treatment card is filled in with date of treatment start.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment start date in the Category IV register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the start of treatment and entry of the treatment start in the Category IV register ?

		1.3		If there is a delay between the start of MDR-TB treatment and entry of the start date in the Category IV register , please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Category IV treatment card, Category IV register and Quarterly reports on Category IV case finding for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (Category IV treatment card, Category IV register, Quarterly reports on Category IV case registration). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the Category IV register complete, notably all the fields in the Category IV treatment card to be filled in to define the start of treatment: (1) Category IV registration number; (2) date of registration; (3) district TB registration number; (4) site of disease; (5) DST result; (6) date sample taken; (7) second line drugs already received; (8) date of treatment start; (9) sputum smear microscopy and culture result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients starting MDR-TB treatment from Category IV treatment card, compare the verified numbers to the Category IV register and explain discrepancies -

		A)  Recount patients starting MDR-TB treatment from Category IV treatment cards and compare the verified numbers to the Category IV register		Recounting Results

		3.1		Recount the number of patients recorded as starting MDR-TB treatment during the reporting period by reviewing the Category IV Register.

		3.2		Copy the number of patients reported as having started MDR-TB treatment by the site during the reporting period from the quarterly report on Category IV.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the Category IV treatment cards -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate. To the extent relevant, the cross-checks should be performed in both directions (for example, from Category IV Treatment Cards to the Category IV Register and from Category IV Register to Category IV Treatment Cards ).

		CROSS-CHECK 1.1 :  From Category IV Treatment Cards to the Category IV Register. Was this cross check performed?

		4.1		If feasible, select 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as having started MDR-TB treatment in the Category IV Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 ::  From the Category IV Register to Category IV Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Category IV treatment cards?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator.





Service Point 1.6

		Health Facility (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO START OF MDR-TB TREATMENT - Describe the connection between the start of MDR-TB treatment and entry of the treatment start in the Category IV register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the Category IV treatment card is filled in with date of treatment start.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment start date in the Category IV register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the start of treatment and entry of the treatment start in the Category IV register ?

		1.3		If there is a delay between the start of MDR-TB treatment and entry of the start date in the Category IV register , please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Category IV treatment card, Category IV register and Quarterly reports on Category IV case finding for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (Category IV treatment card, Category IV register, Quarterly reports on Category IV case registration). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the Category IV register complete, notably all the fields in the Category IV treatment card to be filled in to define the start of treatment: (1) Category IV registration number; (2) date of registration; (3) district TB registration number; (4) site of disease; (5) DST result; (6) date sample taken; (7) second line drugs already received; (8) date of treatment start; (9) sputum smear microscopy and culture result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients starting MDR-TB treatment from Category IV treatment card, compare the verified numbers to the Category IV register and explain discrepancies -

		A)  Recount patients starting MDR-TB treatment from Category IV treatment cards and compare the verified numbers to the Category IV register		Recounting Results

		3.1		Recount the number of patients recorded as starting MDR-TB treatment during the reporting period by reviewing the Category IV Register.

		3.2		Copy the number of patients reported as having started MDR-TB treatment by the site during the reporting period from the quarterly report on Category IV.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the Category IV treatment cards -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate. To the extent relevant, the cross-checks should be performed in both directions (for example, from Category IV Treatment Cards to the Category IV Register and from Category IV Register to Category IV Treatment Cards ).

		CROSS-CHECK 1.1 :  From Category IV Treatment Cards to the Category IV Register. Was this cross check performed?

		4.1		If feasible, select 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as having started MDR-TB treatment in the Category IV Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 ::  From the Category IV Register to Category IV Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Category IV treatment cards?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator.





Intermediate Level 2

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 2.1

		Health Facility (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO START OF MDR-TB TREATMENT - Describe the connection between the start of MDR-TB treatment and entry of the treatment start in the Category IV register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the Category IV treatment card is filled in with date of treatment start.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment start date in the Category IV register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the start of treatment and entry of the treatment start in the Category IV register ?

		1.3		If there is a delay between the start of MDR-TB treatment and entry of the start date in the Category IV register , please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Category IV treatment card, Category IV register and Quarterly reports on Category IV case finding for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (Category IV treatment card, Category IV register, Quarterly reports on Category IV case registration). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the Category IV register complete, notably all the fields in the Category IV treatment card to be filled in to define the start of treatment: (1) Category IV registration number; (2) date of registration; (3) district TB registration number; (4) site of disease; (5) DST result; (6) date sample taken; (7) second line drugs already received; (8) date of treatment start; (9) sputum smear microscopy and culture result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients starting MDR-TB treatment from Category IV treatment card, compare the verified numbers to the Category IV register and explain discrepancies -

		A)  Recount patients starting MDR-TB treatment from Category IV treatment cards and compare the verified numbers to the Category IV register		Recounting Results

		3.1		Recount the number of patients recorded as starting MDR-TB treatment during the reporting period by reviewing the Category IV Register.

		3.2		Copy the number of patients reported as having started MDR-TB treatment by the site during the reporting period from the quarterly report on Category IV.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the Category IV treatment cards -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate. To the extent relevant, the cross-checks should be performed in both directions (for example, from Category IV Treatment Cards to the Category IV Register and from Category IV Register to Category IV Treatment Cards ).

		CROSS-CHECK 1.1 :  From Category IV Treatment Cards to the Category IV Register. Was this cross check performed?

		4.1		If feasible, select 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as having started MDR-TB treatment in the Category IV Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 ::  From the Category IV Register to Category IV Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Category IV treatment cards?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator.





Service Point 2.2

		Health Facility (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO START OF MDR-TB TREATMENT - Describe the connection between the start of MDR-TB treatment and entry of the treatment start in the Category IV register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the Category IV treatment card is filled in with date of treatment start.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment start date in the Category IV register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the start of treatment and entry of the treatment start in the Category IV register ?

		1.3		If there is a delay between the start of MDR-TB treatment and entry of the start date in the Category IV register , please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Category IV treatment card, Category IV register and Quarterly reports on Category IV case finding for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (Category IV treatment card, Category IV register, Quarterly reports on Category IV case registration). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the Category IV register complete, notably all the fields in the Category IV treatment card to be filled in to define the start of treatment: (1) Category IV registration number; (2) date of registration; (3) district TB registration number; (4) site of disease; (5) DST result; (6) date sample taken; (7) second line drugs already received; (8) date of treatment start; (9) sputum smear microscopy and culture result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients starting MDR-TB treatment from Category IV treatment card, compare the verified numbers to the Category IV register and explain discrepancies -

		A)  Recount patients starting MDR-TB treatment from Category IV treatment cards and compare the verified numbers to the Category IV register		Recounting Results

		3.1		Recount the number of patients recorded as starting MDR-TB treatment during the reporting period by reviewing the Category IV Register.

		3.2		Copy the number of patients reported as having started MDR-TB treatment by the site during the reporting period from the quarterly report on Category IV.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the Category IV treatment cards -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate. To the extent relevant, the cross-checks should be performed in both directions (for example, from Category IV Treatment Cards to the Category IV Register and from Category IV Register to Category IV Treatment Cards ).

		CROSS-CHECK 1.1 :  From Category IV Treatment Cards to the Category IV Register. Was this cross check performed?

		4.1		If feasible, select 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as having started MDR-TB treatment in the Category IV Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 ::  From the Category IV Register to Category IV Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Category IV treatment cards?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator.





Service Point 2.3

		Health Facility (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO START OF MDR-TB TREATMENT - Describe the connection between the start of MDR-TB treatment and entry of the treatment start in the Category IV register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the Category IV treatment card is filled in with date of treatment start.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment start date in the Category IV register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the start of treatment and entry of the treatment start in the Category IV register ?

		1.3		If there is a delay between the start of MDR-TB treatment and entry of the start date in the Category IV register , please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Category IV treatment card, Category IV register and Quarterly reports on Category IV case finding for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (Category IV treatment card, Category IV register, Quarterly reports on Category IV case registration). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the Category IV register complete, notably all the fields in the Category IV treatment card to be filled in to define the start of treatment: (1) Category IV registration number; (2) date of registration; (3) district TB registration number; (4) site of disease; (5) DST result; (6) date sample taken; (7) second line drugs already received; (8) date of treatment start; (9) sputum smear microscopy and culture result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients starting MDR-TB treatment from Category IV treatment card, compare the verified numbers to the Category IV register and explain discrepancies -

		A)  Recount patients starting MDR-TB treatment from Category IV treatment cards and compare the verified numbers to the Category IV register		Recounting Results

		3.1		Recount the number of patients recorded as starting MDR-TB treatment during the reporting period by reviewing the Category IV Register.

		3.2		Copy the number of patients reported as having started MDR-TB treatment by the site during the reporting period from the quarterly report on Category IV.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the Category IV treatment cards -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate. To the extent relevant, the cross-checks should be performed in both directions (for example, from Category IV Treatment Cards to the Category IV Register and from Category IV Register to Category IV Treatment Cards ).

		CROSS-CHECK 1.1 :  From Category IV Treatment Cards to the Category IV Register. Was this cross check performed?

		4.1		If feasible, select 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as having started MDR-TB treatment in the Category IV Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 ::  From the Category IV Register to Category IV Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Category IV treatment cards?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator.





Service Point 2.4

		Health Facility (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO START OF MDR-TB TREATMENT - Describe the connection between the start of MDR-TB treatment and entry of the treatment start in the Category IV register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the Category IV treatment card is filled in with date of treatment start.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment start date in the Category IV register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the start of treatment and entry of the treatment start in the Category IV register ?

		1.3		If there is a delay between the start of MDR-TB treatment and entry of the start date in the Category IV register , please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Category IV treatment card, Category IV register and Quarterly reports on Category IV case finding for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (Category IV treatment card, Category IV register, Quarterly reports on Category IV case registration). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the Category IV register complete, notably all the fields in the Category IV treatment card to be filled in to define the start of treatment: (1) Category IV registration number; (2) date of registration; (3) district TB registration number; (4) site of disease; (5) DST result; (6) date sample taken; (7) second line drugs already received; (8) date of treatment start; (9) sputum smear microscopy and culture result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients starting MDR-TB treatment from Category IV treatment card, compare the verified numbers to the Category IV register and explain discrepancies -

		A)  Recount patients starting MDR-TB treatment from Category IV treatment cards and compare the verified numbers to the Category IV register		Recounting Results

		3.1		Recount the number of patients recorded as starting MDR-TB treatment during the reporting period by reviewing the Category IV Register.

		3.2		Copy the number of patients reported as having started MDR-TB treatment by the site during the reporting period from the quarterly report on Category IV.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the Category IV treatment cards -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate. To the extent relevant, the cross-checks should be performed in both directions (for example, from Category IV Treatment Cards to the Category IV Register and from Category IV Register to Category IV Treatment Cards ).

		CROSS-CHECK 1.1 :  From Category IV Treatment Cards to the Category IV Register. Was this cross check performed?

		4.1		If feasible, select 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as having started MDR-TB treatment in the Category IV Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 ::  From the Category IV Register to Category IV Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Category IV treatment cards?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator.





Service Point 2.5

		Health Facility (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO START OF MDR-TB TREATMENT - Describe the connection between the start of MDR-TB treatment and entry of the treatment start in the Category IV register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the Category IV treatment card is filled in with date of treatment start.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment start date in the Category IV register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the start of treatment and entry of the treatment start in the Category IV register ?

		1.3		If there is a delay between the start of MDR-TB treatment and entry of the start date in the Category IV register , please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Category IV treatment card, Category IV register and Quarterly reports on Category IV case finding for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (Category IV treatment card, Category IV register, Quarterly reports on Category IV case registration). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the Category IV register complete, notably all the fields in the Category IV treatment card to be filled in to define the start of treatment: (1) Category IV registration number; (2) date of registration; (3) district TB registration number; (4) site of disease; (5) DST result; (6) date sample taken; (7) second line drugs already received; (8) date of treatment start; (9) sputum smear microscopy and culture result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients starting MDR-TB treatment from Category IV treatment card, compare the verified numbers to the Category IV register and explain discrepancies -

		A)  Recount patients starting MDR-TB treatment from Category IV treatment cards and compare the verified numbers to the Category IV register		Recounting Results

		3.1		Recount the number of patients recorded as starting MDR-TB treatment during the reporting period by reviewing the Category IV Register.

		3.2		Copy the number of patients reported as having started MDR-TB treatment by the site during the reporting period from the quarterly report on Category IV.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the Category IV treatment cards -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate. To the extent relevant, the cross-checks should be performed in both directions (for example, from Category IV Treatment Cards to the Category IV Register and from Category IV Register to Category IV Treatment Cards ).

		CROSS-CHECK 1.1 :  From Category IV Treatment Cards to the Category IV Register. Was this cross check performed?

		4.1		If feasible, select 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as having started MDR-TB treatment in the Category IV Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 ::  From the Category IV Register to Category IV Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Category IV treatment cards?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator.





Service Point 2.6

		Health Facility (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO START OF MDR-TB TREATMENT - Describe the connection between the start of MDR-TB treatment and entry of the treatment start in the Category IV register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the Category IV treatment card is filled in with date of treatment start.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment start date in the Category IV register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the start of treatment and entry of the treatment start in the Category IV register ?

		1.3		If there is a delay between the start of MDR-TB treatment and entry of the start date in the Category IV register , please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Category IV treatment card, Category IV register and Quarterly reports on Category IV case finding for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (Category IV treatment card, Category IV register, Quarterly reports on Category IV case registration). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the Category IV register complete, notably all the fields in the Category IV treatment card to be filled in to define the start of treatment: (1) Category IV registration number; (2) date of registration; (3) district TB registration number; (4) site of disease; (5) DST result; (6) date sample taken; (7) second line drugs already received; (8) date of treatment start; (9) sputum smear microscopy and culture result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients starting MDR-TB treatment from Category IV treatment card, compare the verified numbers to the Category IV register and explain discrepancies -

		A)  Recount patients starting MDR-TB treatment from Category IV treatment cards and compare the verified numbers to the Category IV register		Recounting Results

		3.1		Recount the number of patients recorded as starting MDR-TB treatment during the reporting period by reviewing the Category IV Register.

		3.2		Copy the number of patients reported as having started MDR-TB treatment by the site during the reporting period from the quarterly report on Category IV.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the Category IV treatment cards -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate. To the extent relevant, the cross-checks should be performed in both directions (for example, from Category IV Treatment Cards to the Category IV Register and from Category IV Register to Category IV Treatment Cards ).

		CROSS-CHECK 1.1 :  From Category IV Treatment Cards to the Category IV Register. Was this cross check performed?

		4.1		If feasible, select 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as having started MDR-TB treatment in the Category IV Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 ::  From the Category IV Register to Category IV Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Category IV treatment cards?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator.





Regional Level 2

		Regional Aggregation Level (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Regional Aggregation Site is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the Regional summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Regional Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the Regional Aggregation Site.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the Regional Aggregation Site numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Regional Aggregation Site (and released or submitted to the funding agency )

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (Regional Aggregation Site)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the Regional Aggregation Site		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers reported  by the Regional Aggregation Site for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the Regional Aggregation Site or in a database.

		1.3		What result was contained for the audited Intermediate Aggregation Site no.1 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Intermediate Aggregation Site no.2 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the Regional Aggregation Site for those Intermediate Aggregation Sites.

		1.5		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the Regional Aggregation Site should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time? (i.e., on time means that the report was able to be used in the summary report prepared by the Regional Aggregation Site)

		Calculate % On time Reports						-

		2.4		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data.)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Intermediate Level 3

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 3.1

		Health Facility (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO START OF MDR-TB TREATMENT - Describe the connection between the start of MDR-TB treatment and entry of the treatment start in the Category IV register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the Category IV treatment card is filled in with date of treatment start.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment start date in the Category IV register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the start of treatment and entry of the treatment start in the Category IV register ?

		1.3		If there is a delay between the start of MDR-TB treatment and entry of the start date in the Category IV register , please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Category IV treatment card, Category IV register and Quarterly reports on Category IV case finding for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (Category IV treatment card, Category IV register, Quarterly reports on Category IV case registration). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the Category IV register complete, notably all the fields in the Category IV treatment card to be filled in to define the start of treatment: (1) Category IV registration number; (2) date of registration; (3) district TB registration number; (4) site of disease; (5) DST result; (6) date sample taken; (7) second line drugs already received; (8) date of treatment start; (9) sputum smear microscopy and culture result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients starting MDR-TB treatment from Category IV treatment card, compare the verified numbers to the Category IV register and explain discrepancies -

		A)  Recount patients starting MDR-TB treatment from Category IV treatment cards and compare the verified numbers to the Category IV register		Recounting Results

		3.1		Recount the number of patients recorded as starting MDR-TB treatment during the reporting period by reviewing the Category IV Register.

		3.2		Copy the number of patients reported as having started MDR-TB treatment by the site during the reporting period from the quarterly report on Category IV.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the Category IV treatment cards -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate. To the extent relevant, the cross-checks should be performed in both directions (for example, from Category IV Treatment Cards to the Category IV Register and from Category IV Register to Category IV Treatment Cards ).

		CROSS-CHECK 1.1 :  From Category IV Treatment Cards to the Category IV Register. Was this cross check performed?

		4.1		If feasible, select 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as having started MDR-TB treatment in the Category IV Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 ::  From the Category IV Register to Category IV Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Category IV treatment cards?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator.





Service Point 3.2

		Health Facility (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO START OF MDR-TB TREATMENT - Describe the connection between the start of MDR-TB treatment and entry of the treatment start in the Category IV register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the Category IV treatment card is filled in with date of treatment start.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment start date in the Category IV register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the start of treatment and entry of the treatment start in the Category IV register ?

		1.3		If there is a delay between the start of MDR-TB treatment and entry of the start date in the Category IV register , please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Category IV treatment card, Category IV register and Quarterly reports on Category IV case finding for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (Category IV treatment card, Category IV register, Quarterly reports on Category IV case registration). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the Category IV register complete, notably all the fields in the Category IV treatment card to be filled in to define the start of treatment: (1) Category IV registration number; (2) date of registration; (3) district TB registration number; (4) site of disease; (5) DST result; (6) date sample taken; (7) second line drugs already received; (8) date of treatment start; (9) sputum smear microscopy and culture result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients starting MDR-TB treatment from Category IV treatment card, compare the verified numbers to the Category IV register and explain discrepancies -

		A)  Recount patients starting MDR-TB treatment from Category IV treatment cards and compare the verified numbers to the Category IV register		Recounting Results

		3.1		Recount the number of patients recorded as starting MDR-TB treatment during the reporting period by reviewing the Category IV Register.

		3.2		Copy the number of patients reported as having started MDR-TB treatment by the site during the reporting period from the quarterly report on Category IV.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the Category IV treatment cards -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate. To the extent relevant, the cross-checks should be performed in both directions (for example, from Category IV Treatment Cards to the Category IV Register and from Category IV Register to Category IV Treatment Cards ).

		CROSS-CHECK 1.1 :  From Category IV Treatment Cards to the Category IV Register. Was this cross check performed?

		4.1		If feasible, select 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as having started MDR-TB treatment in the Category IV Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 ::  From the Category IV Register to Category IV Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Category IV treatment cards?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator.





Service Point 3.3

		Health Facility (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO START OF MDR-TB TREATMENT - Describe the connection between the start of MDR-TB treatment and entry of the treatment start in the Category IV register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the Category IV treatment card is filled in with date of treatment start.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment start date in the Category IV register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the start of treatment and entry of the treatment start in the Category IV register ?

		1.3		If there is a delay between the start of MDR-TB treatment and entry of the start date in the Category IV register , please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Category IV treatment card, Category IV register and Quarterly reports on Category IV case finding for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (Category IV treatment card, Category IV register, Quarterly reports on Category IV case registration). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the Category IV register complete, notably all the fields in the Category IV treatment card to be filled in to define the start of treatment: (1) Category IV registration number; (2) date of registration; (3) district TB registration number; (4) site of disease; (5) DST result; (6) date sample taken; (7) second line drugs already received; (8) date of treatment start; (9) sputum smear microscopy and culture result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients starting MDR-TB treatment from Category IV treatment card, compare the verified numbers to the Category IV register and explain discrepancies -

		A)  Recount patients starting MDR-TB treatment from Category IV treatment cards and compare the verified numbers to the Category IV register		Recounting Results

		3.1		Recount the number of patients recorded as starting MDR-TB treatment during the reporting period by reviewing the Category IV Register.

		3.2		Copy the number of patients reported as having started MDR-TB treatment by the site during the reporting period from the quarterly report on Category IV.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the Category IV treatment cards -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate. To the extent relevant, the cross-checks should be performed in both directions (for example, from Category IV Treatment Cards to the Category IV Register and from Category IV Register to Category IV Treatment Cards ).

		CROSS-CHECK 1.1 :  From Category IV Treatment Cards to the Category IV Register. Was this cross check performed?

		4.1		If feasible, select 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as having started MDR-TB treatment in the Category IV Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 ::  From the Category IV Register to Category IV Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Category IV treatment cards?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator.





Service Point 3.4

		Health Facility (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO START OF MDR-TB TREATMENT - Describe the connection between the start of MDR-TB treatment and entry of the treatment start in the Category IV register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the Category IV treatment card is filled in with date of treatment start.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment start date in the Category IV register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the start of treatment and entry of the treatment start in the Category IV register ?

		1.3		If there is a delay between the start of MDR-TB treatment and entry of the start date in the Category IV register , please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Category IV treatment card, Category IV register and Quarterly reports on Category IV case finding for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (Category IV treatment card, Category IV register, Quarterly reports on Category IV case registration). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the Category IV register complete, notably all the fields in the Category IV treatment card to be filled in to define the start of treatment: (1) Category IV registration number; (2) date of registration; (3) district TB registration number; (4) site of disease; (5) DST result; (6) date sample taken; (7) second line drugs already received; (8) date of treatment start; (9) sputum smear microscopy and culture result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients starting MDR-TB treatment from Category IV treatment card, compare the verified numbers to the Category IV register and explain discrepancies -

		A)  Recount patients starting MDR-TB treatment from Category IV treatment cards and compare the verified numbers to the Category IV register		Recounting Results

		3.1		Recount the number of patients recorded as starting MDR-TB treatment during the reporting period by reviewing the Category IV Register.

		3.2		Copy the number of patients reported as having started MDR-TB treatment by the site during the reporting period from the quarterly report on Category IV.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the Category IV treatment cards -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate. To the extent relevant, the cross-checks should be performed in both directions (for example, from Category IV Treatment Cards to the Category IV Register and from Category IV Register to Category IV Treatment Cards ).

		CROSS-CHECK 1.1 :  From Category IV Treatment Cards to the Category IV Register. Was this cross check performed?

		4.1		If feasible, select 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as having started MDR-TB treatment in the Category IV Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 ::  From the Category IV Register to Category IV Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Category IV treatment cards?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator.





Service Point 3.5

		Health Facility (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO START OF MDR-TB TREATMENT - Describe the connection between the start of MDR-TB treatment and entry of the treatment start in the Category IV register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the Category IV treatment card is filled in with date of treatment start.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment start date in the Category IV register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the start of treatment and entry of the treatment start in the Category IV register ?

		1.3		If there is a delay between the start of MDR-TB treatment and entry of the start date in the Category IV register , please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Category IV treatment card, Category IV register and Quarterly reports on Category IV case finding for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (Category IV treatment card, Category IV register, Quarterly reports on Category IV case registration). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the Category IV register complete, notably all the fields in the Category IV treatment card to be filled in to define the start of treatment: (1) Category IV registration number; (2) date of registration; (3) district TB registration number; (4) site of disease; (5) DST result; (6) date sample taken; (7) second line drugs already received; (8) date of treatment start; (9) sputum smear microscopy and culture result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients starting MDR-TB treatment from Category IV treatment card, compare the verified numbers to the Category IV register and explain discrepancies -

		A)  Recount patients starting MDR-TB treatment from Category IV treatment cards and compare the verified numbers to the Category IV register		Recounting Results

		3.1		Recount the number of patients recorded as starting MDR-TB treatment during the reporting period by reviewing the Category IV Register.

		3.2		Copy the number of patients reported as having started MDR-TB treatment by the site during the reporting period from the quarterly report on Category IV.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the Category IV treatment cards -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate. To the extent relevant, the cross-checks should be performed in both directions (for example, from Category IV Treatment Cards to the Category IV Register and from Category IV Register to Category IV Treatment Cards ).

		CROSS-CHECK 1.1 :  From Category IV Treatment Cards to the Category IV Register. Was this cross check performed?

		4.1		If feasible, select 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as having started MDR-TB treatment in the Category IV Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 ::  From the Category IV Register to Category IV Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Category IV treatment cards?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator.





Service Point 3.6

		Health Facility (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO START OF MDR-TB TREATMENT - Describe the connection between the start of MDR-TB treatment and entry of the treatment start in the Category IV register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the Category IV treatment card is filled in with date of treatment start.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment start date in the Category IV register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the start of treatment and entry of the treatment start in the Category IV register ?

		1.3		If there is a delay between the start of MDR-TB treatment and entry of the start date in the Category IV register , please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Category IV treatment card, Category IV register and Quarterly reports on Category IV case finding for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (Category IV treatment card, Category IV register, Quarterly reports on Category IV case registration). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the Category IV register complete, notably all the fields in the Category IV treatment card to be filled in to define the start of treatment: (1) Category IV registration number; (2) date of registration; (3) district TB registration number; (4) site of disease; (5) DST result; (6) date sample taken; (7) second line drugs already received; (8) date of treatment start; (9) sputum smear microscopy and culture result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients starting MDR-TB treatment from Category IV treatment card, compare the verified numbers to the Category IV register and explain discrepancies -

		A)  Recount patients starting MDR-TB treatment from Category IV treatment cards and compare the verified numbers to the Category IV register		Recounting Results

		3.1		Recount the number of patients recorded as starting MDR-TB treatment during the reporting period by reviewing the Category IV Register.

		3.2		Copy the number of patients reported as having started MDR-TB treatment by the site during the reporting period from the quarterly report on Category IV.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the Category IV treatment cards -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate. To the extent relevant, the cross-checks should be performed in both directions (for example, from Category IV Treatment Cards to the Category IV Register and from Category IV Register to Category IV Treatment Cards ).

		CROSS-CHECK 1.1 :  From Category IV Treatment Cards to the Category IV Register. Was this cross check performed?

		4.1		If feasible, select 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as having started MDR-TB treatment in the Category IV Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 ::  From the Category IV Register to Category IV Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Category IV treatment cards?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator.





Intermediate Level 4

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 4.1

		Health Facility (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO START OF MDR-TB TREATMENT - Describe the connection between the start of MDR-TB treatment and entry of the treatment start in the Category IV register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the Category IV treatment card is filled in with date of treatment start.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment start date in the Category IV register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the start of treatment and entry of the treatment start in the Category IV register ?

		1.3		If there is a delay between the start of MDR-TB treatment and entry of the start date in the Category IV register , please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Category IV treatment card, Category IV register and Quarterly reports on Category IV case finding for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (Category IV treatment card, Category IV register, Quarterly reports on Category IV case registration). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the Category IV register complete, notably all the fields in the Category IV treatment card to be filled in to define the start of treatment: (1) Category IV registration number; (2) date of registration; (3) district TB registration number; (4) site of disease; (5) DST result; (6) date sample taken; (7) second line drugs already received; (8) date of treatment start; (9) sputum smear microscopy and culture result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients starting MDR-TB treatment from Category IV treatment card, compare the verified numbers to the Category IV register and explain discrepancies -

		A)  Recount patients starting MDR-TB treatment from Category IV treatment cards and compare the verified numbers to the Category IV register		Recounting Results

		3.1		Recount the number of patients recorded as starting MDR-TB treatment during the reporting period by reviewing the Category IV Register.

		3.2		Copy the number of patients reported as having started MDR-TB treatment by the site during the reporting period from the quarterly report on Category IV.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the Category IV treatment cards -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate. To the extent relevant, the cross-checks should be performed in both directions (for example, from Category IV Treatment Cards to the Category IV Register and from Category IV Register to Category IV Treatment Cards ).

		CROSS-CHECK 1.1 :  From Category IV Treatment Cards to the Category IV Register. Was this cross check performed?

		4.1		If feasible, select 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as having started MDR-TB treatment in the Category IV Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 ::  From the Category IV Register to Category IV Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Category IV treatment cards?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator.





Service Point 4.2

		Health Facility (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO START OF MDR-TB TREATMENT - Describe the connection between the start of MDR-TB treatment and entry of the treatment start in the Category IV register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the Category IV treatment card is filled in with date of treatment start.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment start date in the Category IV register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the start of treatment and entry of the treatment start in the Category IV register ?

		1.3		If there is a delay between the start of MDR-TB treatment and entry of the start date in the Category IV register , please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Category IV treatment card, Category IV register and Quarterly reports on Category IV case finding for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (Category IV treatment card, Category IV register, Quarterly reports on Category IV case registration). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the Category IV register complete, notably all the fields in the Category IV treatment card to be filled in to define the start of treatment: (1) Category IV registration number; (2) date of registration; (3) district TB registration number; (4) site of disease; (5) DST result; (6) date sample taken; (7) second line drugs already received; (8) date of treatment start; (9) sputum smear microscopy and culture result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients starting MDR-TB treatment from Category IV treatment card, compare the verified numbers to the Category IV register and explain discrepancies -

		A)  Recount patients starting MDR-TB treatment from Category IV treatment cards and compare the verified numbers to the Category IV register		Recounting Results

		3.1		Recount the number of patients recorded as starting MDR-TB treatment during the reporting period by reviewing the Category IV Register.

		3.2		Copy the number of patients reported as having started MDR-TB treatment by the site during the reporting period from the quarterly report on Category IV.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the Category IV treatment cards -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate. To the extent relevant, the cross-checks should be performed in both directions (for example, from Category IV Treatment Cards to the Category IV Register and from Category IV Register to Category IV Treatment Cards ).

		CROSS-CHECK 1.1 :  From Category IV Treatment Cards to the Category IV Register. Was this cross check performed?

		4.1		If feasible, select 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as having started MDR-TB treatment in the Category IV Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 ::  From the Category IV Register to Category IV Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Category IV treatment cards?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator.





Service Point 4.3

		Health Facility (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO START OF MDR-TB TREATMENT - Describe the connection between the start of MDR-TB treatment and entry of the treatment start in the Category IV register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the Category IV treatment card is filled in with date of treatment start.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment start date in the Category IV register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the start of treatment and entry of the treatment start in the Category IV register ?

		1.3		If there is a delay between the start of MDR-TB treatment and entry of the start date in the Category IV register , please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Category IV treatment card, Category IV register and Quarterly reports on Category IV case finding for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (Category IV treatment card, Category IV register, Quarterly reports on Category IV case registration). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the Category IV register complete, notably all the fields in the Category IV treatment card to be filled in to define the start of treatment: (1) Category IV registration number; (2) date of registration; (3) district TB registration number; (4) site of disease; (5) DST result; (6) date sample taken; (7) second line drugs already received; (8) date of treatment start; (9) sputum smear microscopy and culture result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients starting MDR-TB treatment from Category IV treatment card, compare the verified numbers to the Category IV register and explain discrepancies -

		A)  Recount patients starting MDR-TB treatment from Category IV treatment cards and compare the verified numbers to the Category IV register		Recounting Results

		3.1		Recount the number of patients recorded as starting MDR-TB treatment during the reporting period by reviewing the Category IV Register.

		3.2		Copy the number of patients reported as having started MDR-TB treatment by the site during the reporting period from the quarterly report on Category IV.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the Category IV treatment cards -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate. To the extent relevant, the cross-checks should be performed in both directions (for example, from Category IV Treatment Cards to the Category IV Register and from Category IV Register to Category IV Treatment Cards ).

		CROSS-CHECK 1.1 :  From Category IV Treatment Cards to the Category IV Register. Was this cross check performed?

		4.1		If feasible, select 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as having started MDR-TB treatment in the Category IV Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 ::  From the Category IV Register to Category IV Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Category IV treatment cards?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator.





Service Point 4.4

		Health Facility (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO START OF MDR-TB TREATMENT - Describe the connection between the start of MDR-TB treatment and entry of the treatment start in the Category IV register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the Category IV treatment card is filled in with date of treatment start.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment start date in the Category IV register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the start of treatment and entry of the treatment start in the Category IV register ?

		1.3		If there is a delay between the start of MDR-TB treatment and entry of the start date in the Category IV register , please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Category IV treatment card, Category IV register and Quarterly reports on Category IV case finding for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (Category IV treatment card, Category IV register, Quarterly reports on Category IV case registration). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the Category IV register complete, notably all the fields in the Category IV treatment card to be filled in to define the start of treatment: (1) Category IV registration number; (2) date of registration; (3) district TB registration number; (4) site of disease; (5) DST result; (6) date sample taken; (7) second line drugs already received; (8) date of treatment start; (9) sputum smear microscopy and culture result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients starting MDR-TB treatment from Category IV treatment card, compare the verified numbers to the Category IV register and explain discrepancies -

		A)  Recount patients starting MDR-TB treatment from Category IV treatment cards and compare the verified numbers to the Category IV register		Recounting Results

		3.1		Recount the number of patients recorded as starting MDR-TB treatment during the reporting period by reviewing the Category IV Register.

		3.2		Copy the number of patients reported as having started MDR-TB treatment by the site during the reporting period from the quarterly report on Category IV.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the Category IV treatment cards -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate. To the extent relevant, the cross-checks should be performed in both directions (for example, from Category IV Treatment Cards to the Category IV Register and from Category IV Register to Category IV Treatment Cards ).

		CROSS-CHECK 1.1 :  From Category IV Treatment Cards to the Category IV Register. Was this cross check performed?

		4.1		If feasible, select 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as having started MDR-TB treatment in the Category IV Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 ::  From the Category IV Register to Category IV Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Category IV treatment cards?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator.





Service Point 4.5

		Health Facility (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO START OF MDR-TB TREATMENT - Describe the connection between the start of MDR-TB treatment and entry of the treatment start in the Category IV register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the Category IV treatment card is filled in with date of treatment start.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment start date in the Category IV register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the start of treatment and entry of the treatment start in the Category IV register ?

		1.3		If there is a delay between the start of MDR-TB treatment and entry of the start date in the Category IV register , please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Category IV treatment card, Category IV register and Quarterly reports on Category IV case finding for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (Category IV treatment card, Category IV register, Quarterly reports on Category IV case registration). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the Category IV register complete, notably all the fields in the Category IV treatment card to be filled in to define the start of treatment: (1) Category IV registration number; (2) date of registration; (3) district TB registration number; (4) site of disease; (5) DST result; (6) date sample taken; (7) second line drugs already received; (8) date of treatment start; (9) sputum smear microscopy and culture result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients starting MDR-TB treatment from Category IV treatment card, compare the verified numbers to the Category IV register and explain discrepancies -

		A)  Recount patients starting MDR-TB treatment from Category IV treatment cards and compare the verified numbers to the Category IV register		Recounting Results

		3.1		Recount the number of patients recorded as starting MDR-TB treatment during the reporting period by reviewing the Category IV Register.

		3.2		Copy the number of patients reported as having started MDR-TB treatment by the site during the reporting period from the quarterly report on Category IV.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the Category IV treatment cards -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate. To the extent relevant, the cross-checks should be performed in both directions (for example, from Category IV Treatment Cards to the Category IV Register and from Category IV Register to Category IV Treatment Cards ).

		CROSS-CHECK 1.1 :  From Category IV Treatment Cards to the Category IV Register. Was this cross check performed?

		4.1		If feasible, select 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as having started MDR-TB treatment in the Category IV Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 ::  From the Category IV Register to Category IV Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Category IV treatment cards?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator.





Service Point 4.6

		Health Facility (Protocol 2 - Data Verification)

		Number of TB cases who started treatment for confirmed multi-drug resistant tuberculosis

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO START OF MDR-TB TREATMENT - Describe the connection between the start of MDR-TB treatment and entry of the treatment start in the Category IV register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the Category IV treatment card is filled in with date of treatment start.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment start date in the Category IV register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the start of treatment and entry of the treatment start in the Category IV register ?

		1.3		If there is a delay between the start of MDR-TB treatment and entry of the start date in the Category IV register , please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of Category IV treatment card, Category IV register and Quarterly reports on Category IV case finding for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (Category IV treatment card, Category IV register, Quarterly reports on Category IV case registration). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the Category IV register complete, notably all the fields in the Category IV treatment card to be filled in to define the start of treatment: (1) Category IV registration number; (2) date of registration; (3) district TB registration number; (4) site of disease; (5) DST result; (6) date sample taken; (7) second line drugs already received; (8) date of treatment start; (9) sputum smear microscopy and culture result before treatment start?

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients starting MDR-TB treatment from Category IV treatment card, compare the verified numbers to the Category IV register and explain discrepancies -

		A)  Recount patients starting MDR-TB treatment from Category IV treatment cards and compare the verified numbers to the Category IV register		Recounting Results

		3.1		Recount the number of patients recorded as starting MDR-TB treatment during the reporting period by reviewing the Category IV Register.

		3.2		Copy the number of patients reported as having started MDR-TB treatment by the site during the reporting period from the quarterly report on Category IV.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the Category IV treatment cards -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate. To the extent relevant, the cross-checks should be performed in both directions (for example, from Category IV Treatment Cards to the Category IV Register and from Category IV Register to Category IV Treatment Cards ).

		CROSS-CHECK 1.1 :  From Category IV Treatment Cards to the Category IV Register. Was this cross check performed?

		4.1		If feasible, select 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as having started MDR-TB treatment in the Category IV Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Category IV Treatment Cards of patients who started MDR-TB treatment during the quarter (or a maximum of all Category IV Treatment Cards of patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

		CROSS-CHECK 1.2 ::  From the Category IV Register to Category IV Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Category IV treatment cards?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients recorded as having started MDR-TB treatment during the quarter in the Category IV Register (or a maximum of all patients who started MDR-TB treatment during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.						-

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities (if possible or appropriate for the indicator)

		Indicator-specific notes for auditor:   Spots checks will not be possible for this indicator.





SUMMARY_TABLE

		Important Note:  This table may need to be revised if a different sampling scheme is used or if not all intermediate aggregation sites include three service delivery sites.  It is important to carefully revise this table if a different sampling strategy (other than 4 intermediate aggregation level sites/districts and 3 service delivery sites per intermediate aggregation level site) is used in the Data Quality Audit.  Careful revision will be needed to ensure that all relevant data are used to measure the summary statistics.  If the worksheets are modified (e.g. worksheets added), it is critical to ensure that all formulas (including those hidden in columns) are reviewed by an expert in Excel.

										Step 1						Step 2						Step 3		Step 4

		SUMMARY TABLE

Trace and Verify								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Verified Counts at Audited Sites		Reported Count at Audited Sites		Site and Unadjusted District Verification Factors)		Observed Reported Count from All Sites in the "District"		Reported Count from the "District" at the M&E Unit (e.g. National Level)		Adjustment Factor  Rdi/Rni		Adjusted District Verification Factors		VF (Weight)		Total Verification Factor		% Available Reports		%  On-time Reports		% Complete Reports		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Lower 95% CI limit		Upper 95% CI limit		number of districts		Degrees of freedom t-distribution

		M&E Unit																																																df		P(2-tailed) = 0.025

		-		-						0.00		0.00				0.00		0.00						0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Intermediate Aggregation Level Sites and Service Delivery Sites																																																2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-																		3.00		3.18

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-																4.00		2.78

		1.1		-						0.00		0.00		-																																				5.00		2.57

		1.2		-						0.00		0.00		-

		1.3		-						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		1.6		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						0.00		0.00		-

		2.2		-						0.00		0.00		-

		2.3		-						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		2.6		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		3.6		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

		4.6		-						0.00		0.00		-

				Service Point Summary						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-

		11		-						0.00		0.00		-

		12		-						0.00		0.00		-





Summary_Statistics_No IAS

		DQA Summary Statistics (no Intermediate Aggregation Sites)

																																																																																-

																																																																																-

																																																																																-

																																																																																-

																																																																																-





Summary_Statistics_No IAS

										% Available Reports		% Available Reports		% Available Reports



5

4

3

% Available Reports

%  On-time Reports

% Complete Reports

Performance indicators

Percent

Summary of Reporting from DQA

0.9166666667

0.8181818182

0.9090909091



SUMMARY_STATISTICS_2 IAL

		Service Point Summary		Service Point Summary		Service Point Summary

		Savalou		Savalou		Savalou

		Tchetti		Tchetti		Tchetti

		Djalloukou		Djalloukou		Djalloukou

		Save		Save		Save

		Dassa		Dassa		Dassa

		Bante		Bante		Bante

		Penjari		Penjari		Penjari

		Ouake		Ouake		Ouake

		Tanagou		Tanagou		Tanagou

		Boukoumbe		Boukoumbe		Boukoumbe

		Natitingou		Natitingou		Natitingou

		Djougou		Djougou		Djougou



Site Verification factors for DQA

1.0327102804

1.0714285714

0.8181818182

0.8181818182

0.88

1.0909090909

1.0909090909

1.0714285714

1.0857142857

1.0857142857

1.0714285714

1.0857142857

1.0857142857



SUMMARY_STATISTICS

		DQA Summary Statistics

																																																																																Accuracy		Availability		Timeliness		Completeness

																																																																												7		-		-		-		-		-

																																																																												6		-		-		-		-		-

																																																																												5		-		-		-		-		-

																																																																												4		-		-		-		-		-

																																																																												3		-		-		-		-		-

																																																																												2		-		-		-		-		-

																																																																												1		-		-		-		-		-





SUMMARY_STATISTICS

		1.2563652327		1.1139047619		0.417414966		0.872		0.7868937049		0.7978130126		0.792951131



Mono

Borgu

Atakora

Collines

South

North

National M&E Unit
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INSTRUCTIONS

		INSTRUCTIONS (Protocol 2 - Data Verification)

		Note:  The Audit Team should read the document "Data Quality Audit:  Guidelines for Implementation" in addition to these instructions prior to administering this protocol.

		OBJECTIVE

		The objective of this protocol is to (1) recount and verify the accuracy of reported data at selected sites; and (2) review the timeliness, completeness and availability of reports.

		CONTENT

		This Data Verification Protocol relates to the indicator: Number of new smear positive TB cases registered under DOTS who are successfully treated. Indeed, because there can be significant differences between types of indicators and service delivery sites - e.g., health-based (clinics) and community-based sites, the DQA includes Indicator-specific Protocols with specific information and data quality challenges related to the indicator (e.g., the risk of double counting). This information is incorporated into the 5-steps of the protocol, which are outlined  below. 

The protocol begins with a description of the service(s) associated with the indicator to orient the Audit Team to the service being given and thus, what is being “counted” to measure the indicator.  This will help lead the Audit Team to the relevant source documents, which can be significantly different for various indicators (e.g., patient records, laboratory reports, training logs, etc).

The data verification takes place in two stages:

(1) In-depth verifications at the Service Delivery Points (SDPs); and
(2) Follow-up verifications at the relevant Intermediate Aggregation Levels (IALs) and at the Program/project M&E Unit. 
  
Typically, programs will have a 3-tier reporting system; In other words, the data will flow from Service Delivery Points (SDPs), 
to one Intermediate Aggregation Level (i.e., a Region or a District), and then to the central M&E Unit.

However, in some countries, SDPs may report directly to the central M&E Unit, without passing through Intermediate 
Aggregation Levels (IALs). In other countries, there could be two (or more) IALs with data being aggregated, for example,
at the District and then at the Provincial level before reaching the central M&E Unit. In such cases (i.e., a 2-tier or 4-tier reporting
system), the Data Verification Protocol will need to be adapted (as explained in the below).

		Editing the content of the Excel Template
The Excel Templates should be modified with care.  To enable the selective addition or removal of tabs for the different sites and 
levels the templates have been programmed in VBA (Visual Basic for Applications).  Modifications to the worksheets can disrupt the
programming and render the template inoperable.  However, it is possible to make certain changes that will make the template more 
useful during the DQA, and more descriptive of the information system.  For example, additional cross-checks and spot-checks can be
added to individual worksheets provided they are added at the bottom of the worksheet. Please do not 'insert' rows or columns in the
middle of the sheet as this could alter the calculation of certain performance indicators.  Other additions to the sheets can also be 
made at the bottom of the worksheet.

Up to six Service Delivery Sites within four Intermediate Aggregation Sites can be selected (i.e. 24 sites) so it is unlikely that service
points or intermediate sites will need to be added to "Information Page".   Simply select the desired number of each from the dropdown
lists on the “HEADER” page.  These selections can be modified later if need be.

It is acceptable to rename worksheet tabs as needed.

The worksheets are protected to guard against inadvertent changes to the contents .  To edit the contents of cells, unprotect the
worksheets by selecting 'Protection' from the 'Tools' pull-down menu.  Then select 'Unprotect'.  Remember to Re-protect the worksheet
after making the modifications.

		AUDITORS INSTRUCTIONS FOR USING THE PROTOCOL

		Service Delivery Points – 5 Types of Data Verifications

The first stage of the data-verification occurs at the Service Delivery Points. There are five types of standard data-verification steps that can be performed at this level :

1 - Description:  Describe the connection between the delivery of services/commodities and the completion of the source document that records that service delivery.

2 - Documentation Review:  Review availability and completeness of all indicator source documents for the selected reporting period.

3 - Trace and Verification:  Trace and verify reported numbers: (1) Recount the reported numbers from available source documents; (2) Compare the verified numbers to the site reported number; (3) Identify reasons for any differences. 

4 - Cross-checks:  Perform “cross-checks” of the verified report totals with other data-sources (e.g. inventory records, laboratory reports, registers, etc.).

5 - Spot-checks:  Perform “spot-checks” to verify the actual delivery of services or commodities to the target populations.

		Intermediate Aggregation Levels (IALs) and Central M&E Unit – 2 Types of Data Verifications

The second stage of the data-verification occurs at the Intermediate Aggregation Levels (e.g., Districts, Regions) and at the Program/project M&E Unit. 

1 - Documentation Review:  Review availability, timeliness and completeness of expected reports from Service Delivery Points for the selected reporting period.

2 - Trace and Verification:  Trace and verify reported numbers: (1) Re-aggregate the numbers submitted by the Service Delivery Points; (2) Compare the verified counts to the numbers submitted to the next level (e.g., Central M&E Unit); (3) Identify reasons for any differences.

		Instructions for a "2-tier" or "4-tier" reporting system:

Selecting Levels and Sites
The Protocol 2:  Data Verification Excel template is designed to follow the DQA sampling methodology with regard to the selection of Intermediate Aggregation Levels and Service Delivery Sites.  On the "HEADER" tab, the Auditing Team can select the number of Intermediate Aggregation Sites, and the number of Service Delivery Sites reporting to each Intermediate Aggregation Site, according to the understanding reached with the Organization Commissioning the DQA.  In the event there more than, or less than, one intermediary level to the flow of data from service delivery level to the national level, the required numbers of intermediate levels and sites per level can be selected.  First select the number of Intermediate Aggregation Levels (e.g. region or district).  If the data passes through both the region and the district, select two levels.  If the data only passes through the district before being sent to national level, select one level.  In some countries the data is reported from the service delivery point directly to national level.  In this case, select zero intermediate levels.  

Next select the number of sites within each intermediate level.  The most likely sampling scheme calls for the random selection of three clusters (intermediate sites), 
and three Service Delivery Sites within each cluster.  In the event of two intermediate levels, the sampling scheme will most likely be two regional clusters, with two
district clusters within each region.  Then two service points will be selected within each district cluster for a total of eight Service Delivery Sites.  Modifications to 
this sampling scheme may become necessary due to constraints of time, distance and resources.  All changes to the methodology should be agreed upon with the 
Organization Commissioning the DQA before the field visits.

		Instructions for filling in the columns of the checklist:

A list of questions appears on the left on each worksheet (column B).  The Audit Team should read each question (statement) and  complete columns C/D, E, F and G.  Column C has a pull down menu (in the right bottom corner) for each question with response categories: "Yes - completely", "Partly", "No - not at all" and "N/A".  Column D should be used to enter numbers or percentages (which will be used in the calculations). Column E is for auditor notes and column F should be filled in with "Yes" if the Audit Team deems that issues raised by the response to a question(statement) are sufficient to require a "Recommendation Note" to the Program/project.

		OUTPUTS

		Based on all responses to the questions, the following Summary Statistics will be produced:

- Accuracy of Reported Data through the calculation of Verification Factors  generated from the recounting exercise performed at each level of the reporting system (i.e., percentage comparison of the reported numbers for the selected indicators to the verified numbers); 

- Availability, Completeness and Timeliness Reports through percentages calculated at the Intermediate Aggregation Level(s) and the M&E Unit.

		Interpretation of the Output:

Mathematical modeling of the modified two-stage cluster sampling technique used by the DQA has determined that the precision of estimates of the verification factor for immunization coverage data is too low for realistic use at the national level.  In simulations, Woodard et al(1) found that up to 30 districts would need to be sampled to achieve precision in the neighborhood of +/-10%.  Given the investment of time, staff and financial resources required to visit 30 districts, the calculation of a precise national verification factor is unlikely.  

That said, it is possible to gain an insight into the overall quality of data in a Program/project without reliance on the national estimate of VF.  The qualitative aspects of the DQA are adequate to determine the strengths and weaknesses of a given reporting system.  For example, if indicator definitions are poorly understood in a majority of a representative sample of sites, it is quite likely that indicator definitions are poorly understood in non-sampled districts as well.  The recounting of indicators and comparison with reported values for a sample of sites is similarly adequate to determine in a general sense whether data quality is good, mediocre or poor, even without the
benefit of a precise national estimate.   Missing reports or large disparities between recounted and reported results in a handful of
sites is indicative of similar disparities elsewhere.  

Ultimately, the national verification factor should be interpreted with caution.  For the purposes of the Data Quality Audit it should be 
used as an indication of data quality (or lack of data quality), rather than an exact measure.   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA)
  Ann Epidemiol  2007;17:628–633.





SERVICE DESCRIPTION

		SERVICE DESCRIPTION (Protocol 2 - Data Verification)

		Background Information on TB Treatment

Under the recommended WHO TB treatment system (DOTS), the therapy consists of an initial phase (2 months) and a continuation phase (4-6 months). The indicator includes new smear-positive TB cases since they are the focus of the DOTS programme because they are the principal source of infection to others.  Treatment may be started in the diagnostic center or the patient may be referred to a more peripheral treatment center to start or to continue treatment. Directly observed treatment may be organised by the patient coming every day to the health facility, by health staff going to the patients home, by arranging for a health staff or community volunteer to provide DOT, either the patient visiting the provider or the provider going to the patients home.  Follow-up outside the health facility is usually called community based treatment follow-up. The patient needs to identify or agree to a proposed community DOT provider

		Treatment success is defined as the sum of the following two outcomes:
a) "Cured": A sputum smear positive patient who was smear negative in the last month of treatment and on at least one previous occasion, and 
b) "Treatment completed": A sputum smear positive patient who completed treatment but without negative smear microscopy to confirmation of his/her smear conversion.

		Recording and reporting:
After diagnosis of TB and when the treatment is started, the medical worker fills in a TB treatment card. The front of the card provides information on the patient’s background, diagnosis and when he/she received drugs during the initial phase. The back of the card provides information on when he/she received drugs during the continuation phase and the patient’s treatment outcomes.

		Each TB patients is registered in the BMU register. The right page of this register documents the follow-up of treatment through the smear examinations which should be performed for new smear positive cases at month 2, 5 and during the last treatment month. The "Treatment outcome" column is filled in when the outcome is known and data are compiled into the Quarterly report. There are 6 possible outcomes: Cured, Treatment completed, Treatment failure, Died, Defaulted and Transfer out.

		TB treatment cards have a box to register treatment outcome, but the source document for reported results of treatment outcome is the BMU Register. Information on treatment outcomes for patients transferred out to another district or region should be communicated by one District TB Coordinator to another or by a Regional TB Coordinator to the district or region in which the TB patient was first registered.  To avoid double counting TB patients, it is on the original District TB Register that the outcome is recorded.  Aggregated quarterly reports on treatment outcome are then compiled by the TB district coordinator and submitted to the provincial level, who revises and send the report to the central level.

		Reference:   Management of Tuberculosis: Training for Health Facility Staff.  Geneva: WHO, 2003.
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		B- BACKGROUND INFORMATION FOR COMPLETION OF TRACE AND VERIFY INDICATOR DATA PROTOCOL

		Name of Orgnization Implementing the DQA

		Country

		Program Area(s)

		Indicator(s)

		Grant Number(s)

		M&E Management Unit at Central Level

		Name of Site																Date of Audit

		1-

		Regional Sites

		Name of Site																Date of Audit

		1

		2

		Intermediate Aggregation Sites (IAS)

		Name of Site																Date of Audit

		1

		2

		3

		4

		-		add more lines as needed

		Service Delivery Points (SDPs)

		Name of Site																Date of Audit

		1.1

		1.2

		1.3

		1.4

		1.5

		1.6

		2.1

		2.2

		2.3

		2.4

		2.5

		2.6

		3.1

		3.2

		3.3

		3.4

		3.5

		3.6

		4.1

		4.2

		4.3

		4.4

		4.5

		4.6

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10

		11

		12





M&E_Unit

		M&E Unit (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the M&E Unit is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the M&E summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				M&E Unit:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		0. Recording and Reporting System for TB Treatment

		0		Describe the recording and reporting system related to the treatment result of new smear positive TB cases at the health facility (i.e. from entering the treatment result in the Patient Card to the BMU register and to the quarterly reporting of treatment result to the M&E Unit). Please describe when recording takes place, on what form(s) and by which staff member(s).

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the M&E Unit.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the M&E Unit numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the M&E Unit (and released or submitted to the funding agency )

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (M&E Unit)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the M&E Unit		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers used by the M&E Unit for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the M&E Unit or in a database.

		1.3		What result was contained for the audited Regional Aggregation Site no.1 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.1		What result was contained for the audited Intermediate Aggregation Site no.1 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.2		What result was contained for the audited Intermediate Aggregation Site no.2 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Regional Aggregation Site no.2 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.3		What result was contained for the audited Intermediate Aggregation Site no.3 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		1.3.4		What result was contained for the audited Intermediate Aggregation Site no.4 in the national database or summary report prepared by the M&E Unit? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the M&E Unit for those Intermediate Aggregation Sites.

		1.4		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the M&E Unit should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 1

		Health Facility (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TREATMENT RESULT - Describe the connection between the end of TB treatment and entry of the result in the BMU register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in with result of treatment.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment result in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the end of treatment and entry of the result in the BMU register?

		1.3		If there is a delay between the end of treatment and entry of the result in the BMU register, please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of treatment outcomes for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU register complete, notably all the fields in the BMU register to be filled in to define the end of treatment: (1) sputum smear microscopy result during and at the end of treatment; (2) treatment outcome.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration as a TB case in the BMU register.  Do all dates fall within the reporting period? (i.e., patients to be included in the analysis of treatment result are defined by the date of registration as a TB case).

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients with successful results from BMU register, compare the verified numbers to the quarterly report of treatment result and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of new smear positive TB patients with successful treatment result recorded during the reporting period by reviewing the BMU register.

		3.2		Copy the number of new smear positive patients successfully treated reported by the site during the reporting period from the quarterly report of treatment outcome.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as successfully treated in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards with result classified as successfully treated?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been successfully treated -

		Indicator-specific notes for auditor:    A sample of smear positive patients entered in the BMU Register as successfully treated from the audited site may be visited. The purpose of spot-checks is to confirm that people were successfully treated as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been successfully treated?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2

		Health Facility (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TREATMENT RESULT - Describe the connection between the end of TB treatment and entry of the result in the BMU register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in with result of treatment.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment result in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the end of treatment and entry of the result in the BMU register?

		1.3		If there is a delay between the end of treatment and entry of the result in the BMU register, please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of treatment outcomes for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU register complete, notably all the fields in the BMU register to be filled in to define the end of treatment: (1) sputum smear microscopy result during and at the end of treatment; (2) treatment outcome.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration as a TB case in the BMU register.  Do all dates fall within the reporting period? (i.e., patients to be included in the analysis of treatment result are defined by the date of registration as a TB case).

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients with successful results from BMU register, compare the verified numbers to the quarterly report of treatment result and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of new smear positive TB patients with successful treatment result recorded during the reporting period by reviewing the BMU register.

		3.2		Copy the number of new smear positive patients successfully treated reported by the site during the reporting period from the quarterly report of treatment outcome.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as successfully treated in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards with result classified as successfully treated?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been successfully treated -

		Indicator-specific notes for auditor:    A sample of smear positive patients entered in the BMU Register as successfully treated from the audited site may be visited. The purpose of spot-checks is to confirm that people were successfully treated as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been successfully treated?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3

		Health Facility (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TREATMENT RESULT - Describe the connection between the end of TB treatment and entry of the result in the BMU register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in with result of treatment.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment result in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the end of treatment and entry of the result in the BMU register?

		1.3		If there is a delay between the end of treatment and entry of the result in the BMU register, please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of treatment outcomes for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU register complete, notably all the fields in the BMU register to be filled in to define the end of treatment: (1) sputum smear microscopy result during and at the end of treatment; (2) treatment outcome.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration as a TB case in the BMU register.  Do all dates fall within the reporting period? (i.e., patients to be included in the analysis of treatment result are defined by the date of registration as a TB case).

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients with successful results from BMU register, compare the verified numbers to the quarterly report of treatment result and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of new smear positive TB patients with successful treatment result recorded during the reporting period by reviewing the BMU register.

		3.2		Copy the number of new smear positive patients successfully treated reported by the site during the reporting period from the quarterly report of treatment outcome.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as successfully treated in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards with result classified as successfully treated?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been successfully treated -

		Indicator-specific notes for auditor:    A sample of smear positive patients entered in the BMU Register as successfully treated from the audited site may be visited. The purpose of spot-checks is to confirm that people were successfully treated as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been successfully treated?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4

		Health Facility (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TREATMENT RESULT - Describe the connection between the end of TB treatment and entry of the result in the BMU register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in with result of treatment.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment result in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the end of treatment and entry of the result in the BMU register?

		1.3		If there is a delay between the end of treatment and entry of the result in the BMU register, please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of treatment outcomes for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU register complete, notably all the fields in the BMU register to be filled in to define the end of treatment: (1) sputum smear microscopy result during and at the end of treatment; (2) treatment outcome.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration as a TB case in the BMU register.  Do all dates fall within the reporting period? (i.e., patients to be included in the analysis of treatment result are defined by the date of registration as a TB case).

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients with successful results from BMU register, compare the verified numbers to the quarterly report of treatment result and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of new smear positive TB patients with successful treatment result recorded during the reporting period by reviewing the BMU register.

		3.2		Copy the number of new smear positive patients successfully treated reported by the site during the reporting period from the quarterly report of treatment outcome.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as successfully treated in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards with result classified as successfully treated?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been successfully treated -

		Indicator-specific notes for auditor:    A sample of smear positive patients entered in the BMU Register as successfully treated from the audited site may be visited. The purpose of spot-checks is to confirm that people were successfully treated as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been successfully treated?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 5

		Health Facility (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TREATMENT RESULT - Describe the connection between the end of TB treatment and entry of the result in the BMU register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in with result of treatment.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment result in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the end of treatment and entry of the result in the BMU register?

		1.3		If there is a delay between the end of treatment and entry of the result in the BMU register, please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of treatment outcomes for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU register complete, notably all the fields in the BMU register to be filled in to define the end of treatment: (1) sputum smear microscopy result during and at the end of treatment; (2) treatment outcome.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration as a TB case in the BMU register.  Do all dates fall within the reporting period? (i.e., patients to be included in the analysis of treatment result are defined by the date of registration as a TB case).

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients with successful results from BMU register, compare the verified numbers to the quarterly report of treatment result and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of new smear positive TB patients with successful treatment result recorded during the reporting period by reviewing the BMU register.

		3.2		Copy the number of new smear positive patients successfully treated reported by the site during the reporting period from the quarterly report of treatment outcome.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as successfully treated in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards with result classified as successfully treated?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been successfully treated -

		Indicator-specific notes for auditor:    A sample of smear positive patients entered in the BMU Register as successfully treated from the audited site may be visited. The purpose of spot-checks is to confirm that people were successfully treated as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been successfully treated?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 6

		Health Facility (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TREATMENT RESULT - Describe the connection between the end of TB treatment and entry of the result in the BMU register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in with result of treatment.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment result in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the end of treatment and entry of the result in the BMU register?

		1.3		If there is a delay between the end of treatment and entry of the result in the BMU register, please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of treatment outcomes for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU register complete, notably all the fields in the BMU register to be filled in to define the end of treatment: (1) sputum smear microscopy result during and at the end of treatment; (2) treatment outcome.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration as a TB case in the BMU register.  Do all dates fall within the reporting period? (i.e., patients to be included in the analysis of treatment result are defined by the date of registration as a TB case).

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients with successful results from BMU register, compare the verified numbers to the quarterly report of treatment result and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of new smear positive TB patients with successful treatment result recorded during the reporting period by reviewing the BMU register.

		3.2		Copy the number of new smear positive patients successfully treated reported by the site during the reporting period from the quarterly report of treatment outcome.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as successfully treated in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards with result classified as successfully treated?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been successfully treated -

		Indicator-specific notes for auditor:    A sample of smear positive patients entered in the BMU Register as successfully treated from the audited site may be visited. The purpose of spot-checks is to confirm that people were successfully treated as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been successfully treated?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 7

		Health Facility (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TREATMENT RESULT - Describe the connection between the end of TB treatment and entry of the result in the BMU register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in with result of treatment.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment result in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the end of treatment and entry of the result in the BMU register?

		1.3		If there is a delay between the end of treatment and entry of the result in the BMU register, please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of treatment outcomes for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU register complete, notably all the fields in the BMU register to be filled in to define the end of treatment: (1) sputum smear microscopy result during and at the end of treatment; (2) treatment outcome.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration as a TB case in the BMU register.  Do all dates fall within the reporting period? (i.e., patients to be included in the analysis of treatment result are defined by the date of registration as a TB case).

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients with successful results from BMU register, compare the verified numbers to the quarterly report of treatment result and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of new smear positive TB patients with successful treatment result recorded during the reporting period by reviewing the BMU register.

		3.2		Copy the number of new smear positive patients successfully treated reported by the site during the reporting period from the quarterly report of treatment outcome.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as successfully treated in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards with result classified as successfully treated?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been successfully treated -

		Indicator-specific notes for auditor:    A sample of smear positive patients entered in the BMU Register as successfully treated from the audited site may be visited. The purpose of spot-checks is to confirm that people were successfully treated as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been successfully treated?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 8

		Health Facility (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TREATMENT RESULT - Describe the connection between the end of TB treatment and entry of the result in the BMU register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in with result of treatment.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment result in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the end of treatment and entry of the result in the BMU register?

		1.3		If there is a delay between the end of treatment and entry of the result in the BMU register, please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of treatment outcomes for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU register complete, notably all the fields in the BMU register to be filled in to define the end of treatment: (1) sputum smear microscopy result during and at the end of treatment; (2) treatment outcome.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration as a TB case in the BMU register.  Do all dates fall within the reporting period? (i.e., patients to be included in the analysis of treatment result are defined by the date of registration as a TB case).

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients with successful results from BMU register, compare the verified numbers to the quarterly report of treatment result and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of new smear positive TB patients with successful treatment result recorded during the reporting period by reviewing the BMU register.

		3.2		Copy the number of new smear positive patients successfully treated reported by the site during the reporting period from the quarterly report of treatment outcome.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as successfully treated in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards with result classified as successfully treated?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been successfully treated -

		Indicator-specific notes for auditor:    A sample of smear positive patients entered in the BMU Register as successfully treated from the audited site may be visited. The purpose of spot-checks is to confirm that people were successfully treated as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been successfully treated?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 9

		Health Facility (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TREATMENT RESULT - Describe the connection between the end of TB treatment and entry of the result in the BMU register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in with result of treatment.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment result in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the end of treatment and entry of the result in the BMU register?

		1.3		If there is a delay between the end of treatment and entry of the result in the BMU register, please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of treatment outcomes for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU register complete, notably all the fields in the BMU register to be filled in to define the end of treatment: (1) sputum smear microscopy result during and at the end of treatment; (2) treatment outcome.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration as a TB case in the BMU register.  Do all dates fall within the reporting period? (i.e., patients to be included in the analysis of treatment result are defined by the date of registration as a TB case).

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients with successful results from BMU register, compare the verified numbers to the quarterly report of treatment result and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of new smear positive TB patients with successful treatment result recorded during the reporting period by reviewing the BMU register.

		3.2		Copy the number of new smear positive patients successfully treated reported by the site during the reporting period from the quarterly report of treatment outcome.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as successfully treated in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards with result classified as successfully treated?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been successfully treated -

		Indicator-specific notes for auditor:    A sample of smear positive patients entered in the BMU Register as successfully treated from the audited site may be visited. The purpose of spot-checks is to confirm that people were successfully treated as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been successfully treated?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 10

		Health Facility (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TREATMENT RESULT - Describe the connection between the end of TB treatment and entry of the result in the BMU register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in with result of treatment.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment result in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the end of treatment and entry of the result in the BMU register?

		1.3		If there is a delay between the end of treatment and entry of the result in the BMU register, please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of treatment outcomes for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU register complete, notably all the fields in the BMU register to be filled in to define the end of treatment: (1) sputum smear microscopy result during and at the end of treatment; (2) treatment outcome.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration as a TB case in the BMU register.  Do all dates fall within the reporting period? (i.e., patients to be included in the analysis of treatment result are defined by the date of registration as a TB case).

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients with successful results from BMU register, compare the verified numbers to the quarterly report of treatment result and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of new smear positive TB patients with successful treatment result recorded during the reporting period by reviewing the BMU register.

		3.2		Copy the number of new smear positive patients successfully treated reported by the site during the reporting period from the quarterly report of treatment outcome.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as successfully treated in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards with result classified as successfully treated?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been successfully treated -

		Indicator-specific notes for auditor:    A sample of smear positive patients entered in the BMU Register as successfully treated from the audited site may be visited. The purpose of spot-checks is to confirm that people were successfully treated as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been successfully treated?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 11

		Health Facility (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TREATMENT RESULT - Describe the connection between the end of TB treatment and entry of the result in the BMU register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in with result of treatment.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment result in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the end of treatment and entry of the result in the BMU register?

		1.3		If there is a delay between the end of treatment and entry of the result in the BMU register, please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of treatment outcomes for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU register complete, notably all the fields in the BMU register to be filled in to define the end of treatment: (1) sputum smear microscopy result during and at the end of treatment; (2) treatment outcome.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration as a TB case in the BMU register.  Do all dates fall within the reporting period? (i.e., patients to be included in the analysis of treatment result are defined by the date of registration as a TB case).

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients with successful results from BMU register, compare the verified numbers to the quarterly report of treatment result and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of new smear positive TB patients with successful treatment result recorded during the reporting period by reviewing the BMU register.

		3.2		Copy the number of new smear positive patients successfully treated reported by the site during the reporting period from the quarterly report of treatment outcome.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as successfully treated in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards with result classified as successfully treated?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been successfully treated -

		Indicator-specific notes for auditor:    A sample of smear positive patients entered in the BMU Register as successfully treated from the audited site may be visited. The purpose of spot-checks is to confirm that people were successfully treated as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been successfully treated?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 12

		Health Facility (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TREATMENT RESULT - Describe the connection between the end of TB treatment and entry of the result in the BMU register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in with result of treatment.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment result in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the end of treatment and entry of the result in the BMU register?

		1.3		If there is a delay between the end of treatment and entry of the result in the BMU register, please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of treatment outcomes for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU register complete, notably all the fields in the BMU register to be filled in to define the end of treatment: (1) sputum smear microscopy result during and at the end of treatment; (2) treatment outcome.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration as a TB case in the BMU register.  Do all dates fall within the reporting period? (i.e., patients to be included in the analysis of treatment result are defined by the date of registration as a TB case).

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients with successful results from BMU register, compare the verified numbers to the quarterly report of treatment result and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of new smear positive TB patients with successful treatment result recorded during the reporting period by reviewing the BMU register.

		3.2		Copy the number of new smear positive patients successfully treated reported by the site during the reporting period from the quarterly report of treatment outcome.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as successfully treated in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards with result classified as successfully treated?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been successfully treated -

		Indicator-specific notes for auditor:    A sample of smear positive patients entered in the BMU Register as successfully treated from the audited site may be visited. The purpose of spot-checks is to confirm that people were successfully treated as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been successfully treated?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Regional Level 1

		Regional Aggregation Level (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Regional Aggregation Site is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the Regional summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Regional Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the Regional Aggregation Site.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the Regional Aggregation Site numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Regional Aggregation Site (and released or submitted to the funding agency )

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (Regional Aggregation Site)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the Regional Aggregation Site		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers reported  by the Regional Aggregation Site for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the Regional Aggregation Site or in a database.

		1.3		What result was contained for the audited Intermediate Aggregation Site no.1 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Intermediate Aggregation Site no.2 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the Regional Aggregation Site for those Intermediate Aggregation Sites.

		1.5		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the Regional Aggregation Site should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time? (i.e., on time means that the report was able to be used in the summary report prepared by the Regional Aggregation Site)

		Calculate % On time Reports						-

		2.4		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data.)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Intermediate Level 1

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 1.1

		Health Facility (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TREATMENT RESULT - Describe the connection between the end of TB treatment and entry of the result in the BMU register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in with result of treatment.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment result in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the end of treatment and entry of the result in the BMU register?

		1.3		If there is a delay between the end of treatment and entry of the result in the BMU register, please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of treatment outcomes for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU register complete, notably all the fields in the BMU register to be filled in to define the end of treatment: (1) sputum smear microscopy result during and at the end of treatment; (2) treatment outcome.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration as a TB case in the BMU register.  Do all dates fall within the reporting period? (i.e., patients to be included in the analysis of treatment result are defined by the date of registration as a TB case).

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients with successful results from BMU register, compare the verified numbers to the quarterly report of treatment result and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of new smear positive TB patients with successful treatment result recorded during the reporting period by reviewing the BMU register.

		3.2		Copy the number of new smear positive patients successfully treated reported by the site during the reporting period from the quarterly report of treatment outcome.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as successfully treated in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards with result classified as successfully treated?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been successfully treated -

		Indicator-specific notes for auditor:    A sample of smear positive patients entered in the BMU Register as successfully treated from the audited site may be visited. The purpose of spot-checks is to confirm that people were successfully treated as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been successfully treated?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.2

		Health Facility (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TREATMENT RESULT - Describe the connection between the end of TB treatment and entry of the result in the BMU register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in with result of treatment.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment result in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the end of treatment and entry of the result in the BMU register?

		1.3		If there is a delay between the end of treatment and entry of the result in the BMU register, please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of treatment outcomes for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU register complete, notably all the fields in the BMU register to be filled in to define the end of treatment: (1) sputum smear microscopy result during and at the end of treatment; (2) treatment outcome.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration as a TB case in the BMU register.  Do all dates fall within the reporting period? (i.e., patients to be included in the analysis of treatment result are defined by the date of registration as a TB case).

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients with successful results from BMU register, compare the verified numbers to the quarterly report of treatment result and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of new smear positive TB patients with successful treatment result recorded during the reporting period by reviewing the BMU register.

		3.2		Copy the number of new smear positive patients successfully treated reported by the site during the reporting period from the quarterly report of treatment outcome.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as successfully treated in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards with result classified as successfully treated?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been successfully treated -

		Indicator-specific notes for auditor:    A sample of smear positive patients entered in the BMU Register as successfully treated from the audited site may be visited. The purpose of spot-checks is to confirm that people were successfully treated as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been successfully treated?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.3

		Health Facility (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TREATMENT RESULT - Describe the connection between the end of TB treatment and entry of the result in the BMU register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in with result of treatment.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment result in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the end of treatment and entry of the result in the BMU register?

		1.3		If there is a delay between the end of treatment and entry of the result in the BMU register, please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of treatment outcomes for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU register complete, notably all the fields in the BMU register to be filled in to define the end of treatment: (1) sputum smear microscopy result during and at the end of treatment; (2) treatment outcome.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration as a TB case in the BMU register.  Do all dates fall within the reporting period? (i.e., patients to be included in the analysis of treatment result are defined by the date of registration as a TB case).

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients with successful results from BMU register, compare the verified numbers to the quarterly report of treatment result and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of new smear positive TB patients with successful treatment result recorded during the reporting period by reviewing the BMU register.

		3.2		Copy the number of new smear positive patients successfully treated reported by the site during the reporting period from the quarterly report of treatment outcome.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as successfully treated in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards with result classified as successfully treated?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been successfully treated -

		Indicator-specific notes for auditor:    A sample of smear positive patients entered in the BMU Register as successfully treated from the audited site may be visited. The purpose of spot-checks is to confirm that people were successfully treated as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been successfully treated?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.4

		Health Facility (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TREATMENT RESULT - Describe the connection between the end of TB treatment and entry of the result in the BMU register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in with result of treatment.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment result in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the end of treatment and entry of the result in the BMU register?

		1.3		If there is a delay between the end of treatment and entry of the result in the BMU register, please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of treatment outcomes for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU register complete, notably all the fields in the BMU register to be filled in to define the end of treatment: (1) sputum smear microscopy result during and at the end of treatment; (2) treatment outcome.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration as a TB case in the BMU register.  Do all dates fall within the reporting period? (i.e., patients to be included in the analysis of treatment result are defined by the date of registration as a TB case).

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients with successful results from BMU register, compare the verified numbers to the quarterly report of treatment result and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of new smear positive TB patients with successful treatment result recorded during the reporting period by reviewing the BMU register.

		3.2		Copy the number of new smear positive patients successfully treated reported by the site during the reporting period from the quarterly report of treatment outcome.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as successfully treated in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards with result classified as successfully treated?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been successfully treated -

		Indicator-specific notes for auditor:    A sample of smear positive patients entered in the BMU Register as successfully treated from the audited site may be visited. The purpose of spot-checks is to confirm that people were successfully treated as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been successfully treated?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.5

		Health Facility (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TREATMENT RESULT - Describe the connection between the end of TB treatment and entry of the result in the BMU register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in with result of treatment.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment result in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the end of treatment and entry of the result in the BMU register?

		1.3		If there is a delay between the end of treatment and entry of the result in the BMU register, please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of treatment outcomes for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU register complete, notably all the fields in the BMU register to be filled in to define the end of treatment: (1) sputum smear microscopy result during and at the end of treatment; (2) treatment outcome.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration as a TB case in the BMU register.  Do all dates fall within the reporting period? (i.e., patients to be included in the analysis of treatment result are defined by the date of registration as a TB case).

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients with successful results from BMU register, compare the verified numbers to the quarterly report of treatment result and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of new smear positive TB patients with successful treatment result recorded during the reporting period by reviewing the BMU register.

		3.2		Copy the number of new smear positive patients successfully treated reported by the site during the reporting period from the quarterly report of treatment outcome.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as successfully treated in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards with result classified as successfully treated?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been successfully treated -

		Indicator-specific notes for auditor:    A sample of smear positive patients entered in the BMU Register as successfully treated from the audited site may be visited. The purpose of spot-checks is to confirm that people were successfully treated as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been successfully treated?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 1.6

		Health Facility (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TREATMENT RESULT - Describe the connection between the end of TB treatment and entry of the result in the BMU register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in with result of treatment.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment result in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the end of treatment and entry of the result in the BMU register?

		1.3		If there is a delay between the end of treatment and entry of the result in the BMU register, please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of treatment outcomes for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU register complete, notably all the fields in the BMU register to be filled in to define the end of treatment: (1) sputum smear microscopy result during and at the end of treatment; (2) treatment outcome.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration as a TB case in the BMU register.  Do all dates fall within the reporting period? (i.e., patients to be included in the analysis of treatment result are defined by the date of registration as a TB case).

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients with successful results from BMU register, compare the verified numbers to the quarterly report of treatment result and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of new smear positive TB patients with successful treatment result recorded during the reporting period by reviewing the BMU register.

		3.2		Copy the number of new smear positive patients successfully treated reported by the site during the reporting period from the quarterly report of treatment outcome.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as successfully treated in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards with result classified as successfully treated?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been successfully treated -

		Indicator-specific notes for auditor:    A sample of smear positive patients entered in the BMU Register as successfully treated from the audited site may be visited. The purpose of spot-checks is to confirm that people were successfully treated as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been successfully treated?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Intermediate Level 2

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 2.1

		Health Facility (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TREATMENT RESULT - Describe the connection between the end of TB treatment and entry of the result in the BMU register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in with result of treatment.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment result in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the end of treatment and entry of the result in the BMU register?

		1.3		If there is a delay between the end of treatment and entry of the result in the BMU register, please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of treatment outcomes for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU register complete, notably all the fields in the BMU register to be filled in to define the end of treatment: (1) sputum smear microscopy result during and at the end of treatment; (2) treatment outcome.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration as a TB case in the BMU register.  Do all dates fall within the reporting period? (i.e., patients to be included in the analysis of treatment result are defined by the date of registration as a TB case).

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients with successful results from BMU register, compare the verified numbers to the quarterly report of treatment result and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of new smear positive TB patients with successful treatment result recorded during the reporting period by reviewing the BMU register.

		3.2		Copy the number of new smear positive patients successfully treated reported by the site during the reporting period from the quarterly report of treatment outcome.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as successfully treated in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards with result classified as successfully treated?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been successfully treated -

		Indicator-specific notes for auditor:    A sample of smear positive patients entered in the BMU Register as successfully treated from the audited site may be visited. The purpose of spot-checks is to confirm that people were successfully treated as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been successfully treated?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.2

		Health Facility (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TREATMENT RESULT - Describe the connection between the end of TB treatment and entry of the result in the BMU register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in with result of treatment.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment result in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the end of treatment and entry of the result in the BMU register?

		1.3		If there is a delay between the end of treatment and entry of the result in the BMU register, please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of treatment outcomes for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU register complete, notably all the fields in the BMU register to be filled in to define the end of treatment: (1) sputum smear microscopy result during and at the end of treatment; (2) treatment outcome.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration as a TB case in the BMU register.  Do all dates fall within the reporting period? (i.e., patients to be included in the analysis of treatment result are defined by the date of registration as a TB case).

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients with successful results from BMU register, compare the verified numbers to the quarterly report of treatment result and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of new smear positive TB patients with successful treatment result recorded during the reporting period by reviewing the BMU register.

		3.2		Copy the number of new smear positive patients successfully treated reported by the site during the reporting period from the quarterly report of treatment outcome.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as successfully treated in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards with result classified as successfully treated?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been successfully treated -

		Indicator-specific notes for auditor:    A sample of smear positive patients entered in the BMU Register as successfully treated from the audited site may be visited. The purpose of spot-checks is to confirm that people were successfully treated as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been successfully treated?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.3

		Health Facility (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TREATMENT RESULT - Describe the connection between the end of TB treatment and entry of the result in the BMU register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in with result of treatment.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment result in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the end of treatment and entry of the result in the BMU register?

		1.3		If there is a delay between the end of treatment and entry of the result in the BMU register, please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of treatment outcomes for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU register complete, notably all the fields in the BMU register to be filled in to define the end of treatment: (1) sputum smear microscopy result during and at the end of treatment; (2) treatment outcome.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration as a TB case in the BMU register.  Do all dates fall within the reporting period? (i.e., patients to be included in the analysis of treatment result are defined by the date of registration as a TB case).

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients with successful results from BMU register, compare the verified numbers to the quarterly report of treatment result and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of new smear positive TB patients with successful treatment result recorded during the reporting period by reviewing the BMU register.

		3.2		Copy the number of new smear positive patients successfully treated reported by the site during the reporting period from the quarterly report of treatment outcome.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as successfully treated in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards with result classified as successfully treated?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been successfully treated -

		Indicator-specific notes for auditor:    A sample of smear positive patients entered in the BMU Register as successfully treated from the audited site may be visited. The purpose of spot-checks is to confirm that people were successfully treated as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been successfully treated?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.4

		Health Facility (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TREATMENT RESULT - Describe the connection between the end of TB treatment and entry of the result in the BMU register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in with result of treatment.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment result in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the end of treatment and entry of the result in the BMU register?

		1.3		If there is a delay between the end of treatment and entry of the result in the BMU register, please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of treatment outcomes for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU register complete, notably all the fields in the BMU register to be filled in to define the end of treatment: (1) sputum smear microscopy result during and at the end of treatment; (2) treatment outcome.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration as a TB case in the BMU register.  Do all dates fall within the reporting period? (i.e., patients to be included in the analysis of treatment result are defined by the date of registration as a TB case).

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients with successful results from BMU register, compare the verified numbers to the quarterly report of treatment result and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of new smear positive TB patients with successful treatment result recorded during the reporting period by reviewing the BMU register.

		3.2		Copy the number of new smear positive patients successfully treated reported by the site during the reporting period from the quarterly report of treatment outcome.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as successfully treated in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards with result classified as successfully treated?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been successfully treated -

		Indicator-specific notes for auditor:    A sample of smear positive patients entered in the BMU Register as successfully treated from the audited site may be visited. The purpose of spot-checks is to confirm that people were successfully treated as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been successfully treated?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.5

		Health Facility (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TREATMENT RESULT - Describe the connection between the end of TB treatment and entry of the result in the BMU register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in with result of treatment.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment result in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the end of treatment and entry of the result in the BMU register?

		1.3		If there is a delay between the end of treatment and entry of the result in the BMU register, please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of treatment outcomes for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU register complete, notably all the fields in the BMU register to be filled in to define the end of treatment: (1) sputum smear microscopy result during and at the end of treatment; (2) treatment outcome.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration as a TB case in the BMU register.  Do all dates fall within the reporting period? (i.e., patients to be included in the analysis of treatment result are defined by the date of registration as a TB case).

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients with successful results from BMU register, compare the verified numbers to the quarterly report of treatment result and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of new smear positive TB patients with successful treatment result recorded during the reporting period by reviewing the BMU register.

		3.2		Copy the number of new smear positive patients successfully treated reported by the site during the reporting period from the quarterly report of treatment outcome.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as successfully treated in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards with result classified as successfully treated?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been successfully treated -

		Indicator-specific notes for auditor:    A sample of smear positive patients entered in the BMU Register as successfully treated from the audited site may be visited. The purpose of spot-checks is to confirm that people were successfully treated as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been successfully treated?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 2.6

		Health Facility (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TREATMENT RESULT - Describe the connection between the end of TB treatment and entry of the result in the BMU register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in with result of treatment.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment result in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the end of treatment and entry of the result in the BMU register?

		1.3		If there is a delay between the end of treatment and entry of the result in the BMU register, please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of treatment outcomes for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU register complete, notably all the fields in the BMU register to be filled in to define the end of treatment: (1) sputum smear microscopy result during and at the end of treatment; (2) treatment outcome.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration as a TB case in the BMU register.  Do all dates fall within the reporting period? (i.e., patients to be included in the analysis of treatment result are defined by the date of registration as a TB case).

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients with successful results from BMU register, compare the verified numbers to the quarterly report of treatment result and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of new smear positive TB patients with successful treatment result recorded during the reporting period by reviewing the BMU register.

		3.2		Copy the number of new smear positive patients successfully treated reported by the site during the reporting period from the quarterly report of treatment outcome.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as successfully treated in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards with result classified as successfully treated?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been successfully treated -

		Indicator-specific notes for auditor:    A sample of smear positive patients entered in the BMU Register as successfully treated from the audited site may be visited. The purpose of spot-checks is to confirm that people were successfully treated as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been successfully treated?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Regional Level 2

		Regional Aggregation Level (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Regional Aggregation Site is to:  
a. re-aggregate reported numbers from all Intermediate Aggregation Sites and compare with the totals in the Regional summary report; and
b. review all reports received from all Intermediate Aggregation Sites and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Regional Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:   Reported results from all Intermediate Aggregation Sites should be re-aggregated and the total compared to the number contained in the summary report prepared by the Regional Aggregation Site.

		A)  Recount results from submitted reports by all Intermediate Aggregation Sites and compare the verified numbers to the Regional Aggregation Site numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Regional Aggregation Site (and released or submitted to the funding agency )

		1.2		Re-aggregate the numbers from the reports received from all Intermediate Aggregation Sites.  What is the re-aggregated number?

		Result Verification Ratio (Regional Aggregation Site)
(i.e., ratio of recounted to reported results)						-

		A)  Copy results for the audited Intermediate Sites as observed in the Summary Report prepared by the Regional Aggregation Site		Recounting Results

		Indicator-specific notes for auditor:   To calculate the Adjustment Factor, the Audit team will need to find the numbers reported  by the Regional Aggregation Site for the audited Intermediate Aggregation Sites.  These are likely to be contained in the Summary Report prepared by the Regional Aggregation Site or in a database.

		1.3		What result was contained for the audited Intermediate Aggregation Site no.1 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		1.4		What result was contained for the audited Intermediate Aggregation Site no.2 in the database or summary report prepared by the Regional Aggregation Site? (specify the name of the site in the auditors notes on this line)

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Intermediate Aggregation Sites and the numbers recorded at the Regional Aggregation Site for those Intermediate Aggregation Sites.

		1.5		What are the reasons for the discrepancies (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Intermediate Aggregation Sites

		Indicator-specific notes for auditor:  This step involves all of the reports that the Regional Aggregation Site should have received from all Intermediate Aggregation Sites.

		2.1		How many reports should there have been from all Intermediate Aggregation Sites?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time? (i.e., on time means that the report was able to be used in the summary report prepared by the Regional Aggregation Site)

		Calculate % On time Reports						-

		2.4		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data.)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Intermediate Level 3

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 3.1

		Health Facility (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TREATMENT RESULT - Describe the connection between the end of TB treatment and entry of the result in the BMU register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in with result of treatment.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment result in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the end of treatment and entry of the result in the BMU register?

		1.3		If there is a delay between the end of treatment and entry of the result in the BMU register, please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of treatment outcomes for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU register complete, notably all the fields in the BMU register to be filled in to define the end of treatment: (1) sputum smear microscopy result during and at the end of treatment; (2) treatment outcome.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration as a TB case in the BMU register.  Do all dates fall within the reporting period? (i.e., patients to be included in the analysis of treatment result are defined by the date of registration as a TB case).

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients with successful results from BMU register, compare the verified numbers to the quarterly report of treatment result and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of new smear positive TB patients with successful treatment result recorded during the reporting period by reviewing the BMU register.

		3.2		Copy the number of new smear positive patients successfully treated reported by the site during the reporting period from the quarterly report of treatment outcome.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as successfully treated in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards with result classified as successfully treated?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been successfully treated -

		Indicator-specific notes for auditor:    A sample of smear positive patients entered in the BMU Register as successfully treated from the audited site may be visited. The purpose of spot-checks is to confirm that people were successfully treated as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been successfully treated?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.2

		Health Facility (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TREATMENT RESULT - Describe the connection between the end of TB treatment and entry of the result in the BMU register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in with result of treatment.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment result in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the end of treatment and entry of the result in the BMU register?

		1.3		If there is a delay between the end of treatment and entry of the result in the BMU register, please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of treatment outcomes for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU register complete, notably all the fields in the BMU register to be filled in to define the end of treatment: (1) sputum smear microscopy result during and at the end of treatment; (2) treatment outcome.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration as a TB case in the BMU register.  Do all dates fall within the reporting period? (i.e., patients to be included in the analysis of treatment result are defined by the date of registration as a TB case).

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients with successful results from BMU register, compare the verified numbers to the quarterly report of treatment result and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of new smear positive TB patients with successful treatment result recorded during the reporting period by reviewing the BMU register.

		3.2		Copy the number of new smear positive patients successfully treated reported by the site during the reporting period from the quarterly report of treatment outcome.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as successfully treated in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards with result classified as successfully treated?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been successfully treated -

		Indicator-specific notes for auditor:    A sample of smear positive patients entered in the BMU Register as successfully treated from the audited site may be visited. The purpose of spot-checks is to confirm that people were successfully treated as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been successfully treated?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.3

		Health Facility (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TREATMENT RESULT - Describe the connection between the end of TB treatment and entry of the result in the BMU register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in with result of treatment.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment result in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the end of treatment and entry of the result in the BMU register?

		1.3		If there is a delay between the end of treatment and entry of the result in the BMU register, please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of treatment outcomes for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU register complete, notably all the fields in the BMU register to be filled in to define the end of treatment: (1) sputum smear microscopy result during and at the end of treatment; (2) treatment outcome.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration as a TB case in the BMU register.  Do all dates fall within the reporting period? (i.e., patients to be included in the analysis of treatment result are defined by the date of registration as a TB case).

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients with successful results from BMU register, compare the verified numbers to the quarterly report of treatment result and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of new smear positive TB patients with successful treatment result recorded during the reporting period by reviewing the BMU register.

		3.2		Copy the number of new smear positive patients successfully treated reported by the site during the reporting period from the quarterly report of treatment outcome.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as successfully treated in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards with result classified as successfully treated?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been successfully treated -

		Indicator-specific notes for auditor:    A sample of smear positive patients entered in the BMU Register as successfully treated from the audited site may be visited. The purpose of spot-checks is to confirm that people were successfully treated as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been successfully treated?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.4

		Health Facility (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TREATMENT RESULT - Describe the connection between the end of TB treatment and entry of the result in the BMU register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in with result of treatment.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment result in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the end of treatment and entry of the result in the BMU register?

		1.3		If there is a delay between the end of treatment and entry of the result in the BMU register, please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of treatment outcomes for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU register complete, notably all the fields in the BMU register to be filled in to define the end of treatment: (1) sputum smear microscopy result during and at the end of treatment; (2) treatment outcome.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration as a TB case in the BMU register.  Do all dates fall within the reporting period? (i.e., patients to be included in the analysis of treatment result are defined by the date of registration as a TB case).

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients with successful results from BMU register, compare the verified numbers to the quarterly report of treatment result and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of new smear positive TB patients with successful treatment result recorded during the reporting period by reviewing the BMU register.

		3.2		Copy the number of new smear positive patients successfully treated reported by the site during the reporting period from the quarterly report of treatment outcome.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as successfully treated in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards with result classified as successfully treated?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been successfully treated -

		Indicator-specific notes for auditor:    A sample of smear positive patients entered in the BMU Register as successfully treated from the audited site may be visited. The purpose of spot-checks is to confirm that people were successfully treated as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been successfully treated?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.5

		Health Facility (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TREATMENT RESULT - Describe the connection between the end of TB treatment and entry of the result in the BMU register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in with result of treatment.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment result in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the end of treatment and entry of the result in the BMU register?

		1.3		If there is a delay between the end of treatment and entry of the result in the BMU register, please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of treatment outcomes for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU register complete, notably all the fields in the BMU register to be filled in to define the end of treatment: (1) sputum smear microscopy result during and at the end of treatment; (2) treatment outcome.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration as a TB case in the BMU register.  Do all dates fall within the reporting period? (i.e., patients to be included in the analysis of treatment result are defined by the date of registration as a TB case).

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients with successful results from BMU register, compare the verified numbers to the quarterly report of treatment result and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of new smear positive TB patients with successful treatment result recorded during the reporting period by reviewing the BMU register.

		3.2		Copy the number of new smear positive patients successfully treated reported by the site during the reporting period from the quarterly report of treatment outcome.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as successfully treated in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards with result classified as successfully treated?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been successfully treated -

		Indicator-specific notes for auditor:    A sample of smear positive patients entered in the BMU Register as successfully treated from the audited site may be visited. The purpose of spot-checks is to confirm that people were successfully treated as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been successfully treated?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 3.6

		Health Facility (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TREATMENT RESULT - Describe the connection between the end of TB treatment and entry of the result in the BMU register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in with result of treatment.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment result in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the end of treatment and entry of the result in the BMU register?

		1.3		If there is a delay between the end of treatment and entry of the result in the BMU register, please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of treatment outcomes for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU register complete, notably all the fields in the BMU register to be filled in to define the end of treatment: (1) sputum smear microscopy result during and at the end of treatment; (2) treatment outcome.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration as a TB case in the BMU register.  Do all dates fall within the reporting period? (i.e., patients to be included in the analysis of treatment result are defined by the date of registration as a TB case).

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients with successful results from BMU register, compare the verified numbers to the quarterly report of treatment result and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of new smear positive TB patients with successful treatment result recorded during the reporting period by reviewing the BMU register.

		3.2		Copy the number of new smear positive patients successfully treated reported by the site during the reporting period from the quarterly report of treatment outcome.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as successfully treated in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards with result classified as successfully treated?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been successfully treated -

		Indicator-specific notes for auditor:    A sample of smear positive patients entered in the BMU Register as successfully treated from the audited site may be visited. The purpose of spot-checks is to confirm that people were successfully treated as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been successfully treated?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Intermediate Level 4

		Intermediate Aggregation Level (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

		Note to Audit Team:   The purpose of the Trace and Verify analysis at the Intermediate Aggregation (reporting) Level is to:  
a. re-aggregate reported numbers from all Service Delivery Points and compare with the totals submitted to the next level; and
b. review all reports received from all Service Delivery Points and check for availability, completeness and timeliness of the reports.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Intermediate Aggregation Site:		-								Need for Recommendation
 (add YES)

				Reporting Period:		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1. Re-aggregate reported numbers from all Service Delivery Points

		Indicator-specific notes for auditor:   Reported results from all Service Delivery Points should be re-aggregated and the total compared to the number contained in the summary report prepared by the Intermediate Aggregation Site.

		A)  Recount results from submitted reports by all Service Delivery Points and compare the verified numbers to the site reported numbers		Recounting Results

		1.1		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)?

		1.2		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number?

		Result Verification Ratio (Intermediate Level)
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:   Record any reasons for the discrepancy (if any) observed by the Audit Team.  Check for discrepancies between the numbers reported by the Service Delivery Points and the numbers recorded at the Intermediate Aggregation Site for those Service Delivery Points.

		1.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		2.  Verify availability, timeliness and completeness of reports received from all Service Delivery Points

		Indicator-specific notes for auditor:  This step involves all of the reports that the Intermediate Aggregation Site should have received from all Service Delivery Points.

		2.1		How many reports should there have been from all Service Delivery Points?

		2.2		How many reports are there?

		Calculate % Available Reports						-

		2.3		Check the dates on the reports received.  How many reports were received on time?

(i.e., on time means that the report was received by the due date)

		Calculate % On time Reports						-

		2.4		How many reports were complete? 

(i.e., complete means that the report contains (1) the reported count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; and (4) a signature from the staff having submitted the report)

		Calculate % Complete Reports						-

				Additional Comments (if any)





Service Point 4.1

		Health Facility (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TREATMENT RESULT - Describe the connection between the end of TB treatment and entry of the result in the BMU register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in with result of treatment.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment result in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the end of treatment and entry of the result in the BMU register?

		1.3		If there is a delay between the end of treatment and entry of the result in the BMU register, please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of treatment outcomes for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU register complete, notably all the fields in the BMU register to be filled in to define the end of treatment: (1) sputum smear microscopy result during and at the end of treatment; (2) treatment outcome.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration as a TB case in the BMU register.  Do all dates fall within the reporting period? (i.e., patients to be included in the analysis of treatment result are defined by the date of registration as a TB case).

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients with successful results from BMU register, compare the verified numbers to the quarterly report of treatment result and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of new smear positive TB patients with successful treatment result recorded during the reporting period by reviewing the BMU register.

		3.2		Copy the number of new smear positive patients successfully treated reported by the site during the reporting period from the quarterly report of treatment outcome.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as successfully treated in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards with result classified as successfully treated?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been successfully treated -

		Indicator-specific notes for auditor:    A sample of smear positive patients entered in the BMU Register as successfully treated from the audited site may be visited. The purpose of spot-checks is to confirm that people were successfully treated as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been successfully treated?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.2

		Health Facility (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TREATMENT RESULT - Describe the connection between the end of TB treatment and entry of the result in the BMU register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in with result of treatment.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment result in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the end of treatment and entry of the result in the BMU register?

		1.3		If there is a delay between the end of treatment and entry of the result in the BMU register, please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of treatment outcomes for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU register complete, notably all the fields in the BMU register to be filled in to define the end of treatment: (1) sputum smear microscopy result during and at the end of treatment; (2) treatment outcome.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration as a TB case in the BMU register.  Do all dates fall within the reporting period? (i.e., patients to be included in the analysis of treatment result are defined by the date of registration as a TB case).

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients with successful results from BMU register, compare the verified numbers to the quarterly report of treatment result and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of new smear positive TB patients with successful treatment result recorded during the reporting period by reviewing the BMU register.

		3.2		Copy the number of new smear positive patients successfully treated reported by the site during the reporting period from the quarterly report of treatment outcome.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as successfully treated in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards with result classified as successfully treated?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been successfully treated -

		Indicator-specific notes for auditor:    A sample of smear positive patients entered in the BMU Register as successfully treated from the audited site may be visited. The purpose of spot-checks is to confirm that people were successfully treated as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been successfully treated?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.3

		Health Facility (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TREATMENT RESULT - Describe the connection between the end of TB treatment and entry of the result in the BMU register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in with result of treatment.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment result in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the end of treatment and entry of the result in the BMU register?

		1.3		If there is a delay between the end of treatment and entry of the result in the BMU register, please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of treatment outcomes for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU register complete, notably all the fields in the BMU register to be filled in to define the end of treatment: (1) sputum smear microscopy result during and at the end of treatment; (2) treatment outcome.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration as a TB case in the BMU register.  Do all dates fall within the reporting period? (i.e., patients to be included in the analysis of treatment result are defined by the date of registration as a TB case).

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients with successful results from BMU register, compare the verified numbers to the quarterly report of treatment result and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of new smear positive TB patients with successful treatment result recorded during the reporting period by reviewing the BMU register.

		3.2		Copy the number of new smear positive patients successfully treated reported by the site during the reporting period from the quarterly report of treatment outcome.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as successfully treated in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards with result classified as successfully treated?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been successfully treated -

		Indicator-specific notes for auditor:    A sample of smear positive patients entered in the BMU Register as successfully treated from the audited site may be visited. The purpose of spot-checks is to confirm that people were successfully treated as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been successfully treated?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.4

		Health Facility (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TREATMENT RESULT - Describe the connection between the end of TB treatment and entry of the result in the BMU register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in with result of treatment.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment result in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the end of treatment and entry of the result in the BMU register?

		1.3		If there is a delay between the end of treatment and entry of the result in the BMU register, please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of treatment outcomes for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU register complete, notably all the fields in the BMU register to be filled in to define the end of treatment: (1) sputum smear microscopy result during and at the end of treatment; (2) treatment outcome.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration as a TB case in the BMU register.  Do all dates fall within the reporting period? (i.e., patients to be included in the analysis of treatment result are defined by the date of registration as a TB case).

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients with successful results from BMU register, compare the verified numbers to the quarterly report of treatment result and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of new smear positive TB patients with successful treatment result recorded during the reporting period by reviewing the BMU register.

		3.2		Copy the number of new smear positive patients successfully treated reported by the site during the reporting period from the quarterly report of treatment outcome.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as successfully treated in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards with result classified as successfully treated?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been successfully treated -

		Indicator-specific notes for auditor:    A sample of smear positive patients entered in the BMU Register as successfully treated from the audited site may be visited. The purpose of spot-checks is to confirm that people were successfully treated as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been successfully treated?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.5

		Health Facility (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TREATMENT RESULT - Describe the connection between the end of TB treatment and entry of the result in the BMU register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in with result of treatment.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment result in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the end of treatment and entry of the result in the BMU register?

		1.3		If there is a delay between the end of treatment and entry of the result in the BMU register, please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of treatment outcomes for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU register complete, notably all the fields in the BMU register to be filled in to define the end of treatment: (1) sputum smear microscopy result during and at the end of treatment; (2) treatment outcome.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration as a TB case in the BMU register.  Do all dates fall within the reporting period? (i.e., patients to be included in the analysis of treatment result are defined by the date of registration as a TB case).

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients with successful results from BMU register, compare the verified numbers to the quarterly report of treatment result and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of new smear positive TB patients with successful treatment result recorded during the reporting period by reviewing the BMU register.

		3.2		Copy the number of new smear positive patients successfully treated reported by the site during the reporting period from the quarterly report of treatment outcome.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as successfully treated in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards with result classified as successfully treated?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been successfully treated -

		Indicator-specific notes for auditor:    A sample of smear positive patients entered in the BMU Register as successfully treated from the audited site may be visited. The purpose of spot-checks is to confirm that people were successfully treated as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been successfully treated?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





Service Point 4.6

		Health Facility (Protocol 2 - Data Verification)

		Number of new smear positive TB cases registered under DOTS who are successfully treated

				Health Facility:		-								Need for Recommendation
 (add YES)

				Reporting Period (this is the period that is being verified from results reported from the Program/project):		From:				To:

						Answer				Auditor Notes
(include work paper reference number)

						Yes/No		% 
or Number

		1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO TREATMENT RESULT - Describe the connection between the end of TB treatment and entry of the result in the BMU register -

		Indicator-specific notes for auditor:  It is recommended that the Audit Team ask staff to describe the process through which the BMU register is filled in with result of treatment.		Indcator-specific notes for auditor:

		1.1		Describe when entry of treatment result in the BMU register takes place, and by which staff member(s).

		1.2		Are there indication that there are delays between the end of treatment and entry of the result in the BMU register?

		1.3		If there is a delay between the end of treatment and entry of the result in the BMU register, please describe how the delay might affect data quality.

				Additional Comments (if any)

		2.  DOCUMENTATION REVIEW - Review availability and completeness of treatment card, BMU register (and Unit Register if relevant) and quarterly reports of treatment outcomes for the selected reporting period -

		Indicator-specific notes for auditor:  Due to confidentiality regulations, it may be important that prior permission to review the source documents be obtained from the site's senior manager. Furthermore, the audit team should ask the site manager if he/she would prefer that another staff member be present while the source documents are being reviewed.		Indcator-specific notes for auditor:

		A)  Check availability and completeness of documentation		Recounting Results

		2.1		Review available source documents for the reporting period (patient card, BMU register, quarterly reports). Is there any indication that source documents are missing?

If yes, determine how this might have affected reported numbers?

		2.2		Is the BMU register complete, notably all the fields in the BMU register to be filled in to define the end of treatment: (1) sputum smear microscopy result during and at the end of treatment; (2) treatment outcome.

If no, determine how this might have affected reported numbers?

		2.3		Review the dates of registration as a TB case in the BMU register.  Do all dates fall within the reporting period? (i.e., patients to be included in the analysis of treatment result are defined by the date of registration as a TB case).

If no, determine how this might have affected reported numbers.

		C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …)		Recounting Results

		Indicator-specific notes for auditor:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.		Indcator-specific notes for auditor:

		2.4		Is there a process to ensure that people diagnosed as smear positive and registred in the laboratory register have started their TB treatment ?

		2.5		Are there any instances with a risk of counting errors?

				Additional Comments (if any)

		3. TRACE AND VERIFICATION - Recount the patients with successful results from BMU register, compare the verified numbers to the quarterly report of treatment result and explain discrepancies -

		A)  Recount results from source documents and compare the verified numbers to the site reported numbers		Recounting Results

		3.1		Recount the number of new smear positive TB patients with successful treatment result recorded during the reporting period by reviewing the BMU register.

		3.2		Copy the number of new smear positive patients successfully treated reported by the site during the reporting period from the quarterly report of treatment outcome.

		Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)						-

		B)  Identify possible reasons for any differences between the verified and reported results

		Indicator-specific notes for auditor:  Record any reasons for the discrepancy (if any) observed by the Audit Team.

		3.3		What are the reasons for the discrepancy (if any) observed by the Audit Team (i.e., any data entry errors, arithmetic errors, missing source documents, other reason).

				Additional Comments (if any)

		4.  CROSS CHECKS - Perform cross-checks to ascertain the accuracy of the BMU register -

		Indicator-specific notes for auditor: The audit team can add other relevant cross-checks as appropriate.  To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the BMU Register and from BMU Register to Patient Treatment Cards ).

		CROSS-CHECK 1.1 :  From Patient Treatment Cards to the BMU Register. Was this cross check performed?

		4.1		If feasible, select 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 consecutive quarters). How many cards were selected?

		4.2		How many of the patients selected were recorded as successfully treated in the BMU Register?

		Calculate % difference for cross check 1.1

If difference is below 90%, select an additional 10 Patient Cards of people who were successfully treated during the quarter (or a maximum of all Patient Cards of people who were successfully treated during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

		CROSS-CHECK 1.2 :  From the BMU Register to Patient Treatment Cards. Was this cross check performed?

		4.3		If feasible, select 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 consecutive quarters). How many were selected?

		4.4		How many of the patients selected had Patient Cards with result classified as successfully treated?

		Calculate % difference for cross check 1.2.

If difference is below 90%, select an additional 10 patients successfully treated during the quarter from the BMU Register (or a maximum of all successfully treated patients during 4 extra consecutive quarters) and redo the calculation (ADD the numbers to the existing numbers in the above cells); repeat up to three times.

				Additional Comments (if any)

		5.  SPOT CHECKS - Perform spot checks to verify that the patient entered in the BMU register have been successfully treated -

		Indicator-specific notes for auditor:    A sample of smear positive patients entered in the BMU Register as successfully treated from the audited site may be visited. The purpose of spot-checks is to confirm that people were successfully treated as indicated in source documents. Spot-checks can be performed in two ways: (1) either the Audit Team obtains the names and addresses of people and goes to find them in the community; or (2) the Audit Team asks representatives of the site to contact these people and ask them to come to the health facility (for example the next day). Incentives or transport fees could be provided to patients visiting the health facility.

		5.1		How many patients were visited?

		5.2		How many of the patients contacted had actually been successfully treated?

		Calculate % difference between beneficiaries recorded as having been  successfully treated and those having actually been successfully treated.

		5.3		If there is a discrepancy, what issues did the spot check results raise?

				Additional Comments (if any)





SUMMARY_TABLE

		Important Note:  This table may need to be revised if a different sampling scheme is used or if not all intermediate aggregation sites include three service delivery sites.  It is important to carefully revise this table if a different sampling strategy (other than 4 intermediate aggregation level sites/districts and 3 service delivery sites per intermediate aggregation level site) is used in the Data Quality Audit.  Careful revision will be needed to ensure that all relevant data are used to measure the summary statistics.  If the worksheets are modified (e.g. worksheets added), it is critical to ensure that all formulas (including those hidden in columns) are reviewed by an expert in Excel.

										Step 1						Step 2						Step 3		Step 4

		SUMMARY TABLE

Trace and Verify								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Verified Counts at Audited Sites		Reported Count at Audited Sites		Site and Unadjusted District Verification Factors)		Observed Reported Count from All Sites in the "District"		Reported Count from the "District" at the M&E Unit (e.g. National Level)		Adjustment Factor  Rdi/Rni		Adjusted District Verification Factors		VF (Weight)		Total Verification Factor		% Available Reports		%  On-time Reports		% Complete Reports		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Lower 95% CI limit		Upper 95% CI limit		number of districts		Degrees of freedom t-distribution

		M&E Unit																																																df		P(2-tailed) = 0.025

		-		-						0.00		0.00				0.00		0.00						0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Intermediate Aggregation Level Sites and Service Delivery Sites																																																2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-																		3.00		3.18

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-																4.00		2.78

		1.1		-						0.00		0.00		-																																				5.00		2.57

		1.2		-						0.00		0.00		-

		1.3		-						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		1.6		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						0.00		0.00		-

		2.2		-						0.00		0.00		-

		2.3		-						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		2.6		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		3.6		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

		4.6		-						0.00		0.00		-

				Service Point Summary						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-

		11		-						0.00		0.00		-

		12		-						0.00		0.00		-





Summary_Statistics_No IAS

		DQA Summary Statistics (no Intermediate Aggregation Sites)

																																																																																-

																																																																																-

																																																																																-

																																																																																-

																																																																																-





Summary_Statistics_No IAS

										% Available Reports		% Available Reports		% Available Reports



5
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3

% Available Reports

%  On-time Reports

% Complete Reports

Performance indicators

Percent

Summary of Reporting from DQA

0

0

0



SUMMARY_STATISTICS_2 IAL

		



Site Verification factors for DQA



SUMMARY_STATISTICS

		DQA Summary Statistics

																																																																																Accuracy		Availability		Timeliness		Completeness

																																																																												7		-		-		-		-		-

																																																																												6		-		-		-		-		-

																																																																												5		-		-		-		-		-

																																																																												4		-		-		-		-		-

																																																																												3		-		-		-		-		-

																																																																												2		-		-		-		-		-

																																																																												1		-		-		-		-		-





SUMMARY_STATISTICS

		1.2563652327		1.1139047619		0.417414966		0.872		0.7868937049		0.7978130126		0.792951131



Mono

Borgu

Atakora

Collines

South

North

National M&E Unit

Total and Adjusted District 
Verification Factors from DQA



		0.9333333333		0.8461538462		0.75		0.9		0.8064516129		0.9		0.792951131



Mono

Borgu

Atakora

Collines

South

North

National M&E Unit

% Available Reports from DQA



		0.7857142857		0.7857142857		0.7857142857		0.7857142857		0.7857142857		0.7857142857



Borgu

Atakora

Collines

South

North

National M&E Unit

% On Time Reports from DQA

1.0909090909

1.1666666667

1

0.8

0.8611111111

0.8125



		0.9285714286		1.0909090909		0.8333333333		0.4444444444		1.44		0.9444444444		0.8



Mono

Borgu

Atakora

Collines

South

North

National M&E Unit

% Complete Reports from DQA



		DQA Summary Statistics

																																																																																				Accuracy		Availability		Timeliness		Completeness

																																																																																5		-		-		-		-		-

																																																																																4		-		-		-		-		-

																																																																																3		-		-		-		-		-

																																																																																2		-		-		-		-		-

																																																																																1		-		-		-		-		-
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		0		0		0		0		0



-

-
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% Available Reports from DQA



		0		0		0		0		0



-

-

-

-

-

% On Time Reports from DQA



		0		0		0		0		0



-

-

-

-

-

% Complete Reports from DQA
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				Protocol 1:

Assessment of Data Management and Reporting Systems																								4		4		4
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		Draft:  July 2008																														11

		Important notes for the use of this spreadsheet:																														0

		1.  In order to use the Data Quality Audit tools you will need to ensure that your 'macro security' is set to something less than 'high'.  With the spreadsheet open go to the 'Tools' pull-down menu and select 'Macro', then 'Security'.  Select 'medium'.  Close Excel and re-open the file.  When you open file the next time you will have to select 'Enable Macros' for the application to work as designed.																														0

		2.  On the HEADER Page (this page), please select number of intermediate aggregations levels (from the dropdown list) the data are reported through from service delivery point up to national level.  Then select the number of sampled intermediate aggregation sites (IAS) from the next dropdown list.   IAS are typically the district level health unit of the Ministry of Health.  Next, enter the number of sampled service delivery points (SDP), e.g. health units or facilities,  reporting to each intermediate site.  If you have an unequal number of SDP per district select the number corresponding to largest number of sampled SDP in a sampled district.  If SDPs report directly to national level select '0' from the IDS dropdown list.  Then select the number of SDPs in the sample.  Please see the INSTRUCTIONS page for more detail.

		3.  Please enter the health facility, or site, names into the sheet labeled 'Information Page'.  These names will then auto-populate the appropriate forms in the spreadsheet and help ensure a well organized assessment and good quality data.
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INSTRUCTIONS

		INSTRUCTIONS (Protocol 1 - System's Assessment)

		Note:  The Audit Team should read the document "Data Quality Audit:  Guidelines for Implementation" in addition to these instructions prior to administering this protocol.

		OBJECTIVE

		The objective of this protocol is to review and assess the design and functioning of the Program/Project’s data management and reporting system to determine if the system is able to produce reports with good data quality.

		CONTENT

		The review and assessment includes several steps, including a preliminary desk review of information supplied by the Program/Project, and follow-up reviews at the M&E Unit, at selected Service Delivery Points (SDPs) and Intermediate Aggregation Levels (IALs).  Each level (i.e. M&E Unit, SDPs and IALs) has a separate worksheet in the Excel file. 

The protocol is arranged into five sections: 1 - Organisation of M&E Structure and Functions; 2 - Definitions, Policy and Guidelines; 3 - Data-collection and Reporting Forms / Tools; 4 - Data Management Processes; 5 - Links with National Reporting System. These assessment areas are critical to evaluating whether the Data Management and Reporting System is able to produce quality data.  Questions related to the five areas are asked at different levels of the reporting system (see the "All Questions" worksheet for the list of all questions).

		Modifying the Excel template

Selecting Levels and Sites
The Systems Assessment Excel template is designed to follow the DQA sampling methodology with regard to the selection of Intermediate Aggregation Levels and Service Delivery Sites.  On the "HEADER" tab, the Auditing Team can select the number of Intermediate Aggregation Sites, and the number of Service Delivery Sites reporting to each Intermediate Aggregation Site, according to the understanding reached with the Organization Commissioning the DQA.  In the event there more than, or less than, one intermediary level to the flow of data from service delivery level to the national level, the required numbers of intermediate levels and sites per level can be selected.  First select the number of Intermediate Aggregation Levels (e.g. region or district).  If the data passes through both the region and the district, select two levels.  If the data only passes through the district before being sent to national level, select one level.  In some countries the data is reported from the service delivery point directly to national level.  In this case, select zero intermediate levels.  

Next select the number of sites within each intermediate level.  The most likely sampling scheme calls for the random selection of three
clusters (intermediate sites), and three Service Delivery Sites within each cluster.  In the event of two intermediate levels, the sampling
scheme will most likely be two regional clusters, with two district clusters within each region.  Then two service points will be selected
within each district cluster for a total of eight Service Delivery Sites.  Modifications to this sampling scheme may become necessary due
to constraints of time, distance and resources.  All changes to the methodology should be agreed upon with the Organization
Commissioning the DQA before the field visits.

		Editing the content of the Excel Template
The Excel Templates should be modified with care.  To enable the selective addition or removal of tabs for the different sites and 
levels the templates have been programmed in VBA (Visual Basic for Applications).  Modifications to the worksheets can disrupt the
programming and render the template inoperable.  However, it is possible to make certain changes that will make the template more 
useful during the DQA, and more descriptive of the information system.  For example, additional cross-checks and spot-checks can be
added to individual worksheets provided they are added at the bottom of the worksheet. Please do not 'insert' rows or columns in the
middle of the sheet as this could alter the calculation of certain performance indicators.  Other additions to the sheets can also be 
made at the bottom of the worksheet.

Up to six Service Delivery Sites within four Intermediate Aggregation Sites can be selected (i.e. 24 sites) so it is unlikely that service
points or intermediate sites will need to be added to "Information Page".   Simply select the desired number of each from the dropdown
lists on the “HEADER” page.  These selections can be modified later if need be.

It is acceptable to rename worksheet tabs as needed.

The worksheets are protected to guard against inadvertent changes to the contents .  To edit the contents of cells, unprotect the
worksheets by selecting 'Protection' from the 'Tools' pull-down menu.  Then select 'Unprotect'.  Remember to Re-protect the worksheet
after making the modifications.

		AUDITORS INSTRUCTIONS FOR USING THE PROTOCOL

		Because the quality of reporting of the M&E system may vary among indicators and may be stronger for some indicators than others, the Audit Team will need to fill out separate "Protocol 1:  Assessment of Data Management and Reporting Systems" for each indicator audited through the DQA.  However, if indicators selected for auditing are reported through the same data reporting forms and systems (e.g. ART and OI numbers for HIV/AIDS, or TB Detection and Successfully Treated numbers), only one protocol may be completed for these indicators.

		Desk Review

Based on preliminary documentation received from the M&E Unit (refer to the guidelines for the list of documents requested in advance from the country), the Audit Team should begin completing the M&E Unit worksheet .

		Site visits

Once in the country, the Audit Team will need to administer the protocol at:

-  the M&E Management Unit (at central level);
- selected Intermediate Aggregation Levels - e.g. Regional or District offices (if any);
- sample Service Delivery Points.

The Audit Team should complete the relevant worksheets for each site visited.  The worksheets include space for comments and for following up on the supplied documentation.  The Audit Team will need to address unanswered questions and obtain documentary support for those questions at all levels.

		Instructions for filling in the columns of the checklist:

A list of questions appears on the left on each worksheet (column B).  The Audit Team should read each question (statement) and  complete columns C, E and F.  Column C has a pull down menu (in the right bottom corner) for each question with response categories: "Yes - completely", "Partly", "No - not at all" and "N/A".  Column E is for auditor notes and column F should be filled in with "Yes" if the Audit Team deems that issues raised by the response to a question(statement) are sufficient to require a "Recommendation Note" to the Program/project.

		Instructions for filling out Audit Summary Question Sheet:

To answer these questions, the Audit Team will have the completed worksheets for each site visited and the summary table and graph of findings from the protocol (generated on the "Summary_Table" and "Spider_Graph" worksheets) .  Based on these information, the Audit Team should use its judgment to develop an overall response to the Audit Summary Questions.

		OUTPUTS

		Based on all responses to the questions, a Summary Table will be automatically generated, as will a Summary Graph of the strengths of the data management and reporting system.  The results generated will be based on the number of “Yes, completely”, “Partly” and “No, not at all” responses to the questions in the worksheets for the M&E Unit, the IALs and the SDPs.

		Interpretation of the Output:

The scores generated for each functional area on the Service Delivery Level, Intermediate Aggregation and M&E Unit pages are an average of the responses which are coded 3 for "“Yes, completely”, 2 for “Partly”, and 1 for “No, not at all”.  Responses coded "N/A," 
or "Not Applicable," are not factored into the score.  The numerical value of the score is not important; the scores are intended to be compared across functional areas as a means to prioritizing system strengthening activities.  That is, the scores are relative to each 
other and are most meaningful when comparing the performance of one functional area to another.  For example, if the system scores 
an average of 2.5 for 'M&E Structure, Functions and Capabilities' and 1.5 for 'Data-collection and Reporting Forms / Tools,' one would reasonably conclude that resources would be more efficiently spent strengthening 'Data-collection and Reporting Forms / Tools' rather than 'M&E Structure, Functions and Capabilities'.  The scores should therefore not be used exclusively to evaluate the information system.  Rather, they should be interpreted within the context of the interviews, documentation reviews, 
data verifications and observations made during the DQA exercise.





All Questions

		LIST OF ALL QUESTIONS  - For reference only (Protocol 1 - System's Assessment)

		Component of the M&E System				Check mark indicates reporting system level at which the question is asked						Supporting documentation required?

						M&E Unit		Aggregation Levels		Service Points

		I - M&E Structure, Functions and Capabilities

		1		There is a documented organizational structure/chart that clearly identifies positions that have data management responsibilities at the M&E Unit.		P						Yes

		2		All staff positions dedicated to M&E and data management systems are filled.		P						-

		3		There is a training plan which includes staff involved in data-collection and reporting at all levels in the reporting process.		P						Yes

		4		All relevant staff have received training on the data management processes and tools.		P		P		P		-

		5		A senior staff member (e.g., the Program Manager) is responsible for reviewing the aggregated numbers prior to the submission/release of reports from the M&E Unit.		P						-

		6		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from sub-reporting levels (e.g., regions, districts, service points).		P		P				-

		7		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				P		P		-

		8		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.						P		-

		II- Indicator Definitions and Reporting Guidelines

		9		The M&E Unit has documented and shared the definition of the indicator(s) with all relevant levels of the reporting system (e.g., regions, districts, service points).		P						Yes

		10		There is a description of the services that are related to each indicator measured by the Program/project.		P						Yes

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		11		,,, what they are supposed to report on.		P		P		P		Yes

		12		… how (e.g., in what specific format) reports are to be submitted.		P		P		P		Yes

		13		… to whom the reports should be submitted.		P		P		P		Yes

		14		… when the reports are due.		P		P		P		Yes

		15		There is a written policy that states for how long source documents and reporting forms need to be retained.		P						Yes

		III- Data-collection and Reporting Forms / Tools

		16		The M&E Unit has identified a standard source document (e.g., medical record, client intake form, register, etc.) to be used by all service delivery points to record service delivery.		P						Yes

		17		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels.		P						Yes

		18		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		P		P		P		Yes

		19		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				P		P		-

		20		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		P		P		P		-

		21		The data collected by the M&E system has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies disaggregation by these characteristics).		P						-

		22		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		P		P		P		-

		IV- Data Management Processes

		23		The M&E Unit has clearly documented data aggregation, analysis and/or manipulation steps performed at each level of the reporting system.		P						Yes

		24		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with sub-reporting levels on data quality issues.		P		P				Yes

		25		If data discrepancies have been uncovered in reports from sub-reporting levels, the M&E Unit or the Intermediate Aggregation Levels (e.g., districts or regions) have documented how these inconsistencies have been resolved.		P		P				-

		26		Feedback is systematically provided to all sub-reporting levels on the quality of their reporting (i.e., accuracy, completeness and timeliness).		P		P				-

		27		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		P		P		P		-

		28		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.		P		P		P		Yes

		29		There is a written back-up procedure for when data entry or data processing is computerized.		P		P		P		Yes

		30		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		P		P		P		-

		31		Relevant personal data are maintained according to national or international confidentiality guidelines.		P		P		P		-

		The reporting system avoids double counting people …

		32		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		P		P		P		-

		33		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).		P		P		P		-

		34		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		P		P		P		-

		35		The M&E Unit can demonstrate that regular supervisory site visits have taken place and that data quality has been reviewed.		P						Yes

		V- Links with National Reporting System

		36		When available, the relevant national forms/tools are used for data-collection and reporting.		P		P		P		Yes

		37		When applicable, data are reported through a single channel of the national information systems.		P		P		P		-

		38		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).		P		P		P		-

		39		The service sites are identified using ID numbers that follow a national system.		P		P		P		-





M&E Unit

		M&E Unit (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		M&E Unit:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting documentation required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		There is a documented organizational structure/chart that clearly identifies positions that have data management responsibilities at the M&E Unit.				N/A						Yes

		2		All staff positions dedicated to M&E and data management systems are filled.				N/A						-

		3		There is a training plan which includes staff involved in data-collection and reporting at all levels in the reporting process.				N/A						Yes

		4		All relevant staff have received training on the data management processes and tools.				N/A						-

		5		A senior staff member (e.g., the Program Manager) is responsible for reviewing the aggregated numbers prior to the submission/release of reports from the M&E Unit.				N/A						-

		6		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from sub-reporting levels (e.g., regions, districts, service points).				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		7		The M&E Unit has documented and shared the definition of the indicator(s) with all relevant levels of the reporting system (e.g., regions, districts, service points).				N/A						Yes

		8		There is a description of the services that are related to each indicator measured by the Program/project.				N/A						Yes

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		9		,,, what they are supposed to report on.				N/A						Yes

		10		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		11		… to whom the reports should be submitted.				N/A						Yes

		12		… when the reports are due.				N/A						Yes

		13		There is a written policy that states for how long source documents and reporting forms need to be retained.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		14		The M&E Unit has identified a standard source document (e.g., medical record, client intake form, register, etc.) to be used by all service delivery points to record service delivery.				N/A						Yes

		15		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels.				N/A						Yes

		16		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		17		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		18		The data collected by the M&E system has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies disaggregation by these characteristics).				N/A						-

		19		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		20		The M&E Unit has clearly documented data aggregation, analysis and/or manipulation steps performed at each level of the reporting system.				N/A						Yes

		21		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with sub-reporting levels on data quality issues.				N/A						Yes

		22		If data discrepancies have been uncovered in reports from sub-reporting levels, the M&E Unit or the Intermediate Aggregation Levels (e.g., districts or regions) have documented how these inconsistencies have been resolved.				N/A						-

		23		Feedback is systematically provided to all sub-reporting levels on the quality of their reporting (i.e., accuracy, completeness and timeliness).				N/A						-

		24		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		25		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		26		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		27		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		28		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		29		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		30		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		31		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

		32		The M&E Unit can demonstrate that regular supervisory site visits have taken place and that data quality has been reviewed.				N/A						Yes

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		33		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		34		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		35		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		36		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		37		Is there anything else that we should know to understand your system?										-

		38		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Service Point 1

		Service Delivery Point (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Service Delivery Point:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting Documentation Required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

		3		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		13		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		14		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		17		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		18		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		19		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		20		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		21		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		22		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		23		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		24		Is there anything else that we should know to understand your system?										-

		25		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Service Point 2

		Service Delivery Point (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Service Delivery Point:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting Documentation Required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

		3		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		13		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		14		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		17		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		18		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		19		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		20		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		21		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		22		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		23		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		24		Is there anything else that we should know to understand your system?										-

		25		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Service Point 3

		Service Delivery Point (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Service Delivery Point:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting Documentation Required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

		3		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		13		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		14		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		17		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		18		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		19		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		20		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		21		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		22		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		23		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		24		Is there anything else that we should know to understand your system?										-

		25		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Service Point 4

		Service Delivery Point (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Service Delivery Point:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting Documentation Required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

		3		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		13		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		14		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		17		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		18		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		19		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		20		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		21		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		22		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		23		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		24		Is there anything else that we should know to understand your system?										-

		25		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Service Point 5

		Service Delivery Point (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Service Delivery Point:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting Documentation Required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

		3		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		13		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		14		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		17		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		18		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		19		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		20		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		21		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		22		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		23		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		24		Is there anything else that we should know to understand your system?										-

		25		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Service Point 6

		Service Delivery Point (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Service Delivery Point:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting Documentation Required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

		3		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		13		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		14		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		17		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		18		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		19		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		20		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		21		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		22		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		23		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		24		Is there anything else that we should know to understand your system?										-

		25		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Service Point 7

		Service Delivery Point (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Service Delivery Point:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting Documentation Required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

		3		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		13		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		14		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		17		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		18		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		19		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		20		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		21		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		22		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		23		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		24		Is there anything else that we should know to understand your system?										-

		25		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Service Point 8

		Service Delivery Point (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Service Delivery Point:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting Documentation Required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

		3		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		13		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		14		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		17		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		18		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		19		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		20		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		21		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		22		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		23		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		24		Is there anything else that we should know to understand your system?										-

		25		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Service Point 9

		Service Delivery Point (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Service Delivery Point:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting Documentation Required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

		3		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		13		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		14		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		17		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		18		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		19		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		20		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		21		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		22		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		23		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		24		Is there anything else that we should know to understand your system?										-

		25		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Service Point 10

		Service Delivery Point (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Service Delivery Point:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting Documentation Required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

		3		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		13		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		14		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		17		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		18		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		19		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		20		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		21		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		22		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		23		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		24		Is there anything else that we should know to understand your system?										-

		25		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Service Point 11

		Service Delivery Point (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Service Delivery Point:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting Documentation Required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

		3		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		13		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		14		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		17		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		18		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		19		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		20		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		21		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		22		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		23		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		24		Is there anything else that we should know to understand your system?										-

		25		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Service Point 12

		Service Delivery Point (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Service Delivery Point:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting Documentation Required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

		3		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		13		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		14		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		17		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		18		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		19		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		20		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		21		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		22		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		23		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		24		Is there anything else that we should know to understand your system?										-

		25		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Regional Level 1

		Regional Level 1 (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Regional Level:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting documentation required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from sub-reporting levels (e.g., regions, districts, service points).				N/A						-

		3		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with sub-reporting levels on data quality issues.				N/A						Yes

		13		If data discrepancies have been uncovered in reports from sub-reporting levels, the M&E Unit or the Intermediate Aggregation Levels (e.g., districts or regions) have documented how these inconsistencies have been resolved.				N/A						-

		14		Feedback is systematically provided to all sub-reporting levels on the quality of their reporting (i.e., accuracy, completeness and timeliness).				N/A						-

		15		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		16		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		17		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		18		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		19		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		20		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		21		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		22		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		23		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		24		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		25		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		26		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		27		Is there anything else that we should know to understand your system?										-

		28		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Intermediate Level 1.1

		Intermediate Aggregation Level (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Intermediate Aggregation Level:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting documentation required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from sub-reporting levels (e.g., regions, districts, service points).				N/A						-

		3		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with sub-reporting levels on data quality issues.				N/A						Yes

		13		If data discrepancies have been uncovered in reports from sub-reporting levels, the M&E Unit or the Intermediate Aggregation Levels (e.g., districts or regions) have documented how these inconsistencies have been resolved.				N/A						-

		14		Feedback is systematically provided to all sub-reporting levels on the quality of their reporting (i.e., accuracy, completeness and timeliness).				N/A						-

		15		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		16		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		17		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		18		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		19		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		20		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		21		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		22		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		23		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		24		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		25		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		26		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		27		Is there anything else that we should know to understand your system?										-

		28		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Service Point 1.1.1

		Service Delivery Point (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Service Delivery Point:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting Documentation Required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

		3		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		13		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		14		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		17		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		18		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		19		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		20		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		21		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		22		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		23		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		24		Is there anything else that we should know to understand your system?										-

		25		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Service Point 1.1.2

		Service Delivery Point (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Service Delivery Point:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting Documentation Required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

		3		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		13		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		14		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		17		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		18		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		19		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		20		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		21		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		22		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		23		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		24		Is there anything else that we should know to understand your system?										-

		25		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Service Point 1.1.3

		Service Delivery Point (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Service Delivery Point:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting Documentation Required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

		3		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		13		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		14		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		17		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		18		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		19		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		20		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		21		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		22		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		23		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		24		Is there anything else that we should know to understand your system?										-

		25		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Service Point 1.1.4

		Service Delivery Point (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Service Delivery Point:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting Documentation Required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

		3		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		13		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		14		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		17		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		18		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		19		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		20		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		21		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		22		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		23		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		24		Is there anything else that we should know to understand your system?										-

		25		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Service Point 1.1.5

		Service Delivery Point (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Service Delivery Point:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting Documentation Required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

		3		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		13		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		14		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		17		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		18		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		19		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		20		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		21		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		22		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		23		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		24		Is there anything else that we should know to understand your system?										-

		25		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Service Point 1.1.6

		Service Delivery Point (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Service Delivery Point:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting Documentation Required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

		3		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		13		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		14		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		17		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		18		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		19		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		20		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		21		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		22		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		23		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		24		Is there anything else that we should know to understand your system?										-

		25		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Intermediate Level 1.2

		Intermediate Aggregation Level (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Intermediate Aggregation Level:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting documentation required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from sub-reporting levels (e.g., regions, districts, service points).				N/A						-

		3		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with sub-reporting levels on data quality issues.				N/A						Yes

		13		If data discrepancies have been uncovered in reports from sub-reporting levels, the M&E Unit or the Intermediate Aggregation Levels (e.g., districts or regions) have documented how these inconsistencies have been resolved.				N/A						-

		14		Feedback is systematically provided to all sub-reporting levels on the quality of their reporting (i.e., accuracy, completeness and timeliness).				N/A						-

		15		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		16		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		17		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		18		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		19		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		20		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		21		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		22		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		23		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		24		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		25		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		26		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		27		Is there anything else that we should know to understand your system?										-

		28		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Service Point 1.2.1

		Service Delivery Point (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Service Delivery Point:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting Documentation Required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

		3		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		13		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		14		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		17		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		18		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		19		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		20		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		21		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		22		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		23		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		24		Is there anything else that we should know to understand your system?										-

		25		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Service Point 1.2.2

		Service Delivery Point (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Service Delivery Point:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting Documentation Required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

		3		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		13		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		14		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		17		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		18		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		19		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		20		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		21		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		22		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		23		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		24		Is there anything else that we should know to understand your system?										-

		25		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Service Point 1.2.3

		Service Delivery Point (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Service Delivery Point:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting Documentation Required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

		3		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		13		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		14		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		17		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		18		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		19		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		20		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		21		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		22		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		23		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		24		Is there anything else that we should know to understand your system?										-

		25		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Service Point 1.2.4

		Service Delivery Point (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Service Delivery Point:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting Documentation Required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

		3		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		13		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		14		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		17		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		18		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		19		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		20		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		21		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		22		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		23		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		24		Is there anything else that we should know to understand your system?										-

		25		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Service Point 1.2.5

		Service Delivery Point (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Service Delivery Point:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting Documentation Required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

		3		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		13		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		14		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		17		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		18		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		19		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		20		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		21		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		22		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		23		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		24		Is there anything else that we should know to understand your system?										-

		25		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Service Point 1.2.6

		Service Delivery Point (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Service Delivery Point:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting Documentation Required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

		3		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		13		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		14		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		17		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		18		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		19		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		20		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		21		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		22		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		23		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		24		Is there anything else that we should know to understand your system?										-

		25		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Regional Level 2

		Regional Level 2 (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Regional Level:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting documentation required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from sub-reporting levels (e.g., regions, districts, service points).				N/A						-

		3		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with sub-reporting levels on data quality issues.				N/A						Yes

		13		If data discrepancies have been uncovered in reports from sub-reporting levels, the M&E Unit or the Intermediate Aggregation Levels (e.g., districts or regions) have documented how these inconsistencies have been resolved.				N/A						-

		14		Feedback is systematically provided to all sub-reporting levels on the quality of their reporting (i.e., accuracy, completeness and timeliness).				N/A						-

		15		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		16		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		17		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		18		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		19		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		20		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		21		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		22		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		23		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		24		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		25		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		26		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		27		Is there anything else that we should know to understand your system?										-

		28		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Intermediate Level 2.1

		Intermediate Aggregation Level (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Intermediate Aggregation Level:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting documentation required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from sub-reporting levels (e.g., regions, districts, service points).				N/A						-

		3		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with sub-reporting levels on data quality issues.				N/A						Yes

		13		If data discrepancies have been uncovered in reports from sub-reporting levels, the M&E Unit or the Intermediate Aggregation Levels (e.g., districts or regions) have documented how these inconsistencies have been resolved.				N/A						-

		14		Feedback is systematically provided to all sub-reporting levels on the quality of their reporting (i.e., accuracy, completeness and timeliness).				N/A						-

		15		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		16		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		17		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		18		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		19		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		20		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		21		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		22		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		23		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		24		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		25		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		26		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		27		Is there anything else that we should know to understand your system?										-

		28		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Service Point 2.1.1

		Service Delivery Point (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Service Delivery Point:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting Documentation Required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

		3		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		13		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		14		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		17		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		18		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		19		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		20		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		21		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		22		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		23		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		24		Is there anything else that we should know to understand your system?										-

		25		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Service Point 2.1.2

		Service Delivery Point (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Service Delivery Point:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting Documentation Required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

		3		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		13		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		14		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		17		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		18		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		19		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		20		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		21		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		22		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		23		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		24		Is there anything else that we should know to understand your system?										-

		25		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Service Point 2.1.3

		Service Delivery Point (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Service Delivery Point:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting Documentation Required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

		3		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		13		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		14		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		17		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		18		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		19		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		20		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		21		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		22		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		23		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		24		Is there anything else that we should know to understand your system?										-

		25		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Service Point 2.1.4

		Service Delivery Point (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Service Delivery Point:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting Documentation Required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

		3		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		13		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		14		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		17		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		18		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		19		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		20		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		21		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		22		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		23		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		24		Is there anything else that we should know to understand your system?										-

		25		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Service Point 2.1.5

		Service Delivery Point (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Service Delivery Point:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting Documentation Required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

		3		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		13		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		14		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		17		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		18		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		19		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		20		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		21		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		22		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		23		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		24		Is there anything else that we should know to understand your system?										-

		25		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Service Point 2.1.6

		Service Delivery Point (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Service Delivery Point:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting Documentation Required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

		3		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		13		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		14		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		17		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		18		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		19		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		20		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		21		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		22		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		23		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		24		Is there anything else that we should know to understand your system?										-

		25		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Intermediate Level 2.2

		Intermediate Aggregation Level (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Intermediate Aggregation Level:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting documentation required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from sub-reporting levels (e.g., regions, districts, service points).				N/A						-

		3		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with sub-reporting levels on data quality issues.				N/A						Yes

		13		If data discrepancies have been uncovered in reports from sub-reporting levels, the M&E Unit or the Intermediate Aggregation Levels (e.g., districts or regions) have documented how these inconsistencies have been resolved.				N/A						-

		14		Feedback is systematically provided to all sub-reporting levels on the quality of their reporting (i.e., accuracy, completeness and timeliness).				N/A						-

		15		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		16		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		17		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		18		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		19		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		20		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		21		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		22		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		23		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		24		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		25		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		26		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		27		Is there anything else that we should know to understand your system?										-

		28		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Service Point 2.2.1

		Service Delivery Point (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Service Delivery Point:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting Documentation Required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

		3		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		13		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		14		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		17		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		18		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		19		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		20		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		21		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		22		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		23		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		24		Is there anything else that we should know to understand your system?										-

		25		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Service Point 2.2.2

		Service Delivery Point (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Service Delivery Point:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting Documentation Required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

		3		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		13		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		14		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		17		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		18		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		19		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		20		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		21		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		22		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		23		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		24		Is there anything else that we should know to understand your system?										-

		25		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Service Point 2.2.3

		Service Delivery Point (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Service Delivery Point:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting Documentation Required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

		3		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		13		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		14		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		17		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		18		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		19		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		20		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		21		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		22		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		23		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		24		Is there anything else that we should know to understand your system?										-

		25		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Service Point 2.2.4

		Service Delivery Point (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Service Delivery Point:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting Documentation Required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

		3		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		13		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		14		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		17		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		18		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		19		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		20		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		21		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		22		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		23		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		24		Is there anything else that we should know to understand your system?										-

		25		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Service Point 2.2.5

		Service Delivery Point (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Service Delivery Point:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting Documentation Required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

		3		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		13		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		14		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		17		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		18		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		19		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		20		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		21		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		22		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		23		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		24		Is there anything else that we should know to understand your system?										-

		25		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Service Point 2.2.6

		Service Delivery Point (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		Service Delivery Point:				-

		Component of the M&E System				Answer		Calculations		Auditor Notes
(include work paper reference number)		Need for Recommendation (add YES)		Supporting Documentation Required?

						Yes - completely
Partly
No - not at all
N/A

		I - M&E Structure, Functions and Capabilities

		1		All relevant staff have received training on the data management processes and tools.				N/A						-

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).				N/A						-

		3		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.				N/A						-

				Additional Comments (if any)				N/A

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.				N/A						Yes

		5		… how (e.g., in what specific format) reports are to be submitted.				N/A						Yes

		6		… to whom the reports should be submitted.				N/A						Yes

		7		… when the reports are due.				N/A						Yes

				Additional Comments (if any)				N/A

		III- Data-collection and Reporting Forms / Tools

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				N/A						Yes

		9		The source documents and reporting forms/tools specified by the M&E Unit are consistently used by all reporting levels.				N/A						-

		10		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				N/A						-

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				N/A						-

				Additional Comments (if any)				N/A

		IV- Data Management Processes

		12		There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				N/A						-

		13		For automated (computerized) systems, there is a clearly documented and actively implemented database administration procedure in place.  This includes backup/recovery procedures, security admininstration, and user administration.				N/A						Yes

		14		There is a written back-up procedure for when data entry or data processing is computerized.				N/A						Yes

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				N/A						-

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.				N/A						-

		The reporting system avoids double counting people …

		17		… within each point of service/organization (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				N/A						-

		18		… across service points/organizations (e.g., a person registered as receiving the same service in two different service points/organizations, etc).				N/A						-

		19		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				N/A						-

				Additional Comments (if any)				N/A

		V- Links with National Reporting System

		20		When available, the relevant national forms/tools are used for data-collection and reporting.				N/A						Yes

		21		When applicable, data are reported through a single channel of the national information systems.				N/A						-

		22		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).				N/A						-

		23		The service sites are identified using ID numbers that follow a national system.				N/A						-

				Additional Comments (if any)				N/A

		Conclusion

		24		Is there anything else that we should know to understand your system?										-

		25		What is your main challenge regarding data management and reporting?										-

				Additional Comments (if any)





Summary_Table

		SUMMARY TABLE

Assessment of Data Management
and Reporting Systems								I		II		III		IV		V		Average
(per site)				Color Code Key

										M&E Structure, Functions and Capabilities		Indicator Definitions and Reporting Guidelines		Data-collection and Reporting Forms / Tools		Data Management Processes		Links with National Reporting System						green		2.5 - 3.0		Yes, completely

		M&E Unit																						yellow		1.5 - 2.5		Partly

		-		-						N/A		N/A		N/A		N/A		N/A		N/A				red		< 1.5		No - not at all

		Regional Level

		1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2		-						N/A		N/A		N/A		N/A		N/A		N/A

		Intermediate Aggregation Level Sites

		1.1		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.2		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.2		-						N/A		N/A		N/A		N/A		N/A		N/A

		Service Delivery Points/Organizations

		1.1.1		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.1.2		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.1.3		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.1.4		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.1.5		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.1.6		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.2.1		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.2.2		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.2.3		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.2.4		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.2.5		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.2.6		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.1.1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.1.2		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.1.3		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.1.4		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.1.5		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.1.6		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.2.1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.2.2		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.2.3		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.2.4		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.2.5		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.2.6		-						N/A		N/A		N/A		N/A		N/A		N/A

		Average (per functional area)								N/A		N/A		N/A		N/A		N/A		N/A

		1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2		-						N/A		N/A		N/A		N/A		N/A		N/A

		3		-						N/A		N/A		N/A		N/A		N/A		N/A

		4		-						N/A		N/A		N/A		N/A		N/A		N/A

		5		-						N/A		N/A		N/A		N/A		N/A		N/A

		6		-						N/A		N/A		N/A		N/A		N/A		N/A

		7		-						N/A		N/A		N/A		N/A		N/A		N/A

		8		-						N/A		N/A		N/A		N/A		N/A		N/A

		9		-						N/A		N/A		N/A		N/A		N/A		N/A

		10		-						N/A		N/A		N/A		N/A		N/A		N/A

		11		-						N/A		N/A		N/A		N/A		N/A		N/A

		12		-						N/A		N/A		N/A		N/A		N/A		N/A

		Average (per functional area)								N/A		N/A		N/A		N/A		N/A		N/A
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13_AUDIT_QUESTIONS

		13  SUMMARY AUDIT QUESTIONS (Protocol 1 - System's Assessment)

		Program Area(s):				-

		Indicator(s):				-

		13 Questions				Answer		Comments

						Yes - completely
Partly
No - not at all
N/A

		1		Are key M&E and data-management staff identified with clearly assigned responsibilities?

		2		Have the majority of key M&E and data-management staff received the required training?

		3		Has the Program/Project clearly documented (in writing) what is reported to who, and how and when reporting is required?

		4		Are there operational indicator definitions meeting relevant standards that are systematically followed by all service points?

		5		Are there standard data collection and reporting forms that are systematically used?

		6		Are data recorded with sufficient precision/detail to measure relevant indicators?

		7		Are data maintained in accordance with international or national confidentiality guidelines?

		8		Are source documents kept and made available in accordance with a written policy?

		9		Does clear documentation of collection, aggregation and manipulation steps exist?

		10		Are data quality challenges identified and are mechanisms in place for addressing them?

		11		Are there clearly defined and followed procedures to identify and reconcile discrepancies in reports?

		12		Are there clearly defined and followed procedures to periodically verify source data?

		13		Does the data collection and reporting system of the Program/project link to the National Reporting System?







DQA Data Verification Templates/English/ms-08-29-en.pdf
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InTroDucTIon


BACkgrOUnDA. 


National programs and donor-funded projects are working towards achieving ambitious goals 
related to the fight against diseases such as Acquired Immunodeficiency Syndrome (AIDS), 
Tuberculosis (TB), and Malaria. Measuring the success and improving the management of these 
initiatives is predicated on strong monitoring and evaluation (M&E) systems that produce quality 
data related to program implementation.


In the spirit of the “Three Ones,” the “Stop TB Strategy,” and the “RBM Global Strategic Plan,” 
a number of multilateral and bilateral organizations have collaborated to jointly develop a Data 
Quality Assessment (DQA) Tool. The objective of this harmonized initiative is to provide a 
common approach for assessing and improving overall data quality. A single tool helps to ensure 
that standards are harmonized and allows for joint implementation between partners and with 
National Programs.


The DQA Tool  focuses exclusively on (1) verifying the quality of reported data, and (2) assessing 
the underlying data management and reporting systems for standard program-level output 
indicators. The DQA Tool is not intended to assess the entire M&E system of a country’s response 
to HIV/AIDS, Tuberculosis, or Malaria.  In the context of 
HIV/AIDS, the DQA Tool relates to component 10 (i.e., 
supportive supervision and data auditing) of the “Organizing 
Framework for a Functional National HIV M&E System.1”


Two versions of the DQA Tool have been developed: (1) the 
“Data Quality Audit Tool” which provides guidelines to be 
used by an external audit team to assess a program/project’s 
ability to report quality data; and (2) the “Routine Data 
Quality Assessment Tool” (RDQA) which is a simplified 
version of the DQA Tool for auditing that allows programs 
and projects to assess the quality of their data and strengthen 
their data management and reporting systems.


1 UNAIDS (2008). Organizing Framework for a Functional National HIV Monitoring and Evaluation System.  
Geneva: UNAIDS.


Figure 1. Organizing Framework 
for a Functional National HIV 
M&E System – 12 Components.
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The objectives of the DQA Tool for auditing are to:


Verify the quality of reported data for key indicators at selected sites; and•	
Assess the ability of data management systems to collect and report •	
quality data.


In addition, for the programs/projects being audited, the findings of the DQA can also be very 
useful for strengthening their data management and reporting systems.


OBjECTIVESB. 


The DQA Tool for auditing provides processes, protocols, and templates addressing how to:  


Determine the scope of the data quality audit.•	   The DQA Tool begins with suggested 
criteria for selecting the country, program/project(s), and indicators to be reviewed. In 
most cases, the Organization Commissioning the DQA will select these parameters.  
Engage the program/project(s) and prepare for the audit mission.•	   The DQA Tool 
includes template letters for notifying the program/project of the data quality audit (and 
for obtaining relevant authorizations), as well as guidelines for preparing the country 
mission.
Assess the design and implementation of the program/project’s data management  •	
and reporting systems. The DQA Tool provides steps and a protocol to identify potential 
risks to data quality created by the program/project’s data management and reporting 
system.    
Trace and verify (recount) selected indicator results.•	   The DQA Tool provides 
protocol(s) with special instructions, based on the indicator and type of Service Delivery 
Site (e.g. health facility or community-based).  These protocols will direct the Audit Team 
as it verifies data for the selected indicator from source documents and compares the 
results to the program/project(s) reported results.  
Develop and present the Audit Team’s findings and recommendations.•	   The 
DQA Tool provides instructions on how and when to present the DQA findings and 
recommendations to program/project officials and how to plan for follow-up activities to 
ensure that agreed-upon steps to improve systems and data quality are completed.


note:  While the Data Quality Audit Tool is not designed to assess the quality of services provided, 
its use could facilitate improvements in service quality as a result of the availability of better 
quality data related to program performance.     
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ConCepTuAl FrAmeworkC. 


The conceptual framework for the DQA and RDQA is illustrated in the Figure 1 (below). Generally, 
the quality of reported data is dependent on the underlying data management and reporting systems; 
stronger systems should produce better quality data. In other words, for good quality data to be 
produced by and flow through a data management system, key functional components need to be 
in place at all levels of the system — the points of service delivery, the intermediate level(s) where 
the data are aggregated (e.g. districts, regions), and the M&E unit at the highest level to which data 
are reported. The DQA and RDQA tools are therefore designed to:


(1) verify the quality of the data, 
(2) assess the system that produces that data, and 
(3) develop action plans to improve both.


 
Introduction – Figure 1.  Conceptual Framework for the (R)DQA:  Data Management and 


Reporting Systems, Functional Areas, and Data Quality. 


 
 
 
 
 
 
 
 
 


METhODOLOgyD. 


The DQA and RDQA are grounded in the components of data quality, namely, that programs and projects 
need accurate, reliable, precise, complete and timely data reports that managers can use to effectively 
direct available resources and to evaluate progress toward established goals (see Introduction Table 1 on 
the following page).  Furthermore, the data must have integrity to be considered credible and should be 
produced ensuring standards of confidentiality.  
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Introduction – Table 1.  Data Quality Dimensions


Dimension of 
Data Quality operational Definition


Accuracy
Also known as validity.  Accurate data are considered correct: the data measure what 
they are intended to measure.  Accurate data minimize errors (e.g., recording or 
interviewer bias, transcription error, sampling error) to a point of being negligible.


reliability


The data generated by a program’s information system are based on protocols and 
procedures that do not change according to who is using them and when or how 
often they are used.  The data are reliable because they are measured and collected 
consistently.


Precision


This means that the data have sufficient detail.  For example, an indicator requires 
the number of individuals who received HIV counseling & testing and received their 
test results, by sex of the individual.  An information system lacks precision if it is 
not designed to record the sex of the individual who received counseling and testing.


Completeness
Completeness means that an information system from which the results are derived 
is appropriately inclusive: it represents the complete list of eligible persons or units 
and not just a fraction of the list. 


Timeliness


Data are timely when they are up-to-date (current), and when the information is 
available on time.  Timeliness is affected by: (1) the rate at which the program’s 
information system is updated; (2) the rate of change of actual program activities; 
and (3) when the information is actually used or required.


Integrity Data have integrity when the system used to generate them is protected from 
deliberate bias or manipulation for political or personal reasons.


Confidentiality


Confidentiality means that clients are assured that their data will be maintained 
according to national and/or international standards for data.  This means that 
personal data are not disclosed inappropriately, and that data in hard copy and 
electronic form are treated with appropriate levels of security (e.g. kept in locked 
cabinets and in password protected files).   


Based on these dimensions of data quality, the DQA Tool is comprised of two components: (1) 
assessment of data management and reporting systems; and (2) verification of reported data for 
key indicators at selected sites.


Accordingly, the implementation of the DQA is supported by two protocols (see AnnEX 1):


Protocol 1:  System Assessment Protocol;
Protocol 2:  Data Verification Protocol.


These protocols are administered at each level of the data-collection and reporting system 
(i.e., program/project M&E Unit, Service Delivery Sites and, as appropriate, any Intermediate 
Aggregation Level – Regions or Districts).







11Data Quality Audit Tool


Protocol 1 - Assessment of Data Management and reporting Systems:


The purpose of Protocol 1 is to identify potential challenges to data quality created by the data 
management and reporting systems at three levels: (1) the program/project M&E Unit, (2) the 
Service Delivery Sites, and (3) any Intermediary Aggregation Level (at which reports from Service 
Delivery Sites are aggregated prior to being sent to the program/project M&E Unit, or other relevant 
level). 


The assessment of the data management and reporting systems will take place in two stages:


Off-site1.  desk review of documentation provided by the program/project;
On-site2.  follow-up assessments at the program/project M&E Unit and at selected Service 
Delivery Sites and Intermediate Aggregation Levels (e.g., Districts, Regions).


The assessment will cover five functional areas, as shown in Introduction – Table 2.


Introduction – Table 2.  Systems Assessment Questions by Functional Area


Functional Areas Summary Questions


I M&E Structures, 
Functions and 
Capabilities


1 Are key M&E and data-management staff identified with clearly 
assigned responsibilities?


2 Have the majority of key M&E and data-management staff received 
the required training?


II Indicator Definitions 
and Reporting 
Guidelines


3 Are there operational indicator definitions meeting relevant 
standards that are systematically followed by all service points?


4 Has the program/project clearly documented (in writing) what is 
reported to who, and how and when reporting is required?  


III Data Collection 
and Reporting 
Forms and Tools


5 Are there standard data-collection and reporting forms that are 
systematically used?


6 Is data recorded with sufficient precision/detail to measure relevant 
indicators?


7 Are data maintained in accordance with international or national 
confidentiality guidelines?


8 Are source documents kept and made available in accordance with a 
written policy? 


IV Data Management 
Processes 


9 Does clear documentation of collection, aggregation and 
manipulation steps exist?  


10 Are data quality challenges identified and are mechanisms in place 
for addressing them?  


11 Are there clearly defined and followed procedures to identify and 
reconcile discrepancies in reports?   


12 Are there clearly defined and followed procedures to periodically 
verify source data?  


V Links with National 
Reporting System 


13 Does the data collection and reporting system of the program/
project link to the National Reporting System?
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The outcome of this assessment will be identified strengths and weaknesses for each functional 
area of the data management and reporting system.


Introduction – Figure 2.  Assessment of Data Management System (Illustration).


Protocol 2 - Verification of reported Data for key Indicators:


The purpose of Protocol 2 is to assess, on a limited scale, if service delivery and intermediate 
aggregation sites are collecting and reporting data to measure the audited indicator(s) accurately 
and on time — and to cross-check the reported results with other data sources.  To do this, the 
DQA will determine if a sample of Service Delivery Sites have accurately recorded the activity 
related to the selected indicator(s) on source documents.  It will then trace that data to see if it has 
been correctly aggregated and/or otherwise manipulated as it is submitted from the initial Service 
Delivery Sites through intermediary levels to the program/project M&E Unit.


The data verification exercise will take place in two stages:


In-depth verifications at the Service Delivery Sites; and1. 
Follow-up verifications at the Intermediate Aggregation Levels and at the program/2. 
project M&E Unit. 


  







13Data Quality Audit Tool


Introduction – Figure 3.  Tracing and Verifying Report Totals from the Service Delivery Site 
Through Intermediate Reporting Levels to the Program/Project M&E Unit.


The first stage of the data-verification occurs at the Service Delivery Sites. There are five types of 
standard data-verification steps that can be performed at this level (Introduction – Table 3):


Introduction – Table 3.  Service Delivery Site: Five Types of Data Verifications


Verifications Description required


1.  Description Describe the connection between the delivery of services and/
or commodities and the completion of the source document 
to record that delivery.  


In all cases 


2.  Documentation Review Review availability and completeness of all indicator source
documents for the selected reporting period.


In all cases


3.  Trace and Verification Trace and verify reported numbers: (1) Recount the
reported numbers from available source documents; 
(2) Compare the verified numbers to the site reported 
number; (3) Identify reasons for any differences. 


In all cases


4.  Cross-checks Perform “cross-checks” of the verified report totals with 
other data-sources (e.g. inventory records, laboratory 
reports, registers, etc.).


In all cases 


5.  Spot-checks Perform “spot-checks” to verify the actual delivery of 
services and/or commodities to the target populations.


If feasible
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Because there are significant differences between certain types of indicators and sites—e.g., 
facility-based (clinics) and community-based sites—the DQA includes indicator-specific 
protocols to perform these standard data-verification steps (e.g., Antiretroviral Therapy [ART] 
Protocol; Voluntary Counseling and Testing [VCT] Protocol; TB Treatment Outcome Protocol(s); 
Insecticide-Treated Nets [ITN] Protocol; etc.). These indicator-specific protocols are based on 
generic protocols that have been developed for facility-based data sources and community-based 
data sources. The Service Delivery Site Worksheet from these generic data-verification protocols 
are shown in AnnEX 1.


The second stage of the data-verification occurs at the Intermediate Aggregation Levels (e.g., 
Districts, Regions) and at the program/project M&E Unit.  As illustrated in Introduction – Figure 
3, the DQA evaluates the ability at the intermediate level to accurately aggregate or otherwise 
process data submitted by Service Delivery Sites, and report these data to the next level in a timely 
fashion.  Likewise, the program/project M&E Unit must accurately aggregate data reported by 
intermediate levels and publish and disseminate National Program results to satisfy the information 
needs of stakeholders (e.g. donors).


The following verifications (Introduction - Table 4) will therefore be performed at Intermediate 
Aggregation Levels. Similar verifications are performed at the M&E Unit. 
 


Introduction – Table 4.  Intermediate Aggregation Levels:  Two Types of Data Verifications


Verifications Description required


1,  Documentation Review Review availability, timeliness, and completeness of 
expected reports from Service Delivery Sites for the 
selected reporting period.


In all cases


2.  Trace and Verification Trace and verify reported numbers: (1) Re-aggregate the 
numbers submitted by the Service Delivery Sites; (2) 
Compare the verified counts to the numbers submitted to 
the next level (program/project M&E Unit); (3) Identify 
reasons for any differences.


In all cases


The outcome of these verifications will be statistics on the accuracy, availability, completeness, 
and timeliness of reported data.
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Introduction – Figure 4.  Statistics on Data Quality (Illustration).


SeleCTIon oF SITeSE. 


There are four methods for selecting sites for the Data Quality Audit:


Purposive selection:1.   The sites to be visited are purposely selected, for example based on their 
size, their geographical proximity or concerns regarding the quality of their reported data. 
In this case, there is no need for a sampling plan. However, the data quality audit findings 
produced from such a “purposive” or targeted sample cannot be used to make inferences or 
generalizations about all the sites, or a group of sites, in that country. 


Restricted site design:2.   Only one site is selected for the DQA. The benefit of this approach 
is that the team can maximize its efforts in one site and have a high degree of control over 
implementation of the audit protocols and knowledge of the site-specific systems from 
which the results are derived. This approach is ideal for measuring the change in data quality 
attributable to an intervention (e.g. data management training).  In this approach, the data 
quality audit is implemented in a selected site; the intervention is conducted, and is followed 
by another data quality audit in the same site.  Any change in the quality of data could therefore 
be most likely a result of the intervention. 
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Stratified random sampling:3.   This involves the drawing of a stratified random sample of a 
sub-national group of sites where a particular variable of interest is chosen as the basis of 
the sites to be visited.  Examples of such variables include rural sites, extremely large sites, 
sites run by a certain type of organization (e.g., nongovernmental organizations [NGOs]) or 
sites operating in a specific region or district of a country. Such stratified random sampling 
allows the audit team to make inferences from the sample audit findings to all the sites that 
belong to the stratification variable of interest (like all the rural sites, all the very large sites, 
all NGOs, etc.)


Random sampling:4.   It is often desirable to make judgments about data quality for an entire 
program or country.  However, in most countries, it would be far too costly and time 
consuming to audit all the sites reporting to a program.  Furthermore, it can be inaccurate 
and misleading to draw conclusions for all implementing sites based on the experiences of a 
few.  Random sampling techniques allow us to select a relatively small number of sites from 
which conclusions can be drawn which are generalizable to all the sites in a program/project.  
Such sampling relies on statistical properties (e.g., size of the sample, the variability of the 
parameter being measured) which must be considered when deciding which DQA approach 
to use.  Sometimes, the minimally acceptable number of sites (in terms of statistical validity) 
dictated by the sampling methodology is still too many sites to realistically pursue in terms 
of cost and available staff.  Compromising the methodology by including fewer sites than 
indicated, or replacing one site for another based on convenience, can yield erroneous or 
biased estimates of data quality.  However, given the appropriate resources, random sampling 
offers the most powerful method for drawing inferences about data quality for an entire 
program or country. This method involves the random selection of a number of sites that 
together are representative of all the sites where activities supporting the indicator(s) under 
study are being implemented. Representative means that the selected sites are similar to the 
entire population of sites in terms of attributes that can affect data quality (e.g., size, volume 
of service, and location). The purpose of this approach is to produce quantitative estimates 
of data quality that can be viewed as indicative of the quality of data in the whole program/
project, and not simply the selected sites.


The number of sites selected for a given DQA will depend on the resources available to conduct 
the audit and the level of precision desired for the national level estimate of the Verification Factor.  
A more precise estimate requires a larger sample of sites.  The Audit Teams should work with the 
Organization Commissioning the DQA to determine the right number of sites for a given program 
and indicator.  
    


F.  ouTpuTS


In conducting the DQA, the Audit Team will collect and document: (1) evidence related to the 
review of the program/project’s data management and reporting system; and (2) evidence related 
to data verification.  The documentation will include: 


Completed protocols and templates•	  included in the DQA Tool.
write-ups of observations, interviews, and conversations•	  with key data quality officials 
at the M&E Unit, at intermediary reporting locations, and at Service Delivery Sites.  
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preliminary findings •	 and draft Recommendation Notes based on evidence collected in 
the protocols;
Final Audit report•	 .   The Final Audit Report will summarize the evidence the Audit 
Team collected, identify specific audit findings or gaps related to that evidence, and 
include recommendations to improve data quality.  The report will also include the 
following summary statistics that are calculated from the system assessment and data 
verification protocols:


Strength of the Data Management and reporting System 1. based on a review of the 
program/project’s data collection and reporting system, including responses to questions 
on how well the system is designed and implemented; 
Accuracy of reported Data2.  through the calculation of Verification Factors2 generated 
from the trace and verify recounting exercise performed at each level of the reporting 
system (i.e., the ratio of the recounted value of the indicator to the reported value); and
Availability, Completeness and Timeliness of reports3.  through percentages calculated 
at the Intermediate Aggregation Level(s) and the M&E Unit. 


These summary statistics, which are automatically generated in the Excel files, are developed 
from the system assessment and data verification protocols included in this tool. 


All follow-up communication•	  with the program/project and the Organization 
Commissioning the DQA related to the results and recommendations of the Data Quality 
Audit.


g.  EThICAL COnSIDErATIOnS


The data quality audits must be conducted with the utmost adherence to the ethical standards of the 
country and, as appropriate, of the Organization Commissioning the DQA.  While the audit teams 
may require access to personal information (e.g., medical records) for the purposes of recounting 
and cross-checking reported results, under no circumstances will any personal information be 
disclosed in relation to the conduct of the audit or the reporting of findings and recommendations. 
The Audit Team should neither photocopy nor remove documents from sites.


In addition, the auditor shall not accept or solicit directly or indirectly anything of economic value 
as a gift, gratuity, favor, entertainment or loan that is or may appear to be designed to in any manner 
influence official conduct, particularly from one who has interests that might be substantially 
affected by the performance or nonperformance of the auditor’s duty.  This provision does not 
prohibit the acceptance of food and refreshments of insignificant value on infrequent occasions in 
the ordinary course of a meeting, conference, or other occasion where the auditor is properly in 
attendance, nor the acceptance of unsolicited promotional material such as pens, calendars, and/or 
other items of nominal intrinsic value.


2  Please refer to AnnEX 5 for a description of the methodology for calculating the Composite Verification Factor.
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h.  IMPLEMEnTATIOn


The Data Quality Audit will be implemented chronologically in 19 steps conducted in six phases, 
as shown in Introduction Figure 5.   


Introduction – Figure 5.  Data Quality Audit Phases and Steps.


	PhASE 1 – Steps 1-5 are performed at the Organization Commissioning the DQA and at   
 the Audit Team’s office.


The Organization Commissioning the DQA determines the country and program/•	
project(s) to be audited. The Audit Team and/or the Organization Commissioning the 
DQA then select(s) the corresponding indicators and reporting period (Step 1).
The Organization Commissioning the DQA is responsible for obtaining national •	
authorization to conduct the audit, as appropriate, and for formally notifying the program/
project of the DQA.  The Audit Team follows up with a request for documentation for its 
review prior to visiting the program/project, including information from which to draw 
the sample of sites (Step 2).
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The Audit Team, in collaboration with the Organization Commissioning the DQA, •	
identifies the number and locations of the Service Delivery Sites and related Intermediate 
Aggregation Levels (i.e., districts or regions) at which targeted system assessment and 
data verification will be conducted (Step 3).
The Audit Team prepares for on-site visits, including establishing the timing of the visits, •	
constituting the Audit Team and attending the requisite logistical issues (Step 4). 
The Audit Team conducts a desk review of the documentation provided by the program/•	
project (Step 5).


 PhASE 2 – Steps 6-7 are performed at the program/project’s M&E Unit. 


The Audit Team•	  assesses the data management and reporting system at the level of the 
M&E Unit (Step 6). This assessment is designed to identify potential challenges to data 
quality created by the program/project’s data management and reporting system.
The Audit Team begins to trace and verify data for the selected indicator(s) by reviewing •	
the reports for the selected reporting period submitted by lower reporting levels (such as a 
district or regional offices) (Step 7). 


	PhASE 3 – Steps 8-9 are conducted at the Intermediate Aggregation Levels (such as a 
district or regional offices), if the program/project data management system has such levels.  


The Audit Team assesses the data management and reporting system by determining how •	
data from sub-reporting levels (e.g., Service Delivery Sites) are aggregated and reported 
to the program/project M&E Unit (Step 8).  
The Audit Team continues to•	  trace and verify the numbers reported from the Service 
Delivery Sites to the intermediate level (Step 9).


 PhASE 4 – Steps 10-11 are conducted at Service Delivery Sites (e.g., in a health facility or a  
 community). 


The Audit Team continues the assessment of the data management and reporting system •	
at Service Delivery Sites by determining if a functioning system is in place to collect, 
check, and report data to the next level of aggregation (Step 10).  
The Audit Team also traces and verifies data for the selected indicator(s) from source •	
documents to reported results from Service Delivery Sites (Step 11).


 PhASE 5 – Steps 12-14 take place back at the program/project M&E Unit.  


The Audit Team finalizes the assessment of the data management and reporting system by •	
answering the final Audit Summary Questions (Step 12).  
The Audit Team then drafts its preliminary DQA findings and recommendations •	 (Step 
13) and shares them with the program/project M&E officials during an Audit Closeout 
Meeting (Step 14).  Emphasis is placed on reaching a consensus with M&E officers on 
what steps to take to improve data quality. 
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	PhASE 6 – Steps 15-18 are conducted at the Audit Team’s office and through meetings with  
 the Organization Commissioning the DQA and the program/project office.  


The Audit Team completes a draft Audit Report •	 (Step 15) which is communicated to the 
Organization Commissioning the DQA and the program/project (Step 16).  
Based on the feedback provided, the Audit Team completes the Final Audit Report and •	
communicates the report to the program/project (Step 17).
In the final audit step, the Audit Team may be asked to outline a follow-up process to help •	
assure that improvements identified in the Final Audit Report are implemented (Step 18).
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PHASe 1:  PrePArATIon AnD InITIATIon


The first phase of the DQA occurs prior to the Audit Team being 
on site at the location of the program/project. Responsibility for 
PHASE 1 rests partly with the Organization Commissioning the 
DQA and partly with the Audit Agency.  The steps in PHASE 
1 are to:


Identify the country and program/project and select the 1. 
indicator(s) and reporting period that will be the focus of 
the actual data verification work at a few Service Delivery 
Sites.  
Notify the selected program/project(s) of the impending 2. 
data quality audit and request documentation related to the 
data management and reporting system that the Audit Team 
can review in advance of the site visits.  Obtain national 
authorization(s), if needed, to undertake the audit.  Notify 
key country officials and coordinate with other organizations 
such as donors, implementing partners and national audit 
agencies, as necessary.
Determine the type of sample and the number of sites to be 3. 
the subject of on-site data quality verifications.
Prepare for the site visits, including determining the timing 4. 
of the visit, constituting the Audit Team, and addressing 
logistical issues.
Perform a “desk review” of the provided documentation to 5. 
begin to determine if the program/project’s data management 
and reporting system is capable of reporting quality data if 
implemented as designed.


The steps in PhASE 1 are estimated to take four to six 
weeks.


PHASE 1


Off-Site 
(Preparation 


and Initiation)


1. Select Country, 
Program/Project(s) 
Indicators and 
Reporting Period


2. Notify Program, 
Request 
Documentation and 
Obtain National 
Authorizations


3. Select Sites 
to be Audited


4. Prepare for On-
site Audit Visits:  1) 
Timing; 2) Team  
Constitution; 
3) Logistics


5. Review  
Documentation
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STeP 1.  SelecT counTry, ProgrAM/ProjecT(S), InDIcATor(S), 
AnD rePorTIng PerIoD


Step 1 can be performed by the Organization Commissioning the DQA and/or the Audit Team.


A – SELECT ThE COUnTry AnD PrOgrAM/PrOjECT(S)


In all likelihood, the Organization Commissioning the DQA will determine which country 
and program/project should be the subject of the Data Quality Audit. This DQA Tool presents 
strategies for selecting a program/project(s) for an audit by providing a list of relevant criteria and 
other issues to be considered. There is no single formula for choosing program/project(s) to be 
audited; international, local and programmatic circumstances must be taken into consideration in 
the decision. The audit documentation should include information about who made the selection 
and, to the extent known, the rationale for that decision.


An illustrative list of criteria to be used for the selection of a country and program/project is shown 
below in Step 1 – Table 1. If a National program is having the audit conducted, it can also use 
these criteria to select which aspects of the program (e.g. indicators) will be audited. 


Step 1 – Table 1. Illustrative Criteria for Selection of a Country, Disease/Health Area, and 
Program/Project


1 Amount of funding invested in the countries and programs/projects within the disease/health area.


2 Results reported from countries and programs/projects (such as number of people on ART, ITNs 
distributed, or Directly Observed Treatment, Short Course [DOTS] Detection Numbers). 


3 Large differences in results reporting from one period to the next within a country or a program/
project.


4 Discrepancies between programmatic results and other data sources (e.g., expenditures for health 
products that are inconsistent with number of people reported on anti-retroviral [ARV] treatment).


5 Inconsistencies between reported data from a specific project and national results (e.g., reported 
number of ITNs distributed is inconsistent with national numbers).


6 Findings of previous M&E assessments indicating gaps in the data management and reporting 
systems within program(s)/project(s).


7 Opinion/references about perceived data quality weaknesses and/or risks within a program/project.


8 A periodic audit schedule associated with funding or renewal reviews.


9 A desire to have some random selection of countries and programs/projects for audit.
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When Organizations Commissioning a DQA select the country and program/project to be the 
subject of a data quality audit, they might find it useful to rank the countries (or programs/projects) 
by the amount they have invested in them and/or the reported output (results). This could be done 
in the following sequence:


First	� , rank the countries or program/project(s) by the investment amount for a specific 
disease; 
Second	� , identify the indicators relevant for ranking the countries (or the programs/
projects) by reported results (this list will generally be specific to the particular 
Organization Commissioning the DQA);
Third	� , determine the ranking of each Country or program/project for each of the 
identified indicators.


This list should help the Organization Commissioning the DQA prioritize the countries or program/
project(s). AnneX 2, Step 1 – Template 1 is illustrative of such an analysis.


B – SELECT ThE InDICATOr(S)


Other important decisions in preparing for a Data Quality Audit are to determine: (1) which 
indicators will be included in the audit; and (2) for what reporting period(s) the audit will be 
conducted.  It is recommended that up to two indicators be selected within a Disease/health 
Area and that, if multiple Diseases/Health Areas are included in a Data Quality Audit, that a 
maximum of four indicators be included.  More than four indicators could lead to an excessive 
number of sites to be evaluated.


The decision regarding which indicators to include will generally be made by the Organization 
Commissioning the DQA and can be based on a number of criteria, including an analysis of the 
funding levels to various program areas (e.g., ARV, Prevention of Mother-to-Child Transmission 
[PMTCT], ITN, DOTS, Behavior Change Communication [BCC]) and the results reported for the 
related indicators.  In addition, the deciding factor could also be program areas of concern to the 
Organization Commissioning the DQA and/or to the National program (e.g., community-based 
programs that may be more difficult to monitor than facility-based programs).  In some cases, the 
Audit Agency may be asked to do an initial selection of indicators to be proposed to the Organization 
Commissioning the DQA.  The analysis conducted in Step 1 can help guide the selection of indicators 
to be included in the Data Quality Audit.


The criteria for selecting the indicators for the Data Quality Audit could be the following:


“Must review” Indicators1. . Given the program/project(s) selected for auditing, the 
Organization Commissioning the DQA  may have a list of “must review” indicators that 
should be selected first (e.g., indicators related to People on ARV Treatment, ITNs Distributed 
[or re-treated], and DOTS Detection Numbers). These are generally the indicators that are 
internationally reported to measure the global response to the disease. For example, for audits 
undertaken through the Global Fund, the indicators to be audited will generally come from its 
list of “Top 10 indicators.”  Under the President’s Emergency Plan for AIDS Relief, the list 
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will likely come from indicators that most directly relate to the goals of putting two million 
people on treatment and providing 10 million people with care and support. Other donors and 
National programs may have different lists of important indicators to consider.  


relative Magnitude of the Indicators2. .


Relative Magnitude of Resource Investment in Activities Related to the Indicator.a.   For 
example, if the program/project invests more than 25% of its funding in a specific program 
area, then the key indicator in that area could be selected.


Reported Number for an Indicator Relative to the Country Target.b.   If the identified program/
project has “substantial” reporting activity within a country for an indicator, that indicator 
should be considered for auditing.  Substantial could be defined as generating more than 
25% of the country’s total reported numbers for that indicator.  


“Case by Case” Purposive Selection3. . In some cases, the Organization Commissioning the 
DQA may have other reasons for including an indicator in the DQA. This could be because 
there are indicators for which data quality questions exist. It could also be the case for indicators 
that are supposedly routinely verified and for which the Organization Commissioning the 
DQA wants an independent audit. Those reasons should be documented as justification for 
inclusion.


AnneX 2, Step 1 – Template 2 contains an illustrative template for analyzing the relative magnitude 
of the investments and indicator results per program area.


C – SELECT ThE rEPOrTIng PErIOD


It is also important to clearly identify the reporting period associated with the indicator(s) to be 
audited. Ideally, the time period should correspond to the most recent relevant reporting period 
for the national system or to the program/project activities associated with the Organization 
Commissioning the DQA.  If the circumstances warrant, the time period for the audit could be less 
(e.g., a fraction of the reporting period, such as the last quarter or month of the reporting period).  
For example, the number of source documents in a busy VCT site could be voluminous, audit 
staff resources may be limited, or the program/project’s Service Delivery Sites might produce 
monthly or quarterly reports related to the relevant source documents. In other cases, the time 
period could correspond to an earlier reporting period where large results were reported by the 
program/project(s).  


D – DOCUMEnT ThE SELECTIOn 


AnneX 2, Step 1 – Template 3 provides a tool that can be used to document selection of the 
country, program/project(s), indicator(s), and reporting period being audited.
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STeP 2.  noTIfy ProgrAM, reQueST DocuMenTATIon AnD 
obTAIn nATIonAl AuTHorIzATIonS


Step 2 is typically performed by the Organization Commissioning the DQA.


A – noTIFy progrAm AnD reQueST DoCumenTATIon


The Organization Commissioning the DQA should notify the program/project about the impending 
Data Quality Audit as soon as possible and obtain national and other relevant authorizations. They 
should also notify other organizations, as appropriate, about the audit and request cooperation.  The 
Audit Team is expected to comply with national regulations regarding data confidentiality 
and ethics. It is the Audit Team’s responsibility to identify such national regulations and adhere 
to them.  


AnneX 2, Step 2 – Template 1 contains draft language for the notification letter. This letter can be 
modified, as needed, in consultation with local stakeholders (e.g., the National Disease Commission, 
the MOH, the CCM, relevant donors).  It is important that the Organization Commissioning the 
DQA stress the need for the relevant M&E Unit staff member(s) to accompany the Audit Team 
on its site visits.  The letter should be accompanied by the initial documentation request from the 
M&E Unit, which is found in Step 2 – Table 1. 


After the notification letter has been sent, the Organization Commissioning the DQA should send 
a copy of the notification letter to all relevant stakeholders, including, for example:   


Host country officials related to the program/project being audited;•	
National audit agency, as appropriate; and  •	
Donors, development partners, international implementing partner organizations, and •	
relevant M&E working-group representatives.  


The Audit Agency should follow up with the selected program/project about the pending audit, 
timeframes, contact points, and the need to supply certain information and documentation in 
advance.


The Audit Team will need four types of documentation at least two weeks in advance of the country 
mission:  


A list of all service points with latest reported results related to the indicator(s);1. 
A description of the data-collection and reporting system;2. 
The templates of the data-collection and reporting forms; and 3. 
Other available documentation relating to the data management and reporting systems and a 4. 
description of the program/project (e.g., a procedures manual).   
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1) List of Service Delivery Sites that offer services related to the indicator(s).  The Audit Team 
should receive a list of all Service Delivery Sites from which to select a sample of the sites to be 
audited.  This list of service sites should include: 


Location•	  – region, district, etc., and whether the site is in an urban or rural area.
Type of facility•	  – if the service site is a health facility (and what type of health facility, 
e.g. hospital, primary health care center) or a community-based service site. 
Latest reporting results•	  for each of the Service Delivery Sites (e.g., numbers of 
individuals on treatment or cases successfully treated). 
Information on other factors•	  (as necessary) – the Organization Commissioning the 
DQA may define other characteristics defining the sample of sites to be drawn.  For 
example, the selection may include public and private sector sites or may focus on sites 
supported by faith-based organizations or non-governmental organizations.  


Once Service Delivery Sites and the related Intermediate Aggregation Levels are selected for the 
audit, it is critical that the Audit Team work through the program/project to notify the selected 
sites and provide them with the information sheets found in ANNEX 3, Step 2 – Templates 1, 2, 3.  
This is meant to ensure that relevant staff is available and source documentation accessible for the 
indicator(s) and reporting period being audited.


2) Description of the data-collection and reporting system related to the indicator(s). The Audit 
Team should receive the completed template(s) found in AnneX 2, Step 2 – Template 2 describing 
the data-collection and reporting system related to the indicator(s) being audited.


3) Templates of the data-collection and reporting forms. The Audit Team should receive the 
templates of all data-collection and reporting forms used at all levels of the data management 
system for the related indicator(s) (e.g., patient records, client intake forms, registers, monthly 
reports, etc.).


4) Other documentation for the systems review.  The other documents requested are needed so 
that the Audit Team can start assessing the data collection and reporting system for the selected 
indicator(s). These documents are listed on the following page in Step 2 – Table 1.  In the event 
the program/project does not have such documentation readily available, the Audit Team should be 
prepared to follow-up with the program/project management once in country. 


In addition, the Organization Commissioning the Audit should also provide the Audit Team with 
relevant background documents regarding the country and program/project being audited.
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Step 2 – Table 1.  List of Audit Functional Areas and Documentation to Request from 
Program/Project for Desk Review (if available)


Functional Areas general Documentation requested  Check if 
provided 


 √


Contact Information
Names and contact information for key program/project •	
officials, including key staff responsible for data 
management activities.  


I – m&e Structures, 
roles, and 
Capabilities 


Organizational chart depicting M&E responsibilities.•	
List of M&E positions and status (e.g., full time or part •	
time, filled or vacant).  
M&E Training Plan, if one exists.•	


II – Indicator 
Definitions and 
reporting guidelines


Instructions to reporting sites on reporting requirements •	
and deadlines.
Description of how service delivery is recorded on •	
source documents, and on other documents such as clinic 
registers and periodic site reports.
Detailed data flow diagram including:•	


from Service Delivery Sites to Intermediate  {


Aggregation Levels (e.g., district offices, provincial 
offices, etc.); and 
from Intermediate Aggregation Levels (if any) to the  {


M&E Unit.
National M&E Plan, if one exists.•	
Operational definitions of indicators being audited. •	


III – Data collection 
and reporting 
Forms and Tools


Data-collection form(s) for the indicator(s) being audited.•	
Reporting form(s) for the indicator(s) being audited.•	
Instructions for completing the data collection and •	
reporting forms.


IV – Data 
Management 
Processes 


Written documentation of data management processes •	
including a description of all data-verification, 
aggregation, and manipulation steps performed at each 
level of the reporting system.
Written procedures for addressing specific data quality •	
challenges (e.g. double-counting, “lost to follow-up”), 
including instructions sent to reporting sites.
Guidelines and schedules for routine supervisory site •	
visits.


V – Links with 
national reporting 
System 


Documented links between the program/project data •	
reporting system and the relevant national data reporting 
system. 
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The systems review will be conducted by answering the questions in the DQA Protocol 1:  System 
Assessment Protocol.  The protocol is arranged into five functional areas with thirteen key 
summary questions that are critical to evaluating whether the program/project(s) data management 
system is well designed and implemented to produce quality data.  Performing the desk review 
with the documentation provided prior to visiting the program/project will reduce the burden the 
audit will place on the data management staff at the M&E Unit.  


B – OBTAIn nATIOnAL AUThOrIZATIOn


In certain cases, special authorization for conducting the DQA may be required from another 
national body, such as the National Audit Agency.  AnneX 2, Step 2 – Template 3 provides text 
for the letter requesting such additional authorization to conduct the Data Quality Audit.  This letter 
should be sent by the Organization Commissioning the DQA. The recipient(s) of the authorization 
letter will vary according to what program or project is being audited. The national authorization 
and any other relevant permission to conduct the DQA from donors supporting audited sites or 
program/project officials should be included in the Final Audit Report as an attachment.  
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STeP 3.  SelecT SITeS To be AuDITeD


Step 3 can be performed by the Organization Commissioning the DQA and/or the Audit Team.


In this section, four alternatives are presented for selecting the sites in which the data quality audit 
teams will conduct the work.  The alternatives are presented in order of complexity, from Sampling 
Strategy A which is completely non-statistical, to Sampling Strategy D which is a multistage cluster 
sampling method that can be used to make statistical inferences about data quality on a national 
scale. Sampling Strategies B and C represent midpoints between the non-statistical and statistical 
approaches and offer the audit team an opportunity to tailor the audit to a specific set of sites based 
on need or interest.


The Organization Commissioning the DQA should decide on the sampling strategy based on the 
objective of the DQA and available resources. The Audit Agency will determine, based on which 
type of sample is used, the sites for the audit. The Organization Commissioning the DQA may want 
to be involved in decisions regarding site selection, particularly if the sampling is not random.


A – SELECTIOn METhOD A:  PUrPOSIVE SELECTIOn


This is a pre-determined sample that the Organization Commissioning the DQA dictates to the 
Data Quality Audit team.  In some cases, there may be a need for a data quality audit to focus 
specifically on a set of service delivery points that are predetermined.  In this case, there is no 
need for a sampling plan. However, the data quality audit findings produced from such a 
“purposive” or targeted sample cannot be used to make generalized statements (or statistical 
inferences) about the total population of sites in that country.  The findings will be limited to 
those sites visited by the audit team.


B – SELECTIOn METhOD B:  rESTrICTED SITE SELECTIOn


Sampling Strategy B is also called a restricted site design.  It is commonly used as a substitute for 
probability sampling (based on a random algorithm) and is a good design for comparison of audit 
results over multiple periods.  In the Restricted Site design, the audit team selects one site where all 
the work will occur.  The benefit of this approach is that the team can maximize its efforts in one 
site and have a high degree of control over implementation of the audit protocols and knowledge 
of the site-specific systems from which the results are derived.  Sampling Strategy B is ideal for 
evaluating the effects of an intervention to improve data quality.  For example, the DQA is 
implemented at a site and constitutes a baseline measurement.  An intervention is conducted 
(e.g. training), and the DQA is implemented a second time.  Since all factors that can influence 
data quality are the same for both the pre and post test (the same site is used), any difference 
in data quality found on the post test can most likely be attributable to the intervention.  Such 
a repeated measure approach using the data quality audit tool might be prohibitively expensive if 
used in conjunction with a sampling plan that involves many sites.
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C – SELECTIOn METhOD C:  PrIOrITy ATTrIBUTE SELECTIOn


This sample is drawn by the Data Quality Audit team with the objective of maximizing exposure 
to important sites while minimizing the amount of time and money spent actually implementing 
the audit.  In most cases, Sampling Strategy C involves the random selection of sites from within 
a particular group, where group membership is defined by an attribute of interest.  Examples 
of such attributes include location (e.g. urban/rural, region/district), volume of service, type of 
organization (e.g. faith-based, non-governmental), or performance on system assessments (e.g. 
sites that scored poorly on the M&E Systems Strengthening Tool).


The stratified random sampling used in Sampling Strategy C allows the audit team to make 
inferences from the audit findings to all the sites that belong to the stratification attribute 
of interest (like all rural sites, all very large sites, all faith-based sites, etc.).  In this way, the 
audit findings can be generalized from the sample group of sites to a larger “population” of sites to 
which the sampled sites belong.  This ability to generate statistics and make such generalizations 
can be important and is discussed in more detail in the section below describing Sampling Strategy 
D.


The stratified sampling used in Sampling Strategy C is sub-national: the data quality auditors are 
not attempting to make generalizations about national programs.  In this sense, the strategy differs 
from Sampling Strategy D mainly with respect to its smaller scope.  Both strategies use random 
sampling (explained in more detail in Annex 4), which means that within a particular grouping of 
sites (sampling frame), each site has an equal chance of being selected into the audit sample. 


A Verification Factor can be calculated that indicates the data quality for the group with the attribute 
of interest but which is not national in scope.  


D – SELECTIOn METhOD D:  CLUSTEr SAMPLIng SELECTIOn


Sampling Strategy D is used to derive a national level Verification Factor for program-level 
indicators. It is complex and requires updated and complete information on the geographical 
distribution of sites (for whatever indicators have been selected) as well as the site-specific 
reported results (counts) for the indicator that is being evaluated.  Sampling Strategy D could also 
be referred to as a modified two-stage cluster sample (modified in that a stratified random sample 
of sites, rather than a simple random sample, is taken within the selected clusters).


Cluster sampling is a variation on simple random sampling (where all sites would be chosen 
randomly) that permits a more manageable group of sites to be audited.  Were all sites chosen at 
random they would likely be dispersed all over the country and require much time and resources 
to audit.  Cluster sampling allows for the selection of a few districts, thereby reducing the amount 
of travel required by the auditors.
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A scientific sampling plan implies the use of probability theory and involves statistics.  The purpose 
of statistics in this context is to allow the auditors to produce quantitative data quality findings that 
can be viewed as estimates of data quality for the whole program/project, and not simply as the 
data quality at the selected sites.  Furthermore, a scientific sample allows for the quantification of 
the certainty of the estimates of accuracy found by the audit (i.e. confidence intervals). The benefits 
of such a proportionally representative sampling plan go beyond the calculation of Verification 
Factors and apply to all empirical data quality audit findings.
  
The primary sampling unit for Sampling Strategy D is a cluster, which refers to the administrative 
or political or geographic unit in which Service Delivery Sites are located.  In practice, the selection 
of a cluster is usually a geographical unit like a district.  Ultimately, the selection of a cluster 
allows the audit team to tailor the sampling plan according to what the country program looks like.    


The strategy outlined here uses probability proportionate to size (PPS) to derive the final set of 
sites that the audit team will visit.   Sampling Strategy D generates a selection of sites to be visited 
by the audit team that is proportionately representative of all the sites where activities supporting 
the indicator(s) under study are being implemented.  


Clusters are selected in the first stage using systematic random sampling, where clusters with 
active programs reporting on the indicator of interest are listed in a sampling frame.  In the second 
stage, Service Delivery Sites from selected clusters are chosen using stratified random sampling 
where sites are stratified on volume of service.  


The number of sites selected for a given DQA will depend on the resources available to conduct 
the audit and the level of precision desired for the national level estimate of the Verification Factor.  
The Audit Teams should work with the Organization Commissioning the DQA to determine the 
right number of sites for a given program and indicator.  Annex 4 contains a detailed discussion 
and an illustrative example of Sampling Strategy D for the selection of clusters and sites for the 
DQA.  


note: The precision of estimates of the Verification Factor found using the GAVI sampling 
methodology employed here have been questioned.3  It is strongly advised that the Auditing Agency 
have access to a sampling specialist who can guide the development of representative samples and 
that the verification factors generated using these methods be interpreted with caution.


3  Woodard S., Archer L., Zell E., Ronveaux O., Birmingham M.  Design and Simulation Study of the Immunization 
    Data Quality Audit (DQA).  Ann Epidemiol, 2007;17:628–633.







32 Data Quality Audit Tool


STeP 4.  PrePAre for on-SITe AuDIT VISITS


Step 4 is performed by the Audit Team.


The Audit Agency will need to prepare for the audit site visits. In addition to informing the 
program/project and obtaining a list of relevant sites and requesting documentation (Steps 2-3), 
the Audit Agency will need to: (1) estimate the timing required for the audit (and work with the 
program/project to agree on dates); (2) constitute an Audit Team with the required skills; and (3) 
prepare materials for the site visits.  Finally, the Audit Agency will need to make travel plans for 
the site visits.  
 
A – ESTIMATE TIMIng 


Depending on the number and location of the sampled sites to be visited, the Audit Agency will 
need to estimate the time required to conduct the audit.  As a guideline:


The •	 M&E Unit will typically require two days (one day at the beginning and one day at 
the end of the site visits);
Each •	 Intermediate Aggregation level (e.g., District or provincial offices) will require 
between one-half and one day;
Each •	 Service Delivery Site will require between one-half and two days (i.e., more than 
one day may be required for large sites with reported numbers in the several hundreds or 
sites that include satellite centers or when “spot-checks” are performed).
The Audit Team should also plan for an extra work day after completion of the site visits •	
to prepare for the meeting with the M&E Unit.


Step 4 – Table 1 on the following page provides an illustrative daily schedule for the site visits 
which will help the Audit Agency plan for the total time requirement.  
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4


Step 4 – Table 1.  Illustrative Daily Schedule for Data Quality Audit Site Visits and Meetings


Country: Indicator:


Date: Disease: Team:


Activity Estimated
Time notes


Note:  Add travel and DQA team work days, as needed


M&E UnIT (Beginning) – 1 day
1 Introduction and presentation of DQA process 30 min Morning – day 1
2 Questions and answers 15 min Morning – day 1
3 Confirm reporting period 15 min Morning – day 1


4
Complete “DQA Protocol 1: System Assessment Protocol”


a.  Request additional documentation (if needed)  
b.  Discuss and get answers to protocol questions 


2 hrs Morning – day 1


5 Complete “DQA Protocol 2:  Data Verification Protocol” 2-4 hrs Afternoon – day 1


SErVICE DELIVEry POInT – between ½-2 days4


1 Introduction and presentation of DQA process 30 min Morning – day 1
2 Questions and answers 15 min Morning – day 1
3 Discuss reporting period and service observation time 15 min Morning – day 1


4
Complete “DQA Protocol 1: System Assessment Protocol”


a.  Request additional documentation (if needed)
b.  Discuss and get answers to protocol questions 


1-2 hrs Morning – day 1


5 Complete “DQA Protocol 2:  Data Verification Protocol” 4-15 hours
-- Observation/Description 1 hr Afternoon – day 1
-- Documentation review 1-2 hrs Afternoon – day 1
-- Trace and verification 1-4 hrs Afternoon – day 1
-- Cross-checks 1-2 hours Afternoon – day 1
-- Spot-checks 0-6 hours Day 2 (if applicable)


InTErMEDIATE AggrEgATIOn LEVEL – between ½-1 day
1 Introduction and presentation of DQA process 30 min Morning – day 1
2 Questions and answers 15 min Morning – day 1
3 Discuss reporting period 15 min Morning – day 1


4 The time required at the Service Delivery Points will vary between one and two days depending on the size of the 
    reported numbers to be verified and whether or not spot-checks are performed.
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Step 4 – Table 1.  Illustrative Daily Schedule for Data Quality Audit Site Visits and Meetings


Country: Indicator:


Date: Disease: Team:


Activity Estimated
Time notes


4
Complete “DQA Protocol 1: System Assessment Protocol”


a.  Request additional documentation (if needed)  
b.  Discuss and get answers to protocol questions 


1-2 hrs Morning – day 1


5 Complete “DQA Protocol 2:  Data Verification Protocol” 2-4 hrs Afternoon – day 1


AuDIT TeAm work DAy
1 Review and consolidate DQA Protocols 1 & 2 1-2 hrs Morning
2 Complete preliminary findings and Recommendation Notes 3 hrs Morning
3 Prepare final presentation for meeting with M&E Unit 4 hrs Afternoon


M&E UnIT (End) – 1 day
1 Conduct closeout meeting 2-3 hrs Morning


B – COnSTITUTE ThE AUDIT TEAM 


While the Organization Commissioning the DQA will select the organization to conduct the data 
quality audit, it is recommended that the following skills be represented in the audit teams:


Public Health (closely related to the disease area and indicator(s) being audited);•	
Program Auditing;•	
Program Evaluation (e.g., health information systems, M&E systems design, indicator •	
reporting);
Data Management (e.g., strong understanding of and skills in data models and querying/•	
analyzing databases);
Excel (strong skills preferable to manipulate, modify and/or create files and worksheets); •	
and
Relevant Country Experience; preferable.•	


Audit Team members can have a combination of the skills listed above.  While the total number of 
team members will vary by the size of the audit, it is recommended that the Audit Team comprise 
a minimum of two to four consultants including at least one Senior Consultant. The team may be 
comprised of international and/or regional consultants. In addition, if the consultants do not speak 
the country language, one or more independent translator(s) should be hired by the Audit Team.







35Data Quality Audit Tool


When visiting the sites, the Audit Team will need to split into sub-teams and pair-up with at 
least one representative of the program/project.  Each sub-team will be responsible for visiting a 
number of sites related to the audit (for example, one sub-team would visit the sites A, B, and C; 
while the second sub-team would visit the sites D, E, and F).  For sub-teams visiting sites with 
computerized systems, one team member should have the capability to conduct queries of the 
relevant database.


Finally, the Organization Commissioning the DQA may have other requirements for team members 
or skills. It will be important for all Audit Team members to be familiar with the indicator-specific 
protocols being used in the audit and to become familiar with the program/project being audited.


C – PrEPArE LOgISTICS  


Materials to Take on the Audit Visits


When the Audit Team visits the program/project, it should be prepared with all the materials needed 
to carry out the on-site audit steps.  A list of materials the Audit Team should be prepared with is 
shown in Annex 3, Step 4 – Template 4.  


note:  While the protocols in the DQA are automated Excel files, the Audit Team should be 
prepared with paper copies of all needed protocols.  In some cases, it may be possible to use 
computers during site visits, but in other cases the Audit Team will need to fill out the protocols on 
the paper copies and then transcribe the findings to the Excel file.  


Planning Travel 


The Audit Team should work with the program/project to plan for travel to the country (if the 
Audit Team is external) and to the sampled sites — both to set appointments and to coordinate with 
program/project staff that will accompany the audit team on the site visits.  The Audit Team should 
arrange for transportation to the sampled sites and for lodging for the team.  
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STeP 5.  reVIew DocuMenTATIon


Step 5 is performed by the Audit Team.


The purpose of reviewing and assessing the design of the program/project’s data management and 
reporting system is to determine if the system is able to produce reports with good data quality if 
implemented as planned. The review and assessment is accomplished in several steps, including a 
desk review of information provided in advance by the program/project, and follow-up reviews at 
the program/project M&E Unit, at selected Service Delivery Sites, and Intermediate Aggregation 
Levels. During the off-site desk review, the Audit Team will work to start addressing the questions 
in the DQA Protocol 1: System Assessment Protocol based on the documentation provided. The 
Audit Team should nevertheless anticipate that not all required documentation will be submitted 
by the program/project in advance of the country mission.


Ideally, the desk review will give the Audit Team a good understanding of the Program’s reporting 
system — its completeness and the availability of documentation relating to the system and 
supporting audit trails.  At a minimum, the desk review will identify the areas and issues the Audit 
Team will need to follow-up at the program/project M&E Unit (Phase 2).


Because the M&E system may vary among indicators and may be stronger for some indicators 
than others, the Audit Team will need to fill out a separate DQA Protocol 1:  System Assessment 
Protocol for each indicator audited for the selected program/project. However, if indicators selected 
for auditing are reported through the same data reporting forms and systems (e.g., ART and OI 
numbers or TB Detection and Successfully Treated numbers), only one DQA Protocol 1:  System 
Assessment Protocol may be completed for these indicators.


AnnEX 1 shows the list of 39 questions included in the DQA Protocol 1:  System Assessment 
Protocol that the Audit Team will complete, based on its review of the documentation and the 
audit site visits.    


As the Audit Team is working, it should keep sufficiently detailed notes or “work papers” related 
to the steps in the audit that will support the Audit Team’s final findings.  Space has been provided 
on the protocols for notes during meetings with program/project staff. In addition, if more detailed 
notes are needed at any level of the audit to support findings and recommendations, the Audit 
Team should identify those notes as “work papers” and the relevant “work paper” number should 
be referenced in the appropriate column on all DQA templates and protocols. For example, the 
“work papers” could be numbered and the reference number to the “work paper” noted in the 
appropriate column on the DQA templates and protocols. It is also important to maintain notes 
of key interviews or meetings with M&E managers and staff during the audit.  Annex 3, Step 5 
– Template 1 provides a format for the notes of those interviews. 
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PHASe 2:  ProgrAM/ProjecT’S M&e unIT


The second phase of the DQA is conducted at the M&E Unit of 
the program/project being audited.  The steps in PHASE 2 are 
to:


Assess the design and implementation of the data 6. 
management and reporting system at the M&E Unit.   
Begin tracing and verifying results reported from 7. 
Intermediate Aggregation Levels (or Service Delivery Sites) 
to the M&E Unit.


 During PHASE 2, the Audit Team should meet the head of 
the M&E Unit and other key staff who are involved in data 
management and reporting.


The steps in PHASE 2 are estimated to take one day.


PHASE 2


 
M&E Management 


Unit


6. Assess Data 
Management 
Systems


7. Trace and 
verify results 
from Intermediate 
Aggregation 
Site Reports
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STeP 6.  ASSeSS DATA MAnAgeMenT SySTeMS 
(AT THe M&e unIT)


Step 6 is performed by the Audit Team.


While the Data Quality Audit Team can determine a lot about the design of the data management and 
reporting system based on the off-site desk review, it will be necessary to perform on-site follow-up 
at three levels (M&E Unit, Intermediate Aggregation Levels, and Service Delivery Points) before 
a final assessment can be made about the ability of the overall system to collect and report quality 
data.  The Audit Team must also anticipate the possibility that a program/project may have some data 
reporting systems that are strong for some indicators, but not for others.  For example, a program/
project may have a strong system for collecting ART treatment data and a weak system for collecting 
data on community-based prevention activities.


The Excel-based DQA Protocol 1: System Assessment Protocol contains a worksheet for the Audit 
Team to complete at the M&E Unit. The Audit Team will need to complete the protocol as well as obtain 
documentary support for answers obtained at the program/project’s M&E Unit.  The most expeditious 
way to do this is to interview the program/project’s key data management official(s) and staff and to 
tailor the interview questions around the unresolved systems design issues following the desk review 
of provided documentation.  Hopefully, one meeting will allow the Audit Team to complete the DQA 
Protocol 1: System Assessment Protocol section (worksheet) for the M&E Unit.


It is important that the Audit Team include notes and comments on the DQA Protocol 1: System 
Assessment Protocol in order to formally document the overall design (and implementation) of the 
program/project data management and reporting system and identify areas in need of  improvement.  
Responses to the questions and the associated notes will help the Audit Team answer the 13 overarching 
Audit Team Summary Questions towards the end of the DQA (see Step 12 – Table 2 for the list of 
summary questions – which will be completely answered in PHASE 5 - Step 12).


As the Audit Team completes the DQA Protocol 1: System Assessment Protocol, it should keep in 
mind the following two questions that will shape the preliminary findings (Step 13) and the Audit 
Report (drafted in Step 15 and finalized in Step 17):  


Does the design of the program/project’s overall data collection and reporting system ensure 1. 
that, if implemented as planned, it will collect and report quality data?   Why/why not?
Which audit findings of the data management and reporting system warrant Recommendation 2. 
Notes and changes to the design in order to improve data quality?  These should be documented 
on the DQA Protocol 1: System Assessment Protocol.


note:  While the Audit Team is meeting with the M&E Unit, it should determine how the audit findings 
will be shared with staff at the lower levels being audited. Countries have different communication 
protocols; therefore in some countries, the Audit Team will be able to share preliminary findings at 
each level, while in other countries, the M&E Unit will prefer to share findings at the end of the audit. 
It is important for the Audit Team to comply with the communication protocols of the country. The 
communication plan should be shared with all levels.  
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STeP 7.  TrAce AnD VerIfy reSulTS froM InTerMeDIATe 
AggregATIon leVelS (AT THe M&e unIT)


Step 7 is performed by the Audit Team.


Step 7 is the first of three data verification steps that will assess, on a limited scale, if Service 
Delivery Sites, Intermediate Aggregation Levels (e.g., Districts or Regions), and the M&E Unit 
are collecting, aggregating, and reporting data accurately and on time.  


The Audit Team will use the appropriate version of the DQA protocol 2:  Data Verification 
Protocol—for the indicator(s) being audited—to determine if the sampled sites have accurately 
recorded the service delivery on source documents. They will then trace those data to determine 
if the numbers have been correctly aggregated and/or otherwise manipulated as the numbers are 
submitted from the initial Service Delivery Sites, through Intermediary Aggregation Levels, to 
the M&E Unit. The protocol has specific actions to be undertaken by the Audit Team at each level 
of the reporting system (for more detail on the DQA protocol 2:  Data Verification protocol, 
see Steps 9 and 11). In some countries, however, Service Delivery Sites may report directly to 
the central M&E Unit, without passing through Intermediate Aggregation Levels (e.g., Districts 
or Regions). In such instances, the verifications at the M&E Unit should be based on the reports 
directly submitted by the Service Delivery Sites.


While the data verification exercise implies recounting numbers from the level at which they are 
first recorded, for purposes of logistics, the M&E Unit worksheet of the DQA Protocol 2:  Data 
Verification protocol can be completed first.  Doing so provides the Audit Team with the numbers 
received, aggregated and reported by the M&E Unit and thus a benchmark for the numbers the 
Audit Team would expect to recount at the Service Delivery Sites and the Intermediate Aggregation 
Levels.  


At the M&E Unit, the steps undertaken by the Audit Team on the DQA Protocol 2:  Data 
Verification protocol are to: 


re-aggregate reported numbers from 1. all Intermediate Aggregation Sites:  Reported 
results from all Intermediate Aggregation Sites (e.g., Districts or Regions) should be re-
aggregated and the total compared to the number contained in the summary report prepared 
by the M&E Unit. The Audit Team should identify possible reasons for any differences 
between the verified and reported results.


 STATISTIC:  Calculate the Result Verification Ratio for the M&E Unit.


Sum of reported counts from all Intermediate Aggregation Sites
Total count contained in the Summary Report prepared by the M&E Unit
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Copy results for the 2. audited Intermediate Aggregation Sites as observed in the Summary 
report prepared by the M&E Unit.  To calculate the Adjustment Factor (which is necessary 
to derive a Composite Verification Factor — see AnnEX 5), the Audit Team will need to 
find the numbers available at the M&E Unit for the audited Intermediate Aggregation Sites.  
These are likely to be contained in the Summary Report prepared by the M&E Unit or in a 
database.


review availability, completeness, and timeliness of reports from 3. all Intermediate 
Aggregation Sites. How many reports should there have been from all Intermediate 
Aggregation Sites?  How many are there?  Were they received on time? Are they complete?


 STATISTIC:  Calculate % of all reports that are A) available; B) on time; and C) complete.  


A)  % Available Reports (available to the Audit Team) = 


Number of reports received from all Intermediate Aggregation Sites
Number of reports expected from all Intermediate Aggregation Sites


B)  % On Time Reports (received by the due date) = 


Number of reports received on time from all Intermediate Aggregation Sites
Number of reports expected from all Intermediate Aggregation Sites


C)  % Complete Reports = 


Number of reports that are complete from all Intermediate Aggregation Sites
Number of reports expected from all Intermediate Aggregation Sites 


That is to say, for a report to be considered complete it should include at least (1) the reported 
count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; 
and (4) a signature from the staff having submitted the report.


warning:  If there are any indications that some of the reports have been fabricated (for the purpose 
of the audit), the Audit Team should record these reports as “unavailable” and seek other data 
sources to confirm the reported counts (for example, an end-of-year report from the site containing 
results for the reporting period being audited). As a last resort, the Audit Team may decide to visit 
the site(s) for which reports seem to be fabricated to obtain confirmation of the reported counts. In 
any event, if these reported counts cannot be confirmed, the Audit Team should dismiss the reported 
counts and record “0” for these sites in the DQA protocol 2:  Data Verification protocol.


note: In no circumstances should the Audit Team record personal information, photocopy or 
remove documents from the M&E Unit.
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PHASe 3:  InTerMeDIATe AggregATIon leVel(S)


The third phase of the DQA takes place, where applicable, 
at one or more intermediary aggregation (reporting) levels 
where data reported by the selected Service Delivery Sites may 
be aggregated with data from other service sites before it is 
communicated to the program/project headquarters.  The steps 
in PHASE 3 are to:  


Determine if key elements of the program/project’s data 8. 
management and reporting system are being implemented at 
the intermediary reporting sites (e.g., Districts or Regions).   
Trace and verify reported numbers from the Service Delivery 9. 
Site(s) through any aggregation or other manipulative steps 
performed at the intermediary sites.


During PHASE 3, the Audit Team should meet with key staff 
involved in program/project M&E at the relevant Intermediate 
Aggregation Level — including the staff member(s) in charge 
of M&E and other staff who contribute to aggregating the 
data received from Service Delivery Sites and reporting the 
aggregated (or otherwise manipulated) results to the next 
reporting level.  


NOTE: As stated earlier, in some countries, Service Delivery 
Sites may report directly to the central M&E Unit, without 


passing through Intermediate Aggregation Levels.  In such instances, the Audit Team should not 
perform PHASE 3.


The steps in PhASE 3 are estimated to take between one-half and one day.


STeP 8.  ASSeSS DATA MAnAgeMenT SySTeMS
(AT THe InTerMeDIATe AggregATIon leVelS)


Step 8 is performed by the Audit Team.
 
In Step 8, the Audit Team continues the assessment of the data management and reporting system  
at the intermediate aggregation levels at which data from Service Delivery Sites are aggregated 
and manipulated before being reported to the program/project M&E Unit.  Specific instructions 
for completing the Intermediate Aggregation Level worksheet of the DQA Protocol 1: System 
Assessment Protocol are found in the Excel file of the protocol. 


PHASE 3


 Intermediate  
Aggregation Levels


(e.g. District, 
Region)


8. Assess of  
Data Management 


Systems


9. Trace and Verify 
Results from 
Site Reports
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STeP 9.  TrAce AnD VerIfy reSulTS froM SITe rePorTS
(AT THe InTerMeDIATe AggregATIon leVelS)


Step 9 is performed by the Audit Team.


The Audit Team will continue with the DQA Protocol 2: Data Verification protocol for Steps 9 
and 11. 


Step 9 – Table 1.  Intermediate Aggregation Levels:  Two Types of Data Verifications


Verifications Description required


1.  Documentation     
     Review


Review availability, timeliness and completeness of expected 
reports from Service Delivery Sites for the selected reporting 
period.


In all cases


2.  Trace and 
     Verification


Trace and verify reported numbers: (1) Re-aggregate the numbers 
submitted by the Service Delivery Sites; (2) Compare the verified 
counts to the numbers submitted to the next level (program/
project M&E Unit); (3) Identify reasons for any differences.


In all cases


At this stage of the audit, the Data Quality Audit seeks to determine whether the intermediary 
reporting sites correctly aggregated the results reported by Service Delivery Points.


The Audit Team will perform the following data quality audit steps for each of the selected 
indicators at the Intermediate Aggregation Level(s):    


re-aggregate reported numbers from 1. all Service Delivery Points:  Reported results from all 
Service Delivery Points should be re-aggregated and the total compared to the number contained 
in the summary report prepared by the Intermediate Aggregation Site. The Audit Team should 
identify possible reasons for any differences between the verified and reported results.


 STATISTIC:  Calculate the Result Verification Ratio for the Intermediate Aggregation Site.


Sum of reported counts from all Service Delivery Points
Total count contained in the Summary Report prepared by the Intermediate Aggregation Site


review availability, completeness and timeliness of reports from 2. all Service Delivery 
Points.  How many reports should there have been from all Service Delivery Points?  How 
many are there?  Were they received on time? Are they complete?


 STATISTIC:  Calculate % of all reports that are A) available; B) on time; and C) complete.  
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A)  % Available Reports (available to the Audit Team) = 
Number of reports received from all Service Delivery Points
Number of reports expected from all Service Delivery Points


B)  % On Time Reports (received by the due date) = 


Number of reports received on time from all Service Delivery Points
Number of reports expected from all Service Delivery Points


C)  % Complete Reports (i.e. contains all the relevant data to measure the indicator) = 


Number of reports that are complete from all Service Delivery Points
Number of reports expected from all Service Delivery Points


That is to say, for a report to be considered complete, it should at least include (1) the reported 
count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; 
and (4) a signature from the staff having submitted the report.


warning:  If there are any indications that some of the reports have been fabricated (for the purpose 
of the audit), the Audit Team should record these reports as “unavailable” and seek other data 
sources to confirm the reported counts (for example, an end-of-year report from the site containing 
results for the reporting period being audited). As a last resort, the Audit Team may decide to visit 
the site(s) for which reports seem to be fabricated to obtain confirmation of the reported counts. In 
any event, if these reported counts cannot be confirmed, the Audit Team should dismiss the reported 
counts and record “0” for these sites in the DQA protocol 2:  Data Verification protocol.


note: In no circumstances should the Audit Team record personal information, photocopy or 
remove documents from the Intermediate Aggregation Sites.
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PHASe 4:  SerVIce DelIVery SITeS


The fourth phase of the DQA takes place at the selected Service 
Delivery Sites where the following data quality audit steps are 
performed:


Determine if key elements of the program/project’s data 10. 
management and reporting system are being implemented 
at the Service Delivery Sites.   
Trace and verify reported data from source documents for 11. 
the selected indicators.


   During PHASE 4, the Audit Team should meet with key 
data collection and management staff at the Service Delivery 
Site — including the staff involved in completing the source 
documents, in aggregating the data, and in verifying the reports 
before submission to the next administrative level. 


The steps in PhASE 4 are estimated to take between one-
half and two days.  More than one day may be required for 
large sites (with reported numbers in the several hundreds), 
sites that include satellite centers, or when “spot-checks” 
are performed.


STeP 10.  ASSeSS DATA collecTIon AnD rePorTIng SySTeM 
(AT THe SerVIce DelIVery PoInTS)


Step 10 is performed by the Audit Team.


In Step 10, the Audit Team conducts the assessment of the data management and reporting system 
at a selection of Service Delivery Sites at which services are rendered and recorded on source 
documents.  Data from Service Delivery Sites are then aggregated and manipulated before being 
reported to the Intermediate Aggregation Levels. Specific instructions for completing the Service 
Delivery Site worksheet of the DQA Protocol 1: System Assessment Protocol are found in the 
Excel file of the protocol.


PHASE 4


Service Delivery 
Sites/  


Organizations


10. Assess Data 
Collection and Re-


porting System


11. Trace and Verify 
Results from Source 


Documents
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STeP 11.  TrAce AnD VerIfy reSulTS froM Source 
DocuMenTS (AT THe SerVIce DelIVery PoInTS)


Step 11 is performed by the Audit Team.


At the Service Delivery Site, each indicator-specific protocol begins with a description of the service(s) 
provided in order to orient the Audit Team towards what is being “counted” and reported. This will 
help lead the Audit Team to the relevant source documents at the Service Delivery Point, which can 
be significantly different for various indicators (e.g., patient records, registers, training logs).


Regardless of the indicator being verified or the nature of the Service Delivery Site (health based/
clinical or community-based), the Audit Team will perform some or all of the following data 
verification steps (Step 11 – Table 1) for each selected indicator:


Step 11 – Table 1.  Service Delivery Site:  Five Types of Data Verifications


Verifications Description required


1. Description Describe the connection between the delivery of services and/
or commodities and the completion of the source document that 
records that delivery.


In all cases 


2. Documentation
    review


Review availability and completeness of all indicator source 
documents for the selected reporting period.


In all cases


3. Trace and
    Verification


Trace and verify reported numbers: (1) Recount the reported 
numbers from available source documents; (2) Compare the 
verified numbers to the site reported number; (3) Identify reasons 
for any differences. 


In all cases


4. Cross-checks Perform “cross-checks” of the verified report totals with other data-
sources (e.g. inventory records, laboratory reports, other registers, etc.).


In all cases 


5. Spot-checks Perform “spot-checks” to verify the actual delivery of services and/
or commodities to the target populations.


If feasible


Before starting the data verifications, the Audit Team will need to understand and describe the 
recording and reporting system related to the indicator being verified at the Service Delivery 
Site (i.e., from initial recording of the service delivery on source documents to the reporting of 
aggregated numbers to the next administrative level).


DESCrIPTIOn 1. – Describe the connection between the delivery of the service and/or 
commodity and the completion of the source document.  This step will give the Audit Team 
a “frame of reference” for the link between the service delivery and recording process, and 
obtain clues as to whether outside factors such as time delays and/or competing activities 
could compromise the accurate and timely recording of program activities.
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DoCumenTATIon reVIew 2. – Review availability and completeness of all indicator 
source documents for the selected reporting period.  


Review a template of the source document (by obtaining a blank copy) and determine 	�
if the site has sufficient supplies of blank source documents;
Check availability and completeness of source documents and ensure that all the 	�
completed source documents fall within the reporting period being audited;
Verify that procedures are in place to prevent reporting errors (e.g., double-counting 	�
of clients who have transferred in/out, died or are lost to follow up (if applicable).


Note that the indicator-specific protocols have listed likely source document(s). If the Audit 
Team determines that other source documents are used, the team can modify the protocol(s) 
accordingly and document in its work papers the change that has been made to the protocol.   
The Audit Team will need to maintain strict confidentiality of source documents.  


TrACe AnD VerIFICATIon3.  – Recount results from source documents, compare the 
verified numbers to the site reported numbers and explain discrepancies.  


 STATISTIC:  Calculate the Result Verification Ratio for the Service Delivery Site.


Verified counts at selected Service Delivery Site
Reported count at selected Service Delivery Site 


Possible reasons for discrepancies could include simple data entry or arithmetic errors. The 
Audit Team may also need to talk to data reporting staff about possible explanations and 
follow-up with program data-quality officials if needed. This step is crucial to identifying 
ways to improve data quality at the Service Delivery Sites. It is important to note that the Audit 
Team could find large mistakes at a site “in both directions” (i.e., over-reporting and under-
reporting) that results in a negligible difference between the reported and recounted figures 
— but are indicative of major data quality problems.  Likewise, a one-time mathematical error 
could result in a large difference. Thus, in addition to the Verification Factor calculated for the 
site, the Audit Team will need to consider the nature of the findings before drawing conclusions 
about data quality at the site.


4.  CrOSS-ChECkS – Perform feasible cross-checks of the verified report totals with other 
data sources.  For example, the team could examine separate inventory records documenting 
the quantities of treatment drugs, test-kits, or ITNs purchased and delivered during the reporting 
period to see if these numbers corroborate the reported results.  Other cross-checks could 
include, for example, comparing treatment cards to unit, laboratory, or pharmacy registers.  
The Audit Team can add cross-checks to the protocol, as appropriate.    


 STATISTIC:  Calculate percent differences for each cross-check.
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5. SPOT ChECkS – Spot-checks to verify the actual delivery of services and/or commodities 
can also be done, time and resources permitting.  Spot-checks entail selecting a number of 
patients/clients (e.g., three to five) from source documents and verifying that they actually 
received the services and/or commodities recorded.  Spot-checks can be performed in two 
ways: (1) the Audit Team obtains the names and addresses of people in the community and 
makes an effort to locate them; or (2) the Audit Team requests representatives of the site to 
contact the people and ask them to come to the Service Delivery Site (for example the next 
day). For reasons of confidentiality, spot-checks will not be possible for indicators related to 
some medical services, such as ART treatment for HIV. 


As noted above, while the five data verification steps of the DQA protocol 2: Data Verification 
Protocol should not change5 within each verification step the protocol can be modified to better 
fit the program context (e.g., add cross-checks, modify the reference source document). Major 
modifications should be discussed with the Organization Commissioning the DQA.


note: In no circumstances should the Audit Team record personal information, photocopy, or 
remove documents from sites.


5  1. description, 2. documentation review, 3. trace and verification, 4.  cross-checks, 5. spot-checks.
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PHASe 5:  M&e unIT


In the fifth phase of the DQA, the Audit Team will return to the 
program/project M&E Unit.  The steps in PHASE 5 are to:


Complete the assessment of the data management and 12. 
reporting system by answering the 13 overarching summary 
audit questions.  
Develop preliminary audit findings and recommendation 13. 
notes.
Communicate the preliminary findings and recommenda-14. 
tions to the program/project’s M&E officers and senior 
management during an audit closeout meeting.


The steps in PhASE 5 are estimated to take two days.


PHASE 5


 
M&E Manage-


ment Unit


12. Consolidate  
Assessment of  
Data Manage-
ment Systems


13. Draft Preliminary 
Findings and Recom-


mendation Notes


14. Conduct Close-
out Meeting
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STeP 12.  conSolIDATe ASSeSSMenT of DATA MAnAgeMenT 
SySTeMS


Step 12 is performed by the Audit Team.


By Step 10, the Excel file worksheets of the DQA Protocol 1: System Assessment Protocol related 
to the M&E Unit, the Intermediate Aggregation Levels, and the Service Delivery Sites will have 
been completed. Based on all responses to the questions, a summary table (Step 12 – Table 1) will 
be automatically generated, as will a summary graphic of the strengths of the data management and 
reporting system (Step 12 – Figure 1).  The results generated will be based on the number of “Yes, 
completely,” “Partly,” and “No, not at all” responses to the questions on the DQA Protocol 1: 
System Assessment Protocol.


Step 12 – Table 1.  Summary Table:  Assessment of Data Management and Reporting System 
(Illustration)


SUMMAry TABLE


Assessment of Data 
Management 


and reporting Systems


I II III IV V


Av
er


ag
e 


(p
er


 si
te


)


M&E 
Structure, 


Functions, and 
Capabilities


Indicator 
Definitions 


and reporting 
guidelines


Data-
Collection and 


reporting 
Forms/Tools


Data 
Management 


Processes


Links with 
national 


reporting 
System


M&E Unit


- National M&E Unit 1.80 1.83 1.80 1.82 1.67 1.78


Intermediate Aggregation Level Sites


1 Collines 2.67 2.50 1.67 1.78 2.00 2.12


2 Atakora 3.00 2.25 1.33 1.67 2.50 2.15


3 Borgu 2.33 2.00 1.67 1.90 2.50 2.08


Service Delivery Points/Organizations


1.1 Savalou 2.67 2.00 1.67 1.86 2.00 2.04


1.2 Tchetti 2.00 2.25 1.67 2.13 2.00 2.01


1.3 Djalloukou 2.67 1.75 1.67 2.00 2.25 2.07


2.1 Penjari 2.33 2.00 2.00 1.86 2.50 2.14


2.2 Ouake 2.67 2.25 1.67 1.88 2.50 2.19


2.3 Tanagou 2.67 2.75 1.67 1.88 2.75 2.34


3.1 Parakou 2.33 2.00 2.00 1.86 2.25 2.09


3.2 Kandi 2.33 2.25 1.67 2.00 2.25 2.10


3.3 Kalale 2.67 2.25 1.67 1.88 2.50 2.19


Average (per 
functional area)


2.46 2.15 1.76 1.92 2.30 2.12


Color Code key


Green 2.5 - 3.0 Yes, Completely


Yellow 1.5 - 2.5 Partly


Red < 1.5 No, Not at All
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Step 12 – Figure 1.  Assessment of Data Management and Reporting System (Illustration).


Interpretation of the Output:  The scores generated for each functional area on the Service 
Delivery Site, Intermediate Aggregation Level, and M&E Unit pages are an average of the 
responses which are coded 3 for “Yes, completely,” 2 for “Partly,” and 1 for “No, not at all.”  
Responses coded “N/A” or “Not Applicable,” are not factored into the score. The numerical value 
of the score is not important; the scores are intended to be compared across functional areas as a 
means to prioritizing system strengthening activities. That is, the scores are relative to each other 
and are most meaningful when comparing the performance of one functional area to another.  For 
example, if the system scores an average of 2.5 for ‘M&E Structure, Functions and Capabilities’ 
and 1.5 for ‘Data-collection and Reporting Forms/Tools,’ one would reasonably conclude that 
resources would be more efficiently spent strengthening ‘Data-collection and Reporting Forms/
Tools’ rather than ‘M&E Structure, Functions and Capabilities.’  The scores should therefore not 
be used exclusively to evaluate the information system. Rather, they should be interpreted within 
the context of the interviews, documentation reviews, data verifications, and observations made 
during the DQA exercise.


Using these summary statistics, the Audit Team should answer the 13 overarching questions on 
the Audit Summary Question Worksheet of the protocol (see Step 12 – Table 2).  To answer 
these questions, the Audit Team will have the completed DQA Protocol 1: System Assessment 
Protocol worksheets for each site and level visited, as well as the summary table and graph of 
the findings from the protocol (see Step 12 – Table 1 and Figure 1).  Based on these sources of 
information, the Audit Team will need to use its judgment to develop an overall response to the 
Audit Summary Questions.
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Step 12 – Table 2.  Summary Audit Questions


13 OVERARCHING SUMMARY AUDIT QUESTIONS


Program Area:  
Indicator:  


Question


Answer


Comments
Yes - completely 


Partly 
No - not at all 


N/A


1
Are key M&E and data-management staff identified with 
clearly assigned responsibilities?   


2
Have the majority of key M&E and data-management staff 
received the required training?   


3
Has the program/project clearly documented (in writing) what 
is reported to who, and how and when reporting is required?   


4
Are there operational indicator definitions meeting relevant 
standards that are systematically followed by all service points?   


5
Are there standard data collection and reporting forms that are 
systematically used?   


6
Are data recorded with sufficient precision/detail to measure 
relevant indicators? 


7
Are data maintained in accordance with international or 
national confidentiality guidelines?


8
Are source documents kept and made available in accordance 
with a written policy?   


9
Does clear documentation of collection, aggregation, and 
manipulation steps exist?    


10
Are data quality challenges identified and are mechanisms in 
place for addressing them?    


11
Are there clearly defined and followed procedures to identify 
and reconcile discrepancies in reports?     


12
Are there clearly defined and followed procedures to 
periodically verify source data?    


13
Does the data collection and reporting system of the program/
project link to the National Reporting System?   
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STeP 13.  DrAfT PrelIMInAry fInDIngS AnD 
recoMMenDATIon noTeS


Step 13 is performed by the Audit Team.


By Step 12, the Audit Team will have completed both the system assessment and data verification 
protocols on selected indicators.  In preparation for its close-out meeting with the M&E Unit, in 
Step 13 the Audit Team drafts Preliminary Findings.  Recommendation Notes for data quality 
issues found during the audit. Annex 3, Step 13 – Template 1 provides a format for those 
Recommendation Notes. These findings and issues are presented to the program/project M&E 
Unit (Step 14) and form the basis for the Audit Report (Steps 15 and 17). The Audit Team should 
also send a copy of the Preliminary Findings and Recommendation Notes to the Organization 
Commissioning the DQA.


The preliminary findings and Recommendation Notes will be based on the results from the DQA 
Protocol 1: System Assessment Protocol and the DQA Protocol 2: Data Verification protocol 
and will be developed by the Audit Team based on:


The notes columns of the protocols•	  in which the Audit Team has explained findings 
related to: (1) the assessment of the data-management and reporting system; and (2) the 
verification of a sample of data reported through the system.  In each protocol, the final 
column requests a check (√) for any finding that requires a Recommendation Note.  
work papers•	  further documenting evidence of the Audit Team’s data quality audit 
findings.


The findings should stress the positive aspects of the program/project M&E system as it relates 
to data management and reporting as well as any weaknesses identified by the Audit Team.  It is 
important to emphasize that a finding does not necessarily mean that the program/project is deficient 
in its data collection system design or implementation.  The program/project may have in place a 
number of innovative controls and effective steps to ensure that data are collected consistently and 
reliably.  


Nevertheless, the purpose of the Data Quality Audit is to improve data quality. Thus, as the Audit 
Team completes its data management system and data verification reviews, it should clearly 
identify evidence and findings that indicate the need for improvements to strengthen the design 
and implementation of the M&E system. All findings should be backed by documentary evidence 
that the Audit Team can cite and provide along with its recommendation notes. 


Examples of findings related to the design and implementation of data collection, reporting and 
management systems include:  


The lack of documentation describing aggregation and data manipulation steps.•	
Unclear and/or inconsistent directions provided to reporting sites about when or to whom •	
report data is to be submitted. 
The lack of designated staff to review and question submitted site reports.•	
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The lack of a formal process to address incomplete or inaccurate submitted site reports.•	
The lack of a required training program for site data collectors and managers.•	
Differences between program indicator definitions and the definition as cited on the data •	
collection forms.
The lack of standard data collection forms.•	


Examples of findings related to verification of data produced by the system could include:  


A disconnect between the delivery of services and the filling out of source documents.•	
Incomplete or inaccurate source documents.•	
Data entry and/or data manipulation errors. •	
Misinterpretation or inaccurate application of the indicator definition.•	


Draft Recommendation Note(s)  


In the recommendation notes, the Audit Team should cite the evidence found that indicates a 
threat to data quality. The team should also provide one or more recommended actions to prevent 
recurrence. The Audit Team may propose a deadline for the recommended actions to be completed 
and seek concurrence from the program/project and the Organization Commissioning the DQA. 
Step 13 – Table 1 provides an example of the content of recommendation notes.    


Step 13 – Table 1.  Illustrative Findings and Recommendations for Country X’s TB Treatment Program:  
Number of Smear Positive TB Cases Registered Under DOTS Who Are Successfully Treated


Country X runs an organized and long-established TB treatment program based on international treatment 
standards and protocols.  The processes and requirements for reporting results of the TB program are 
specifically identified and prescribed in its Manual of the National Tuberculosis and Leprosy Programme.  
The Manual identifies required forms and reporting requirements by service sites, districts, and regions.   


Based on information gathered through interviews with key officials and a documentation review, the 
Data Quality Audit Team identified the following related to improving data quality.


Findings and recommendations for the m&e unit


1)  M&E Training
FInDIng•	 : The Audit Team found a lack of a systematic and documented data management 
training plan that identifies training requirements, including necessary data management skills 
for all levels of the program from health care workers at Service Delivery Sites to district 
coordinators, regional staffers, and M&E Unit data managers. Currently, training is instigated, 
implemented, and paid for by different offices at multiple levels throughout the TB program.  


rECOMMEnDATIOn:  That the National TB M&E Unit develop a plan to coordinate available 
training resources and identify training needs throughout the system including those needed to 
efficiently achieve data management requirements.







54 Data Quality Audit Tool


2)  Supervisory checks of District Reports 
FInDIng•	 : The lack of supervisory checks of the files used to store submitted quarterly reports 
from district offices can lead to potential aggregation errors.  For example, the Audit Team’s 
verification exercise identified duplicate, out-of-date, and annual rather than quarterly reports in 
these files that could easily lead to data entry errors.  


rECOMMEnDATIOn:   That a program management supervisor regularly review the files used 
to store regional reports after they are submitted, but before data entry occurs to help reduce the 
possibility of errors. 


FInDIng•	 : Approximately 2% of the submitted regional reports to the MOH lacked 
supervisory signatures.  This signature is required to document that the report was reviewed for 
completeness and obvious mistakes. 


rECOMMEnDATIOn:  That the MOH reinforce its requirement that submitted reports contain a 
supervisory signature, perhaps by initially rejecting reports that have not been reviewed. 


3)  Policy on Retention of Source Documents
FInDIng•	 : The TB program has no policy regarding the retention of reporting documents 
including patient treatment cards, registers and related report.  While the documents are 
routinely retained for years, good data management requires that a specific document retention 
policy be developed. 


rECOMMEnDATIOn:  That the program office develop a specific document retention policy for 
TB program source and key reporting documents in its new reporting system.


Findings and recommendations for the Intermediate Aggregation level Sites


4)  Quality Control in Data Entry
FInDIng•	 : The Audit Team found that limited measures are taken to eliminate the possibility 
of data entry errors at the district level.  While there are checks in the reporting software to 
identify out-of-range entries, the district staff could not describe any other steps taken to 
eliminate data entry errors. 


rECOMMEnDATIOn:  That the program identify steps to eliminate data entry errors wherever 
report numbers are entered into the electronic reporting system.


Findings and recommendations for the Service Delivery Sites  


5)  Ability to Retrieve Source Documents
FInDIng•	 : At all service sites, the Audit Team had difficulty completing the data verification 
exercise because the site staff found it difficult or was unable to retrieve source documents—
e.g., the TB patient treatment cards for patients that had completed treatment. If such 
verification cannot be performed, a Data Quality Audit Team cannot confirm that the reported 
treatment numbers are accurate and valid.


rECOMMEnDATIOn:  That TB Service Delivery Sites should systematically file and store TB 
treatment source documents by specific reporting periods so that they can be readily retrieved for 
audit purposes. 
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STeP 14.  conDucT A cloSeouT MeeTIng


Step 14 is performed by the Audit Team.


At the conclusion of the site visits, the Audit Team Leader should conduct a closeout meeting with 
senior program/project M&E officials and the Director/Program Manager to:


Share the results of the data-verifications (recounting exercise) and system review;1. 
Present the preliminary findings and Recommendation Notes; and2. 
Discuss potential steps to improve data quality.3. 


A face-to-face closeout meeting gives the program/project’s data management staff the opportunity 
to discuss the feasibility of potential improvements and related timeframes.  The Audit Team Leader 
should stress, however, that the audit findings at this point are preliminary and subject to change 
once the Audit Team has had a better opportunity to review and reflect on the evidence collected 
on the protocols and in its work papers. 


The Audit Team should encourage the program/project to share relevant findings with the appropriate 
stakeholders at the country-level such as multi-partner M&E working groups and the National 
program, as appropriate. The Audit Team should also discuss how the findings will be shared 
by the program/project M&E officials with the audited Service Delivery Sites and Intermediate 
Aggregation Levels (e.g., Regions, Districts).


As always, the closeout meeting and any agreements reached on the identification of findings 
and related improvements should be documented in the Audit Team’s work papers in order to be 
reflected in the Final Audit Report. 
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PHASe 6:  coMPleTIon


The last phase of the DQA takes place at the offices of the 
DQA Team, and in face-to-face or phone meetings with the 
Organization Commissioning the DQA and the program/
project.  The steps in PHASE 6 are to:


Draft Audit Report.  15. 
Discuss the Draft Audit Report with the program/project 16. 
and with the Organization Commissioning the DQA.
Complete the Final Audit Report and communicate 17. 
the findings, including the final Recommendation 
Note(s), to the program/project and the Organization 
Commissioning the DQA.
As appropriate, initiate follow-up procedures to ensure 18. 
that agreed upon changes are made.


The steps in PhASE 5 are estimated to take between two 
and four weeks.


PHASE 6


Off-Site  
(Completion)


15. Draft Audit 
Report


16. Review and Col-
lect Feedback from 
Country and Orga-
nization Commis-
sioning the DQA


17. Finalize  
Audit Report


18. Initiate  
Follow-up of  


Recommended 
Actions
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STeP 15.  DrAfT AuDIT rePorT


Step 15 is performed by the Audit Team.


Within 1-2 weeks, the Audit Team should complete its review of all of the audit documentation 
produced during the mission and complete a draft Audit Report with all findings and suggested 
improvements. Any major changes in the audit findings made after the closeout meeting in country 
should be clearly communicated to the program/project officials. The draft of the Audit Report 
will be sent to the program/project management staff and to the Organization Commissioning the 
DQA. Step 15 – Table 1 shows the suggested outline for the Audit Report.  


Step 15 – Table 1:  Suggested Outline for the Final Data Quality Audit Report


Section Contents


I Executive Summary
II Introduction and Background


Purpose of the DQA	�
Background on the program/project 	�
Indicators and Reporting Period – Rationale for selection	�
Service Delivery Sites – Rationale for selection	�
Description of the data-collection and reporting system (related to the 	�
indicators audited)


III Assessment of the Data Management and reporting System 


Description of the performed system assessment steps	�
Dashboard summary statistics 	� (table and spider graph of functional areas – Step 
12: Table 1 and Figure 1)
Key findings at the three levels:	�


Service Delivery Sites {
Intermediate Aggregation Levels {
M&E Unit {


Overall strengths and weaknesses of the Data-Management System 	� (based on 13 
Summary Audit Questions)
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IV Verification of reported Data


Description of the performed data-verifications steps 	�
Data Accuracy – Verification Factor	�
Precision and confidentiality of reported data	�
Availability, completeness, and timeliness of reports	�
Key findings at the three levels:	�


Service Delivery Sites {
Intermediate Aggregation Levels {
M&E Unit {


Overall assessment of Data Quality	�


V recommendation notes and Suggested Improvements


VI Final Data Quality Classification (if required by the organization Commissioning the DQA).
VII Country response to DQA Findings


STeP 16.  collecT AnD reVIew feeDbAck froM counTry 
AnD orgAnIzATIon coMMISSIonIng THe DQA


Step 16 is performed by the Audit Team.


To build consensus and facilitate data quality improvements, the Audit Team needs to share the 
draft Audit Report with the Organization Commissioning the DQA and with the program/project 
management and M&E staff. The program/project will be given an opportunity to provide 
a response to the audit findings.  This response will need to be included in the Final Audit 
report.  


STeP 17.  fInAlIze AuDIT rePorT


Step 17 is performed by the Audit Team.


Once the program/project and the Organization Commissioning the DQA have reviewed the Draft 
Audit Report (given a time limit of two weeks, unless a different time period has been agreed) and 
provided feedback, the Audit Team will complete the Final Audit Report. while the Audit Team 
should elicit feedback, it is important to note that the content of the Final Audit report is 
determined by the Audit Team exclusively.
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STeP 18.  InITIATe follow-uP of recoMMenDeD AcTIonS


Step 18 can be performed by the Organization Commissioning the DQA and/or the Audit Team.


The program/project will be expected to send follow-up correspondences once the agreed upon 
changes/improvements have been made. If the Organization Commissioning the DQA wants the 
Audit Team to be involved in the follow-up of identified strengthening measures, an appropriate 
agreement may be reached.  The Organization Commissioning the DQA and/or the Audit Team 
should maintain a “reminder” file to alert itself as to when these notifications are due (see AnnEX 
3, Step 19 – Template 1). In general, minor data quality issues should be remedied in one to 
six months and major issues in six to twelve months.
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AnnexeS
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Annex 1:  DQA Protocols 
Protocol 1:  System Assessment Protocol
Protocol 2:  Data Verification Protocol
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Protocol 1 – System Assessment Protocol (AIDS and Malaria)


LIST OF ALL QUESTIONS – For reference only (Protocol 1 - System’s Assessment) 


Component of the M&E System 


Checkmark indicates 
reporting system 
level at which the 
question is asked
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I – m&e Structure, Functions, and Capabilities 


1 
There is a documented organizational structure/chart that clearly 
identifies positions that have data management responsibilities at 
the M&E Unit. 


√ Yes 


2 All staff positions dedicated to M&E and data management 
systems are filled. √ -


3 There is a training plan which includes staff involved in data-
collection and reporting at all levels in the reporting process. √ Yes 


4 All relevant staff have received training on the data management 
processes and tools. √ √ √ -


5 
A senior staff member (e.g., the Program Manager) is responsible 
for reviewing the aggregated numbers prior to the submission/
release of reports from the M&E Unit. 


√ -


6 
There are designated staff responsible for reviewing the quality 
of data (i.e., accuracy, completeness and timeliness) received 
from sub-reporting levels (e.g., regions, districts, service points). 


√ √ -


7 
There are designated staff responsible for reviewing aggregated 
numbers prior to submission to the next level (e.g., to districts, to 
regional offices, to the central M&E Unit). 


√ √ -


8 The responsibility for recording the delivery of services on source 
documents is clearly assigned to the relevant staff. √ -


II – Indicator Definitions and reporting guidelines 


9 
The M&E Unit has documented and shared the definition of the 
indicator(s) with all relevant levels of the reporting system (e.g., 
regions, districts, service points). 


√ Yes 


10 There is a description of the services that are related to each 
indicator measured by the program/project. √ Yes 


The M&E Unit has provided written guidelines to each sub-reporting level on … 
11  … what they are supposed to report on. √ √ √ Yes 
12  … how (e.g., in what specific format) reports are to be submitted. √ √ √ Yes 
13  … to whom the reports should be submitted. √ √ √ Yes 
14  … when the reports are due. √ √ √ Yes 


15 There is a written policy that states for how long source 
documents and reporting forms need to be retained. √ Yes 
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LIST OF ALL QUESTIONS – For reference only (Protocol 1 - System’s Assessment) 


Component of the M&E System 


Checkmark indicates 
reporting system 
level at which the 
question is asked
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III – Data-collection and reporting Forms/Tools 


16 
The M&E Unit has identified a standard source document (e.g., 
medical record, client intake form, register, etc.) to be used 
by all Service Delivery Points to record service delivery. 


√ Yes 


17 The M&E Unit has identified standard reporting forms/tools to be 
used by all reporting levels. √ Yes 


18 Clear instructions have been provided by the M&E Unit on 
how to complete the data collection and reporting forms/tools. √ √ √ Yes 


19 The source documents and reporting forms/tools specified by 
the M&E Unit are consistently used by all reporting levels. √ √ -


20 
If multiple organizations are implementing activities under the 
program/project, they all use the same reporting forms and report 
according to the same reporting timelines. 


√ √ √ -


21 


The data collected by the M&E system has sufficient precision 
to measure the indicator(s) (i.e., relevant data are collected by 
sex, age, etc., if the indicator specifies disaggregation by these 
characteristics). 


√ -


22 
All source documents and reporting forms relevant for measuring 
the indicator(s) are available for auditing purposes (including 
dated print-outs in case of computerized system). 


√ √ √ -


IV – Data Management Processes 


23
The M&E Unit has clearly documented data aggregation, analysis 
and/or manipulation steps performed at each level of the reporting 
system. 


√ Yes 


24 
There is a written procedure to address late, incomplete, 
inaccurate, and missing reports; including following-up with sub-
reporting levels on data quality issues. 


√ √ Yes 


25 


If data discrepancies have been uncovered in reports from sub-
reporting levels, the M&E Unit or the Intermediate Aggregation 
Levels (e.g., districts or regions) have documented how these 
inconsistencies have been resolved. 


√ √ -


26 
Feedback is systematically provided to all sub-reporting levels 
on the quality of their reporting (i.e., accuracy, completeness, and 
timeliness). 


√ √ -


27 
There are quality controls in place for when data from paper-
based forms are entered into a computer (e.g., double entry, post-
data entry verification, etc). 


√ √ √ -
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LIST OF ALL QUESTIONS – For reference only (Protocol 1 - System’s Assessment) 


Component of the M&E System 


Checkmark indicates 
reporting system 
level at which the 
question is asked
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28 


For automated (computerized) systems, there is a clearly 
documented and actively implemented database administration 
procedure in place. This includes backup/recovery procedures, 
security administration, and user administration. 


√ √ √ Yes 


29 There is a written back-up procedure for when data entry or data 
processing is computerized. √ √ √ Yes 


30 
If yes, the latest date of back-up is appropriate given the 
frequency of update of the computerized system (e.g., backups 
are weekly or monthly). 


√ √ √ -


31 Relevant personal data are maintained according to national or 
international confidentiality guidelines. √ √ √ -


The reporting system avoids double counting people … 


32 


… within each point of service/organization (e.g., a person 
receiving the same service twice in a reporting period, a person 
registered as receiving the same service in two different locations, 
etc). 


√ √ √ -


33 
… across service points/organizations (e.g., a person registered 
as receiving the same service in two different service points/
organizations, etc). 


√ √ √ -


34 The reporting system enables the identification and recording of a 
“drop out,” a person “lost to follow-up,” and a person who died. √ √ √ -


35 The M&E Unit can demonstrate that regular supervisory site 
visits have taken place and that data quality has been reviewed. √ Yes 


V – Links with national reporting System 


36 When available, the relevant national forms/tools are used for 
data-collection and reporting. √ √ √ Yes 


37 When applicable, data are reported through a single channel of 
the national information systems. √ √ √ -


38 Reporting deadlines are harmonized with the relevant timelines of 
the National program (e.g., cut-off dates for monthly reporting). √ √ √ -


39 The service sites are identified using ID numbers that follow a 
national system. √ √ √ -
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Protocol 2 – Data Verification Protocol (Illustration – Community-based Interventions)







66 Data Quality Audit Tool







67Data Quality Audit Tool







68 Data Quality Audit Tool







69Data Quality Audit Tool


Annex 2:  Templates for the organization
commissioning the DQA
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Annex 2 – Step 2.  Template 1.  Notification and Documentation Request Letter to the Selected 
Program/Project  


Date
Address
Dear__________________: 


[Your organization] has been selected for a Data Quality Audit by [name of Organization 
Commissioning the Audit] related to [Program/Project name]. 


The purpose of this audit is to: (1) assess the ability of the data management systems of the program/
project(s) you are managing to report quality data; and (2) verify the quality of reported data for 
key indicators at selected sites.  [Name of Audit Agency] will be conducting the audit and will 
contact you soon regarding the audit.  


This Data Quality Audit relates to [disease], [program area] and the verifications will focus on the 
following indicators:


1 [indicator name]
2 [indicator name]


The audit will:
Assess the design of the data management and reporting systems;1. 
Check at selected Service Delivery Sites and intermediary aggregation levels (e.g., districts, 2. 
regions) if the system is being implemented as designed;
Trace and verify past reported numbers for a limited number of indicators at a few sites; 3. and
Communicate the audit’s findings and suggested improvements in a formal Audit Report.4. 


Prior to the audit taking place, [list name of Audit Agency] will need:
A list of all the Service Delivery Sites with the latest reported results (for the above  �
indicators);
The completed Template 2 (attached to this letter) describing the data-collection and  �
reporting system (related to the above indicators);
Data-collection and reporting forms (related to the above indicators). �


This information is critical for beginning the audit, therefore it is requested within two weeks of 
receipt of this letter and should be sent to [address of Audit Agency].


To help the Audit Team perform the initial phase of the review of your overall data management 
system and to limit the team’s on-site presence to the extent possible, we also request that you 
provide the Audit Agency with the existing and available documentation listed in Table 1 (attached 
to this letter).


Thank you for submitting the requested documentation to ___________ at ______ by _________.  
If any of the documentation is available in electronic form it can be e-mailed to _____________.
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Following a desk review of the information and documentation provided, the Audit Agency will 
pursue the audit at the office that serves as the M&E management unit for the program/project and 
at a small number of your reporting sites and intermediary data management offices (e.g., district 
or regional offices). To facilitate site visits, we request that two staff members responsible for 
M&E, or who receives, reviews and/or compiles reports from reporting entities accompany the 
Audit Team to the sites for the duration of the audit.


Because the time required for the audit depends on the number and location of sampled sites, the 
Audit Agency will contact you with more specific information regarding timing after the sample 
of sites has been selected.  However, you should anticipate that the audit will last between 10 and 
15 days (including two days at the M&E Unit and around one day per Service Delivery Site and 
Intermediate Aggregation Level — e.g., Districts or Regions). 


Finally, since the Audit Team will need to obtain and review source documents (e.g., client records 
or registration logs/ledger), it is important that official authorization be granted to access these 
documents. However, we would like to assure you that no details related to individuals will be 
recorded as part of the audit — the team will only seek to verify that the counts from “source 
documents” related to the service or activity are correct for the reporting period. The personal 
records will neither be removed from the site nor photocopied.


We would like to emphasize that we will make every effort to limit the impact our audit will have 
on your staff and ongoing activities.  In that regard, it would be very helpful if you could provide 
the Audit Agency with a key contact person early on in this process (your chief data management 
official, if possible) so we can limit our communications to the appropriate person. If you have any 
questions please contact ___________ at ____________.  


Sincerely, 


cc:  Government Auditing Agency
Donor/Development Partners and Implementing Partners
Other, as appropriate for the country and audit
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Table 1 –  List of Audit Functional Areas and Documentation to Request from Program/
Project for Desk Review (if available)


Functional 
Areas general Documentation requested  


Check if 
provided 


√


Contact 
Information


Names and contact information for key program/project officials, •	
including key staff responsible for data management activities.  


I – M&E 
Structures, 
roles and  
Capabilities


Organizational chart depicting M&E responsibilities.•	


List of M&E positions and status (e.g., full time or part time, filled •	
or vacant).  


M&E Training plan, if one exists.•	


II – Indicator 
Definitions 
and reporting 
guidelines


Instructions to reporting sites on reporting requirements and •	
deadlines.


Description of how service delivery is recorded on source documents, •	
and on other documents such as clinic registers and periodic site reports.


Detailed diagram of how data flows:•	
from Service Delivery Sites to Intermediate Aggregation Levels  {


(e.g. district offices, provincial offices, etc.); 
from Intermediate Aggregation Levels (if any) to the M&E  {


Unit.


National M&E Plan, if one exists.•	


Operational definitions of indicators being audited. •	


III – Data 
collection and 
reporting 
Forms and Tools


Data-collection form(s) for the indicator(s) being audited.•	


Reporting form(s) for the indicator(s) being audited.•	


Instructions for completing the data-collection and reporting •	
forms.


IV – Data 
Management 
Processes 


Written documentation of data management processes including a •	
description of all data-verification, aggregation, and manipulation 
steps performed at each level of the reporting system.


Written procedures for addressing specific data quality challenges •	
(e.g. double-counting, “lost to follow-up”), including instructions 
sent to reporting sites.
Guidelines and schedules for routine supervisory site visits.•	


V – Links 
with national 
reporting 
System 


Documented links between the program/project data reporting •	
system and the relevant national data reporting system. 
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Annex 2 – Step 2.  Template 3.  Letter to Request National Authorization for the DQA  


Date


Address of National Authorizing Agency for Data Quality Audit


Dear__________________: 


As part of its ongoing oversight activities, [name of Organization Commissioning the Audit] has selected 
[program/project(s)] in [country] for a Data Quality Audit.  Subject to approval, the Data Quality Audit will 
take place between [months       and        ], [Year]. 


The purpose of this Data Quality Audit is to assess the ability of the program’s data management system 
to report quality data and to trace and verify reported results from selected service sites related to the 
following indicators:


1 [indicator name]
2 [indicator name]


[Name of auditing firm] has been selected by [name of Organization Commissioning the Audit] to carry out 
the Data Quality Audit.


Conducting this Data Quality Audit may require access to data reported through the national data reporting 
system on [Disease and Program Area]. The audit will include recounting data reported within selected 
reporting periods, including obtaining and reviewing source documents (e.g. client records or registration 
logs/ledgers, training log sheets, commodity distribution sheets).  While the Audit Team will potentially 
require access to personal patient information, the Team will hold such information in strict confidence and 
no audit documentation will contain or disclose such personal information. The purpose of access to such 
information is strictly for counting and cross-checking purposes related to the audit. When necessary, the 
Audit Team will need to access and use such information at Service Delivery Sites. The personal records 
will neither be removed from the site nor photocopied.   


If you have any questions about this Data Quality Audit, please contact ______ at ________.  


[Name of Organization Commissioning the Audit] hereby formally requests approval to conduct this Data 
Quality Audit.


Please indicate approved or not approved below (with reasons for non-approval) and return this letter to 
______________________ at ________________________.  


Approved/Not approved (please circle one)      


Sincerely,         Date:


 


cc:  Program/project Director, Donor/Development Partners and Implementing Partners,  Other, as 
appropriate for the Audit.


Title
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Annex 3:  Templates for the Audit Agency and Team
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Annex 3, Step 2 – Template 1.  Information Sheet for the M&E Unit Involved in the DQA


1.  Objective of the DQA


The objectives of the Data Quality Audit are to:
Verify that appropriate data management systems are in place;  � and
Verify the quality of reported data for key indicators at selected sites. �


2.  Program Areas Included in the Audit


- to be completed by Audit Team -


3.  Tasks Performed by the Audit Team at the M&E Unit  


Interview Program Manager and staff involved in M&E and data-management. �
Review availability, completeness, and timeliness of reports received from reporting sites. �
Re-count numbers from received reports and compare result to the numbers reported by the M&E  �
Unit.


4.  Staff to Be Available at the M&E Unit during the DQA
Program Manager. �
Chief Data-management Official. �
Staff involved in reviewing and compiling reports received from reporting sites. �
IT staff involved in database management, if applicable. �
Relevant staff from partner organizations working on M&E systems strengthening, if applicable. �


4.  Documentation to Prepare in Advance of Arrival of Audit Team


Reported results by the M&E Unit for the selected reporting period ( � see Point 3 above).
Access to the site summary reports submitted for the period ( � see Point 3 above).
Organizational chart depicting M&E responsibilities. �
List of M&E positions and status (e.g., full time or part time, filled or vacant).   �
M&E Training Plan, if one exists. �
Instructions to reporting sites on reporting requirements and deadlines. �
Description of how service delivery is recorded on source documents, and on other documents such  �
as clinic registers and periodic site reports.
Detailed diagram of how data flows from Service Delivery Sites to the M&E Unit.  �
National M&E Plan, if one exists. �
Operational definitions of indicators being audited  � (see Point 2 above).
Template data-collection and reporting form(s) for the indicator(s) being audited (with the  �
instructions).
Written documentation of data-management processes including a description of all data-verification,  �
aggregation, and manipulation steps performed at each level of the reporting system.
Written procedures for addressing specific data quality challenges (e.g., double-counting, “lost to  �
follow-up”), including instructions sent to reporting sites.
Guidelines and schedules for routine supervisory site visits. �
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5.  Expected time of Audit Team at the M&E Unit
To be completed by Audit Team 


[Guideline: two days – one day at the beginning and one day at the end of the DQA]


WARNING:  In no circumstances should reports be fabricated for the purpose of the audit.


Annex 3, Step 2 – Template 2.  Information Sheet for the Intermediate Aggregation Levels 
Selected for the DQA


1.  Objective of the DQA


The objectives of the Data Quality Audit are to:
Verify that appropriate data management systems are in place; �  and
Verify the quality of reported data for key indicators at selected sites. �


2.  Program Areas Included in the Audit


- to be completed by Audit Team -


3.  Tasks Performed by the Audit Team at the Intermediate Aggregation Level  


Interview Site Manager and staff involved in data-management and compilation. �
Review availability, completeness, and timeliness of reports received from reporting sites. �
Re-count numbers from received reports and compare result to the numbers reported to the next level. �


4.  Staff to Be Available at the Intermediate Aggregation Level during the DQA


Site Manager �
Staff involved in reviewing and compiling reports received from reporting sites. �
IT staff involved in database management, if applicable. �


5.  Documentation to Prepare in Advance of Arrival of Audit Team


Reported results to the next level for the selected reporting period ( � see Point 3 above).
Access to the site summary reports submitted for the period ( � see Point 3 above).
Description of aggregation and/or manipulation steps performed on data submitted by reporting sites. �


6.  Expected Time of Audit Team at the Intermediate Aggregation Level


To be completed by Audit Team 
[Guideline: between one-half and one day at each Intermediate Aggregation Level Site]


WARNING:  In no circumstances should reports be fabricated for the purpose of the audit.
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Annex 3, Step 2 – Template 3.  Information Sheet for all Service Delivery Sites Selected for the DQA


1.  Objective of the DQA


The objectives of the Data Quality Audit are to:
Verify that appropriate data management systems are in place; �  and
Verify the quality of reported data for key indicators at selected sites. �


2.  Program Areas Included in the Audit


- to be completed by Audit Team -


3.  Tasks Performed by the Audit Team at the Service Delivery Site  


Interview Site Manager and staff involved in data-collection and compilation. �
Understand how and when source documents are completed in relation to the delivery of services. �
Review availability and completeness of all source documents for the selected reporting period. �
Recount the recorded numbers from available source documents and compare result to the numbers  �
reported by the site.
Compare reported numbers with other data sources (e.g., inventory records, laboratory reports, etc.). �
Verify the actual delivery of services and/or commodities to the target populations ( � if feasible).


4.  Staff to Be Available at the Service Delivery Site during the DQA


Site Manager. �
Staff responsible for completing the source documents (e.g., patient treatment cards, clinic registers, etc.). �
Staff responsible for entering data in registers or computing systems (as appropriate). �
Staff responsible for compiling the periodic reports (e.g., monthly, quarterly, etc.). �


5.  Documentation to Prepare in Advance of Arrival of Audit Team


Reported results to the next level for the selected reporting period ( � see Point 3 above).
All source documents for the selected reporting period, including source documents from auxiliary/ �
peripheral/satellite sites (see Point 3 above).
Description of aggregation and/or manipulation steps performed on data submitted to the next level. �


6.  Expected Time of Audit Team at the Service Delivery Site


To be completed by Audit Team 
[Guideline: between one-half and two days (i.e., more than one day may be required for large sites with 
reported numbers in the several hundreds or sites that include satellite centers or when “spot-checks” 


are performed).]


WARNING:  In no circumstances should source documents or reports be fabricated for the purpose of the 
audit.
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Annex 3, Step 4 – Template 4.  Checklist for Audit Team Preparation for Audit Site Visits


no. Item
Check when 
completed 


(√)


1 Letter of authorization


2 Guidelines for implementation


3 DQA Protocol 1: System Assessment Protocol (paper copy of all relevant 
worksheets and computer file) 


4 DQA Protocol 2:  Data Verification Protocol(s) (paper copy of all relevant 
worksheets and computer file)


5 List of sites and contacts


6 Confirmed schedule of site visits  


7 Laptop computer (at least one per sub-team)


8 Plan for logistical support for the audit


9 Relevant documentation provided by program/project for the desk review


10 Other
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Annex 3, Step 5 - Template 1.  Format for Recoding Notes of Interviews/Meetings with Key 
M&E Managers and Staff


Name and Address of Program/Project:  


Contract Number (if relevant):  


Name of Person(s) Interviewed:  


Auditor: Interview Date:


Program Area: Relevant Indicator(s):  


Work Paper Reference or Index Number:


Purpose of the Interview:  


Narrative Description of Discussions:


 


Auditor Signature:  Date:
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Annex 3, Step 13 - Template 1.  Data Quality Audit Recommendation Note6


Name and Address of Program/Project:  


Contract Number (if relevant):  


Contact Person:  


Auditor: Audit Date:


Location: Relevant Indicator(s):  


Classification: Major/Minor Data Quality Dimension:6


Explanation of Findings (including evidence):


Recommended Action for Correction (complete prior to closeout meeting with the program/project):  


Notes from Closeout Meeting Discussion with Program/Project:  


Final Recommended Action (complete after closeout meeting with the program/project):  


Expected Completion Date (if applicable):


Auditor Signature:  Date:


6 The data quality dimensions are:  Accuracy, reliability, precision, completeness, timeliness, integrity, and confidentiality.
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Annex 3, Step 19 - Template 1:   Reminder File for M&E Data Quality Strengthening Activities 
of Program/Project


Name and Address of Program/Project:  


Contract Number (if relevant):  


Contact Person:  


Auditor: Audit Date:


Program Area: Relevant Indicator(s):


Activity Title and 
Description


Estimated Date of 
Completion


Person(s) 
Responsible


Date checked Outcome
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Annex 4:   Site Selection using cluster Sampling 
Techniques
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Instructions for Sampling using Sampling Strategy D – Cluster Sampling Selection:


Determine the number of clusters and sites.1.   The Audit Team should work with the Organization 
Commissioning the DQA to determine the number of clusters and sites within clusters.  
More than one intermediate level.2.   In the event there is more than one Intermediate Aggregation 
Level (i.e., the data flows from district to region before going to national level), a three-
stage cluster sample should be drawn.  That is, two regions should be sampled and then two 
districts sampled from each region.
No intermediate level.3.  If the data is reported directly from Service Delivery Sites to the 
national level (i.e., no Intermediate Aggregation Sites), the site selection will be conducted as 
above (cluster sampling with the district as the primary sampling unit), but the calculation of 
the Verification Factor will change.  In this case, there is no adjustment for the error occurring 
between the district and national level.  
Prepare the sampling frame.4.   The first step in the selection of clusters for the audit will be to 
prepare a sampling frame, or a listing of all districts (or clusters) where the activity is being 
conducted (e.g., districts with ART treatment sites). The methodology calls for selecting 
clusters proportionate to size, i.e. the volume of service. Often it is helpful to expand the 
sampling frame so that each cluster is listed proportionate to the size of the program in the 
cluster.  For example, if a given cluster is responsible for 15% of the clients served, that 
cluster should comprise 15% of the elements in the sampling frame. See the Illustrative 
Example Sampling Strategy D (Annex 4, Table 3) for more details.  Be careful not to order 
the sampling frame in a way that will bias the selection of the clusters.  Ordering the clusters 
can introduce periodicity; e.g. every 10th cluster is a rural district. Ordering alphabetically is 
generally a harmless way of ordering the clusters.
Calculate the sampling interval.5.   The sampling interval is obtained by dividing the number of 
elements in the sampling frame by the number of elements to be sampled.  Using a random 
number table (Annex 4, Table 5) or similar method, randomly choose a starting point on the 
sampling frame.  This is the first sampled district.  Then proceed through the sampling frame 
selecting districts which coincide with multiples of the sample interval.
Randomly select a starting point.6.   Use the random number table in Annex 4, Table 5 to 
generate a random starting number.  Select a starting point on the table by looking away and 
marking a dot on the table with a pencil.  Draw a line above the row nearest the dot, and a line 
to the left of the column nearest the dot.  Moving down and right of your starting point select 
the first number read from the table whose last X digits are between 0 and N. (If N is a two 
digit number, then X would be 2; if it is a four digit number, X would be 4; etc.).


Example:
N = 300; M = 50; starting point is column 3, row 2 on Random Number Table; read down. You 
would select 043 as your starting number. 


59468
99699
14043
15013
12600
33122
94169
etc...
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Select clusters.  7. Move down the ordered and numbered list of clusters and stop at the starting 
number.  This is the first cluster.  Now proceed down the sampling frame a number of elements 
equal to the sampling interval.  The starting number + sampling interval = 2nd cluster.  The 
starting number + 2 (sampling interval) = 3rd cluster etc.
Stratify Service Delivery Points.  8. Order the Service Delivery Points within each of the sampled 
districts by volume of service, i.e. the value of the indicator for the audited reporting period.  
Divide the list into strata according to the number of sites to be selected.  If possible, select 
an equal number of sites from each strata.  For example, if you are selecting three sites, create 
three strata (small, medium, and large).  If selecting two sites, create two strata.  For six sites, 
create three strata and select two sites per stratum and so on.  Divide the range (subtract the 
smallest value from the largest) by the number of strata to establish the cut points of the strata.  
If the sites are not equally distributed among the strata use your judgment to assign sites to 
strata.  
Select Service Delivery Points.9.   For a large number of sites you can use a random number 
table and select sites systematically as above.  For a small number of sites, simple random 
sampling can be used to select sites within clusters.
Select ‘back up’ sites.  10. If possible, select a back up site for each stratum.  Use this site only if 
you are unable to visit the originally selected sites due to security concerns or other factors.  
Start over with a fresh sampling frame to select this site (excluding the sites already selected).  
Do not replace sites based on convenience.  The replacement of sites should be discussed 
with the Organization Commissioning the DQA if possible.
Know your sampling methodology.11.   The sites are intended to be selected for auditing as 
randomly (and equitably) as possible while benefiting from the convenience and economy 
associated with cluster sampling.  You may be asked to explain why a given site has been 
selected.  Be prepared to describe the sampling methods and explain the equitable selection 
of sites.


Illustrative Example – Sampling Strategy D:  Cluster Sampling Selection


In the following example, Sampling Strategy D (modified two-stage cluster sample) is used to 
draw a sample of ART sites in “Our Country” in order to derive an estimate of data quality at 
the national level.  In a cluster sampling design, the final sample is derived in stages.  Each stage 
consists of two activities: (1) listing; and (2) sampling.  Listing means drawing a complete list of 
all the elements from which a number will be selected. Sampling is when a pre-determined number 
of elements are chosen at random from the complete listing of elements.   A sample is only as good 
as the list from which it is derived.  The list, also called a sampling frame, is “good” (valid) if it is 
comprehensive, i.e. it includes all the known elements that comprise the population of elements.  
For ART sites in a country, a good sampling frame means that every single ART site in the country 
is properly identified in the list.  


Illustrative Indicator for this application = Number of Individuals Receiving Anti-Retroviral 1. 
Therapy (ART)
Audit Objective: to verify the consistency of 2. Our Country’s national reports of ART progress 
based on administrative monitoring systems.
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Sampling Plan: two-stage cluster design is used to select three districts and then to select 3. 
three ART sites in each of the selected districts.
Sampling Stage 1: (a) list all districts; (b) select three districts.  4. 
Problem: Listing all districts is inefficient because ART sites may not be located in every 5. 
district of Our Country.  Therefore, to make sampling of districts more efficient, first find 
out which districts have ART sites.  In the illustrative grid below (Annex 4, Table 1), the 
highlighted cells represent those districts (n=12) in which ART sites are located.  These 12 
highlighted districts comprise the initial sampling frame.


Annex 4, Table 1.  Illustrative grid Display of All Districts in Our Country


1 2 3 4 5
6 7 8 9 10
11 12 13 14 15
16 17 18 19 20
21 22 23 24 25
26 27 28 29 30


Sampling Frame for Stage 1: The list in 6. Annex 4, Table 2 on the following page is called 
a sampling frame.  It contains a complete list of districts that are relevant for auditing ART 
sites, because only the districts in which ART sites are located are included in the list.  
The first column of the frame contains a simple numbering scheme beginning with “1” and 7. 
ending with the final element in the list, which in this case is 12, because only 12 districts in 
“Our Country” contain ART sites.  
The second column of the frame contains the number of the district that corresponds to the 8. 
illustrative grid display shown in the previous table.  These were the highlighted cells that 
showed which districts contained ART sites.  Column 2 (District Number) does not list the 
selected districts. Rather, it lists only those districts in “Our Country” where ART sites are 
located.  The sample of three districts will be drawn from Column 2. 
The third column shows how many ART sites are located in each district.  This is important 9. 
because the selection of districts will be proportional to the number of individuals receiving 
ART in each district.
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Annex 4, Table 2.  Sampling Frame for Selection of Districts in Our Country


Sampling Frame  
Simple Ascending 


number


District 
number


number of ArT Sites 
per district


number of Individuals 
receiving ArT  


per District


1 1 2 300
2 3 1 100
3 9 2 200
4 12 3 500
5 16 3 500
6 19 1 60
7 20 1 70
8 21 2 300
9 22 1 90
10 26 5 600
11 27 1 80
12 28 2 200


Total 24 3000


The next step in this stage of sampling is to use the sampling frame to select the three districts 10. 
where the auditors will conduct the audit at specific ART sites.  We are attempting to estimate 
a parameter (data quality) for all the districts/sites in the country using a select few.  Therefore 
we would like that the few we select be as ‘typical’ as possible so as to provide an estimate 
as close to the actual value as possible.  Some districts may contribute more, or less to the 
average of data quality in the whole country. Since we are interested in selecting districts 
that are representative of all districts with ART sites in the country, and we know that some 
districts with ART sites may not be typical (or representative) of all districts with ART sites, 
we need to ensure that districts with a high volume of service (which contribute more to the 
average data quality of all districts) are included in our sample.  Therefore, the sampling 
technique will select districts using “probability proportionate to size.”
In other words, the chance of a district being selected for the audit depends on the number of 11. 
individuals being treated in the district.  This information can be found in column 4 of Annex 
4, Table 2: “Number of Individuals Receiving ART per District.”  Usually this number 
corresponds to quarterly reports.
One way to link the probability of selection of a district to the volume of service is to inflate 12. 
the sampling frame according to the number of individuals receiving ART in each district.  
For example, if in District 1 a total of 300 individuals are receiving ART, then District 1 
should be listed in the sampling frame 300 times.
To make this easier, divide the values in Column 4 (Number of Individuals Receiving ART) 13. 
by 10.  For example, now District 1 should appear 30 times instead of 300 times.  District 
3 should appear 10 times instead of 100 times, and so on.  This inflated sampling frame is 
shown on in Table 3 of this section.  
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Using the inflated sampling frame shown in Annex 4, Table 3 we are ready to use 14. systematic 
random sampling to select three districts.
In systematic random sampling, every kth element in the sampling frame is chosen for 15. 
inclusion in the final audit sample.  If the list (the sampling frame) contains 1,000 elements 
and you want a sample of 100 elements, you will select every 10th element for your sample.  
To ensure against bias, the standard approach is to select the first element at random.  In this 
case, you would randomly select a number between 1 and 10; that number would represent 
the first element in your sample.  Counting 10 elements beyond that number would represent 
the second element in your sample, and so on.
In this ART site example, we want to select three districts, and then within each of those three 16. 
selected districts we want to select three ART sites.  Therefore, our desired sample size is nine 
ART sites.  It is a two stage sample: the first stage involves listing and sampling districts.  The 
second stage involves listing and sampling ART sites. 
Our sampling frame is organized by a Probability Proportionate to Size methodology because 17. 
the list is weighted by the number of individuals receiving ART per district.  In other words, 
we will have a higher probability of selecting a district where a high number of individuals 
are receiving ART, because these districts are listed more often (that is what the “inflation” of 
the sampling frame accomplished).
In systematic random sampling, the sampling interval is calculated by dividing the desired 18. 
sampling size (three districts) by the number of elements in the sampling frame (300 in the 
frame shown in Annex 3, Table 3).  So, our sampling interval is 300/3, which equals 100.
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# Distr. # Distr. # Distr. # Distr. # Distr. # Distr. # Distr.
1 1 51 9 101 12 151 16 201 21 251 26 301
2 1 52 9 102 12 152 16 202 21 252 26 302
3 1 53 9 103 12 153 16 203 21 253 26 303
4 1 54 9 104 12 154 16 204 22 254 26 304
5 1 55 9 105 12 155 16 205 22 255 26 305
6 1 56 9 106 12 156 16 206 22 256 26 306
7 1 57 9 107 12 157 16 207 22 257 26 307
8 1 58 9 108 12 158 16 208 22 258 26 308
9 1 59 9 109 12 159 16 209 22 259 26 309
10 1 60 9 110 12 160 16 210 22 260 26 310
11 1 61 12 111 16 161 19 211 22 261 26 311
12 1 62 12 112 16 162 19 212 22 262 26 312
13 1 63 12 113 16 163 19 213 26 263 26 313
14 1 64 12 114 16 164 19 214 26 264 26 314
15 1 65 12 115 16 165 19 215 26 265 26 315
16 1 66 12 116 16 166 19 216 26 266 26 316
17 1 67 12 117 16 167 20 217 26 267 26 317
18 1 68 12 118 16 168 20 218 26 268 26 318
19 1 69 12 119 16 169 20 219 26 269 26 319
20 1 70 12 120 16 170 20 220 26 270 26 320
21 1 71 12 121 16 171 20 221 26 271 26 321
22 1 72 12 122 16 172 20 222 26 272 26 322
23 1 73 12 123 16 173 20 223 26 273 27 323
24 1 74 12 124 16 174 21 224 26 274 27 324
25 1 75 12 125 16 175 21 225 26 275 27 325
26 1 76 12 126 16 176 21 226 26 276 27 326
27 1 77 12 127 16 177 21 227 26 277 27 327
28 1 78 12 128 16 178 21 228 26 278 27 328
29 1 79 12 129 16 179 21 229 26 279 27 329
30 1 80 12 130 16 180 21 230 26 280 27 330
31 3 81 12 131 16 181 21 231 26 281 28 331
32 3 82 12 132 16 182 21 232 26 282 28 332
33 3 83 12 133 16 183 21 233 26 283 28 333
34 3 84 12 134 16 184 21 234 26 284 28 334
35 3 85 12 135 16 185 21 235 26 285 28 335
36 3 86 12 136 16 186 21 236 26 286 28 336
37 3 87 12 137 16 187 21 237 26 287 28 337
38 3 88 12 138 16 188 21 238 26 288 28 338
39 3 89 12 139 16 189 21 239 26 289 28 339
40 3 90 12 140 16 190 21 240 26 290 28 340
41 9 91 12 141 16 191 21 241 26 291 28 341
42 9 92 12 142 16 192 21 242 26 292 28 342
43 9 93 12 143 16 193 21 243 26 293 28 343
44 9 94 12 144 16 194 21 244 26 294 28 344
45 9 95 12 145 16 195 21 245 26 295 28 345
46 9 96 12 146 16 196 21 246 26 296 28 346
47 9 97 12 147 16 197 21 247 26 297 28 347
48 9 98 12 148 16 198 21 248 26 298 28 348
49 9 99 12 149 16 199 21 249 26 299 28 349
50 9 100 12 150 16 200 21 250 26 300 28 350


Annex 4, Table 3.  Sampling Frame for Selection of Districts Based on Probability 
Proportionate to Size
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Using a random start methodology, let us now select a random number between 1 and 100.  19. 
Use the random number table in Annex 4, Table 5 to generate this random number.  Select 
a starting point on the table by looking away and marking a dot on the table with a pencil.  
Draw a line above the row nearest the dot, and a line to the left of the column nearest the dot.  
From the starting point (the dot) go down the column to the right of the vertical line until you 
arrive at a number less than the sampling interval.  This number is your starting point and 
first sampled district. In this case the random number equaled 14.  This now becomes the first 
element selected from the sampling frame, and corresponds to District #1.
In a systematic random sample we move systematically down the list based on the sampling 20. 
interval.  Our calculated sampling interval is 100.  Since our random start was 14, the task is 
now to move 100 rows down the list to arrive at our next selected district.  14 plus 100 equals 
114; this location in our list refers to District #16.  This is our next selected district.
Moving down the list by our sampling interval (100) from 114 means that our next district is 21. 
114 + 100 = 214, which corresponds to District #26.  This is our third selected district.
Stage 1 of the sampling strategy generated the three districts from which the actual ART sites 22. 
to be audited will be drawn in Stage 2.
Using the exact same methodology that was used in Stage 1 of this sampling strategy, list all 23. 
the ART sites in District 1, District 16, and District 26, (Annex 4, Table 4).


Annex 4, Table 4.  The Four Selected Districts and the Listing of ART Sites within District 12


The 4 Districts Selected into the Audit 
Sample


Illustrative Listing of ArT Sites  
within the Selected Districts  
(District 16 is highlighted)


District 
Number


Sites 
per District


Aggregate 
Reported 
Count: 


Individuals 
on ART


District 
Number


Aggregate 
Reported 
Count: 


Individuals 
on ART


Site 
Number


Site 
Specific 
Reported 


Count


1 2 300
16 3 500  16 500 #1 100
26 5 600 #2 350


#3 50
Total: 3 500


The task is now to select three ART sites in each of the selected districts.  But, as can be seen, 24. 
District 1 only has two ART sites; District 16 has three sites; and District 26 has five sites.  
Depending on the population distribution of the country and the epidemiology of the disease 25. 
of interest, there may be many sites per district, or comparatively few.  Given the relative 
maturity of TB programs and the generalized distribution of both TB and Malaria, sites with 
programs addressing these diseases are likely to be fairly numerous per district.  On the other 
hand, sites with HIV/AIDS programs will be relatively few, particularly in countries with 
low prevalence or countries with concentrated epidemics (i.e., cases found primarily in high 
risk groups).  In our ART example there are very few sites per district.   With these small 
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numbers of sites per district, any kind of random (chance) algorithm can be used to derive 
the 9 ART sites that will comprise the audit sample.  A simple random sample algorithm is 
perhaps easiest to use in this case.  In the case of many sites per district, sites should be ranked 
per district according to the volume of service and three sites chosen using stratified random 
sampling.  That is, stratify the sites into large, medium and small volume (number of patients 
treated, number of commodities distributed) and select one site at random from within each 
stratum.  This will ensure adequate representation of all sites with respect to the volume of 
service
At this point, a sample of 9 ART sites has been drawn.  Now the data quality auditors know 26. 
which districts to visit and which sites within those districts are to be audited, so the team can 
plan its work accordingly.  After the Audit Team has completed work at these nine sites, the 
next step is to calculate Verification Factors. 


note:  the combination of number of clusters and number of sites within clusters is not fixed; rather, 
this combination should be based on the distribution of sites across a programmatic landscape.  
Fewer sites per district can be selected when volume of services is heavily concentrated.  For 
example, in “Our Country” we could have selected four districts and then two sites per district in 
order to ensure more geographical representation of sites.  While increasing the number of districts 
in the sample leads to greater statistical power of the analysis (i.e., greater precision of the estimate 
of data quality), the expense and time required for traveling to the additional districts will likely 
out-weigh the marginal improvement in precision (see Woodard et al.7 for a discussion on the 
precision of estimates using the GAVI DQA sampling methodology).


The total number of clusters and sites will be determined by the Organization Commissioning the 
DQA in consultation with the Auditing Agency, but is ultimately dependent upon the resources 
available to conduct the Data Quality Audit. The main constraints in this regard are:  (1) the time that 
an Audit Team can devote to the in-country work; (2) the composition (number and training) of the 
audit team in-country; and (3) the funding available to support the implementation of the audit.


How Big Should the Sample Be?


There is no right or wrong answer to this question.  The question is really asking, “how many 
clusters (e.g., districts) should we select and how many sites per cluster should we select in order 
to generate statistics that are accurate?”


Accurate statistics in this case mean that the verification factors that are calculated for the sampled 
districts are representative of the verification factors for all the districts that were not selected into 
the data quality audit sample.


In other words, random sampling allows the DQA team to estimate a national Verification Factor 
by verifying reported counts in only a fraction of the total (national) number of sites.  How good is 
this estimation?  How closely do the results found by the auditors at this fraction of sites represent 
the results that might be found for the whole?


7  Woodard S., Archer L., Zell E., Ronveaux O., Birmingham M.  Design and Simulation Study of the Immunization 
   Data Quality Audit (DQA).  Ann Epidemiol, 2007;17:628–633.
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The answer lies in sampling errors.  A sampling error is a measure of how much the sample 
estimates deviate from the so-called true values.  (The true values are usually called the parameters.)  
Sampling errors are a function of two things: (1) sample size; and (2) variability of the parameter.
Sampling errors decrease as the sample size increases.  The larger your sample, the lower your 
sampling error, and the more accurate your results are.  Sampling error also depends on the 
variability of the parameter.  For example, if the true national verification factor (data quality 
parameter) happens to be 0.95, it is likely a reflection of good reporting practices in the majority of 
sites in the country.  Therefore, it is probable that a random sample would contain sites with good 
reporting performance.  In this sample, the data quality is uniformly good and you would not need 
a large sample to demonstrate this.  


On the other hand, if the true national verification factor is 0.50, then it probably reflects a 
combination of good and poor data quality across all sites in the country.  It would take a larger 
sample to ensure that enough of these “good” and “bad” sites were represented in the sample just 
as they are distributed overall in the country.  


The sampling error is a mathematical construct that permits the calculation of confidence intervals.  
It specifically relates to the number of standard deviations (plus or minus) that your sample results 
deviate from the “true” results (the parameter).  Most statistical textbooks have tables of sampling 
errors in appendix form, where the specific value of the sampling error is indicated according to 
sample size and variability of the parameter.


The key to reducing sampling errors in the context of the data quality audit is to remember that 
sample size is not how many clusters (e.g. districts) are in the sample, nor is it how many sites are 
in the sample; rather, sample size pertains to how many instances of a health service (a visit to the 
site by an ART patient) are recorded at the site.  


In Annex 4, we use an example where three districts are selected and three sites are selected per 
district.  The auditors are verifying reported counts of ART patients receiving ART services at the 
selected sites.  The total reported number of ART patients is 1,400.  This is the actual number that 
the data quality auditors are attempting to verify and it constitutes an effective sample size when 
considering statistical issues of sample accuracy.


How big is this sample?  In Uganda, the total reported number of individuals receiving ART 
services directly from sites in 2005 was 49,600.  Fourteen hundred individuals is about three 
percent of that total, which under most conditions is a reasonable sample size for that population.  
In Nigeria, the total direct number of individuals reached with ART services was 18,900 in 2005.  
For Nigeria our hypothetical sample size of 1,400 individuals represents about eight percent of the 
total – an 8% sample is robust in most applications.


So unless a country has a very large number of sites where important health services are occurring 
(e.g., South Africa, Kenya, Uganda), it is usually possible to capture a robust fraction of services 
by visiting 8-12 sites using a probability proportionate to size methodology. 
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However, mathematical modeling of the modified two-stage cluster sampling technique described 
here has determined that the precision of estimates of the verification factor for immunization 
coverage data is too low for realistic use at the national level.2   In simulations, Woodard et al. 
found that up to 30 districts would need to be sampled to achieve precision in the neighborhood of 
+/-10%.  Given the investment of time, staff and financial resources required to visit 30 districts, 
the calculation of a precise national verification factor is unlikely.  


That said, it is possible to gain an insight into the overall quality of data in a program/project 
without reliance on the national estimate of verification factor.  The qualitative aspects of the DQA 
are adequate to determine the strengths and weaknesses of a given reporting system.  For example, 
if indicator definitions are poorly understood in a majority of a representative sample of sites, it is 
quite likely that indicator definitions are poorly understood in non-sampled districts as well.  The 
recounting of indicators and comparison with reported values for a sample of sites is similarly 
adequate to determine in a general sense whether data quality is good, mediocre or poor, even 
without the benefit of a precise national estimate.   Missing reports or large disparities between 
recounted and reported results in a handful of sites is indicative of similar disparities elsewhere.  


Ultimately, the national verification factor should be interpreted with caution.  For the purposes of 
the Data Quality Audit, it should be used as an indication of data quality (or lack of data quality), 
rather than an exact measure.
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Annex 4, Table 5.  Random Number Table


From The Rand Corporation, A Million Random Digits with 100,000 Normal Deviates
(New York: The Free Press, 1955)
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Annex 5:   calculation of the Verification factor
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In a data quality audit, one of the most fundamental questions is the extent to which reported results 
match verified results.  More specifically, “for the indicator being audited, what proportion of sites 
in {country name} reported accurate results over the previous time period?” The Verification Factor 
represents a way to summarize the answer to this question in a standard, quantitative measure. 
 
The use of Verification Factors can be applied to the full set of health indicators that this Data 
Quality Audit Tool is designed to cover — provided that the sampling strategy used by the 
Audit Team is statistically representative of the country-wide program (or an important 
subset of the country-wide program) and that the actual number of sites in the sample is 
large enough to generate robust estimates of reporting consistency.   


The Verification Factor is an indicator of reporting consistency that is measured at three levels: 
(1) the Service Delivery Site level; (2) the district administrative level; and (3) the national 
administrative level.  It is often called a district-based indicator of reporting consistency because 
the primary sampling units for estimating Verification Factors are districts (or ‘intermediate 
aggregation levels’).  It can also be referred to as a district-based indicator because in the GAVI 
approach Verification Factors are constructed at the district level and at the national level.


The equation to derive Verification Factors consists of four factors:


Factor 1: the Audit Team’s verified count at a selected site.
Factor 2: the observed reported count at a selected Service Delivery Site. 
Factor 3: the observed reported count from all sites in a selected cluster (district).*
Factor 4:  the reported count of a selected cluster (district) as observed at the national level.** 


 Cluster level refers to an administrative/geographical unit like a district, a province, a region, etc. * 
** National level refers to the final place where aggregation of reported counts occur, like the
 relevant unit within the host country national government or the Strategic Liaison Officer 


within the USG team under the President’s Emergency Plan for AIDS Relief.


Calculation of the Verification Factor consists of three steps.


Step One:


Divide Factor 1 by Factor 2: 


Verified count at selected site
Reported count at selected site


This result equals the proportion of reported counts at a selected site that is verified by the Audit 
Team.  This result can be called the Verified Site Count.
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Step Two:


Divide Factor 3 by Factor 4:


               Reported count from all sites in selected cluster (district) 
Reported count of selected cluster (district) as observed at the national level


This result equals the proportion of the selected cluster or district-level reporting that is completely 
consistent with the national-level reporting.  This result is called the cluster consistency ratio, or 
Adjustment Factor.    


The adjustment factor answers the following question: “Were the results reported at the selected 
district level (for all sites in the selected district — not just those sites that were visited by the Audit 
Team) exactly the same as the results (for the selected district) that were observed at the national 
level?”


Step Three:


For each sampled district, sum the recounted values for the audited sites and divide by the sum 
of the reported values for the audited sites.  Multiply this result for each sampled district by the 
adjustment factor appropriate for each district.  This result, when further adjusted with “district” 
weights as shown below, is the national Verification Factor.


It is important to remember that the units of time should be equivalent across each of the factors 
used to calculate the Verification Factor.  What this means is that if the auditor is tracing and 
verifying reported results for the past 12 months at a selected site, then this time period (past 12 
months) should be used as the basis for the other factors in the equation.


The Verification Factor can be expressed using statistical notation as follows:


where


i = selected district (i = 1, 2, 3) and 


j = selected site (j = 1, 2, 3)
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and where


Xij = the validated count from the jth site of the ith district


Yij = the observed reported count from the jth site of the ith district


rdi = at the district level, the reported count from all the sites in the ith district that were prepared 
for submission to the national level


rni = at the national level, the observed count as reported from the ith district.


In order to derive a National Verification Factor, it is necessary to first calculate Verification Factors 
at the district level.  The national Verification Factor is calculated as the weighted average of the 
district Verification Factors.


The example showing how Verification Factors are derived assumes that the Data Quality Audit 
Team is working in the three districts that were selected in the random sample section outlined 
previously.  These three districts (1, 16, 26) and the ART sites embedded within them are shown 
in Annex 5, Table 1.    


Annex 5, Table 1. The Flow of Reported ART Counts from the Selected Site Level 
Up to the Selected District ( i = 1, 16, 26) Level and Up to the National Level


Aggregation of reported Counts from Districts ( n )  national Level
(300) + (500) + (700) = 1,500


Aggregation of reported Counts from Sites ( n )  District level: District Identification 
number ( I )


1 
(300)


16 
(500)


26 
(600)


1 
(150)


2 
(150)


3 
(100)


4 
(350)


5 
(50)


6 
(200)


7 
(100)


8 
(100)


nA* 
(100)


9 
(100)


Site level: Selected Site Identification number (j ) and reported ArT Count ( y )


note that the aggregated ArT reported count at District 26 (600) is misreported at the 
national Level (700)


* nA = This site not randomly selected


Two-stage cluster sampling, as discussed above, resulted in three districts and a total of 10 ART 
sites.  In accordance with the GAVI approach, this strategy requires a set number of sites to be 
selected per district.  In this example, three sites are to be selected per district.  The problem is that 
since District #1 only has two ART sites it is not possible to select three.
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One solution to this problem is to select both ART sites in District #1, all three sites in District 
16, and randomly select four of the five sites in District 26.  Please note that there are a number of 
alternatives available to address the sampling problem shown above – this Data Quality Audit Tool 
is not the place to discuss these alternatives.


Once an alternative to the sampling issue shown above is identified, then the Audit Team can begin 
to complete the matrix required to calculate Verification Factors.  The matrix can be illustrated as 
below:


Illustrative Calculation matrix for Verification Factors


I = selected district (i = 1, i = 16, i = 26)
j= selected ART site located in the ith district


x = verified count at selected site j
y = reported count at selected site j


Annex 5, Table 2 illustrates the calculations derived from the calculation matrix.  


Annex 5, Table 2.  Calculations of i, j, x, and y


i j x y x/y
1 1 145 150 0.96
1 2 130 150 0.86


Total: 2 275 300 0.91
16 3 100 100 1.00
16 4 355 350 1.01
16 5 45 50 0.90


Total: 3 500 500 1.00
26 6 100 200 0.50
26 7 50 100 0.50
26 8 75 100 0.75
26 9 40 100 0.40


Total: 4 265 500 0.53


One of the rows in the matrix is highlighted for the purpose of further understanding how the 
Verification Factor is derived.  The row is associated with District 26 (i=26) and Site number 7 
(j=7).  The third column in the matrix shows (x), or the verified count of ART patients that the 
auditors came up with at the site (50).  The fourth column in the matrix shows (y), or the reported 
count of ART patients at this site (100).  This part of the Verification Factor is derived by simply 
dividing the verified count (50) by the reported counted (100) = (0.50).  


The matrix illustrates how sites are clustered together within districts, because the verification 
factors are calculated at the district level by pooling the audit results from each selected site within 
a district.  Thus the Verification Factor for District 1 in the matrix is 0.91, which is derived by 
pooling the [x/y] results from the two sites in District 1.  
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Pooling is straightforward: the total of the x column (275) is divided by the total of the y column 
(300) to calculate the district level Verification Factor for District 1.  This is done for each of the 
selected districts.


Judging from these verification factors (based on hypothetical values typed into the x column), the 
matrix suggests that District 26 over-reported the number of ART patients served in its sites.  Here, 
the total number of reported ART patients was 500, while the total verified count that was derived 
by the Data Quality Audit Team examining source documents at the four selected sites was 265; 
265 divided by 500 equals 0.53, which implies that the auditors were able to verify only about half 
of all the ART patients that were reported in this district.


The final two steps to deriving a national Verification Factor is to (1) calculate the adjustment 
factor [Rdi/Rni] for each cluster; and (2) multiply this adjustment factor by the weighted district-
level Verification Factors.


Calculation of the Adjustment Factor


Annex 5 Table 1 shows the flow of reported ART counts from the selected site level up to the 
selected district (or cluster) level, and then finally up to the national (or final aggregate) level.  
In our example, the table indicates that the aggregated ART reported count at the district level 
(District 26) was not reflected at the national level.  Specifically, the 600 reported ART patients as 
found in the District 26 health offices was found not to match the 700 reported ART patients for 
District 26 at the national health office.


This fact was uncovered by a member of the Data Quality Audit Team who was tracing the district 
level results to what could be observed at the national level.  As a result of this work by the Data 
Quality Audit Team that occurs in levels of aggregation higher than the site (namely intermediate 
and final levels of aggregation), we now have what we need to calculate the Adjustment Factor. 
 
Rdi/Rni is equal to:


The reported aggregate count from all sites in a selected district as observed by the auditor 1. 
at the district (or intermediate) level of aggregation
Divided by2. 
The reported aggregate count from all sites in a selected district as observed by the auditor 3. 
at the national (or highest) level of aggregation.


In our example, the adjustment factors for each district would be:


District 1:  300/300 = 1.0•	
District 16:  500/500 = 1.0•	
District 26: 600/700 = 0.86 •	
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The adjustment factor is applied by multiplying it against the Verification Factor for each district.  
Thus, the adjusted verification factors for each district are:


District 1:  0.91 x 1.0 = 0.91•	
District 16: 1.0 x 1.0 = 1.0•	
District 26:  0.53 x 0.86 = 0.46•	


The next step in the calculation is to weight the adjusted district Verification Factors by the verified 
counts at district level.  We weight the adjusted district Verification Factors because we want to 
assign more importance to a Verification Factor that represents a large number of clients, and 
proportionately less importance to a Verification Factor that represents a small number of clients.


In other words, based on our hypothetical example of the three districts, it looks like District 16 
has the highest volume of ART patient services and that District 26 has the smallest volume of 
ART patient services during this time period.  When we construct an average Verification Factor 
for all of the three districts, we ideally would like to assign proportionately more weight to the 
verification results from District 16, proportionately less weight to District 26, and so on.


The matrix below shows the intermediate and final calculations that are required to construct a 
weighted average of all the District Verification Factors.


Annex 5, Table 3.  Calculation of the Average and Weighted Average 
of the District Verification Factors


i = 1 i = 16 i = 26 Summed Total


District-level Verified Count (x) 275 500 265 1040
District-level Reported Count (y) 300 500 500 1300
District Verification Factor (x/y) 0.91 1.00 0.53 2.44


Adjustment Factor 1.0 1.0 0.86
Adjusted District Verification Factor 0.91 1.0 0.46 2.37


Weight* 275 500 265 1040
Verification Factor (Weight) 250.25 500.00 121.9 872.15


District Average 0.81
Weighted District Average 0.84


* The weight used here is the verified number of patients on ART (x)


The District Average is calculated by summing the three District Verification Factors for each 
district (0.92+1.00+0.53 = 2.44) and then dividing by three (2.44/3 = 0.813).


Weighted District Average is calculated by first multiplying each of the three adjusted District 
Verification Factors by the district-level weight that has been assigned.  In this example, the weight 
is equal to the district-level verified count (x).  In the matrix, this value is shown in the row labeled 
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Verification Factor (Weight).  Next you take the sum of the weighted values, which is shown in the 
last column of the row labeled Verification Factor (Weight) = 872.2.  Then, you divide this value 
by the sum of the weights themselves (1040).  So, 872.2/1040 = 0.84.


Based on the calculations shown in Annex 5, Table 3, the simple arithmetic average of the combined 
Verification Factors across all three districts is 0.813, while the weighted average is 0.840.  The 
weighted average is higher because its calculation took into account the fact that District 16 had 
more ART patients than the other districts.  Since the Verification Factor for District 16 was 1.00, 
this (perfect) Verification Factor was applicable to more ART patients and thus it had more influence 
on the overall average.







DQA Data Verification Templates/French/01 DQA P2_All Diseases_Community Interventions_Fr_2009.xls
DÉMARRER

																												0		0		0		0		0		0

																												1		1		1		1		1		1

																												2		2		2		2		2		2

																												3		3		3		3		0		3

		Outil d’Audit de la Qualité des Données (AQD)																										4		4		4		4				4

								Protocole 2:  Vérification des Données																				0		5		5		0				5

						- Nombre de  de personnes bénéficiaires  
des Programmes Communautaires -																						0		6		6						0

						Nombre de niveaux intermédiaires de cumul																								0		7

						Nombre de sites de plus haut niveau intermédiaire de cumul (ex régional)																										8

						Nombre de sites intermédiaire de cumul (SIC)																										9

						Nombre de points de prestation de services (par SIC)																										10

						Réinitialiser l'Enquête																										11

		version 1: mai 2009																														12

		Remarques Importantes pour l'utilisation de ce tableur:																														0

		1.  Pour utiliser les outils d'évaluation de la qualité des données vous devrez vous assurer votre 'macro sécurité' est paramétré à un niveau inférieur à 'élevé'.  Avec le tableur ouvert, aller à ‘Outils’, ouvrir le menu et sélectionner ‘Macro’, ensuite ‘Sécurité’ .  Sélectionner ‘moyen’.  Fermer Excel et ré ouvrir le fichier.  A la prochaine ouverture du fichier vous devrez sélectionner ‘Activer les Macros’ pour que l’application fonctionne comme prévu.

		2.  Sur la  page DÉMARRER (page actuelle), veuillez sélectionner le nombre de niveaux intermédiaires de cumul (à partir du menu déroulant) à travers lesquels les données sont communiquées des points de prestation de services au niveau national.  Sélectionner ensuite le nombre de sites intermédiaires de cumul prélevés (SIC) à partir du menu déroulant suivant. Les SIC sont l'unité sanitaire spécifique du Ministère de la santé au niveau du district.  Ensuite, saisir le nombre de points de prestation de services prélevés (PPS), par exemple les institutions ou unités sanitaires, qui communiquent à chaque site intermédiaire.  Si vous avez un nombre inégal de PPS par district, sélectionner le nombre correspondant au plus grand nombre de PPS prélevé dans un district échantillon.  Si le PPS transmet directement au niveau national, sélectionner ‘0’ à partir du menu déroulant de l’IDS.  Ensuite sélectionner le nombre de PPS dans l’échantillon.  Voir la page INSTRUCTIONS pour plus de détails.

		3.  Veuillez saisir les noms de la structure sanitaire, ou du site,  dans la feuille intitulée ‘Page d’Information’.  Ces noms vont alors automatiquement occuper les les  masques de saisie concernés dans le tableur et aider à garantir une évaluation bien organisée et une bonne qualité des données.
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INSTRUCTIONS

		INSTRUCTIONS (Protocole 2 - Vérification des Données)

		Remarque:  L’Equipe de Vérification devrait lire le document intitulé  "Evaluation de la Qualité des Données:  Directives pour l’exécution " en plus de ces instructions préalables à la gestion de ce protocole.

		OBJECTIF

		L’objectif de ce protocole est (1) de refaire le décompte et de vérifier l’exactitude des données rapportées au niveau des sites sélectionnés ; et  (2) d'examiner la ponctualité, l’exhaustivité et la disponibilité des rapports.

		CONTENU

		Ce Protocole de Vérification des Données se rapporte à l’indicateur: Le Nombre de Personnes bénéficiaires des Programmes Communautaires.  En effet, du fait qu’il peut y avoir de grandes différences entre les types d’indicateurs et les sites de prestation de service –ex les sites sanitaires (cliniques) et les sites communautaires, l’EQD inclut des Protocoles d'indicateurs spécifiques  avec des défis d'informations précises et de qualité des données relatifs à l’indicateur (ex, le risque de double décompte).Cette information est incorporée dans les 5 étapes du protocole, qui sont soulignées ci-dessous. 

Le protocole commence par une description du (des) service (s) associé à l’indicateur pour orienter l’Equipe de vérification vers le service fourni et ainsi vers ce qui est en cours de “décompte” pour évaluer l’indicateur. Ceci va contribuer à orienter l’Equipe de vérification vers les documents sources appropriés, qui peuvent être très différents pour divers indicateurs (ex: les dossiers des patients, les rapports de laboratoire, rapports de formation, etc.).

La vérification des données se déroule en deux phases :

(1) Des vérifications approfondies au niveau des Points de Prestation de Services (PPS), et
(2) Des vérifications de suivi auprès des Niveaux Intermédiaires de Cumul concernés (NIC) et au niveau de l'Unité de S&E du Programme/projet.. 
  
Typiquement, les programmes auront un système d'information à 3 niveaux, en d’autres termes, les données seront acheminées des Points de Prestation de Service (PPS), 
Vers un Niveau de cumul Intermédiaire ( cad, une Région ou un District), et ensuite vers l’Unité de S&E centrale.

Cependant, dans certains pays, les PPS peuvent communiquer les données directement à l’Unité centrale de S&E, sans passer par des Niveaux Intermédiaires de cumul  (NIC).  
Dans d’autres pays, il peut y avoir deux (ou davantage) NIC avec des données en cours de cumul, par exemple,
au niveau du District et ensuite au Niveau Territorial avant d’atteindre l’Unité centrale de S&E. Dans de tels cas (cad, un système d'information à 2 ou 4 niveaux), Le protocole de Vérification des Données devra être adapté (tel qu’expliqué ci-dessous).

		Modifier le contenu du Modèle Excel
Les Modèles Excel devraient être modifiés minutieusement. Pour permettre l’ajout sélectif et le retrait d’onglets pour les différents sites et Niveaux dans lesquels les modèles ont été programmés en Langage de Script (Langage de Script pour les Applications) 
Des modifications au niveau des feuilles de calcul peuvent perturber la Programmation et rendre le modèle inexploitable.
Cependant, il est possible d’effectuer certains changements qui vont rendre le modèle plus utile durant l’EQD, et plus descriptif du système d’information.
Par exemple, Des recoupements et des vérifications inopinées supplémentaires peuvent être ajoutés aux feuilles de calcul individuelles à condition qu’ils soient ajoutés au bas de la feuille de calcul.
Veuillez ne pas 'insérer' de lignes ni de colonnes au milieu de la feuille puisque ceci pourrait modifier le calcul de certains indicateurs de la performance.
D’autres ajouts  peuvent également être faits au bas de la feuille de calcul. 

Dans les quatre sites intermédiaires de cumul un maximum de six sites de prestation de services peut être sélectionné (cad 24 sites) de sorte qu'il est improbable qu'il soit nécessaire d'ajouter des points de prestation ou sites intermédiaires à la "Page Information". Il suffit de sélectionner le nombre souhaité pour  chacun d'entre eux, à partir des menus déroulants sur la “Page de garde”. Ces sélections peuvent être modifiées plus tard, si nécessaire.  

Il est acceptable de renommer les onglets de la feuille de programmation selon le besoin.

Les feuilles de calcul sont protégées pour parer aux modifications du contenu par mégarde. Pour modifier le contenu des cellules, désactiver la protection des feuilles en sélectionnant 'Protection' à partir du menu déroulant Outils. Puis sélectionner  'Désactiver la protection'.  N’oubliez pas de réactiver la protection de la feuille après avoir effectué les modifications.

		INSTRUCTIONS AUX VERIFICATEURS POUR L'UTILISATION DU PROTOCOLE

		Points de Prestation de Services – 5 Types de  Vérification des Données

La première étape de la vérification des données a lieu au niveau des Points de Prestation de Services. Il y a cinq types de modèles d'étapes de vérification des données qui peuvent être mises en oeuvre à ce niveau:

1 - Description:  Décrire le rapport entre la fourniture de services/produits et le remplissage du document source qui enregistre cette prestation de service.

2 - Revue documentaire:  Passer en revue la disponibilité et l'exhaustivité de tous les documents sources des indicateur pour la période de diffusion de rapport définie.

3 - Suvi et Vérification :  Procéder au suivi et à la vérification des chiffres communiqués: (1) refaire le décompte des chiffres communiqués à partir des documents source disponibles, (2) Comparer les chiffres vérifiés à ceux communiqués par le site, (3) Identifier les causes des différences. 

4 -  Recoupement:  Procéder à des “recoupements” des totaux vérifiés du rapport  avec d’autres sources de données par exemple (inventaires, rapports de laboratoire,registres, etc)..

5 - Contrôles Inopinés :  Procéder à des “contrôles ponctuels” pour vérifier la fourniture réelle de services ou de produits aux populations cibles.

		Niveaux Intermédiaires de cumulation (NIC) et Unité Centrale de S&E -2 Types de Vérifications des Données 
Le second niveau de vérification des données a lieu aux Niveaux Intermédiaires de Cumul (ex, Districts, Régions) et de l’Unité de S&E du Programme/projet. 

1 - Revue documentaire : Vérifier la disponibilité, la ponctualité, et l'exhaustivité des rapports attendus des Sites de prestation de Services pour la période de rapport définie.

2 - Suvi et Vérification :  Procéder au suivre et à la vérification des nombre communiqués: (1) Cumuler à nouveau les nombres communiqués par les Points de Prestation de Services, (2) Comparer les décomptes vérifiés au nombres communiqués au niveau suivant (ex, l’Unité Centrale de S&E ), (3) Identifier les causes de différences.

		Instructions pour un système d'information à "2" ou "4" niveaux:

Sélection des Niveaux et des Sites
 Protocole 2 :  Le modèle Excel de Vérification des Données est conçu pour suivre la méthodologie d'échantillonnage de l’EQD relative à la sélection des niveaux intermédiaires de cumul et des Sites de Prestation de Service. Sur l’onglet "PAGE DE GARDE" , l’Equipe de Vérification peut sélectionner le nombre de Sites Intermédiaires de Cumul et le nombre de Sites de Prestation de Services qui renseigne chaque Site Intermédiaire de Cumul , selon le niveau de compréhension de l'organisation commanditaire de l'EQD.  Dans le cas où il y’a plus, ou moins, d’un niveau intermédiaire de transmission de données, du niveau de prestation de service au niveau national national, les nombres de sites et niveaux intermédiaires nécessaires par niveau peuvent être sélectionnés. Sélectionner d'abord le nombre de niveaux intermédiaire de cumul (ex région ou district) . Si les données transitent par la région autant que par le district, sélectionner deux niveaux. Si les données transitent uniquement par le district avant d’être envoyées au niveau national, sélectionner un niveau. Dans certains pays les données sont transmises directement du point de prestation de service au  niveau national. Dans ce cas, sélectionner zéro niveaux intermédiaires .  
 Ensuite sélectionner le nombre de sites au sein de chaque niveau intermédiaire
La méthode de prélèvement la plus probable requiert la sélection aléatoire de trois grappes (sites intermédiaires)  et trois Sites de Prestation dans chaque grappe.
Dans le cas de deux niveaux intermédiaires, la méthode de prélèvement sera probablement de deux grappes régionales, avec deux grappes de district dans chaque région .
Ensuite deux points de prestation de services seront sélectionnés au sein de chaque grappe de district pour un total de 8 sites de Collecte. Il peut s'avérer nécessaire d'apporter des modifications à cette méthode de prélèvement du fait de contraintes de temps, de distance et de ressources. Tous les changements apportées à la méthodologie devraient faire l'objet d'un accord avec l'Organisation Commanditaire de l’EQD avant les visites de terrain.

		Instructions pour remplir les colonnes de la liste de controle:

Une liste de questions apparaît à gauche sur chaque feuille de calcul (colonne B).  L'Equipe de vérification devra lire chaque question (déclaration) et remplir les colonnes C/D, E, F et G . La colonne C a un menu déroulant (au coin inférieur droit) pour chaque question avec des catégories de réponse: "Oui - entièrement", "En partie", "Non - "pas du tout" et "N/C".(non concerné). La colonne D devra être utilisée pour saisir des chiffres ou des pourcentages ( qui seront utilisés dans les calculs). La Colonne E est destinée aux notes du vérificateur, la colonne F devra être remplie avec "Oui" si l’Equipe de Vérification pense que les qproblèmes soulevés par la réponse à une question (déclaration) sont suffisants pour requérir une "Note de Recommandation au Programme/projet.

		RESULTATS ATTENDUS

		Sur la base de toutes les réponses aux questions, le Récapitulatif de statistiques suivant sera produit :

- Exactitude des Données communiquées à travers le calcul des facteurs de vérification générés à partir de l’exercice du décompte à nouveau fait à chaque niveau du système d'information (cad, pour les indicateurs sélectionnés, la comparaison du pourcentage des chiffres communiqués aux chiffres vérifiés); 

- Disponibilité, exhaustivité et Ponctualité des Rapports à travers des pourcentages calculés au(x) Niveau (x) de cumul intermédiaire et de l’Unité de S&E.

		Interprétation des Résultats:

La modélisation mathématique de la technique de prélèvement en grappe à deux niveaux utilisée par l’EQD a déterminé que la précision des estimations du facteur de vérification pour les données de couverture vaccinale est trop faible pour une utilisation pratique au niveau national. Dans les simulations, Woodard et ses collègues (1) ont trouvé que jusqu'à 30 districts devraient être échantillonnés pour atteindre une précision de près de 10%. Etant donné l’investissement en temps, en personnel et en ressources financières nécessaires pour la visite de 30 districts, le calcul d’un facteur de vérification national précis est improbable .  

Ceci dit, il est possible d’avoir une idée de la qualité globale des données dans un Programme/projet sans compter sur l’estimation nationale des VF. Les aspects qualitatifs de l’EQD sont appropriés pour déterminer les forces et les faiblesses d’un système d'information donné. Par exemple, si les définitions de l’indicateur sont mal comprises dans la majorité d’un échantillon de sites représentatifs, il est fort probable que les définitions de l’indicateur soient également mal comprises dans les districts non prélevés.  Le décompte à nouveau des indicateurs et la comparaison avec les valeurs communiquées pour un échantillon de sites est autant approprié, en général, pour déterminer si la qualité des données est bonne, médiocre ou mauvaise, même sans L’avantage d’une estimation nationale précise. Les rapports manquants ou les grands écarts entre les résultats comptés à nouveau et transmis dans un petit nombre de sites sont un signe d'écarts similaires ailleurs.   
  

Tout compte fait, le facteur de vérification national devrait être interprété avec prudence. Pour les besoins de vérification de la qualité des données il devra être utilisé comme une indication de qualité des données (ou d'absence de qualité des données), plutôt qu'une mesure exacte. 
   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA)
  Ann Epidemiol  2007;17:628–633.





Description de Service

		DESCRIPTION  DU SERVICE (Protocole 2 -  Vérification des Données)

		Informations de Base sur l’Approche Communautaire

		Le nombre de personnes bénéficiaires des programmes communautaires (préciser a. Prévention, b. assistance aux Orphelins, d. Soins et assistance

		Description Générale du Service

		Les programmes Communautaires sont typiquement mis en œuvre par les Organisations Non Gouvernementales (ONG), les Organisations Communautaires (OC) et les Organisations Religieuses (OR) qui offrent des avantages ou des services à une communauté ou une population particulière. L’ampleur et l’envergure de ces services varient considérablement, cependant. Ceux qui sont liés au VIH/SIDA, à la tuberculose et au paludisme –ont pour but de réaliser chacun ou tous les objectifs suivants : 

1)Prévenir ou réduire la transmission de la maladie respective en sensibilisant et mobilisant les communautés et en encourageant le changement de comportement (par exemple avoir recours à l’abstinence, à la monogamie, au préservatif pour prévenir la transmission du VIH, utiliser les moustiquaires pour prévenir le paludisme et adhérer aux régimes de traitement. ).

		2)  Prescrire un traitement ou fournir des services liés au traitement des personnes atteintes par les maladies respectives, en apprenant aux ménages la manière d'utiliser la gestion à domicile pour traiter les cas de paludisme. Ou en formant les membres de la famille ou autres  tuteurs des personnes atteintes par la Tuberculose à la manière de suivre le traitement.   

3) Fournir des services de soins et d’assistance à ceux qui sont affectés par la maladie (la personne atteinte ainsi que sa famille et ou les membres de la communauté dans laquelle il (elle) vit, y compris les orphelins et les enfants vulnérables) en fournissant des soins de base (à domicile), un soutien affectif/spirituel, et une orientation vers les autres services de soin et d’assistance pour ceux qui sont atteints, leurs familles et les personnes à leur charge.

		Exemples  de Programmes d'Approches Communautaires et Documents Sources Potentiels

		   Prévention

		Communication du Changement de Comportement (CCC)

		La CCC est un processus par lequel les messages ainsi que les approches personnalisés utilisent divers moyens de communication pour promouvoir et perenniser le comportement positif chez l’individu, au niveau des communautés et des sociétés . La CCC a été utilisée dans des programmes pour atteindre tous les groupes affectés par le VIH et le SIDA  et au niveau des programmes de lutte contre la Tuberculose et le Paludisme. La CCC pourrait être utilisée, par exemple, pour encourager le dépistage de la Tuberculose ou l’utilisation des moustiquaires afin de  prévenir le Paludisme.

		Les Documents Sources Potentiels pour la BCC

  Peuvent dépendre des groupes cibles (par exemple la jeunesse, les travailleurs du sexe, MSM, IDU)

		Conseil et Dépistage Communautaire.  Veiller à ce que les populations soient conseillées et dépistées en vue de connaître leurs statuts vis à vis du VIH est considéré comme un moyen important de prévention et également d’orientation des personnes qui ont besoin d’un traitement, vers les programmes et infrastructure appropriés. Les méthodes utilisées pour élargir l’accès au conseil et au dépistage comprennent les programmes mobiles de conseil et de dépistage volontaire  (CDVM) ainsi que la création de structures de conseil et de dépistage volontaire au niveau des organisations communautaires .

		P  Documents sources potentiels pour le Dépistage  Communautaire

   Fiches de suivi du processus ou registres de conseil et de dépistage

		Education par des Pairs 
L’éducation par des pairs, une stratégie largement utilisée pour aborder les problèmes liés au VIH et au SIDA, implique la formation et le soutien aux membres d'un groupe pour effectuer un changement parmi les membres de ce même groupe. L’éducation par des pairs procure à un malade la connaissance nécessaire et la capacité d’instruire ses pairs par le biais de messages et de conseils de prévention.  Elle permet aux pairs de accumuler et de développer des aptitudes oratoires, en travail d’équipe, en leadership et d'être capable d'effectuer des changements positifs au niveau des comportements et des attitudes .

Alors que l’éducation par des pairs est pour la plupart du temps utilisée pour susciter des changements au niveau des connaissances, des attitudes, des croyances et des comportements chez l’individu, la technique peut également être utilisée pour changer les normes du groupe ou de la société et encourager l’action collective.

		Documents sources potentiels pour l'Education par des Pairs

   Registre quotidien (périodique) des pairs de la communauté concernant les pairs conseillés.

		Programmes d'Echange sur les Aiguilles/Seringues (PEA) 

Les PEA autorisent aux personnes d'échanger leurs seringues utlisées contre des seringues stériles afin de réduire la propagation du VIH et des autres maladies transmises par le sang. Dans ces programmes, les personnes apportent les seringues utilisées à un endroit designé et les échangent contre des seringues stériles.

		P Documents sources potentiels pour les PEA

   Fiches de suivi du Processus

		   Soutien aux Orphelins/OEV

		Orphelins et les autres enfants rendus vulnérables par le VIH/SIDA (OEV)

Ces programmes sont conçus pour satisfaire un ensemble de besoins des orphelins et des autres enfants rendus vulnérables par le VIH et le SIDA. La définition de ce qui est inclus dans le contrat d’assistance ou le nombre de services devant être rendu durant la période de communication pour qu'un OEV soit considéré comme ayant reçu de l’assistance peut varier selon l’Agence qui Finance l’Evaluation de la Qualité des Données. Par exemple selon le PEPFAR (Plan d'Urgence du Président pour la Lutte contre le SIDA), les besoins fondamentaux ou «essentiels» comprennent l’alimentation/la nutrition, le foyer et les soins, la protection, les soins de santé, l’assistance psychosociale et l’éducation. Les programmes OEV offrent une assistance aux familles ou aux autres pour s’occuper des OEV et des autres enfants rendus vulnérables par le VIH/SIDA. Dans la pratique, ces enfants ainsi que les personnes qui s'en chargent peuvent recevoir l’appui de la part de plus d’une organisation ou d'un programme. Pour être pris en compte durant une période donnée du rapport,  au moins trois services liés aux OEV doivent être reçus.

		P  Documents Sources Potentiels pour les OEV

   Fiche de soins OEV
    Régistre OEV

		   Assistance et Soins

		Gestion  du paludisme à domicile (GDP)

 Il a été reconnu que, dans les pays exposés à la pandémie, la plupart des  épisodes de paludisme sont traités en dehors des infrastructures de santé publique, surtout à domicile; en fait, le traitement fourni au sein des infrastructures sanitaires n’atteint pas la majorité de la population. Par conséquent, la fourniture à domicile d’un traitement de meilleure qualité du paludisme sans complications est devenu une stratégie essentielles pour atteindre les objectifs par pays de l’initiative Roll Back Malaria (RBM) (Faire Reculer le Paludisme).  La formation fournie au sein des communautés a abordé les sujets relatifs à l’identification du paludisme, au traitement approprié et aux changements relatifs au comportement de recours aux soins, cependant les leçons apprises des activités locales efficaces dans des cadres de recherche n’ont pas été convertis en programmes plus importants.

		P Documents Sources Potentiels pour la GDP
   
Registres périodiques des agents sanitaires communaitaires concernant les familles visitées ou les sessions d'information Communautaires tenues.

		La Participation de la Communauté aux Soins de la Tuberculose

La participation de la Communauté aux soins de la Tuberculose implique l’établissement d’un partenariat professionnel entre le secteur de la santé et la communauté –la population locale et les Tuberculeux, ceux qui en souffrent actuellement ainsi que ceux qui sont guéris. Les expériences acquises par les malades souffrant de la Tuberculose aident leurs pairs à mieux faire face à leur maladie et guident les Programmes Nationaux de lutte contre la Tuberculose (PNT) par la prestation de services répondant aux besoins des malades. S’assurer que les malades et les communautés ont été informés de la même manière sur la Tuberculose, renforcer la sensibilisation générale sur la maladie et partager les responsabilités relatives aux soins de la tuberculose peut aboutir à une autonomisation efficace du malade et à la participation de la communauté dans le suivi des malades, augmenter la demande de services de soins de santé et rapprocher la communauté des soins.

		En général ceux qui soutiennent la communauté des malades de la Tuberculose vont contribuer à la détection précoce des cas de tuberculose en orientant les patients suspects de Tuberculose vers les infrastructures sanitaires les plus proches pour un diagnostic.Ces patients vont indiquer  qu’ils ont été orientés par une communauté bénévole, laquelle est enregistrée sur la fiche de traitement de la Tuberculose. Apres le diagnostic le personnel sanitaire va orienter d’autre part les malades souffrant de la Tuberculose vers les organisations qui viennent en appuie de la Communauté pour un soutien au traitement supplémentaire, ce qui est enregistré en inscrivant le nom de la personne qui apporte le traitement de soutien sur la fiche de traitement. Les programmes nationaux ont le choix de transférer ces informations au niveau du registre BMU TB et du rapport annuel sur la gestion du programme de lutte conte la tuberculose.

		A cette fin, les PNT devraient founir une assistance agents sanitaires de première ligne, par exemple pour faciliter la création des groupes de patient, encourager l’éducation et l’assistance par des pairs, et se rapprocher des autres groupes d’entraide présents au sein de la communauté.  Les exigences en terme de formation des volontaires de la communauté peuvent varier en fonction du cadre, allant de la formation "sur le tas '’ à des cours plus officiels de courte durée dispensés par le personnel du PNT. Les volontaires communautaires ont également besoin d’une assistance , d’une motivation, d’une instruction et d'une supervision régulières . Ces plateformes devraient devraient servir de fondement dans les endroits où il existe déjà des systèmes plus vastes – telles que les initiatives communautaires de lutte contre le VIH/SIDA en Afrique. Les preuves montrent que les soins communautaires pour la Tuberculose sont économiques par rapport aux soins dans les hopitaux et autres modèles de soins ambulatoires.Inspirer les communautés et obtenir leur soutien sans faille dans l’identification et la fourniture de soins aux personnes vivant avec la Tuberculose  est essentiel pour soutenir les initiatives communautaires de lutte contre la Tuberculose.

		P  documents Sources Potentiels pour la Participation Communautaire aux Soins de la Tuberculose

  Fiches de traitement au niveau des infrastructures  (en vue d'une orientation)
   Régistre Communautaire des cas de Tuberculose envoyés par les infrastructures sanitaires

		Soins et Assistance aux Personnes Vivant avec le VIH et le SIDA

Les activités communautaires de soins et d’assistance sont conçues pour mettre les personnes affectées et vivant avec le VIH et le SIDA en rapport avec l’éventail de services dont ils ont besoin. Les soins et l’assistance sont définis de manières différentes, par exemple inclure les services d’assistance médicale et sociale, d’assistance conseil, de soins palliatifs et d’assistance aux personnes à charge et aux orphelins .Les soins post accouchements fournis aux femmes et aux enfants inscrits au PMTCT en font également partie. Les services de soins et d’assistance incluent également les orientations et les rapports entre les services liés.  

Les programmes de services de soins et d'assistance se sont développés au cours des années pour se focaliser sur quatre secteurs où les PLHA (Personnes Vivant avec le VIH et le SIDA) font face à des besoins dans quatre secteurs :  

  Médical (ex, infections opportunes, soins palliatifs, adhésion), 
   Psychologique (ex assistance conseil et spirituelle), 
   Socioéconomique (ex, moyen de subsistance et nutrition), et
  Assistance juridique et dans respect des droits de l’homme (ex, assistance pour maintenir le travail et la propriété) .

		P  Documents Sources Potentiels pour les services de Soins et d'Assistance aux Personnes Vivant avec le VIH et le SIDA  
   
 Registre quotidien des agents sanitaires sur les maisons visitées
 Régistre au niveau de l'infrastructure 
 formulaires d'admission des patients

		Sources: 

en.wikipedia.org/wiki/Harm_reduction#Syringe_exchange_and_related_programs

Population Council.  No Date.  Peer Education and AIDS:  Past Experience Future Directions.  www.popcouncil.org.  

The Stop TB Strategy: Building on and enhancing DOTS to meet the TB-related Millenium Development Goals, WHO, 2006 (pg. 15).

www.fhi.org/en/Topics/HIV-AIDS+Care+and+Support.htm

www.fhi.org/en/HIVAIDS/pub/fact/carsupp.htm

www.malariaconsortium.org/pdfs/resource%20pack%201/13%20Scaling%20up%20home%20based%20management%20of%20malaria%20from%20research%20to%20implementation.pdf

www.pepfar.gov/guidance/78217.htm
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		GENERALITES POUR LE REMPLISSAGE DU PROTOCOLE DES DONNEES DE 
L’ INDICATEUR DU SUIVI ET DE LA VERIFICATION

		Nom de l’Organisation d'exécution de l'AQD

		Pays

		Aire du programme 

		Indicateur(s)

		Numéro(s) de la Subvention(s)

		Unité de Gestion du S&E au Niveau Central

		Nom du Site																Date de la vérification

		1-

		Sites Intermédiaires de Compilation (SIC) Regionales

		Name of Site																Date of Audit

		1

		2

		Sites Intermédiaires de Compilation (SIC) de Districts

		Nom du Site																Date de la vérification

		1.1

		1.2

		1.3

		1.4

		2.1

		2.2

		2.3

		2.4

		Points de Prestation de Services  (PPS)

		Nom du Site																Date de la vérification

		1.1.1

		1.1.2

		1.1.3

		1.1.4

		1.1.5

		1.2.1
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		2.2.3

		2.2.4

		2.2.5

		2.3.1

		2.3.2

		2.3.3

		2.3.4

		2.3.5

		2.4.1

		2.4.2

		2.4.3

		2.4.4

		2.4.5
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		GENERALITES POUR LE REMPLISSAGE DU PROTOCOLE DES DONNEES DE 
L’ INDICATEUR DU SUIVI ET DE LA VERIFICATION

		Nom de l’Organisation d'exécution de l'AQD

		Pays

		Aire du programme 

		Indicateur(s)

		Numéro(s) de la Subvention(s)

		Unité de Gestion du S&E au Niveau Central

		Nom du Site																Date de la vérification

		1-

		Sites Intermédiaires de Compilation (SIC)

		Nom du Site																Date de la vérification

		1

		2

		3

		4

		Points de Prestation de Services  (PPS)

		Nom du Site																Date de la vérification

		1.1

		1.2

		1.3

		1.4

		1.5

		2.1

		2.2

		2.3

		2.4

		2.5
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Unité de S&E_2SIC

		Unité de S&E (Protocole 2 - Vérification des données).

		Nombre de Personnes bénéficiaires des Programmes Communautaires

		Remarque pour l'Equipe de vérification :    L'objectif de l'analyse du suivi et de la vérification des données au niveau de l' Unité de S&E est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les sites régionaux de cumul et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif de l'Unité S&E ; et
b. passer en revue tous les rapports reçus des sites régionaux de cumul et vérifier que les rapports sont disponibles, complets et ponctuels.

				UNITE DE S&E :		-								Besoin de Recommandation
(ajouter OUI)

				Période définie des rapports :		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		0.   Système d'Enregistrement et de Communication pour les Interventions Communautaires

		0.1		Décrire le type de bénéficiaires ciblés par le  programme communautaire et fournir une bréve description de la nature des services actuellement offerts par le programme.

		0.2		Décrire le système d'enregistrement et d'information associé à cet indicateur  (cad., de l'enregistrement initial de la prestation de service sur les documents sources à la communication des chiffres cumulés à l'Unité de S&E ).Veuillez décrire la période à laquelle l'enregistrement du service  a lieu, sous quelle(s) forme(s) ,et par quel(s)  membre(s) du personnel elle est faite.

		1. Cumuler à nouveau les chiffres communiqués par tous les sites régionaux de cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites régionaux de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par l'Unité S & E.

		A) Refaire le décompte des résultats des rapports soumis par les sites régionaux de cumul et comparer les chiffres vérifiés à ceux de l’Unité de S&E.

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par l'Unité de S&E? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul

		Taux de Vérification du Résultat ( Unité de S&E)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B) Copier les résultats des sites régionaux de cumul vérifiés tels qu’observés dans le rapport récapitulatif préparé par l’Unité de S&E.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par l’Unité de S&E pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par l’Unité de S&E ou dans une base de données.

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		C) Identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites régionaux de cumul et ceux enregistrés au niveau de l’Unité de S&E relatifs à ces sites régionaux de cumul.

		1.5		Quelles sont les causes des différences (s’il y en a) observées par l’equipe de vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y en a)

		2.  Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Sites Régionaux de Cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que l’Unité de S&E aurait dû recevoir des sites régionaux de cumul.

		2.1		Combien de rapports aurait dû provenir de tous les sites régionaux de cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu à la date prévue)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)
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Unité de S&E

		Unité de S&E (Protocole 2 - Vérification des données).

		Nombre de Personnes bénéficiaires des Programmes Communautaires

		Remarque pour l'Equipe de vérification :    L'objectif de l'analyse du suivi et de la vérification des données au niveau de l' Unité de S&E est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif de l'Unité S&E ; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels.

				UNITE DE S&E :		-								Besoin de Recommandation
(ajouter OUI)

				Période définie des rapports :		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		0.   Système d'Enregistrement et de Communication pour les Interventions Communautaires

		0.1		Décrire le type de bénéficiaires ciblés par le  programme communautaire et fournir une bréve description de la nature des services actuellement offerts par le programme.

		0.2		Décrire le système d'enregistrement et d'information associé à cet indicateur  (cad., de l'enregistrement initial de la prestation de service sur les documents sources à la communication des chiffres cumulés à l'Unité de S&E ).Veuillez décrire la période à laquelle l'enregistrement du service  a lieu, sous quelle(s) forme(s) ,et par quel(s)  membre(s) du personnel elle est faite.

		1. Cumuler à nouveau les chiffres communiqués par tous les sites intermédiaires d'agégation.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par l'Unité S & E.

		A) Refaire le décompte des résultats des rapports soumis par les sites intermédiaires de cumul et comparer les chiffres vérifiés à ceux de l’Unité de S&E.

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par l'Unité de S&E? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul

		Taux de Vérification du Résultat ( Unité de S&E)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A) Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par l’Unité de S&E.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par l’Unité de S&E pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par l’Unité de S&E ou dans une base de données.

		1.3.1		Quel  résultat relatif au Site Intermédiaire de Cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.2		Quel  résultat relatif au Site Intermédiaire de Cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.3		Quel  résultat relatif au Site Intermédiaire de Cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.4		Quel  résultat relatif au Site Intermédiaire de Cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		C) Identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites Intermédiaire de Cumul et ceux enregistrés au niveau de l’Unité de S&E relatifs à ces Sites Intermédiaires de Cumul .

		1.5		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y en a)

		2.  Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Sites Intermédiaires de Cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que l’Unité de S&E aurait dû recevoir des Sites Intermédiaire de Cumul.

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport a été  reçu à la date prévue)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Régional 1

		Niveau Régional de Cumul (Protocole 2 -  Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

		Remarque pour l'equipe de vérification : L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site Régional de Cumul est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif  Régional; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site régional de cumul:		-								Besoin de Recommandation
(ajouter OUI)

				Période définie pour les rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau les chiffres communiqués par tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le site régional de cumul

		A)  Refaire le décompte des résultats des rapports soumis par tous les Sites Intermédiaires de cumul et comparer les chiffres vérifiés à ceux des sites régionaux de cumul		Recounting Results

		1.1		Quel résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Régional de Cumul? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Site Régional de Cumul)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A)  Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par le site régional de cumul		Recounting Results

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par le Site Régional de Cumul  pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par le Site Régional de Cumul  ou dans une base de données

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.3		Quel  résultat relatif au site régional de cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.4		Quel  résultat relatif au site régional de cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		B)  identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites intermédiaires de cumul et ceux enregistrés au niveau du cite régional de cumul relatifs à ces cites intermédiaires de cumul

		1.4		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes)

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que le site régional de cumul aurait dû recevoir des sites intermédiaire de cumul

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport pouvait être utilisé dans le rapport récapitulatif préparé par le Site Régional de Cumul)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)
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Site Intermédiaire 1

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)
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Point de Service 1.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 1.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 1.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 1.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 1.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Site Intermédiaire 2

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)
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Point de Service 2.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Site Intermédiaire 3

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)
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Point de Service 3.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 3.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 3.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 3.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 3.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Site Intermédiaire 4

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)
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Point de Service 4.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 4.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 4.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 4.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 4.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Site Régional 2

		Niveau Régional de Cumul (Protocole 2 -  Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

		Remarque pour l'equipe de vérification : L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site Régional de Cumul est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif  Régional; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site régional de cumul:		-								Besoin de Recommandation
(ajouter OUI)

				Période définie pour les rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau les chiffres communiqués par tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le site régional de cumul

		A)  Refaire le décompte des résultats des rapports soumis par tous les Sites Intermédiaires de cumul et comparer les chiffres vérifiés à ceux des sites régionaux de cumul		Recounting Results

		1.1		Quel résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Régional de Cumul? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Site Régional de Cumul)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A)  Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par le site régional de cumul		Recounting Results

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par le Site Régional de Cumul  pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par le Site Régional de Cumul  ou dans une base de données

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.3		Quel  résultat relatif au site régional de cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.4		Quel  résultat relatif au site régional de cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		B)  identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites intermédiaires de cumul et ceux enregistrés au niveau du cite régional de cumul relatifs à ces cites intermédiaires de cumul

		1.4		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes)

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que le site régional de cumul aurait dû recevoir des sites intermédiaire de cumul

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport pouvait être utilisé dans le rapport récapitulatif préparé par le Site Régional de Cumul)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)
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Site Intermédiaire 2.1

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)
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Point de Service 2.1.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.1.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.1.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.1.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.1.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)



&A&RPage &P



Site Intermédiaire 2.2

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)
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Point de Service 2.2.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.2.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.2.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.2.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.2.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Site Intermédiaire 2.3

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)
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Point de Service 2.3.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.3.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.3.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.3.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.3.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Site Intermédiaire 2.4

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)
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Point de Service 2.4.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.4.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.4.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.4.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.4.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Personnes bénéficiaires des Programmes Communautaires

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport au service fourni. Déterminer le document source utilisé pour cet indicator au niveau du site/organisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de service (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si le service et l'enregistrement du service ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source pourraient être les enregistrements quotidiens des ménages visités par les professionnels communautaires de la santé/les enregistrements quotidiens des ménages visités/pairs conseillés par les pairs éducateurs, le régistre au niveau de la structure et/ou les formulaires d'admission des clients.

		A)  Vérifier la disponibilité et l'exhautivité de la documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Il y a-t-il des documents sources complets?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils  celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes/cas/évènements enregistrés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de personnes/cas/évènements communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Si les programmes communautaires prennent en charge la distribution des produits appropriés, par exemple des moustiquaires, des préservatifs ou des seringues stériles, les recoupements peuvent être faits en comparant le nombre de personnes qui reçoivent le service par par la quantité de produits qui étaient (1) fourni à l'etablissement audité, (2) distribués par l'etablissement audité selon le system de control d'inventaire de l'etablissement et (3) en évaluant la disponibilité du produit en stock a l'etablissement.

		RECOUPEMENT 1:  ENTRE les enregistrements des distributions des fournisseurs et les enregistrement du stock au niveau du site.  Ce recoupement a-t-il été fait?

		4.1		Enumérer le type de produits (ex: moustiquaires, préservatifs , traitement antipaludique, etc) qui ont été distribués pendant la fourniture de service.

		4.2		Saisir le nombre de produits délivrés au site pendant la période définie de rapport.

		4.3		Saisir le nombre de produits reçus par le site pendant la période définie de rapport.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Si un écart apparaît entre les produits délivrés et les produits reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les produits distribués par le site. Ce recoupement a-t-il été fait?

		4.5		Saisir le nombre de produits en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.6		Saisir le nombre de produits reçus par le site pendant la période de rapport définie.

		4.7		Saisir le nombre de produits en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.8		Saisir le nombre de produits distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.9		Si un écart apparaît entre le stock et les produits distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.10		Pou tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits à travers les Programmes Communautaires -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de bénéficiaires des services peut être contacté. Le But des contrôles inopinés est de confirmer que le service a été réellement reçu par les bénéficiaires énumérés dans les documents source. Pour certains services, il se peut qu'il soit impossible de mener des contrôles inopinés pour des questions de confidentialité. Si, bien sûr, l'équipe doit voir avec l'Organisation Commanditaire de la Vérification de la Qualité des Données, la nécessité et la faisabilité des contrôles inopinés.

		5.1		Combien de bénéficiaires ont été visités?

		5.2		Combien de bénéficiaires contactés ont réellement reçu le service?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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TABLEAU SOMMAIRE_2SIC

		Statistiques Sommaires de l'Audit de Verification de Données

										Étape 1						Étape 2						Étape  3		Étape  4

		TABLEAU SOMMAIRE de Tracage et Verification								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I								II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Comptes vérifiés aux sites apurés		Compte rapporté aux sites apurés		Facteurs de vérification de district - site et non ajustés		Compte rapporté observé de tous les sites du district		Compte rapporté du district à l'unité de S&E (niveau national)		Facteur d'ajustement Rdi/Rni		Facteurs de vérification ajustés de district		District         VF (Weight)		Weighted Regional Level Verification Factors		Region
VF Weight		Facteur de verification total		% de rapports disponibles		% de rapports reçues à l'heure		% de rapports complets		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		limite inférieure de confiance de 95%		limite supérieure de confiance de 95%		number of districts		Degrees of freedom t-distribution

		Unité de Suivi et Évaluation																																																				df		P(2-tailed) = 0.025

		-		-						0.00		0.00		-										0.00				0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Sites Intermédiares d'Agégation et Prestation de Service																																																				2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-				3.00		3.18

		1.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-																4.00		2.78

		1.1.1		-						0.00		0.00		-																																								5.00		2.57

		1.1.2		-						0.00		0.00		-

		1.1.3		-						0.00		0.00		-

		1.1.4		-						0.00		0.00		-

		1.1.5		-						0.00		0.00		-

		1.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.2.1		-						0.00		0.00		-

		1.2.2		-						0.00		0.00		-

		1.2.3		-						0.00		0.00		-

		1.2.4		-						0.00		0.00		-

		1.2.5		-						0.00		0.00		-

		1.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.3.1		-						0.00		0.00		-

		1.3.2		-						0.00		0.00		-

		1.3.3		-						0.00		0.00		-

		1.3.4		-						0.00		0.00		-

		1.3.5		-						0.00		0.00		-

		1.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.4.1		-						0.00		0.00		-

		1.4.2		-						0.00		0.00		-

		1.4.3		-						0.00		0.00		-

		1.4.4		-						0.00		0.00		-

		1.4.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-

		2.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.1.1		-						0.00		0.00		-

		2.1.2		-						0.00		0.00		-

		2.1.3		-						0.00		0.00		-

		2.1.4		-						0.00		0.00		-

		2.1.5		-						0.00		0.00		-

		2.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.2.1		-						0.00		0.00		-

		2.2.2		-						0.00		0.00		-

		2.2.3		-						0.00		0.00		-

		2.2.4		-						0.00		0.00		-

		2.2.5		-						0.00		0.00		-

		2.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.3.1		-						0.00		0.00		-

		2.3.2		-						0.00		0.00		-

		2.3.3		-						0.00		0.00		-

		2.3.4		-						0.00		0.00		-

		2.3.5		-						0.00		0.00		-

		2.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.4.1		-						0.00		0.00		-

		2.4.2		-						0.00		0.00		-

		2.4.3		-						0.00		0.00		-

		2.4.4		-						0.00		0.00		-

		2.4.5		-						0.00		0.00		-





TABLEAU SOMMAIRE

		Statistiques Sommaires de l'Audit de Verification de Données

										Étape 1						Étape 2						Étape 3		Étape 4

		TABLEAU SOMMAIRE de Tracage et Verification								Facteur 1		Facteur 2		Facteur 1/ Facteur 2		Facteur 3		Facteur 4		Facteur 3/ Facteur 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Comptes vérifiés aux sites apurés		Compte rapporté aux sites apurés		Facteurs de vérification de district - site et non ajustés		Compte rapporté observé de tous les sites du district		Compte rapporté du district à l'unité de S&E (niveau national)		Facteur d'ajustement Rdi/Rni		Facteurs de vérification ajustés de district		VF (Weight)		Facteur de verification total		% de rapports disponibles		% de rapports reçues à l'heure		% de rapports complets		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		limite inférieure de confiance de 95%		limite supérieure de confiance de 95%		number of districts		Degrees of freedom t-distribution

		Unité de Suivi et Évaluation																																																df		P(2-tailed) = 0.025

		-		-						0.00		0.00												0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Sites Intermédiares d'Agégation et Prestation de Service																																																2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-																3.00		3.18

		1.1		-						0.00		0.00		-																																				4.00		2.78

		1.2		-						0.00		0.00		-																																				5.00		2.57

		1.3		-						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						0.00		0.00		-

		2.2		-						0.00		0.00		-

		2.3		-						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

				Sites de Prestation de Services						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-





Summary_Statistics_No IAS

		DQA Summary Statistics (no Intermediate Aggregation Sites)

																																																																																		% Disponible		%  A temps		% Complet

																																																																																-

																																																																																-

																																																																																-

																																																																																-

																																																																																-		-		-		-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-





Summary_Statistics_No IAS

		0		0		0



% Disponible

%  A temps

% Complet

Indicateurs de Performance

Pourcentage

Performance de Reportage de l'AQD



STATISTIQUES SOMMAIRES_2SIC

		-

		-

		-

		-

		-

		-

		-

		-

		-

		-

		-



Sites

Pourcentage

Facteurs de Verification des Sites de Prestation de Services

0

0

0

0

0

0

0

0

0

0

0



STATISTIQUES SOMMAIRES

		Statistiques Sommaires de l'AQD

																																																																																Accuracy		Availability		Timeliness		Completeness

																																																																												7		-		-		-		-		-

																																																																												6		-		-		-		-		-

																																																																												5		-		-		-		-		-

																																																																												4		-		-		-		-		-

																																																																												3		-		-		-		-		-

																																																																												2		-		-		-		-		-

																																																																												1		-		-		-		-		-





STATISTIQUES SOMMAIRES

		0		0		0		0		0		0		0



-

-

-

-

-

-

-

Facteurs de Verification Totals 
et District de l'AQD



		0		0		0		0		0		0



-

-

-

-

-

-

-

% de Rapports Disponible de L'AQD



		0		0		0		0		0		0



-

-

-

-

-

-

-

% de Rapports à Temps de l'AQD



		0		0		0		0		0		0



-

-

-

-

-

-

-

% de Rapports Complet de l'AQD



		Statistiques Sommaires de l'AQD

																																																																																				Accuracy		Availability		Timeliness		Completeness

																																																																																5		-		-		-		-		-

																																																																																4		-		-		-		-		-

																																																																																3		-		-		-		-		-

																																																																																2		-		-		-		-		-

																																																																																1		-		-		-		-		-





		0		0		0		0		0



-

-

-

-

-

Facteurs de Verification Totals 
et District de l'AQD



		0		0		0		0		0



-

-

-

-

-

% de Rapports Disponible de L'AQD



		0		0		0		0		0



-

-

-

-

-

% de Rapports à Temps de l'AQD



		0		0		0		0		0



-

-

-

-

-

% de Rapports Complet de l'AQD





DQA Data Verification Templates/French/010 DQA P2_Malaria_Treatment_Fr_2009.xls
DÉMARRER

																												0		0		0		0		0		0

																												1		1		1		1		1		1

																												2		2		2		2		2		2

																												3		3		3		3		0		3

		Outil d’Audit de la Qualité des Données (AQD)																										4		4		4		4				4

								Protocole 2:  Vérification des Données																				0		5		5		0				5

						- Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un traitement antipaludéen (TCA/non-TCA) -																						0		6		6						0

						Nombre de niveaux intermédiaires de cumul																								0		7

						Nombre de sites de plus haut niveau intermédiaire de cumul (ex régional)																										8

						Nombre de sites intermédiaire de cumul (SIC)																										9

						Nombre de points de prestation de services (par SIC)																										10

						Réinitialiser l'Enquête																										11

		version 1: mai 2009																														12

		Remarques Importantes pour l'utilisation de ce tableur:																														0

		1.  Pour utiliser les outils d'évaluation de la qualité des données vous devrez vous assurer votre 'macro sécurité' est paramétré à un niveau inférieur à 'élevé'.  Avec le tableur ouvert, aller à ‘Outils’, ouvrir le menu et sélectionner ‘Macro’, ensuite ‘Sécurité’ .  Sélectionner ‘moyen’.  Fermer Excel et ré ouvrir le fichier.  A la prochaine ouverture du fichier vous devrez sélectionner ‘Activer les Macros’ pour que l’application fonctionne comme prévu.

		2.  Sur la PAGE DE GARDE (page actuelle), veuillez sélectionner le nombre de niveaux intermédiaires de cumul (à partir du menu déroulant) à travers lesquels les données sont communiquées des points de prestation de services au niveau national.  Sélectionner ensuite le nombre de sites intermédiaires de cumul prélevés (SIC) à partir du menu déroulant suivant. Les SIC sont l'unité sanitaire spécifique du Ministère de la santé au niveau du district.  Ensuite, saisir le nombre de points de prestation de services prélevés (PPS), par exemple les institutions ou unités sanitaires, qui communiquent à chaque site intermédiaire.  Si vous avez un nombre inégal de PPS par district, sélectionner le nombre correspondant au plus grand nombre de PPS prélevé dans un district échantillon.  Si le PPS transmet directement au niveau national, sélectionner ‘0’ à partir du menu déroulant de l’IDS.  Ensuite sélectionner le nombre de PPS dans l’échantillon.  Voir la page INSTRUCTIONS pour plus de détails.

		3.  Veuillez saisir les noms de la structure sanitaire, ou du site,  dans la feuille intitulée ‘Page d’Information’.  Ces noms vont alors automatiquement occuper les les  masques de saisie concernés dans le tableur et aider à garantir une évaluation bien organisée et une bonne qualité des données.



Reset

Reset

Reset



INSTRUCTIONS

		INSTRUCTIONS (Protocole 2 - Vérification des Données)

		Remarque:  L’Equipe de Vérification devrait lire le document intitulé  "Evaluation de la Qualité des Données:  Directives pour l’exécution " en plus de ces instructions préalables à la gestion de ce protocole.

		OBJECTIF

		L’objectif de ce protocole est (1) de refaire le décompte et de vérifier l’exactitude des données rapportées au niveau des sites sélectionnés ; et  (2) d'examiner la ponctualité, l’exhaustivité et la disponibilité des rapports.

		CONTENU

		Ce Protocole de Vérification des Données se rapporte à l’indicateur: Nombre de personnes atteintes de paludisme non compliqué ou Sévère et qui reçoivent un traitement antipaludéen (TCA/non-TCA).   En effet, du fait qu’il peut y avoir de grandes différences entre les types d’indicateurs et les sites de prestation de service –ex les sites sanitaires (cliniques) et les sites communautaires, l’EQD inclut des Protocoles d'indicateurs spécifiques  avec des défis d'informations précises et de qualité des données relatifs à l’indicateur (ex, le risque de double décompte).Cette information est incorporée dans les 5 étapes du protocole, qui sont soulignées ci-dessous. 

Le protocole commence par une description du (des) service (s) associé à l’indicateur pour orienter l’Equipe de vérification vers le service fourni et ainsi vers ce qui est en cours de “décompte” pour évaluer l’indicateur. Ceci va contribuer à orienter l’Equipe de vérification vers les documents sources appropriés, qui peuvent être très différents pour divers indicateurs (ex: les dossiers des patients, les rapports de laboratoire, rapports de formation, etc.).

La vérification des données se déroule en deux phases :

(1) Des vérifications approfondies au niveau des Points de Prestation de Services (PPS), et
(2) Des vérifications de suivi auprès des Niveaux Intermédiaires de Cumul concernés (NIC) et au niveau de l'Unité de S&E du Programme/projet.. 
  
Typiquement, les programmes auront un système d'information à 3 niveaux, en d’autres termes, les données seront acheminées des Points de Prestation de Service (PPS), 
Vers un Niveau de cumul Intermédiaire ( cad, une Région ou un District), et ensuite vers l’Unité de S&E centrale.

Cependant, dans certains pays, les PPS peuvent communiquer les données directement à l’Unité centrale de S&E, sans passer par des Niveaux Intermédiaires de cumul  (NIC).  
Dans d’autres pays, il peut y avoir deux (ou davantage) NIC avec des données en cours de cumul, par exemple,
au niveau du District et ensuite au Niveau Territorial avant d’atteindre l’Unité centrale de S&E. Dans de tels cas (cad, un système d'information à 2 ou 4 niveaux), Le protocole de Vérification des Données devra être adapté (tel qu’expliqué ci-dessous).

		Modifier le contenu du Modèle Excel
Les Modèles Excel devraient être modifiés minutieusement. Pour permettre l’ajout sélectif et le retrait d’onglets pour les différents sites et Niveaux dans lesquels les modèles ont été programmés en Langage de Script (Langage de Script pour les Applications) 
Des modifications au niveau des feuilles de calcul peuvent perturber la Programmation et rendre le modèle inexploitable.
Cependant, il est possible d’effectuer certains changements qui vont rendre le modèle plus utile durant l’EQD, et plus descriptif du système d’information.
Par exemple, Des recoupements et des vérifications inopinées supplémentaires peuvent être ajoutés aux feuilles de calcul individuelles à condition qu’ils soient ajoutés au bas de la feuille de calcul.
Veuillez ne pas 'insérer' de lignes ni de colonnes au milieu de la feuille puisque ceci pourrait modifier le calcul de certains indicateurs de la performance.
D’autres ajouts  peuvent également être faits au bas de la feuille de calcul. 

Dans les quatre sites intermédiaires de cumul un maximum de six sites de prestation de services peut être sélectionné (cad 24 sites) de sorte qu'il est improbable qu'il soit nécessaire d'ajouter des points de prestation ou sites intermédiaires à la "Page Information". Il suffit de sélectionner le nombre souhaité pour  chacun d'entre eux, à partir des menus déroulants sur la “Page de garde”. Ces sélections peuvent être modifiées plus tard, si nécessaire.  

Il est acceptable de renommer les onglets de la feuille de programmation selon le besoin.

Les feuilles de calcul sont protégées pour parer aux modifications du contenu par mégarde. Pour modifier le contenu des cellules, désactiver la protection des feuilles en sélectionnant 'Protection' à partir du menu déroulant Outils. Puis sélectionner  'Désactiver la protection'.  N’oubliez pas de réactiver la protection de la feuille après avoir effectué les modifications.

		INSTRUCTIONS AUX VERIFICATEURS POUR L'UTILISATION DU PROTOCOLE

		Points de Prestation de Services – 5 Types de  Vérification des Données

La première étape de la vérification des données a lieu au niveau des Points de Prestation de Services. Il y a cinq types de modèles d'étapes de vérification des données qui peuvent être mises en oeuvre à ce niveau:

1 - Description:  Décrire le rapport entre la fourniture de services/produits et le remplissage du document source qui enregistre cette prestation de service.

2 - Revue documentaire:  Passer en revue la disponibilité et l'exhaustivité de tous les documents sources des indicateur pour la période de diffusion de rapport définie.

3 - Suvi et Vérification :  Procéder au suivi et à la vérification des chiffres communiqués: (1) refaire le décompte des chiffres communiqués à partir des documents source disponibles, (2) Comparer les chiffres vérifiés à ceux communiqués par le site, (3) Identifier les causes des différences. 

4 -  Recoupement:  Procéder à des “recoupements” des totaux vérifiés du rapport  avec d’autres sources de données par exemple (inventaires, rapports de laboratoire,registres, etc)..

5 - Contrôles Inopinés :  Procéder à des “contrôles ponctuels” pour vérifier la fourniture réelle de services ou de produits aux populations cibles.

		Niveaux Intermédiaires de cumulation (NIC) et Unité Centrale de S&E -2 Types de Vérifications des Données 
Le second niveau de vérification des données a lieu aux Niveaux Intermédiaires de Cumul (ex, Districts, Régions) et de l’Unité de S&E du Programme/projet. 

1 - Revue documentaire : Vérifier la disponibilité, la ponctualité, et l'exhaustivité des rapports attendus des Sites de prestation de Services pour la période de rapport définie.

2 - Suvi et Vérification :  Procéder au suivre et à la vérification des nombre communiqués: (1) Cumuler à nouveau les nombres communiqués par les Points de Prestation de Services, (2) Comparer les décomptes vérifiés au nombres communiqués au niveau suivant (ex, l’Unité Centrale de S&E ), (3) Identifier les causes de différences.

		Instructions pour un système d'information à "2" ou "4" niveaux:

Sélection des Niveaux et des Sites
 Protocole 2 :  Le modèle Excel de Vérification des Données est conçu pour suivre la méthodologie d'échantillonnage de l’EQD relative à la sélection des niveaux intermédiaires de cumul et des Sites de Prestation de Service. Sur l’onglet "PAGE DE GARDE" , l’Equipe de Vérification peut sélectionner le nombre de Sites Intermédiaires de Cumul et le nombre de Sites de Prestation de Services qui renseigne chaque Site Intermédiaire de Cumul , selon le niveau de compréhension de l'organisation commanditaire de l'EQD.  Dans le cas où il y’a plus, ou moins, d’un niveau intermédiaire de transmission de données, du niveau de prestation de service au niveau national national, les nombres de sites et niveaux intermédiaires nécessaires par niveau peuvent être sélectionnés. Sélectionner d'abord le nombre de niveaux intermédiaire de cumul (ex région ou district) . Si les données transitent par la région autant que par le district, sélectionner deux niveaux. Si les données transitent uniquement par le district avant d’être envoyées au niveau national, sélectionner un niveau. Dans certains pays les données sont transmises directement du point de prestation de service au  niveau national. Dans ce cas, sélectionner zéro niveaux intermédiaires .  
 Ensuite sélectionner le nombre de sites au sein de chaque niveau intermédiaire
La méthode de prélèvement la plus probable requiert la sélection aléatoire de trois grappes (sites intermédiaires)  et trois Sites de Prestation dans chaque grappe.
Dans le cas de deux niveaux intermédiaires, la méthode de prélèvement sera probablement de deux grappes régionales, avec deux grappes de district dans chaque région .
Ensuite deux points de prestation de services seront sélectionnés au sein de chaque grappe de district pour un total de 8 sites de Collecte. Il peut s'avérer nécessaire d'apporter des modifications à cette méthode de prélèvement du fait de contraintes de temps, de distance et de ressources. Tous les changements apportées à la méthodologie devraient faire l'objet d'un accord avec l'Organisation Commanditaire de l’EQD avant les visites de terrain.

		Instructions pour remplir les colonnes de la liste de controle:

Une liste de questions apparaît à gauche sur chaque feuille de calcul (colonne B).  L'Equipe de vérification devra lire chaque question (déclaration) et remplir les colonnes C/D, E, F et G . La colonne C a un menu déroulant (au coin inférieur droit) pour chaque question avec des catégories de réponse: "Oui - entièrement", "En partie", "Non - "pas du tout" et "N/C".(non concerné). La colonne D devra être utilisée pour saisir des chiffres ou des pourcentages ( qui seront utilisés dans les calculs). La Colonne E est destinée aux notes du vérificateur, la colonne F devra être remplie avec "Oui" si l’Equipe de Vérification pense que les qproblèmes soulevés par la réponse à une question (déclaration) sont suffisants pour requérir une "Note de Recommandation au Programme/projet.

		RESULTATS ATTENDUS

		Sur la base de toutes les réponses aux questions, le Récapitulatif de statistiques suivant sera produit :

- Exactitude des Données communiquées à travers le calcul des facteurs de vérification générés à partir de l’exercice du décompte à nouveau fait à chaque niveau du système d'information (cad, pour les indicateurs sélectionnés, la comparaison du pourcentage des chiffres communiqués aux chiffres vérifiés); 

- Disponibilité, exhaustivité et Ponctualité des Rapports à travers des pourcentages calculés au(x) Niveau (x) de cumul intermédiaire et de l’Unité de S&E.

		Interprétation des Résultats:

La modélisation mathématique de la technique de prélèvement en grappe à deux niveaux utilisée par l’EQD a déterminé que la précision des estimations du facteur de vérification pour les données de couverture vaccinale est trop faible pour une utilisation pratique au niveau national. Dans les simulations, Woodard et ses collègues (1) ont trouvé que jusqu'à 30 districts devraient être échantillonnés pour atteindre une précision de près de 10%. Etant donné l’investissement en temps, en personnel et en ressources financières nécessaires pour la visite de 30 districts, le calcul d’un facteur de vérification national précis est improbable .  

Ceci dit, il est possible d’avoir une idée de la qualité globale des données dans un Programme/projet sans compter sur l’estimation nationale des VF. Les aspects qualitatifs de l’EQD sont appropriés pour déterminer les forces et les faiblesses d’un système d'information donné. Par exemple, si les définitions de l’indicateur sont mal comprises dans la majorité d’un échantillon de sites représentatifs, il est fort probable que les définitions de l’indicateur soient également mal comprises dans les districts non prélevés.  Le décompte à nouveau des indicateurs et la comparaison avec les valeurs communiquées pour un échantillon de sites est autant approprié, en général, pour déterminer si la qualité des données est bonne, médiocre ou mauvaise, même sans L’avantage d’une estimation nationale précise. Les rapports manquants ou les grands écarts entre les résultats comptés à nouveau et transmis dans un petit nombre de sites sont un signe d'écarts similaires ailleurs.   
  

Tout compte fait, le facteur de vérification national devrait être interprété avec prudence. Pour les besoins de vérification de la qualité des données il devra être utilisé comme une indication de qualité des données (ou d'absence de qualité des données), plutôt qu'une mesure exacte. 
   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA)
  Ann Epidemiol  2007;17:628–633.





Description de Service

		DESCRIPTION DU SERVICE  (Protocole 2 – Vérification des Données)

		Contexte

 Le paludisme est causé par la piqûre d’un moustique anophèle femelle infecte. Il est du à une infection des érythrocytes causée par des parasites protozoaires de genre plasmodium. Quatre espèces de Plasmodium – P falciparum, P vivax, P ovale et P malaria infectent les êtres humains.

Les premiers symptômes du paludisme sont similaires à ceux d’un virus mineur, et il peut s’accompagner de céphalées, de fatigue, de malaise abdominal, de douleurs musculaires et articulaires. Si un traitement efficace et rapide est prescrit à ce stade, le taux de létalité est bas (0,1% pour P falciparum). Un traitement retardé ou le recours à un traitement inefficace à ce stade peut entraîner un paludisme sévère – qui, s’il n’est pas traité, peut entraîner la mort du patient. Les symptômes du paludisme sévère peuvent être une fièvre, des frissons, une perspiration, une anorexie, des vomissements et des malaises graves.

		Diagnostic du Paludisme

Le paludisme peut recevoir un diagnostic clinique et/ ou un diagnostic parasitologique ou de confirmation des parasites dans le sang. Le diagnostic parasitologique s'effectue par le biais de la microscopie optique et des tests de diagnostic rapide (TDR).   Le diagnostic clinique n’est pas toujours exact puisque le paludisme partage des symptômes avec d’autres maladies, cependant, le diagnostic parasitologique n'est pas disponible dans plusieurs zones.  La décision de prescrire un traitement antipaludéen dans ces cas devrait être basée sur la probabilité d’identifier positivement un cas de paludisme.  Le personnel médical doit évaluer le risque lié au refus de prescrire un traitement antipaludéen à un patient souffrant de paludisme et celui associé au fait de prescrire un traitement antipaludique à un patient non atteint de paludisme

Le diagnostic du paludisme et la phase de début du traitement des cas non compliqués se déroulent généralement au niveau des structures de soins de santé primaires.  Suite au diagnostic, l'agent sanitaire va prescrire au patient une ordonnance et lui donner des instructions sur la manière de prendre les médicaments.  Le patient peut acheter les médicaments soit à la pharmacie de la structure sanitaire soit au niveau d’une pharmacie commerciale 

La plupart des traitements sont suivis à domicile sans surveillance médicale.

		Traitement du Paludisme Non Compliqué

Remarque: Les directives nationales pour le traitement du paludisme peuvent varier entre les pays. Ces directives doivent par conséquent être examinées avant que la vérification des données ne puisse être effectuée.

 L’OMS recommande l'utilisation combinée de deux thérapies antipaludéens: Les thérapies combinées sur la base d’artémisinine (TCA) et les thérapies sans artémisinine.  Les tests récents ont montré que les TCA sont efficaces à plus de 90% avec un niveau de guérison du paludisme au bout de trois jours, particulièrement pour le P falciparum résistant à la chloroquine. Pour cette raison l’OMS a recommandé un passsage aux ACT dans tous les pays où le parasite du paludisme a développé une résistance aux traitements à base de chloroquine.

		Therapie combinée à base d’artémisinine (TCA)

Dans le traitement TCA, le médicament Artémisinine est utilisé pour traiter le paludisme à souches  multi-résistantes de P falciparum .  Pour  vanter l’efficacité du traitement, des dérivés semisynthétiques de l’Artémisinine, dont l’Artémether et l’Artésunate, sont souvent utilisés.   L’Artémisinine est également associé à la Luméfantrine   

Les TCA suivants sont actuellement recommandés par l’OMS:

Artémether – Lumféantrine       Deux fois par jour pendant 3 jours
Artésunate + Amodiaquinine     Une fois par jour pendant 3 jours
Artésunate + Mefloquine Artésunate   une fois par jour pendant 3 jours et la méfloquine dministrée pendant plus de 2 ou 3 jours
Artésunate +  Sulfadoxine – Pyrimethamine Artesunate      Administrée une fois par jour pendant 3 jours et une  dose unique de  sulfadoxine-pyrimethamine  le 1er jour
Remarque: le dosage  dépendra de l’âge du patient et, dans le cas de  l’artemether-lumefantrine, également  du poids corporel

Remarque: l'amodiaquine + sulfadoxine – pyrimethamine peut être considéré comme une option provisoire lorsque les TCA ne sont pas disponibles, à condition que leur efficacité  soit élevée.

		Thérapie combinée sans artémisinine:

Les TC sans Artemisinine comprennent le sulfadoxine – de la pryrimethamine associée à de la chloroquine (SP+CQ) ou de l’amodiaquine (SP+CQ). Toutefois, les hauts niveaux de résistance qui prévalent ont compromis l’efficacité de ces combinaisons.

Traitement du Paludisme sévère

Le paludisme sévère constitue une urgence médicale.   Un patient souffrant de paludisme sévère devra être hospitalisé parce que le traitement s'effectue soit par injection intraveineuse ou intramusculaire.  Deux catégories de médicaments sont actuellement disponibles pour le traitement du paludisme sévère : Les alcaloïdes du quinquina (quinine et quinidine) et les dérivés de l’artémisinine (artesunate, arthemeser et artemotil).

		Services d’Approche Communautaire

Dans certains endroits, les structures sanitaires utilisent des équipes mobiles pour procurer des services d’approche communautaire, dont l’identification des cas de paludisme et la prescription d’un traitement. L’équipe mobile peut orienter un patient souffrant du paludisme vers une structure proche pour un traitement où peut lui administrer des médicaments au cours du travail de proximité.  Dans d’autres cas, les agents sanitaires locaux fournissent des services communautaires liés au paludisme, cad détection de cas, traitement, orientation et assistance. Ces agents sanitaires doivent rendre compte de leurs activités à l’organisation chargée de la gestion du service de proximité 

Source: OMS.  2006.  Directives Pour le Traitement du Paludisme  Genève:  OMS.
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		GENERALITES POUR LE REMPLISSAGE DU PROTOCOLE DES DONNEES DE 
L’ INDICATEUR DU SUIVI ET DE LA VERIFICATION

		Nom de l’Organisation d'exécution de l'AQD

		Pays

		Aire du programme 

		Indicateur(s)

		Numéro(s) de la Subvention(s)

		Unité de Gestion du S&E au Niveau Central

		Nom du Site																Date de la vérification

		1-

		Sites Intermédiaires de Compilation (SIC) Regionales

		Name of Site																Date of Audit

		1

		2

		Sites Intermédiaires de Compilation (SIC) de Districts

		Nom du Site																Date de la vérification

		1.1

		1.2

		1.3

		1.4

		2.1

		2.2

		2.3

		2.4

		Points de Prestation de Services  (PPS)

		Nom du Site																Date de la vérification

		1.1.1

		1.1.2

		1.1.3

		1.1.4

		1.1.5

		1.2.1

		1.2.2

		1.2.3

		1.2.4

		1.2.5

		1.3.1

		1.3.2

		1.3.3

		1.3.4

		1.3.5

		1.4.1

		1.4.2

		1.4.3

		1.4.4

		1.4.5

		2.1.1

		2.1.2

		2.1.3

		2.1.4

		2.1.5

		2.2.1

		2.2.2

		2.2.3

		2.2.4

		2.2.5

		2.3.1

		2.3.2

		2.3.3

		2.3.4

		2.3.5

		2.4.1

		2.4.2

		2.4.3

		2.4.4

		2.4.5
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		GENERALITES POUR LE REMPLISSAGE DU PROTOCOLE DES DONNEES DE 
L’ INDICATEUR DU SUIVI ET DE LA VERIFICATION

		Nom de l’Organisation d'exécution de l'AQD

		Pays

		Aire du programme 

		Indicateur(s)

		Numéro(s) de la Subvention(s)

		Unité de Gestion du S&E au Niveau Central

		Nom du Site																Date de la vérification

		1-

		Sites Intermédiaires de Compilation (SIC)

		Nom du Site																Date de la vérification

		1

		2

		3

		4

		Points de Prestation de Services  (PPS)

		Nom du Site																Date de la vérification

		1.1

		1.2

		1.3

		1.4

		1.5

		2.1

		2.2

		2.3

		2.4

		2.5

		3.1

		3.2

		3.3

		3.4

		3.5

		4.1

		4.2

		4.3

		4.4

		4.5

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10





Unité de S&E_2SIC

		Unité de S&E (Protocole 2 - Vérification des données).

		Nombre de personnes souffrant de paludisme non compliqué ou sévère et qui recoivent un 
traitement antipaludéen (TCA/non-TCA)

		Remarque pour l'Equipe de vérification :    L'objectif de l'analyse du suivi et de la vérification des données au niveau de l' Unité de S&E est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les sites régionaux de cumul et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif de l'Unité S&E ; et
b. passer en revue tous les rapports reçus des sites régionaux de cumul et vérifier que les rapports sont disponibles, complets et ponctuels.

				UNITE DE S&E :		-								Besoin de Recommandation
(ajouter OUI)

				Période définie des rapports :		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		0.  Système d'Enregistrement et de Communication pour le Traitement du Paludisme

		0		Décrire le système d’enregistrement et d'information relatif au traitement du paludisme (cad de l’enregistrement initial de la distribution d'ITN à une personne, si possible, avec le(s) document(s) source(s) disponible(s), à la communication des chiffres cumulés à l'Unité de S&E ).Veuillez décrire la période à laquelle l'enregistrement du service  a lieu, sous quelle(s) forme(s) ,et par quel(s)  membre(s) du personnel elle est faite.

		1. Cumuler à nouveau les chiffres communiqués par tous les sites régionaux de cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites régionaux de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par l'Unité S & E.

		A) Refaire le décompte des résultats des rapports soumis par les sites régionaux de cumul et comparer les chiffres vérifiés à ceux de l’Unité de S&E.

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par l'Unité de S&E? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul

		Taux de Vérification du Résultat ( Unité de S&E)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B) Copier les résultats des sites régionaux de cumul vérifiés tels qu’observés dans le rapport récapitulatif préparé par l’Unité de S&E.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par l’Unité de S&E pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par l’Unité de S&E ou dans une base de données.

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		C) Identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites régionaux de cumul et ceux enregistrés au niveau de l’Unité de S&E relatifs à ces sites régionaux de cumul.

		1.5		Quelles sont les causes des différences (s’il y en a) observées par l’equipe de vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y en a)

		2.  Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Sites Régionaux de Cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que l’Unité de S&E aurait dû recevoir des sites régionaux de cumul.

		2.1		Combien de rapports aurait dû provenir de tous les sites régionaux de cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu à la date prévue)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Unité de S&E

		Unité de S&E (Protocole 2 - Vérification des données).

		Nombre de personnes souffrant de paludisme non compliqué ou sévère et qui recoivent un 
traitement antipaludéen (TCA/non-TCA)

		Remarque pour l'Equipe de vérification :    L'objectif de l'analyse du suivi et de la vérification des données au niveau de l' Unité de S&E est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif de l'Unité S&E ; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels.

				UNITE DE S&E :		-								Besoin de Recommandation
(ajouter OUI)

				Période définie des rapports :		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		0.  Système d'Enregistrement et de Communication pour le Traitement du Paludisme

		0		Décrire le système d’enregistrement et d'information relatif au traitement du paludisme (cad de l’enregistrement initial de la distribution d'ITN à une personne, si possible, avec le(s) document(s) source(s) disponible(s), à la communication des chiffres cumulés à l'Unité de S&E ).Veuillez décrire la période à laquelle l'enregistrement du service  a lieu, sous quelle(s) forme(s) ,et par quel(s)  membre(s) du personnel elle est faite.

		1. Cumuler à nouveau les chiffres communiqués par tous les sites régionaux de cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par l'Unité S & E.

		A) Refaire le décompte des résultats des rapports soumis par les sites intermédiaires de cumul et comparer les chiffres vérifiés à ceux de l’Unité de S&E.

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par l'Unité de S&E? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul

		Taux de Vérification du Résultat ( Unité de S&E)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A) Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par l’Unité de S&E.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par l’Unité de S&E pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par l’Unité de S&E ou dans une base de données.

		1.3.1		Quel  résultat relatif au Site Intermédiaire de Cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.2		Quel  résultat relatif au Site Intermédiaire de Cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.3		Quel  résultat relatif au Site Intermédiaire de Cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.4		Quel  résultat relatif au Site Intermédiaire de Cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		C) Identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites Intermédiaire de Cumul et ceux enregistrés au niveau de l’Unité de S&E relatifs à ces Sites Intermédiaires de Cumul .

		1.5		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y en a)

		2.  Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Sites Intermédiaires de Cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que l’Unité de S&E aurait dû recevoir des Sites Intermédiaire de Cumul.

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport a été  reçu à la date prévue)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Régional 1

		Niveau Régional de Cumul (Protocole 2 -  Vérification des Données)

		Nombre de personnes souffrant de paludisme non compliqué ou sévère et qui recoivent un 
traitement antipaludéen (TCA/non-TCA)

		Remarque pour l'equipe de vérification : L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site Régional de Cumul est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif  Régional; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site régional de cumul:		-								Besoin de Recommandation
(ajouter OUI)

				Période définie pour les rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		0.  Système d'Enregistrement et de Communication pour le Traitement du Paludisme

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le site régional de cumul

		A)  Refaire le décompte des résultats des rapports soumis par tous les Sites Intermédiaires de cumul et comparer les chiffres vérifiés à ceux des sites régionaux de cumul		Recounting Results

		1.1		Quel résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Régional de Cumul? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Site Régional de Cumul)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A)  Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par le site régional de cumul		Recounting Results

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par le Site Régional de Cumul  pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par le Site Régional de Cumul  ou dans une base de données

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.3		Quel  résultat relatif au site régional de cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.4		Quel  résultat relatif au site régional de cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		B)  identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites intermédiaires de cumul et ceux enregistrés au niveau du cite régional de cumul relatifs à ces cites intermédiaires de cumul

		1.4		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes)

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que le site régional de cumul aurait dû recevoir des sites intermédiaire de cumul

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport pouvait être utilisé dans le rapport récapitulatif préparé par le Site Régional de Cumul)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Intermédiaire 1

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de personnes souffrant de paludisme non compliqué ou sévère et qui recoivent un 
traitement antipaludéen (TCA/non-TCA)

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		0.  Système d'Enregistrement et de Communication pour le Traitement du Paludisme

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 1.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 1.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 1.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 1.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 1.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Site Intermédiaire 2

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de personnes souffrant de paludisme non compliqué ou sévère et qui recoivent un 
traitement antipaludéen (TCA/non-TCA)

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		0.  Système d'Enregistrement et de Communication pour le Traitement du Paludisme

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Site Intermédiaire 3

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de personnes souffrant de paludisme non compliqué ou sévère et qui recoivent un 
traitement antipaludéen (TCA/non-TCA)

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		0.  Système d'Enregistrement et de Communication pour le Traitement du Paludisme

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 3.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 3.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 3.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 3.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 3.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Site Intermédiaire 4

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de personnes souffrant de paludisme non compliqué ou sévère et qui recoivent un 
traitement antipaludéen (TCA/non-TCA)

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		0.  Système d'Enregistrement et de Communication pour le Traitement du Paludisme

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 4.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 4.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 4.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 4.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 4.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Site Régional 2

		Niveau Régional de Cumul (Protocole 2 -  Vérification des Données)

		Nombre de personnes souffrant de paludisme non compliqué ou sévère et qui recoivent un 
traitement antipaludéen (TCA/non-TCA)

		Remarque pour l'equipe de vérification : L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site Régional de Cumul est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif  Régional; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site régional de cumul:		-								Besoin de Recommandation
(ajouter OUI)

				Période définie pour les rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		0.  Système d'Enregistrement et de Communication pour le Traitement du Paludisme

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le site régional de cumul

		A)  Refaire le décompte des résultats des rapports soumis par tous les Sites Intermédiaires de cumul et comparer les chiffres vérifiés à ceux des sites régionaux de cumul		Recounting Results

		1.1		Quel résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Régional de Cumul? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Site Régional de Cumul)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A)  Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par le site régional de cumul		Recounting Results

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par le Site Régional de Cumul  pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par le Site Régional de Cumul  ou dans une base de données

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.3		Quel  résultat relatif au site régional de cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.4		Quel  résultat relatif au site régional de cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		B)  identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites intermédiaires de cumul et ceux enregistrés au niveau du cite régional de cumul relatifs à ces cites intermédiaires de cumul

		1.4		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes)

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que le site régional de cumul aurait dû recevoir des sites intermédiaire de cumul

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport pouvait être utilisé dans le rapport récapitulatif préparé par le Site Régional de Cumul)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Intermédiaire 2.1

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de personnes souffrant de paludisme non compliqué ou sévère et qui recoivent un 
traitement antipaludéen (TCA/non-TCA)

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		0.  Système d'Enregistrement et de Communication pour le Traitement du Paludisme

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.1.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.1.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.1.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.1.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.1.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Site Intermédiaire 2.2

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de personnes souffrant de paludisme non compliqué ou sévère et qui recoivent un 
traitement antipaludéen (TCA/non-TCA)

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		0.  Système d'Enregistrement et de Communication pour le Traitement du Paludisme

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.2.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.2.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.2.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.2.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.2.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Site Intermédiaire 2.3

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de personnes souffrant de paludisme non compliqué ou sévère et qui recoivent un 
traitement antipaludéen (TCA/non-TCA)

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		0.  Système d'Enregistrement et de Communication pour le Traitement du Paludisme

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.3.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.3.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.3.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.3.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.3.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Site Intermédiaire 2.4

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de personnes souffrant de paludisme non compliqué ou sévère et qui recoivent un 
traitement antipaludéen (TCA/non-TCA)

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		0.  Système d'Enregistrement et de Communication pour le Traitement du Paludisme

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.4.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.4.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.4.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.4.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.4.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes atteintes de paludisme sévère ou non compliqué et qui reçoivent un 
traitement antipaludéen (TCA/non-TCA)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifique à l'indicateur pour l' auditeur: Les documents source peuvent être un régistre et/ou le bilan d'un patient. Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du centre pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du centre soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture du traitement antipaludéen (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du service et l'enregistrement du même service dans le document source?

		1.4		Si la fourniture du traitement antipaludéen et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' administrateur principal du site. De plus, l'equipe de vérification devrait demander à l'administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources sont-ils complets, notamment les suivants: (1) l'ID du patient; (2) la date; (3) le régime de traitement

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur: Problèmes de qualité des données: (1) une double-communication peut avoir lieu lorsqu'un patient est transferé par une clinique de soins externe à une clinique de traitement interne; (2) les activités des cliniques ambulatoires en relation avec une structure sanitaire peuvent ne pas être enregistrées/communiquées, entrainant ainsi un défaut d'information; (3) l'adhésion au traitement peut ne pas avoir lieu parce que les médicaments ont été achetés par le patient en dehors de la structure sanitaire et pris à domicile.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-ils celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes enregistrés comme ayant reçu le traitement antipamudéen pendant la période de rapport définie en examinant le document source (ex: fiches de traitement).

		3.2		Copier le nombre de personnes communiqués comme ayant reçu le traitement antipaludéen par le site pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Le recoupement peut être fait en comparant (1) les fiches de Traitement des Patients et le Régistre de Traitement Antipaludéen; et (2) les enregistrements de la Pharmacie et le Régistre de Traitement du Paludisme. Le code du régime dispensé au patient est enregistré dans le Régistre du Traitement du Paludisme. Le nombre exact de patients qui reçoivent chaque régime dans la structure à n'importe quel moment peut être compté par conséquent en examinant le Régistre de Traitement du Paludisme.

		RECOUPEMENT 1.1:  A partir des Fiches de Traitement des Patients jusqu'au Régistre de Traitement du Paludisme. Was this cross check performed?

		4.1		Si cela est faisable, sélectionner 5% des fiches de traitement des Patients (ou au moins 20 fiches) qui actuellement sous traitement. Combien de fiches ont été sélectionnées?

		4.2		Combien d'entre les patients sélectionnés ont été enregistrés dans le Régistre de traitement du paludisme?

		Calculer le % de l'écart pour le recoupement 1,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement de patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  du Régistre de Traitement du paludisme aux fiches de Traitement des Patients. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le Régistre de Traitement du Paludisme (ou au moins 20 patients). Combien de patients ont été sélectionnées?

		4.4		Combien de patients sélectionnés disposaient de fiches de traitement du Paludisme?

		Calculer le % de l'écart pour le recoupement 1,2

Si la différence est en deçà de 90%, selectionner un autre 5% des Enregistrements de Traitement du Paludisme (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des fiches de Traitement des Patients aux enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des fiches de traitement des patients (ou au moins 20 fiches). Identifier le régime des médicament de traitement du Paludisme prescrits. Combien de fiches ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments pour le traitement du Paludisme ont été délivrés au patient.

		Calculer le % de l'écart pour le recoupement 2,1

Si la différence est en deçà de 90%, selectionner un autre 5% de fiches de traitement des patients (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux fiches de traitement des patients. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu le traitement contre le paludisme. Combien de patients ont été sélectionnées?

		4.8		Vérifier les fiches de traitement des Patients. Combien d'enregistrements de la pharmacie sont conformes au régime des médicament de traitement contre le paludisme prescrits sur les fiches de traitement?

		Calculer le % de l'écart pour le recoupement 2,2

Si la différence est en deçà de 90%, selectionner un autre 5% d'enregistrements de la pharmacie (ou au moins 20 fiches supplémentaires) et refaire le calcul (Ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





TABLEAU SOMMAIRE_2SIC

		Statistiques Sommaires de l'Audit de Verification de Données

										Étape 1						Étape 2						Étape  3		Étape  4

		TABLEAU SOMMAIRE de Tracage et Verification								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I								II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Comptes vérifiés aux sites apurés		Compte rapporté aux sites apurés		Facteurs de vérification de district - site et non ajustés		Compte rapporté observé de tous les sites du district		Compte rapporté du district à l'unité de S&E (niveau national)		Facteur d'ajustement Rdi/Rni		Facteurs de vérification ajustés de district		District         VF (Weight)		Weighted Regional Level Verification Factors		Region
VF Weight		Facteur de verification total		% de rapports disponibles		% de rapports reçues à l'heure		% de rapports complets		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		limite inférieure de confiance de 95%		limite supérieure de confiance de 95%		number of districts		Degrees of freedom t-distribution

		Unité de Suivi et Évaluation																																																				df		P(2-tailed) = 0.025

		-		-						0.00		0.00		-										0.00				0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Sites Intermédiares d'Agégation et Prestation de Service																																																				2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-				3.00		3.18

		1.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-																4.00		2.78

		1.1.1		-						0.00		0.00		-																																								5.00		2.57

		1.1.2		-						0.00		0.00		-

		1.1.3		-						0.00		0.00		-

		1.1.4		-						0.00		0.00		-

		1.1.5		-						0.00		0.00		-

		1.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.2.1		-						0.00		0.00		-

		1.2.2		-						0.00		0.00		-

		1.2.3		-						0.00		0.00		-

		1.2.4		-						0.00		0.00		-

		1.2.5		-						0.00		0.00		-

		1.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.3.1		-						0.00		0.00		-

		1.3.2		-						0.00		0.00		-

		1.3.3		-						0.00		0.00		-

		1.3.4		-						0.00		0.00		-

		1.3.5		-						0.00		0.00		-

		1.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.4.1		-						0.00		0.00		-

		1.4.2		-						0.00		0.00		-

		1.4.3		-						0.00		0.00		-

		1.4.4		-						0.00		0.00		-

		1.4.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-

		2.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.1.1		-						0.00		0.00		-

		2.1.2		-						0.00		0.00		-

		2.1.3		-						0.00		0.00		-

		2.1.4		-						0.00		0.00		-

		2.1.5		-						0.00		0.00		-

		2.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.2.1		-						0.00		0.00		-

		2.2.2		-						0.00		0.00		-

		2.2.3		-						0.00		0.00		-

		2.2.4		-						0.00		0.00		-

		2.2.5		-						0.00		0.00		-

		2.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.3.1		-						0.00		0.00		-

		2.3.2		-						0.00		0.00		-

		2.3.3		-						0.00		0.00		-

		2.3.4		-						0.00		0.00		-

		2.3.5		-						0.00		0.00		-

		2.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.4.1		-						0.00		0.00		-

		2.4.2		-						0.00		0.00		-

		2.4.3		-						0.00		0.00		-

		2.4.4		-						0.00		0.00		-

		2.4.5		-						0.00		0.00		-





TABLEAU SOMMAIRE

		Statistiques Sommaires de l'Audit de Verification de Données

										Étape 1						Étape 2						Étape 3		Étape 4

		TABLEAU SOMMAIRE de Tracage et Verification								Facteur 1		Facteur 2		Facteur 1/ Facteur 2		Facteur 3		Facteur 4		Facteur 3/ Facteur 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Comptes vérifiés aux sites apurés		Compte rapporté aux sites apurés		Facteurs de vérification de district - site et non ajustés		Compte rapporté observé de tous les sites du district		Compte rapporté du district à l'unité de S&E (niveau national)		Facteur d'ajustement Rdi/Rni		Facteurs de vérification ajustés de district		VF (Weight)		Facteur de verification total		% de rapports disponibles		% de rapports reçues à l'heure		% de rapports complets		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		limite inférieure de confiance de 95%		limite supérieure de confiance de 95%		number of districts		Degrees of freedom t-distribution

		Unité de Suivi et Évaluation																																																df		P(2-tailed) = 0.025

		-		-						0.00		0.00												0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Sites Intermédiares d'Agégation et Prestation de Service																																																2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-																3.00		3.18

		1.1		-						0.00		0.00		-																																				4.00		2.78

		1.2		-						0.00		0.00		-																																				5.00		2.57

		1.3		-						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						0.00		0.00		-

		2.2		-						0.00		0.00		-

		2.3		-						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

				Sites de Prestation de Services						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-





Summary_Statistics_No IAS

		DQA Summary Statistics (no Intermediate Aggregation Sites)
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		Statistiques Sommaires de l'AQD
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																												0		0		0		0		0		0

																												1		1		1		1		1		1

																												2		2		2		2		2		2

																												3		3		3		3		0		3

		Outil d’Audit de la Qualité des Données (AQD)																										4		4		4		4				4

								Protocole 2:  Vérification des Données																				0		5		5		0				5

						- Nombre de MI (Moustiquaires Imprégnées) Distribuées-																						0		6		6						0

						Nombre de niveaux intermédiaires de cumul																								0		7

						Nombre de sites de plus haut niveau intermédiaire de cumul (ex régional)																										8

						Nombre de sites intermédiaire de cumul (SIC)																										9

						Nombre de points de prestation de services (par SIC)																										10

						Réinitialiser l'Enquête																										11

		version 1: mai 2009																														12

		Remarques Importantes pour l'utilisation de ce tableur:																														0

		1.  Pour utiliser les outils d'évaluation de la qualité des données vous devrez vous assurer votre 'macro sécurité' est paramétré à un niveau inférieur à 'élevé'.  Avec le tableur ouvert, aller à ‘Outils’, ouvrir le menu et sélectionner ‘Macro’, ensuite ‘Sécurité’ .  Sélectionner ‘moyen’.  Fermer Excel et ré ouvrir le fichier.  A la prochaine ouverture du fichier vous devrez sélectionner ‘Activer les Macros’ pour que l’application fonctionne comme prévu.

		2.  Sur la PAGE DE GARDE (page actuelle), veuillez sélectionner le nombre de niveaux intermédiaires de cumul (à partir du menu déroulant) à travers lesquels les données sont communiquées des points de prestation de services au niveau national.  Sélectionner ensuite le nombre de sites intermédiaires de cumul prélevés (SIC) à partir du menu déroulant suivant. Les SIC sont l'unité sanitaire spécifique du Ministère de la santé au niveau du district.  Ensuite, saisir le nombre de points de prestation de services prélevés (PPS), par exemple les institutions ou unités sanitaires, qui communiquent à chaque site intermédiaire.  Si vous avez un nombre inégal de PPS par district, sélectionner le nombre correspondant au plus grand nombre de PPS prélevé dans un district échantillon.  Si le PPS transmet directement au niveau national, sélectionner ‘0’ à partir du menu déroulant de l’IDS.  Ensuite sélectionner le nombre de PPS dans l’échantillon.  Voir la page INSTRUCTIONS pour plus de détails.

		3.  Veuillez saisir les noms de la structure sanitaire, ou du site,  dans la feuille intitulée ‘Page d’Information’.  Ces noms vont alors automatiquement occuper les les  masques de saisie concernés dans le tableur et aider à garantir une évaluation bien organisée et une bonne qualité des données.
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INSTRUCTIONS

		INSTRUCTIONS (Protocole 2 - Vérification des Données)

		Remarque:  L’Equipe de Vérification devrait lire le document intitulé  "Evaluation de la Qualité des Données:  Directives pour l’exécution " en plus de ces instructions préalables à la gestion de ce protocole.

		OBJECTIF

		L’objectif de ce protocole est (1) de refaire le décompte et de vérifier l’exactitude des données rapportées au niveau des sites sélectionnés ; et  (2) d'examiner la ponctualité, l’exhaustivité et la disponibilité des rapports.

		CONTENU

		Ce Protocole de Vérification des Données se rapporte à l’indicateur: Le Nombre de MI distribués.  En effet, du fait qu’il peut y avoir de grandes différences entre les types d’indicateurs et les sites de prestation de service –ex les sites sanitaires (cliniques) et les sites communautaires, l’EQD inclut des Protocoles d'indicateurs spécifiques  avec des défis d'informations précises et de qualité des données relatifs à l’indicateur (ex, le risque de double décompte).Cette information est incorporée dans les 5 étapes du protocole, qui sont soulignées ci-dessous. 

Le protocole commence par une description du (des) service (s) associé à l’indicateur pour orienter l’Equipe de vérification vers le service fourni et ainsi vers ce qui est en cours de “décompte” pour évaluer l’indicateur. Ceci va contribuer à orienter l’Equipe de vérification vers les documents sources appropriés, qui peuvent être très différents pour divers indicateurs (ex: les dossiers des patients, les rapports de laboratoire, rapports de formation, etc.).

La vérification des données se déroule en deux phases :

(1) Des vérifications approfondies au niveau des Points de Prestation de Services (PPS), et
(2) Des vérifications de suivi auprès des Niveaux Intermédiaires de Cumul concernés (NIC) et au niveau de l'Unité de S&E du Programme/projet.. 
  
Typiquement, les programmes auront un système d'information à 3 niveaux, en d’autres termes, les données seront acheminées des Points de Prestation de Service (PPS), 
Vers un Niveau de cumul Intermédiaire ( cad, une Région ou un District), et ensuite vers l’Unité de S&E centrale.

Cependant, dans certains pays, les PPS peuvent communiquer les données directement à l’Unité centrale de S&E, sans passer par des Niveaux Intermédiaires de cumul  (NIC).  
Dans d’autres pays, il peut y avoir deux (ou davantage) NIC avec des données en cours de cumul, par exemple,
au niveau du District et ensuite au Niveau Territorial avant d’atteindre l’Unité centrale de S&E. Dans de tels cas (cad, un système d'information à 2 ou 4 niveaux), Le protocole de Vérification des Données devra être adapté (tel qu’expliqué ci-dessous).

		Modifier le contenu du Modèle Excel
Les Modèles Excel devraient être modifiés minutieusement. Pour permettre l’ajout sélectif et le retrait d’onglets pour les différents sites et Niveaux dans lesquels les modèles ont été programmés en Langage de Script (Langage de Script pour les Applications) 
Des modifications au niveau des feuilles de calcul peuvent perturber la Programmation et rendre le modèle inexploitable.
Cependant, il est possible d’effectuer certains changements qui vont rendre le modèle plus utile durant l’EQD, et plus descriptif du système d’information.
Par exemple, Des recoupements et des vérifications inopinées supplémentaires peuvent être ajoutés aux feuilles de calcul individuelles à condition qu’ils soient ajoutés au bas de la feuille de calcul.
Veuillez ne pas 'insérer' de lignes ni de colonnes au milieu de la feuille puisque ceci pourrait modifier le calcul de certains indicateurs de la performance.
D’autres ajouts  peuvent également être faits au bas de la feuille de calcul. 

Dans les quatre sites intermédiaires de cumul un maximum de six sites de prestation de services peut être sélectionné (cad 24 sites) de sorte qu'il est improbable qu'il soit nécessaire d'ajouter des points de prestation ou sites intermédiaires à la "Page Information". Il suffit de sélectionner le nombre souhaité pour  chacun d'entre eux, à partir des menus déroulants sur la “Page de garde”. Ces sélections peuvent être modifiées plus tard, si nécessaire.  

Il est acceptable de renommer les onglets de la feuille de programmation selon le besoin.

Les feuilles de calcul sont protégées pour parer aux modifications du contenu par mégarde. Pour modifier le contenu des cellules, désactiver la protection des feuilles en sélectionnant 'Protection' à partir du menu déroulant Outils. Puis sélectionner  'Désactiver la protection'.  N’oubliez pas de réactiver la protection de la feuille après avoir effectué les modifications.

		INSTRUCTIONS AUX VERIFICATEURS POUR L'UTILISATION DU PROTOCOLE

		Points de Prestation de Services – 5 Types de  Vérification des Données

La première étape de la vérification des données a lieu au niveau des Points de Prestation de Services. Il y a cinq types de modèles d'étapes de vérification des données qui peuvent être mises en oeuvre à ce niveau:

1 - Description:  Décrire le rapport entre la fourniture de services/produits et le remplissage du document source qui enregistre cette prestation de service.

2 - Revue documentaire:  Passer en revue la disponibilité et l'exhaustivité de tous les documents sources des indicateur pour la période de diffusion de rapport définie.

3 - Suvi et Vérification :  Procéder au suivi et à la vérification des chiffres communiqués: (1) refaire le décompte des chiffres communiqués à partir des documents source disponibles, (2) Comparer les chiffres vérifiés à ceux communiqués par le site, (3) Identifier les causes des différences. 

4 -  Recoupement:  Procéder à des “recoupements” des totaux vérifiés du rapport  avec d’autres sources de données par exemple (inventaires, rapports de laboratoire,registres, etc)..

5 - Contrôles Inopinés :  Procéder à des “contrôles ponctuels” pour vérifier la fourniture réelle de services ou de produits aux populations cibles.

		Niveaux Intermédiaires de cumulation (NIC) et Unité Centrale de S&E -2 Types de Vérifications des Données 
Le second niveau de vérification des données a lieu aux Niveaux Intermédiaires de Cumul (ex, Districts, Régions) et de l’Unité de S&E du Programme/projet. 

1 - Revue documentaire : Vérifier la disponibilité, la ponctualité, et l'exhaustivité des rapports attendus des Sites de prestation de Services pour la période de rapport définie.

2 - Suvi et Vérification :  Procéder au suivre et à la vérification des nombre communiqués: (1) Cumuler à nouveau les nombres communiqués par les Points de Prestation de Services, (2) Comparer les décomptes vérifiés au nombres communiqués au niveau suivant (ex, l’Unité Centrale de S&E ), (3) Identifier les causes de différences.

		Instructions pour un système d'information à "2" ou "4" niveaux:

Sélection des Niveaux et des Sites
 Protocole 2 :  Le modèle Excel de Vérification des Données est conçu pour suivre la méthodologie d'échantillonnage de l’EQD relative à la sélection des niveaux intermédiaires de cumul et des Sites de Prestation de Service. Sur l’onglet "PAGE DE GARDE" , l’Equipe de Vérification peut sélectionner le nombre de Sites Intermédiaires de Cumul et le nombre de Sites de Prestation de Services qui renseigne chaque Site Intermédiaire de Cumul , selon le niveau de compréhension de l'organisation commanditaire de l'EQD.  Dans le cas où il y’a plus, ou moins, d’un niveau intermédiaire de transmission de données, du niveau de prestation de service au niveau national national, les nombres de sites et niveaux intermédiaires nécessaires par niveau peuvent être sélectionnés. Sélectionner d'abord le nombre de niveaux intermédiaire de cumul (ex région ou district) . Si les données transitent par la région autant que par le district, sélectionner deux niveaux. Si les données transitent uniquement par le district avant d’être envoyées au niveau national, sélectionner un niveau. Dans certains pays les données sont transmises directement du point de prestation de service au  niveau national. Dans ce cas, sélectionner zéro niveaux intermédiaires .  
 Ensuite sélectionner le nombre de sites au sein de chaque niveau intermédiaire
La méthode de prélèvement la plus probable requiert la sélection aléatoire de trois grappes (sites intermédiaires)  et trois Sites de Prestation dans chaque grappe.
Dans le cas de deux niveaux intermédiaires, la méthode de prélèvement sera probablement de deux grappes régionales, avec deux grappes de district dans chaque région .
Ensuite deux points de prestation de services seront sélectionnés au sein de chaque grappe de district pour un total de 8 sites de Collecte. Il peut s'avérer nécessaire d'apporter des modifications à cette méthode de prélèvement du fait de contraintes de temps, de distance et de ressources. Tous les changements apportées à la méthodologie devraient faire l'objet d'un accord avec l'Organisation Commanditaire de l’EQD avant les visites de terrain.

		Instructions pour remplir les colonnes de la liste de controle:

Une liste de questions apparaît à gauche sur chaque feuille de calcul (colonne B).  L'Equipe de vérification devra lire chaque question (déclaration) et remplir les colonnes C/D, E, F et G . La colonne C a un menu déroulant (au coin inférieur droit) pour chaque question avec des catégories de réponse: "Oui - entièrement", "En partie", "Non - "pas du tout" et "N/C".(non concerné). La colonne D devra être utilisée pour saisir des chiffres ou des pourcentages ( qui seront utilisés dans les calculs). La Colonne E est destinée aux notes du vérificateur, la colonne F devra être remplie avec "Oui" si l’Equipe de Vérification pense que les qproblèmes soulevés par la réponse à une question (déclaration) sont suffisants pour requérir une "Note de Recommandation au Programme/projet.

		RESULTATS ATTENDUS

		Sur la base de toutes les réponses aux questions, le Récapitulatif de statistiques suivant sera produit :

- Exactitude des Données communiquées à travers le calcul des facteurs de vérification générés à partir de l’exercice du décompte à nouveau fait à chaque niveau du système d'information (cad, pour les indicateurs sélectionnés, la comparaison du pourcentage des chiffres communiqués aux chiffres vérifiés); 

- Disponibilité, exhaustivité et Ponctualité des Rapports à travers des pourcentages calculés au(x) Niveau (x) de cumul intermédiaire et de l’Unité de S&E.

		Interprétation des Résultats:

La modélisation mathématique de la technique de prélèvement en grappe à deux niveaux utilisée par l’EQD a déterminé que la précision des estimations du facteur de vérification pour les données de couverture vaccinale est trop faible pour une utilisation pratique au niveau national. Dans les simulations, Woodard et ses collègues (1) ont trouvé que jusqu'à 30 districts devraient être échantillonnés pour atteindre une précision de près de 10%. Etant donné l’investissement en temps, en personnel et en ressources financières nécessaires pour la visite de 30 districts, le calcul d’un facteur de vérification national précis est improbable .  

Ceci dit, il est possible d’avoir une idée de la qualité globale des données dans un Programme/projet sans compter sur l’estimation nationale des VF. Les aspects qualitatifs de l’EQD sont appropriés pour déterminer les forces et les faiblesses d’un système d'information donné. Par exemple, si les définitions de l’indicateur sont mal comprises dans la majorité d’un échantillon de sites représentatifs, il est fort probable que les définitions de l’indicateur soient également mal comprises dans les districts non prélevés.  Le décompte à nouveau des indicateurs et la comparaison avec les valeurs communiquées pour un échantillon de sites est autant approprié, en général, pour déterminer si la qualité des données est bonne, médiocre ou mauvaise, même sans L’avantage d’une estimation nationale précise. Les rapports manquants ou les grands écarts entre les résultats comptés à nouveau et transmis dans un petit nombre de sites sont un signe d'écarts similaires ailleurs.   
  

Tout compte fait, le facteur de vérification national devrait être interprété avec prudence. Pour les besoins de vérification de la qualité des données il devra être utilisé comme une indication de qualité des données (ou d'absence de qualité des données), plutôt qu'une mesure exacte. 
   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA)
  Ann Epidemiol  2007;17:628–633.





Description de Service

		DESCRIPTION DU SERVICE (Protocole 2 – Vérification des Données)

		Informations de base sur la distribution des MI (Moustiquaires Imprégnées)

Lorsqu'elles sont utilisées correctement et de manière systématique et quand elles sont régulièrement traitées à nouveau, les moustiquaires imprégnées (MI) réduisent la transmission du paludisme et la mortalité infantile. La fréquence de reprise du traitement dépend du type d’insecticide chimique utilisé et peut être de 2 mois au minimum. La plupart des programmes reprennent le traitement des moustiquaires tous les 6 mois. 

Les groupes cibles devant bénéficier des MI sont les femmes enceintes et les enfants de moins de cinq ans. 

La recommandation actuelle de L’OMS concernant la distribution des MI est de combiner la distribution des MI à des activités de vaccination. Plusieurs modèles peuvent s’appliquer à la distribution des MI:

		Intégration des MI aux services de vaccination de habituels : Les vaccins habituels sont distribués par le biais des cliniques de Soins prénataux et des Cliniques Sanitaires pour Mère et Enfant. Les deux sites ont pour cibles les femmes enceintes et les enfants—le même groupe cible devant bénéficier des MI. La distribution des MI par le biais des Cliniques de Soins Prénataux a impliqué deux mécanismes d’octroi de subvention pour les MI : (1) donner une MI subventionnée (ex produit direct) ou (2) un bon de réduction qui peut être échangé contre une MI au niveau d’une entreprise commerciale ou d’un autre point de vente identifié au préalable. 
En général, les MI sont achetées et fournies par le Programme National de Lutte conte le Paludisme et distribuées aux districts et aux infrastructures sanitaires périphériques.

		Intégration des MI aux services de santé infantile habituels élargis: Bien que les structures statiques et mobiles aient le potentiel d’atteindre les enfants de moins d’1 an avec le PEV et d’autres interventions, le potentiel est réduit pour les enfants âgés de 12 mois et plus. Les semaines ou les journées consacrées à la santé infantile constituent une prestation et une promotion intensifiées des services d’interventions par le biais des services habituels. Les Semaines consacrées à la Santé Infantile concernent toutes les zones du pays, et pas sulement les zones desservies. Les Semaines et les Journées consacrées à la Santé Infantile ne constituent pas des campagnes mais plutôt des services habituels élargis. D’habitude, les SSI sont plus utilisées pour la reprise de traitement que pour la distribution des MI.

Intégration aux campagnes de vaccination: Les campagnes de vaccination comme celles qui sont menées contre la rougeole, la poliomyélite, l’anatoxine tétanique et le fièvre jaune peuvent être utilisées comme des moyens de distribution des MI .

		Lors de la distribution des MI avec les services de vaccination ou de santé infantile habituels élargis, certaines politiques orientent la fourniture des femmes enceintes, et d’autres, celle des tuteurs d’enfants et d'autres encore des enfants individuels. Il faut noter que les agents de santé imposent parfois leurs propres critères par rapport aux personnes devant recevoir les MI et au nombre de moustiquaires à distribuer en dépit des directives de cette politique de distribution. Ces systèmes de travail imposés par le personnel de la santé sont d’habitude dûs au manque de ressources ou aux perceptions de manque dû aux retards de réapprovisionnement

		Source:   WHO/Global Malaria Programme.  2006 (Draft).  A Framework of Strategic Options for the Integrated Delivery of Insecticide-treated Nets and Immunization.  Prepared Jayne Webster (TARGETS Consortium, London School of Hygiene and Tropical Medicine) and Jenny Hill (Child and Reproductive Health Group, Liverpool School of Tropical Medicine and Hygiene).   http://www.who.int/malaria/docs/Frameworkstrategicoptions.pdf.   Accessed October 17, 2006.
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		GENERALITES POUR LE REMPLISSAGE DU PROTOCOLE DES DONNEES DE 
L’ INDICATEUR DU SUIVI ET DE LA VERIFICATION

		Nom de l’Organisation d'exécution de l'AQD

		Pays

		Aire du programme 

		Indicateur(s)

		Numéro(s) de la Subvention(s)

		Unité de Gestion du S&E au Niveau Central

		Nom du Site																Date de la vérification

		1-

		Sites Intermédiaires de Compilation (SIC) Regionales

		Name of Site																Date of Audit

		1

		2

		Sites Intermédiaires de Compilation (SIC) de Districts

		Nom du Site																Date de la vérification

		1.1

		1.2

		1.3

		1.4

		2.1

		2.2

		2.3

		2.4

		Points de Prestation de Services  (PPS)

		Nom du Site																Date de la vérification

		1.1.1

		1.1.2

		1.1.3

		1.1.4

		1.1.5

		1.2.1

		1.2.2

		1.2.3

		1.2.4

		1.2.5

		1.3.1

		1.3.2

		1.3.3

		1.3.4

		1.3.5

		1.4.1

		1.4.2

		1.4.3

		1.4.4

		1.4.5

		2.1.1

		2.1.2

		2.1.3

		2.1.4

		2.1.5

		2.2.1

		2.2.2

		2.2.3

		2.2.4

		2.2.5

		2.3.1

		2.3.2

		2.3.3

		2.3.4

		2.3.5

		2.4.1

		2.4.2

		2.4.3

		2.4.4

		2.4.5





Page_Information

		GENERALITES POUR LE REMPLISSAGE DU PROTOCOLE DES DONNEES DE 
L’ INDICATEUR DU SUIVI ET DE LA VERIFICATION

		Nom de l’Organisation d'exécution de l'AQD

		Pays

		Aire du programme 

		Indicateur(s)

		Numéro(s) de la Subvention(s)

		Unité de Gestion du S&E au Niveau Central

		Nom du Site																Date de la vérification

		1-

		Sites Intermédiaires de Compilation (SIC)

		Nom du Site																Date de la vérification

		1

		2

		3

		4

		Points de Prestation de Services  (PPS)

		Nom du Site																Date de la vérification

		1.1

		1.2

		1.3

		1.4

		1.5

		2.1

		2.2

		2.3

		2.4

		2.5

		3.1

		3.2

		3.3

		3.4

		3.5

		4.1

		4.2

		4.3

		4.4

		4.5

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10





Unité de S&E_2SIC

		Unité de S&E (Protocole 2 - Vérification des données).

		Nombre de Moustiquaires Imprégnées (MI) Distribués

		Remarque pour l'Equipe de vérification :    L'objectif de l'analyse du suivi et de la vérification des données au niveau de l' Unité de S&E est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les sites régionaux de cumul et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif de l'Unité S&E ; et
b. passer en revue tous les rapports reçus des sites régionaux de cumul et vérifier que les rapports sont disponibles, complets et ponctuels.

				UNITE DE S&E :		-								Besoin de Recommandation
(ajouter OUI)

				Période définie des rapports :		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		0.  Système d'Enregistrement et d'information pour la Distribution des MI

		0.1		Fournir une brève description du type de programme de distribution de MI (voie de distribution) pour lequel les données sont  vérifiées (ex la distribution des MI est-elle faite par le biais des cliniques de soins prénataux (ANC) ? ou à travers des campagnes de vaccination ? Ect.)

		0.2		Décrire le système d’enregistrement et d'information relatif à ce programme de distribution/voie de distribution de MI (cad de l’enregistrement initial de la distribution de MI à une personne, si possible, avec le(s) document(s) source(s) disponible(s), à la communication des chiffres cumulés à l’Unité de S&E).Veuillez décrire la période à laquelle l'enregistrement du service  a lieu, sous quelle(s) forme(s) ,et par quel(s)  membre(s) du personnel elle est faite.

		1. Cumuler à nouveau les chiffres communiqués par tous les sites régionaux de cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites régionaux de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par l'Unité S & E.

		A) Refaire le décompte des résultats des rapports soumis par les sites régionaux de cumul et comparer les chiffres vérifiés à ceux de l’Unité de S&E.

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par l'Unité de S&E? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul

		Taux de Vérification du Résultat ( Unité de S&E)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B) Copier les résultats des sites régionaux de cumul vérifiés tels qu’observés dans le rapport récapitulatif préparé par l’Unité de S&E.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par l’Unité de S&E pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par l’Unité de S&E ou dans une base de données.

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		C) Identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites régionaux de cumul et ceux enregistrés au niveau de l’Unité de S&E relatifs à ces sites régionaux de cumul.

		1.5		Quelles sont les causes des différences (s’il y en a) observées par l’equipe de vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y en a)

		2.  Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Sites Régionaux de Cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que l’Unité de S&E aurait dû recevoir des sites régionaux de cumul.

		2.1		Combien de rapports aurait dû provenir de tous les sites régionaux de cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport a été  reçu à la date prévue)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Unité de S&E

		Unité de S&E (Protocole 2 - Vérification des données).

		Nombre de Moustiquaires Imprégnées (MI) Distribués

		Remarque pour l'Equipe de vérification :    L'objectif de l'analyse du suivi et de la vérification des données au niveau de l' Unité de S&E est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif de l'Unité S&E ; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels.

				UNITE DE S&E :		-								Besoin de Recommandation
(ajouter OUI)

				Période définie des rapports :		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		0.  Système d'Enregistrement et d'information pour la Distribution des MI

		0.1		Fournir une brève description du type de programme de distribution de MI (voie de distribution) pour lequel les données sont  vérifiées (ex la distribution des MI est-elle faite par le biais des cliniques de soins prénataux (ANC) ? ou à travers des campagnes de vaccination ? Ect.)

		0.2		Décrire le système d’enregistrement et d'information relatif à ce programme de distribution/voie de distribution de MI (cad de l’enregistrement initial de la distribution de MI à une personne, si possible, avec le(s) document(s) source(s) disponible(s), à la communication des chiffres cumulés à l’Unité de S&E).Veuillez décrire la période à laquelle l'enregistrement du service  a lieu, sous quelle(s) forme(s) ,et par quel(s)  membre(s) du personnel elle est faite.

		1. Cumuler à nouveau les chiffres communiqués par tous les sites intermédiaires d'agégation.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par l'Unité S & E.

		A) Refaire le décompte des résultats des rapports soumis par les sites intermédiaires de cumul et comparer les chiffres vérifiés à ceux de l’Unité de S&E.

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par l'Unité de S&E? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul

		Taux de Vérification du Résultat ( Unité de S&E)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A) Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par l’Unité de S&E.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par l’Unité de S&E pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par l’Unité de S&E ou dans une base de données.

		1.3.1		Quel  résultat relatif au Site Intermédiaire de Cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.2		Quel  résultat relatif au Site Intermédiaire de Cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.3		Quel  résultat relatif au Site Intermédiaire de Cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.4		Quel  résultat relatif au Site Intermédiaire de Cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		C) Identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites Intermédiaire de Cumul et ceux enregistrés au niveau de l’Unité de S&E relatifs à ces Sites Intermédiaires de Cumul .

		1.5		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y en a)

		2.  Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Sites Intermédiaires de Cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que l’Unité de S&E aurait dû recevoir des Sites Intermédiaire de Cumul.

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été  reçu à la date prévue)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Régional 1

		Niveau Régional de Cumul (Protocole 2 -  Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

		Remarque pour l'equipe de vérification : L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site Régional de Cumul est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif  Régional; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site régional de cumul:		-								Besoin de Recommandation
(ajouter OUI)

				Période définie pour les rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau les chiffres communiqués par tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le site régional de cumul

		A)  Refaire le décompte des résultats des rapports soumis par tous les Sites Intermédiaires de cumul et comparer les chiffres vérifiés à ceux des sites régionaux de cumul		Recounting Results

		1.1		Quel résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Régional de Cumul? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Site Régional de Cumul)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A)  Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par le site régional de cumul		Recounting Results

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par le Site Régional de Cumul  pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par le Site Régional de Cumul  ou dans une base de données

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.3		Quel  résultat relatif au site régional de cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.4		Quel  résultat relatif au site régional de cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		B)  identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites intermédiaires de cumul et ceux enregistrés au niveau du cite régional de cumul relatifs à ces cites intermédiaires de cumul

		1.4		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes)

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que le site régional de cumul aurait dû recevoir des sites intermédiaire de cumul

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport  pouvait être utilisé dans le rapport récapitulatif préparé par le Site Régional de Cumul)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier
le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Intermédiaire 1

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 1.1

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 1.2

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 1.3

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 1.4

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 1.5

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Intermédiaire 2

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.1

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.2

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.3

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.4

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.5

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Intermédiaire 3

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 3.1

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 3.2

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 3.3

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 3.4

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 3.5

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Intermédiaire 4

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 4.1

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 4.2

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 4.3

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 4.4

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 4.5

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Régional 2

		Niveau Régional de Cumul (Protocole 2 -  Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

		Remarque pour l'equipe de vérification :  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site Régional de Cumul est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif  Régional; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site régional de cumul:		-								Besoin de Recommandation
(ajouter OUI)

				Période définie pour les rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau les chiffres communiqués par tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le site régional de cumul

		A)  Refaire le décompte des résultats des rapports soumis par tous les Sites Intermédiaires de cumul et comparer les chiffres vérifiés à ceux des sites régionaux de cumul		Recounting Results

		1.1		Quel résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Régional de Cumul? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Site Régional de Cumul)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A)  Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par le site régional de cumul		Recounting Results

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par le Site Régional de Cumul  pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par le Site Régional de Cumul  ou dans une base de données

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.3		Quel  résultat relatif au site régional de cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.4		Quel  résultat relatif au site régional de cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		B)  identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites intermédiaires de cumul et ceux enregistrés au niveau du cite régional de cumul relatifs à ces cites intermédiaires de cumul

		1.4		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes)

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que le site régional de cumul aurait dû recevoir des sites intermédiaire de cumul

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport  pouvait être utilisé dans le rapport récapitulatif préparé par le Site Régional de Cumul)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier
le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Intermédiaire 2.1

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.1.1

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.1.2

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.1.3

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.1.4

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.1.5

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Intermédiaire 2.2

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.2.1

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.2.2

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.2.3

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.2.4

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.2.5

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Intermédiaire 2.3

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.3.1

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.3.2

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.3.3

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.3.4

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.3.5

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Intermédiaire 2.4

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.4.1

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.4.2

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.4.3

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.4.4

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.4.5

		NB:   Ce protocole peut requérir des modification en fonction du mode de livraison des MI. Par exemple, le décompte des MI livrés peut être fait à travers le décompte des reçus récupérés de MI.

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Moustiquaires Imprégnées (MI) Distribués

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :   Les MI peuvent être distribués dans bon nombre de sites - ex: cliniques de soins prénatal (SP), clinique pour la protection maternelle et infantile (PMI) ou programme élargi de vaccination (PEV), lors des campagnes sanitaires publiques (ex: ménées contre la poliomyélite et la rougeole), et/ou chez des détaillants speciallement désignés. Dans chaque situation, les femmes (ou tutrices des enfants) peuvent recevoir directement le produit ou en échange d'un ticket de remise pour une MI.  Si l'observation est menée, obtenir le consentement informé des femmes qui reçoivent les MI avant l'observation.  Alternativement, l'Equipe de Vérification peut requérir du personnel une description du processus à travers lequel les documents sources sont remplis par rapport des MI.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement des MI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de MI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la distribution de MI et l'enregistrement de cette distribution ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques de l'indicateur pour l'Auditeur :  Les documents source pourraient être des coupons, des fiche prénatales, des régistres de PEV, ou les enregistrements de distribution du magasin.  L'Equipe de Vérification devra (1) obtenir l'autorisation de l' Administrateur principal du site pour examiner les documents et (2) donner à l'Adminstrateur l'option d'avoir un membre du personnel du site soit présent pendant les examens de documents.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2)zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à aux chiffres communiqués par le site et expliquer les écarts -

		Notes spécifiques de l'indicateur pour l'auditeur :   Problèmes de qualité des données: (1) les MI peuvent être financés par des partenaires multiples, ce qui peut aboutir à un excès ou un défaut d'information sur la distribution des MI. (2) A cause de la valeur commerciale des MI et leur subvention, le problème de la fraude se pose pour les programmes de distribution des MI.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de MI enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre MI communiqué comme ayant été distribué le par site pendant la période de rapport définie (à partir du rapport récapitulatif)

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques de l'indicateur pour l'Auditeur : Enregistrer toute cause d' écarts observés (s’il y’en a ) par l’Equipe de vérification.  Vérifier les différences entre les documents sources et les rapports soumis par le site au prochain niveau d'information.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques de l'indicateur pour l'auditeur :  Les recoupements peuvent être faits en (1) comparant les MI livrés par le magasin central/régional/du district au site avec le nombre de MI reçus et distribués par le site, et en (2) évaluation les MI disponibles en stock. (NB: les MI peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1:  Entre les MI livrés au site et les MI reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de MI livrés au site pendant le période de rapport définie (par le magasin central/régional/du district).

		4.2		Saisir le nombre de MI reçus par le site pendant le période de rapport définie.

		Calculer le % de l'écart dans le recoupement 1						-

		4.3		Si un écart apparaît entre les MI délivrés et les MI reçus lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement du stock et les MI distribués par le site. Ce recoupement a-t-il été fait?

		4.4		Saisir le nombre de MI en stock au niveau du site au début de la période de rapport définie (stock de départ).

		4.5		Saisir le nombre de MI reçus par le site pendant la période de rapport définie.

		4.6		Saisir le nombre de MI en stock au niveau du site à la fin de la période de rapport définie (stock de cloture).

		4.7		Saisir le nombre de MI distribués par le site pendant la période de rapport définie.

		Calculer le % de l'écart en recoupement 2. 
(c à d, Distribué / (Début de stock + Stock reçu - Fin de stock))						-

		4.8		Si un écart apparaît entre le stock entré et les MI distribués lors de la période définie de rapport, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Pour tout recoupement supplémentaire: (ajouter selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des "contrôles inopinés" pour vérifier la fourniture réelle de services ou  de produits aux populations cibles-

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de ménages qui ont reçu les MI de la part du site de service audité peuvent être visité.

		5.1		Combien de ménages ont été visités?

		5.2		Combien de ménages visités pendant le contrôle inopiné ont reçu une MI?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





TABLEAU SOMMAIRE_2SIC

		Statistiques Sommaires de l'Audit de Verification de Données

										Étape 1						Étape 2						Étape  3		Étape  4

		TABLEAU SOMMAIRE de Tracage et Verification								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I								II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Comptes vérifiés aux sites apurés		Compte rapporté aux sites apurés		Facteurs de vérification de district - site et non ajustés		Compte rapporté observé de tous les sites du district		Compte rapporté du district à l'unité de S&E (niveau national)		Facteur d'ajustement Rdi/Rni		Facteurs de vérification ajustés de district		District         VF (Weight)		Weighted Regional Level Verification Factors		Region
VF Weight		Facteur de verification total		% de rapports disponibles		% de rapports reçues à l'heure		% de rapports complets		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		limite inférieure de confiance de 95%		limite supérieure de confiance de 95%		number of districts		Degrees of freedom t-distribution

		Unité de Suivi et Évaluation																																																				df		P(2-tailed) = 0.025

		-		-						0.00		0.00		-										0.00				0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Sites Intermédiares d'Agégation et Prestation de Service																																																				2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-				3.00		3.18

		1.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-																4.00		2.78

		1.1.1		-						0.00		0.00		-																																								5.00		2.57

		1.1.2		-						0.00		0.00		-

		1.1.3		-						0.00		0.00		-

		1.1.4		-						0.00		0.00		-

		1.1.5		-						0.00		0.00		-

		1.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.2.1		-						0.00		0.00		-

		1.2.2		-						0.00		0.00		-

		1.2.3		-						0.00		0.00		-

		1.2.4		-						0.00		0.00		-

		1.2.5		-						0.00		0.00		-

		1.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.3.1		-						0.00		0.00		-

		1.3.2		-						0.00		0.00		-

		1.3.3		-						0.00		0.00		-

		1.3.4		-						0.00		0.00		-

		1.3.5		-						0.00		0.00		-

		1.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.4.1		-						0.00		0.00		-

		1.4.2		-						0.00		0.00		-

		1.4.3		-						0.00		0.00		-

		1.4.4		-						0.00		0.00		-

		1.4.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-

		2.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.1.1		-						0.00		0.00		-

		2.1.2		-						0.00		0.00		-

		2.1.3		-						0.00		0.00		-

		2.1.4		-						0.00		0.00		-

		2.1.5		-						0.00		0.00		-

		2.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.2.1		-						0.00		0.00		-

		2.2.2		-						0.00		0.00		-

		2.2.3		-						0.00		0.00		-

		2.2.4		-						0.00		0.00		-

		2.2.5		-						0.00		0.00		-

		2.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.3.1		-						0.00		0.00		-

		2.3.2		-						0.00		0.00		-

		2.3.3		-						0.00		0.00		-

		2.3.4		-						0.00		0.00		-

		2.3.5		-						0.00		0.00		-

		2.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.4.1		-						0.00		0.00		-

		2.4.2		-						0.00		0.00		-

		2.4.3		-						0.00		0.00		-

		2.4.4		-						0.00		0.00		-

		2.4.5		-						0.00		0.00		-





TABLEAU SOMMAIRE

		Statistiques Sommaires de l'Audit de Verification de Données

										Étape 1						Étape 2						Étape 3		Étape 4

		TABLEAU SOMMAIRE de Tracage et Verification								Facteur 1		Facteur 2		Facteur 1/ Facteur 2		Facteur 3		Facteur 4		Facteur 3/ Facteur 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Comptes vérifiés aux sites apurés		Compte rapporté aux sites apurés		Facteurs de vérification de district - site et non ajustés		Compte rapporté observé de tous les sites du district		Compte rapporté du district à l'unité de S&E (niveau national)		Facteur d'ajustement Rdi/Rni		Facteurs de vérification ajustés de district		VF (Weight)		Facteur de verification total		% de rapports disponibles		% de rapports reçues à l'heure		% de rapports complets		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		limite inférieure de confiance de 95%		limite supérieure de confiance de 95%		number of districts		Degrees of freedom t-distribution

		Unité de Suivi et Évaluation																																																df		P(2-tailed) = 0.025

		-		-						0.00		0.00												0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Sites Intermédiares d'Agégation et Prestation de Service																																																2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-																3.00		3.18

		1.1		-						0.00		0.00		-																																				4.00		2.78

		1.2		-						0.00		0.00		-																																				5.00		2.57

		1.3		-						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						0.00		0.00		-

		2.2		-						0.00		0.00		-

		2.3		-						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

				Sites de Prestation de Services						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-





Summary_Statistics_No IAS

		DQA Summary Statistics (no Intermediate Aggregation Sites)

																																																																																		% Disponible		%  A temps		% Complet

																																																																																-

																																																																																-

																																																																																-

																																																																																-

																																																																																-		-		-		-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-
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		0		0		0
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STATISTIQUES SOMMAIRES_2SIC

		-

		-
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Sites
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Facteurs de Verification des Sites de Prestation de Services

0

0

0

0

0

0

0

0

0

0

0



STATISTIQUES SOMMAIRES

		Statistiques Sommaires de l'AQD

																																																																																Accuracy		Availability		Timeliness		Completeness

																																																																												7		-		-		-		-		-

																																																																												6		-		-		-		-		-

																																																																												5		-		-		-		-		-

																																																																												4		-		-		-		-		-

																																																																												3		-		-		-		-		-

																																																																												2		-		-		-		-		-

																																																																												1		-		-		-		-		-





STATISTIQUES SOMMAIRES

		0		0		0		0		0		0		0
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et District de l'AQD



		0		0		0		0		0		0
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% de Rapports Disponible de L'AQD



		0		0		0		0		0		0
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-

-

-

-

-

% de Rapports à Temps de l'AQD



		0		0		0		0		0		0



-

-

-

-

-

-

-

% de Rapports Complet de l'AQD



		Statistiques Sommaires de l'AQD

																																																																																				Accuracy		Availability		Timeliness		Completeness

																																																																																5		-		-		-		-		-

																																																																																4		-		-		-		-		-

																																																																																3		-		-		-		-		-

																																																																																2		-		-		-		-		-

																																																																																1		-		-		-		-		-





		0		0		0		0		0
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Facteurs de Verification Totals 
et District de l'AQD



		0		0		0		0		0
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-

-

% de Rapports Disponible de L'AQD



		0		0		0		0		0



-

-

-

-

-

% de Rapports à Temps de l'AQD



		0		0		0		0		0
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-

-
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-

% de Rapports Complet de l'AQD





DQA Data Verification Templates/French/012 DQA P2_Malaria_IRS_Fr_2009.xls
DÉMARRER

																												0		0		0		0		0		0

																												1		1		1		1		1		1

																												2		2		2		2		2		2

																												3		3		3		3		0		3

		Outil d’Audit de la Qualité des Données (AQD)																										4		4		4		4				4

								Protocole 2:  Vérification des Données																				0		5		5		0				5

						- Pulvérisation Résiduelle en Intérieur (PRI) -																						0		6		6						0

						Nombre de niveaux intermédiaires de cumul																								0		7

						Nombre de sites de plus haut niveau intermédiaire de cumul (ex régional)																										8

						Nombre de sites intermédiaire de cumul (SIC)																										9

						Nombre de points de prestation de services (par SIC)																										10

						Réinitialiser l'Enquête																										11

		version 1: mai 2009																														12

		Remarques Importantes pour l'utilisation de ce tableur:																														0

		1.  Pour utiliser les outils d'évaluation de la qualité des données vous devrez vous assurer votre 'macro sécurité' est paramétré à un niveau inférieur à 'élevé'.  Avec le tableur ouvert, aller à ‘Outils’, ouvrir le menu et sélectionner ‘Macro’, ensuite ‘Sécurité’ .  Sélectionner ‘moyen’.  Fermer Excel et ré ouvrir le fichier.  A la prochaine ouverture du fichier vous devrez sélectionner ‘Activer les Macros’ pour que l’application fonctionne comme prévu.

		2.  Sur la PAGE DE GARDE (page actuelle), veuillez sélectionner le nombre de niveaux intermédiaires de cumul (à partir du menu déroulant) à travers lesquels les données sont communiquées des points de prestation de services au niveau national.  Sélectionner ensuite le nombre de sites intermédiaires de cumul prélevés (SIC) à partir du menu déroulant suivant. Les SIC sont l'unité sanitaire spécifique du Ministère de la santé au niveau du district.  Ensuite, saisir le nombre de points de prestation de services prélevés (PPS), par exemple les institutions ou unités sanitaires, qui communiquent à chaque site intermédiaire.  Si vous avez un nombre inégal de PPS par district, sélectionner le nombre correspondant au plus grand nombre de PPS prélevé dans un district échantillon.  Si le PPS transmet directement au niveau national, sélectionner ‘0’ à partir du menu déroulant de l’IDS.  Ensuite sélectionner le nombre de PPS dans l’échantillon.  Voir la page INSTRUCTIONS pour plus de détails.

		3.  Veuillez saisir les noms de la structure sanitaire, ou du site,  dans la feuille intitulée ‘Page d’Information’.  Ces noms vont alors automatiquement occuper les les  masques de saisie concernés dans le tableur et aider à garantir une évaluation bien organisée et une bonne qualité des données.



Reset

Reset

Reset



INSTRUCTIONS

		INSTRUCTIONS (Protocole 2 - Vérification des Données)

		Remarque:  L’Equipe de Vérification devrait lire le document intitulé  "Evaluation de la Qualité des Données:  Directives pour l’exécution " en plus de ces instructions préalables à la gestion de ce protocole.

		OBJECTIF

		L’objectif de ce protocole est (1) de refaire le décompte et de vérifier l’exactitude des données rapportées au niveau des sites sélectionnés ; et  (2) d'examiner la ponctualité, l’exhaustivité et la disponibilité des rapports.

		CONTENU

		Ce Protocole de Vérification des Données se rapporte à l’indicateur: Pulvérisation Résiduelle en Intérieur (PRI).  En effet, du fait qu’il peut y avoir de grandes différences entre les types d’indicateurs et les sites de prestation de service –ex les sites sanitaires (cliniques) et les sites communautaires, l’EQD inclut des Protocoles d'indicateurs spécifiques  avec des défis d'informations précises et de qualité des données relatifs à l’indicateur (ex, le risque de double décompte).Cette information est incorporée dans les 5 étapes du protocole, qui sont soulignées ci-dessous. 

Le protocole commence par une description du (des) service (s) associé à l’indicateur pour orienter l’Equipe de vérification vers le service fourni et ainsi vers ce qui est en cours de “décompte” pour évaluer l’indicateur. Ceci va contribuer à orienter l’Equipe de vérification vers les documents sources appropriés, qui peuvent être très différents pour divers indicateurs (ex: les dossiers des patients, les rapports de laboratoire, rapports de formation, etc.).

La vérification des données se déroule en deux phases :

(1) Des vérifications approfondies au niveau des Points de Prestation de Services (PPS), et
(2) Des vérifications de suivi auprès des Niveaux Intermédiaires de Cumul concernés (NIC) et au niveau de l'Unité de S&E du Programme/projet.. 
  
Typiquement, les programmes auront un système d'information à 3 niveaux, en d’autres termes, les données seront acheminées des Points de Prestation de Service (PPS), 
Vers un Niveau de cumul Intermédiaire ( cad, une Région ou un District), et ensuite vers l’Unité de S&E centrale.

Cependant, dans certains pays, les PPS peuvent communiquer les données directement à l’Unité centrale de S&E, sans passer par des Niveaux Intermédiaires de cumul  (NIC).  
Dans d’autres pays, il peut y avoir deux (ou davantage) NIC avec des données en cours de cumul, par exemple,
au niveau du District et ensuite au Niveau Territorial avant d’atteindre l’Unité centrale de S&E. Dans de tels cas (cad, un système d'information à 2 ou 4 niveaux), Le protocole de Vérification des Données devra être adapté (tel qu’expliqué ci-dessous).

		Modifier le contenu du Modèle Excel
Les Modèles Excel devraient être modifiés minutieusement. Pour permettre l’ajout sélectif et le retrait d’onglets pour les différents sites et Niveaux dans lesquels les modèles ont été programmés en Langage de Script (Langage de Script pour les Applications) 
Des modifications au niveau des feuilles de calcul peuvent perturber la Programmation et rendre le modèle inexploitable.
Cependant, il est possible d’effectuer certains changements qui vont rendre le modèle plus utile durant l’EQD, et plus descriptif du système d’information.
Par exemple, Des recoupements et des vérifications inopinées supplémentaires peuvent être ajoutés aux feuilles de calcul individuelles à condition qu’ils soient ajoutés au bas de la feuille de calcul.
Veuillez ne pas 'insérer' de lignes ni de colonnes au milieu de la feuille puisque ceci pourrait modifier le calcul de certains indicateurs de la performance.
D’autres ajouts  peuvent également être faits au bas de la feuille de calcul. 

Dans les quatre sites intermédiaires de cumul un maximum de six sites de prestation de services peut être sélectionné (cad 24 sites) de sorte qu'il est improbable qu'il soit nécessaire d'ajouter des points de prestation ou sites intermédiaires à la "Page Information". Il suffit de sélectionner le nombre souhaité pour  chacun d'entre eux, à partir des menus déroulants sur la “Page de garde”. Ces sélections peuvent être modifiées plus tard, si nécessaire.  

Il est acceptable de renommer les onglets de la feuille de programmation selon le besoin.

Les feuilles de calcul sont protégées pour parer aux modifications du contenu par mégarde. Pour modifier le contenu des cellules, désactiver la protection des feuilles en sélectionnant 'Protection' à partir du menu déroulant Outils. Puis sélectionner  'Désactiver la protection'.  N’oubliez pas de réactiver la protection de la feuille après avoir effectué les modifications.

		INSTRUCTIONS AUX VERIFICATEURS POUR L'UTILISATION DU PROTOCOLE

		Points de Prestation de Services – 5 Types de  Vérification des Données

La première étape de la vérification des données a lieu au niveau des Points de Prestation de Services. Il y a cinq types de modèles d'étapes de vérification des données qui peuvent être mises en oeuvre à ce niveau:

1 - Description:  Décrire le rapport entre la fourniture de services/produits et le remplissage du document source qui enregistre cette prestation de service.

2 - Revue documentaire:  Passer en revue la disponibilité et l'exhaustivité de tous les documents sources des indicateur pour la période de diffusion de rapport définie.

3 - Suvi et Vérification :  Procéder au suivi et à la vérification des chiffres communiqués: (1) refaire le décompte des chiffres communiqués à partir des documents source disponibles, (2) Comparer les chiffres vérifiés à ceux communiqués par le site, (3) Identifier les causes des différences. 

4 -  Recoupement:  Procéder à des “recoupements” des totaux vérifiés du rapport  avec d’autres sources de données par exemple (inventaires, rapports de laboratoire,registres, etc)..

5 - Contrôles Inopinés :  Procéder à des “contrôles ponctuels” pour vérifier la fourniture réelle de services ou de produits aux populations cibles.

		Niveaux Intermédiaires de cumulation (NIC) et Unité Centrale de S&E -2 Types de Vérifications des Données 
Le second niveau de vérification des données a lieu aux Niveaux Intermédiaires de Cumul (ex, Districts, Régions) et de l’Unité de S&E du Programme/projet. 

1 - Revue documentaire : Vérifier la disponibilité, la ponctualité, et l'exhaustivité des rapports attendus des Sites de prestation de Services pour la période de rapport définie.

2 - Suvi et Vérification :  Procéder au suivre et à la vérification des nombre communiqués: (1) Cumuler à nouveau les nombres communiqués par les Points de Prestation de Services, (2) Comparer les décomptes vérifiés au nombres communiqués au niveau suivant (ex, l’Unité Centrale de S&E ), (3) Identifier les causes de différences.

		Instructions pour un système d'information à "2" ou "4" niveaux:

Sélection des Niveaux et des Sites
 Protocole 2 :  Le modèle Excel de Vérification des Données est conçu pour suivre la méthodologie d'échantillonnage de l’EQD relative à la sélection des niveaux intermédiaires de cumul et des Sites de Prestation de Service. Sur l’onglet "PAGE DE GARDE" , l’Equipe de Vérification peut sélectionner le nombre de Sites Intermédiaires de Cumul et le nombre de Sites de Prestation de Services qui renseigne chaque Site Intermédiaire de Cumul , selon le niveau de compréhension de l'organisation commanditaire de l'EQD.  Dans le cas où il y’a plus, ou moins, d’un niveau intermédiaire de transmission de données, du niveau de prestation de service au niveau national national, les nombres de sites et niveaux intermédiaires nécessaires par niveau peuvent être sélectionnés. Sélectionner d'abord le nombre de niveaux intermédiaire de cumul (ex région ou district) . Si les données transitent par la région autant que par le district, sélectionner deux niveaux. Si les données transitent uniquement par le district avant d’être envoyées au niveau national, sélectionner un niveau. Dans certains pays les données sont transmises directement du point de prestation de service au  niveau national. Dans ce cas, sélectionner zéro niveaux intermédiaires .  
 Ensuite sélectionner le nombre de sites au sein de chaque niveau intermédiaire
La méthode de prélèvement la plus probable requiert la sélection aléatoire de trois grappes (sites intermédiaires)  et trois Sites de Prestation dans chaque grappe.
Dans le cas de deux niveaux intermédiaires, la méthode de prélèvement sera probablement de deux grappes régionales, avec deux grappes de district dans chaque région .
Ensuite deux points de prestation de services seront sélectionnés au sein de chaque grappe de district pour un total de 8 sites de Collecte. Il peut s'avérer nécessaire d'apporter des modifications à cette méthode de prélèvement du fait de contraintes de temps, de distance et de ressources. Tous les changements apportées à la méthodologie devraient faire l'objet d'un accord avec l'Organisation Commanditaire de l’EQD avant les visites de terrain.

		Instructions pour remplir les colonnes de la liste de controle:

Une liste de questions apparaît à gauche sur chaque feuille de calcul (colonne B).  L'Equipe de vérification devra lire chaque question (déclaration) et remplir les colonnes C/D, E, F et G . La colonne C a un menu déroulant (au coin inférieur droit) pour chaque question avec des catégories de réponse: "Oui - entièrement", "En partie", "Non - "pas du tout" et "N/C".(non concerné). La colonne D devra être utilisée pour saisir des chiffres ou des pourcentages ( qui seront utilisés dans les calculs). La Colonne E est destinée aux notes du vérificateur, la colonne F devra être remplie avec "Oui" si l’Equipe de Vérification pense que les qproblèmes soulevés par la réponse à une question (déclaration) sont suffisants pour requérir une "Note de Recommandation au Programme/projet.

		RESULTATS ATTENDUS

		Sur la base de toutes les réponses aux questions, le Récapitulatif de statistiques suivant sera produit :

- Exactitude des Données communiquées à travers le calcul des facteurs de vérification générés à partir de l’exercice du décompte à nouveau fait à chaque niveau du système d'information (cad, pour les indicateurs sélectionnés, la comparaison du pourcentage des chiffres communiqués aux chiffres vérifiés); 

- Disponibilité, exhaustivité et Ponctualité des Rapports à travers des pourcentages calculés au(x) Niveau (x) de cumul intermédiaire et de l’Unité de S&E.

		Interprétation des Résultats:

La modélisation mathématique de la technique de prélèvement en grappe à deux niveaux utilisée par l’EQD a déterminé que la précision des estimations du facteur de vérification pour les données de couverture vaccinale est trop faible pour une utilisation pratique au niveau national. Dans les simulations, Woodard et ses collègues (1) ont trouvé que jusqu'à 30 districts devraient être échantillonnés pour atteindre une précision de près de 10%. Etant donné l’investissement en temps, en personnel et en ressources financières nécessaires pour la visite de 30 districts, le calcul d’un facteur de vérification national précis est improbable .  

Ceci dit, il est possible d’avoir une idée de la qualité globale des données dans un Programme/projet sans compter sur l’estimation nationale des VF. Les aspects qualitatifs de l’EQD sont appropriés pour déterminer les forces et les faiblesses d’un système d'information donné. Par exemple, si les définitions de l’indicateur sont mal comprises dans la majorité d’un échantillon de sites représentatifs, il est fort probable que les définitions de l’indicateur soient également mal comprises dans les districts non prélevés.  Le décompte à nouveau des indicateurs et la comparaison avec les valeurs communiquées pour un échantillon de sites est autant approprié, en général, pour déterminer si la qualité des données est bonne, médiocre ou mauvaise, même sans L’avantage d’une estimation nationale précise. Les rapports manquants ou les grands écarts entre les résultats comptés à nouveau et transmis dans un petit nombre de sites sont un signe d'écarts similaires ailleurs.   
  

Tout compte fait, le facteur de vérification national devrait être interprété avec prudence. Pour les besoins de vérification de la qualité des données il devra être utilisé comme une indication de qualité des données (ou d'absence de qualité des données), plutôt qu'une mesure exacte. 
   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA)
  Ann Epidemiol  2007;17:628–633.





Description de Service

		DESCRIPTION DU SERVICE (Protocole 2 -  Verification des Donnees)

		Informations de Base sur la Pulvérisation résiduelle en Interne

La Pulvérisation Résiduelle en Interne (PRI) implique que les murs et autres surfaces d’une maison soient enduits d’insecticide . Pendant plusieurs mois, l'insecticide va tuer les moustiques et autres insectes qui entrent en contact avec ces surfaces. Pour être efficace la PRI doit être appliquée à une très grande proportion de familles dans un secteur (d’habitude >70% et devrait être réalisée avant le début de transmission importante du paludisme.

Pour assurer la protection de la population durant la période de transmission, l’idéal serait que l’insecticide choisi ait un effet résiduel aussi durable que la période de transmission et la période opérationnelle requise pour pulvériser tout le secteur.

		La pulvérisation devrait être répétée à intervalles réguliers, dont la durée va dépendre de l’insecticide utilisé et de la durée de la période de transmission. Chaque pulvérisation de toutes les maisons pulvérisables dans un secteur pendant un certain temps est appelée “pulvérisation des alentours”. La répétition des opérations de pulvérisation à intervalles réguliers est appelée le “cycle de pulvérisation”. Un pays peut être en mesure de protéger un secteur pendant une période de transmission avec un seul tour de pulvérisation tandis qu'un autre peut requérir deux ou trois tours supplémentaires.Toute la pulvérisation devrait être achevée avant le début de la transmission, mais l'effet résiduel sur les premières maisons pulvérisées ne devrait pas être perdu avant la fin de la période de transmission.

		S’il y’a un taux élevé de nouvelles constructions ou de nouvelles surfaces pulvérisées ( tel que la réfection du plafond ou ou du toit) ces habitations devront être pulvérisées de nouveau.  

 Pour obtenir une qualité de pulvérisation acceptable il faut un appui logistique, des pistoleurs bien formés et bien équipés, particulièrement lorsque  les insecticides requièrent l’utilisation de mesures de protection. Le besoin de couvrir toutes les maisons du secteur implique une connaissance complète de la géographie de ce secteur et une motivation suffisante des pistoleurs pour couvrir les maisons isolées et les populations éparses.

		Autrefois, la pulvérisation était effectuée par des équipes centralisées organisées sous une discipline et une supervision strictes. Avant le début de la pulvérisation, une reconnaissance géographique détaillée était effectuée,  l’emplacement de chaque maison étant marquée sur une carte. Les équipes de pulvérisation suivaient les itinéraires planifiés à l’avance et les logistiques étaient assurées par une organisation verticale. Il a été difficile de maintenir une telle discipline stricte dans la plupart des pays.  

De nos jours plusieurs pays décentralisent leurs services sanitaires. Dans le cas de la pulvérisation en interne, ces politiques entraînent un besoin accru de participation communautaire. Ceci inclut souvent le recrutement et la formation des pistoleurs au niveau local, lesquels opèrent sous la supervision des autorités locales, sous l’orientation générale du district et/ou des équipes de supervision centrales.

		Sources:   WHO.  2002.  Manual for Indoor Residual Spraying, Application of Residual Sprays for Vector Control.  Geneva:  WHO.  Pp. 35-49.

http://www.cdc.gov/malaria/control_prevention/vector_control.htm.  Accessed October 17, 2006.
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		GENERALITES POUR LE REMPLISSAGE DU PROTOCOLE DES DONNEES DE 
L’ INDICATEUR DU SUIVI ET DE LA VERIFICATION

		Nom de l’Organisation d'exécution de l'AQD

		Pays

		Aire du programme 

		Indicateur(s)

		Numéro(s) de la Subvention(s)

		Unité de Gestion du S&E au Niveau Central

		Nom du Site																Date de la vérification

		1-

		Sites Intermédiaires de Compilation (SIC) Regionales

		Name of Site																Date of Audit

		1

		2

		Sites Intermédiaires de Compilation (SIC) de Districts

		Nom du Site																Date de la vérification

		1.1

		1.2

		1.3

		1.4

		2.1

		2.2

		2.3

		2.4

		Points de Prestation de Services  (PPS)

		Nom du Site																Date de la vérification

		1.1.1

		1.1.2

		1.1.3

		1.1.4

		1.1.5

		1.2.1

		1.2.2

		1.2.3

		1.2.4

		1.2.5

		1.3.1
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		2.2.3

		2.2.4

		2.2.5

		2.3.1

		2.3.2

		2.3.3

		2.3.4

		2.3.5

		2.4.1

		2.4.2

		2.4.3

		2.4.4

		2.4.5
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		GENERALITES POUR LE REMPLISSAGE DU PROTOCOLE DES DONNEES DE 
L’ INDICATEUR DU SUIVI ET DE LA VERIFICATION

		Nom de l’Organisation d'exécution de l'AQD

		Pays

		Aire du programme 

		Indicateur(s)

		Numéro(s) de la Subvention(s)

		Unité de Gestion du S&E au Niveau Central

		Nom du Site																Date de la vérification

		1-

		Sites Intermédiaires de Compilation (SIC)

		Nom du Site																Date de la vérification

		1

		2

		3

		4

		Points de Prestation de Services  (PPS)

		Nom du Site																Date de la vérification

		1.1

		1.2

		1.3

		1.4

		1.5

		2.1

		2.2

		2.3

		2.4

		2.5

		3.1

		3.2

		3.3

		3.4

		3.5

		4.1

		4.2

		4.3

		4.4

		4.5

		1

		2

		3

		4
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Unité de S&E_2SIC

		Unité de S&E (Protocole 2 - Vérification des données).

		Pulvérisation Résiduelle en Interne (PRI)

		Remarque pour l'Equipe de vérification :    L'objectif de l'analyse du suivi et de la vérification des données au niveau de l' Unité de S&E est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les sites régionaux de cumul et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif de l'Unité S&E ; et
b. passer en revue tous les rapports reçus des sites régionaux de cumul et vérifier que les rapports sont disponibles, complets et ponctuels.

				UNITE DE S&E :		-								Besoin de Recommandation
(ajouter OUI)

				Période définie des rapports :		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		0.  Système d'Enregistrement et de Communication pour la PRI

		0		Décrire le système d’enregistrement et d'information associé à la PRI  (cad de l’enregistrement initial de la prestation de service sur les documents sources à la communication des chiffres cumulés à  l’Unité de S&E).  Veuillez décrire la période à laquelle l'enregistrement du service  a lieu, sous quelle(s) forme(s) ,et par quel(s)  membre(s) du personnel elle est faite.

		1. Cumuler à nouveau les chiffres communiqués par tous les sites régionaux de cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites régionaux de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par l'Unité S & E.

		A) Refaire le décompte des résultats des rapports soumis par les sites régionaux de cumul et comparer les chiffres vérifiés à ceux de l’Unité de S&E.

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par l'Unité de S&E? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul

		Taux de Vérification du Résultat ( Unité de S&E)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B) Copier les résultats des sites régionaux de cumul vérifiés tels qu’observés dans le rapport récapitulatif préparé par l’Unité de S&E.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par l’Unité de S&E pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par l’Unité de S&E ou dans une base de données.

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		C) Identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites régionaux de cumul et ceux enregistrés au niveau de l’Unité de S&E relatifs à ces sites régionaux de cumul.

		1.5		Quelles sont les causes des différences (s’il y en a) observées par l’equipe de vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y en a)

		2.  Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Sites Régionaux de Cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que l’Unité de S&E aurait dû recevoir des sites régionaux de cumul.

		2.1		Combien de rapports aurait dû provenir de tous les sites régionaux de cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport a été  reçu à la date prévue)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Unité de S&E

		Unité de S&E (Protocole 2 - Vérification des données).

		Pulvérisation Résiduelle en Interne (PRI)

		Remarque pour l'Equipe de vérification :    L'objectif de l'analyse du suivi et de la vérification des données au niveau de l' Unité de S&E est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif de l'Unité S&E ; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels.

				UNITE DE S&E :		-								Besoin de Recommandation
(ajouter OUI)

				Période définie des rapports :		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		0.  Système d'Enregistrement et de Communication pour la PRI

		0		Décrire le système d’enregistrement et d'information associé à la PRI  (cad de l’enregistrement initial de la prestation de service sur les documents sources à la communication des chiffres cumulés à  l’Unité de S&E).  Veuillez décrire la période à laquelle l'enregistrement du service  a lieu, sous quelle(s) forme(s) ,et par quel(s)  membre(s) du personnel elle est faite.

		1. Cumuler à nouveau les chiffres communiqués par tous les sites intermédiaires d'agégation.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par l'Unité S & E.

		A) Refaire le décompte des résultats des rapports soumis par les sites intermédiaires de cumul et comparer les chiffres vérifiés à ceux de l’Unité de S&E.

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par l'Unité de S&E? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul

		Taux de Vérification du Résultat ( Unité de S&E)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A) Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par l’Unité de S&E.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par l’Unité de S&E pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par l’Unité de S&E ou dans une base de données.

		1.3.1		Quel  résultat relatif au Site Intermédiaire de Cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.2		Quel  résultat relatif au Site Intermédiaire de Cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.3		Quel  résultat relatif au Site Intermédiaire de Cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.4		Quel  résultat relatif au Site Intermédiaire de Cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		C) Identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites Intermédiaire de Cumul et ceux enregistrés au niveau de l’Unité de S&E relatifs à ces Sites Intermédiaires de Cumul .

		1.5		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y en a)

		2.  Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Sites Intermédiaires de Cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que l’Unité de S&E aurait dû recevoir des Sites Intermédiaire de Cumul.

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport a été  reçu à la date prévue)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Régional 1

		Niveau Régional de Cumul (Protocole 2 -  Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

		Remarque pour l'equipe de vérification : L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site Régional de Cumul est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif  Régional; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site régional de cumul:		-								Besoin de Recommandation
(ajouter OUI)

				Période définie pour les rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau les chiffres communiqués par tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le site régional de cumul

		A)  Refaire le décompte des résultats des rapports soumis par tous les Sites Intermédiaires de cumul et comparer les chiffres vérifiés à ceux des sites régionaux de cumul		Recounting Results

		1.1		Quel résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Régional de Cumul? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Site Régional de Cumul)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A)  Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par le site régional de cumul		Recounting Results

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par le Site Régional de Cumul  pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par le Site Régional de Cumul  ou dans une base de données

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.3		Quel  résultat relatif au site régional de cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.4		Quel  résultat relatif au site régional de cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		B)  identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites intermédiaires de cumul et ceux enregistrés au niveau du cite régional de cumul relatifs à ces cites intermédiaires de cumul

		1.4		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes)

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que le site régional de cumul aurait dû recevoir des sites intermédiaire de cumul

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport  pouvait être utilisé dans le rapport récapitulatif préparé par le Site Régional de Cumul)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Intermédiaire 1

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces Points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 1.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 1.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 1.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 1.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 1.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Intermédiaire 2

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Intermédiaire 3

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 3.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 3.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 3.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 3.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 3.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Intermédiaire 4

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 4.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 4.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 4.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 4.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 4.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Régional 2

		Niveau Régional de Cumul (Protocole 2 -  Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

		Remarque pour l'equipe de vérification : L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site Régional de Cumul est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif  Régional; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site régional de cumul:		-								Besoin de Recommandation
(ajouter OUI)

				Période définie pour les rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau les chiffres communiqués par tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le site régional de cumul

		A)  Refaire le décompte des résultats des rapports soumis par tous les Sites Intermédiaires de cumul et comparer les chiffres vérifiés à ceux des sites régionaux de cumul		Recounting Results

		1.1		Quel résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Régional de Cumul? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Site Régional de Cumul)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A)  Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par le site régional de cumul		Recounting Results

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par le Site Régional de Cumul  pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par le Site Régional de Cumul  ou dans une base de données

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.3		Quel  résultat relatif au site régional de cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.4		Quel  résultat relatif au site régional de cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		B)  identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites intermédiaires de cumul et ceux enregistrés au niveau du cite régional de cumul relatifs à ces cites intermédiaires de cumul

		1.4		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes)

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que le site régional de cumul aurait dû recevoir des sites intermédiaire de cumul

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport  pouvait être utilisé dans le rapport récapitulatif préparé par le Site Régional de Cumul)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Intermédiaire 2.1

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.1.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.1.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.1.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.1.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.1.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Intermédiaire 2.2

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.2.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.2.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.2.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.2.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.2.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Intermédiaire 2.3

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.3.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.3.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.3.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.3.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.3.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Intermédiaire 2.4

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.4.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.4.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.4.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.4.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.4.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Pulvérisation Résiduelle en Interne (PRI)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de service et le remplissage du document source -

		Notes spécifiques de l'indicateur pour l'auditeur :  Le document source devrait être le rapport d'équipe quotidien de pulvérisation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement du PRI (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site/l'organisation dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture du PRI et l'enregistrement de cette fourniture dans le document source?

		1.4		Si la fourniture du PRI et l'enregistrement de cette fourniture ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifiques à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Sélectionner au moins une communauté qui a récemment reçu la PRI et examiner les documents source remplis pendant la période définie du rapport (ou le dernier/(en cours) tour de pulvérisation ). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) la date; (2) situation précise; (3) le matériel utilisé pour la pulvérisation?

 Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte…)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur: Problèmes de qualité des données: le double décompte est un risque mineur parce que les personnes résidants dans la maison doivent être présent lors de l'opération de pulvérisation après avoir débarassé les chambre des meubles et autres articles. Cependant, les agents chargés de la pulvérisation peuvent ne pas être suffisamment motivés pour pulvériser toute la maison ou les chambres, en particulier ces maisons qui sont situées dans des zones d'accès difficile.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il des instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' auditeur: Le type de rapport qui peut être utilisé pour vérifier les chiffres va dépendre de la programmation temporelle de l'audit de révision. Un audit de révision qui a lieu au début des opérations de pulvérisation ne peut que trouver des rapports quotidiens et hebdomadaires. Un audit de revision qui a lieu à mi-parcours des operations peut trouver des rapports mensuels et à la fin des operations, des rapports d'achèvement de la localité, du secteur et de la pulvérisation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte ddes maisons enregistrées comme ayant reçu la PRI pendant la période de rapport définie en examinant les documenst source

		3.2		Copier le nombre de maisons communiquées comme ayant reçu la PRI pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes les causes des écarts (s'il y en a) observés par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant le nombre prévu de sachets (ou des contenant d'insecticides vides) utilisés avec le nombre réel de sachets utilisés.

		RECOUPEMENT 1:  Sachets Prévus contre sachets réellement utilisés Ce recoupement a-t-il été fait?

		4.1		Lister le nombre de sachets utilisés estimé par structure (cette information peut être obtenue avec le gestionnaire du programme.)

		4.2		Lister le nombre de structures qui ont été pulvérisées pendant la période de rapport définie au sein de la communauté.

		Calculer le nombre de sachets prévus utilisés par structure en multipliant 4.1 et 4.2.						-

		4.3		Déterminer le nombre de sachets utilisés. Cette information peut être obtainue avec le gestionnaire du programme. Les sachets vides peuvent également être stockés au bureau du gestionnaire du programme pour être jetés ultérieurement de manière sécurisée.

		Calculer le % de l'écart dans le recoupement 1						-

		4.4		Déterminee les causes de tout écart existant entre l'utilisation prévue et réelle des sachets.

		4.5		Pour tout recoupement supplémentaire: (ajouter des lignes selon la convenance)

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de PRI -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de maisons qui ont récemment reçu la PRI (lors du dernier tour de pulvérisation) peut être visité.

		5.1		Si c'est faisable, rendre visite à 5 à 10 maisons dans une communauté qui a récemment reçu la PRI. Combien de maisons ont été visitées?

		5.2		Parmi ces maisons visitées, combien ont reçu la PRI lors du dernier ou actuel tours de pulvérisation?

		….calculer le % des maisons pulvérisées par rapport à celles visitées						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





TABLEAU SOMMAIRE_2SIC

		Statistiques Sommaires de l'Audit de Verification de Données

										Étape 1						Étape 2						Étape  3		Étape  4

		TABLEAU SOMMAIRE de Tracage et Verification								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I								II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Comptes vérifiés aux sites apurés		Compte rapporté aux sites apurés		Facteurs de vérification de district - site et non ajustés		Compte rapporté observé de tous les sites du district		Compte rapporté du district à l'unité de S&E (niveau national)		Facteur d'ajustement Rdi/Rni		Facteurs de vérification ajustés de district		District         VF (Weight)		Weighted Regional Level Verification Factors		Region
VF Weight		Facteur de verification total		% de rapports disponibles		% de rapports reçues à l'heure		% de rapports complets		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		limite inférieure de confiance de 95%		limite supérieure de confiance de 95%		number of districts		Degrees of freedom t-distribution

		Unité de Suivi et Évaluation																																																				df		P(2-tailed) = 0.025

		-		-						0.00		0.00		-										0.00				0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Sites Intermédiares d'Agégation et Prestation de Service																																																				2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-				3.00		3.18

		1.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-																4.00		2.78

		1.1.1		-						0.00		0.00		-																																								5.00		2.57

		1.1.2		-						0.00		0.00		-

		1.1.3		-						0.00		0.00		-

		1.1.4		-						0.00		0.00		-

		1.1.5		-						0.00		0.00		-

		1.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.2.1		-						0.00		0.00		-

		1.2.2		-						0.00		0.00		-

		1.2.3		-						0.00		0.00		-

		1.2.4		-						0.00		0.00		-

		1.2.5		-						0.00		0.00		-

		1.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.3.1		-						0.00		0.00		-

		1.3.2		-						0.00		0.00		-

		1.3.3		-						0.00		0.00		-

		1.3.4		-						0.00		0.00		-

		1.3.5		-						0.00		0.00		-

		1.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.4.1		-						0.00		0.00		-

		1.4.2		-						0.00		0.00		-

		1.4.3		-						0.00		0.00		-

		1.4.4		-						0.00		0.00		-

		1.4.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-

		2.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.1.1		-						0.00		0.00		-

		2.1.2		-						0.00		0.00		-

		2.1.3		-						0.00		0.00		-

		2.1.4		-						0.00		0.00		-

		2.1.5		-						0.00		0.00		-

		2.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.2.1		-						0.00		0.00		-

		2.2.2		-						0.00		0.00		-

		2.2.3		-						0.00		0.00		-

		2.2.4		-						0.00		0.00		-

		2.2.5		-						0.00		0.00		-

		2.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.3.1		-						0.00		0.00		-

		2.3.2		-						0.00		0.00		-

		2.3.3		-						0.00		0.00		-

		2.3.4		-						0.00		0.00		-

		2.3.5		-						0.00		0.00		-

		2.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.4.1		-						0.00		0.00		-

		2.4.2		-						0.00		0.00		-

		2.4.3		-						0.00		0.00		-

		2.4.4		-						0.00		0.00		-

		2.4.5		-						0.00		0.00		-





TABLEAU SOMMAIRE

		Statistiques Sommaires de l'Audit de Verification de Données

										Étape 1						Étape 2						Étape 3		Étape 4

		TABLEAU SOMMAIRE de Tracage et Verification								Facteur 1		Facteur 2		Facteur 1/ Facteur 2		Facteur 3		Facteur 4		Facteur 3/ Facteur 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Comptes vérifiés aux sites apurés		Compte rapporté aux sites apurés		Facteurs de vérification de district - site et non ajustés		Compte rapporté observé de tous les sites du district		Compte rapporté du district à l'unité de S&E (niveau national)		Facteur d'ajustement Rdi/Rni		Facteurs de vérification ajustés de district		VF (Weight)		Facteur de verification total		% de rapports disponibles		% de rapports reçues à l'heure		% de rapports complets		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		limite inférieure de confiance de 95%		limite supérieure de confiance de 95%		number of districts		Degrees of freedom t-distribution

		Unité de Suivi et Évaluation																																																df		P(2-tailed) = 0.025

		-		-						0.00		0.00												0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Sites Intermédiares d'Agégation et Prestation de Service																																																2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-																3.00		3.18

		1.1		-						0.00		0.00		-																																				4.00		2.78

		1.2		-						0.00		0.00		-																																				5.00		2.57

		1.3		-						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						0.00		0.00		-

		2.2		-						0.00		0.00		-

		2.3		-						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

				Sites de Prestation de Services						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-





Summary_Statistics_No IAS

		DQA Summary Statistics (no Intermediate Aggregation Sites)

																																																																																		% Disponible		%  A temps		% Complet

																																																																																-

																																																																																-

																																																																																-

																																																																																-

																																																																																-		-		-		-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-
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STATISTIQUES SOMMAIRES

		Statistiques Sommaires de l'AQD

																																																																																Accuracy		Availability		Timeliness		Completeness

																																																																												7		-		-		-		-		-

																																																																												6		-		-		-		-		-

																																																																												5		-		-		-		-		-

																																																																												4		-		-		-		-		-

																																																																												3		-		-		-		-		-

																																																																												2		-		-		-		-		-

																																																																												1		-		-		-		-		-
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		Statistiques Sommaires de l'AQD

																																																																																				Accuracy		Availability		Timeliness		Completeness

																																																																																5		-		-		-		-		-

																																																																																4		-		-		-		-		-

																																																																																3		-		-		-		-		-

																																																																																2		-		-		-		-		-

																																																																																1		-		-		-		-		-
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DQA Data Verification Templates/French/013 DQA P2_HIV_T-C_Fr_2009.xls
DÉMARRER

																												0		0		0		0		0		0

																												1		1		1		1		1		1

																												2		2		2		2		2		2

																												3		3		3		3		0		3

		Outil d’Audit de la Qualité des Données (AQD)																										4		4		4		4				4

								Protocole 2:  Vérification des Données																				0		5		5		0				5

						- Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test -																						0		6		6						0

						Nombre de niveaux intermédiaires de cumul																								0		7

						Nombre de sites de plus haut niveau intermédiaire de cumul (ex régional)																										8

						Nombre de sites intermédiaire de cumul																										9

						Nombre de points de prestation de services (par PPS)																										10

						Réinitialiser l'Enquête																										11

		version 1: mai 2009																														12

		Remarques Importantes pour l'utilisation de ce tableur:																														0

		1.  Pour utiliser les outils d'évaluation de la qualité des données vous devrez vous assurer votre 'macro sécurité' est paramétré à un niveau inférieur à 'élevé'.  Avec le tableur ouvert, aller à ‘Outils’, ouvrir le menu et sélectionner ‘Macro’, ensuite ‘Sécurité’ .  Sélectionner ‘moyen’.  Fermer Excel et ré ouvrir le fichier.  A la prochaine ouverture du fichier vous devrez sélectionner ‘Activer les Macros’ pour que l’application fonctionne comme prévu.

		2.  Sur la PAGE DE GARDE (page actuelle), veuillez sélectionner le nombre de niveaux intermédiaires de cumul (à partir du menu déroulant) à travers lesquels les données sont communiquées des points de prestation de services au niveau national.  Sélectionner ensuite le nombre de sites intermédiaires de cumul prélevés (SIC) à partir du menu déroulant suivant. Les SIC sont l'unité sanitaire spécifique du Ministère de la santé au niveau du district.  Ensuite, saisir le nombre de points de prestation de services prélevés (PPS), par exemple les institutions ou unités sanitaires, qui communiquent à chaque site intermédiaire.  Si vous avez un nombre inégal de PPS par district, sélectionner le nombre correspondant au plus grand nombre de PPS prélevé dans un district échantillon.  Si le PPS transmet directement au niveau national, sélectionner ‘0’ à partir du menu déroulant de l’IDS.  Ensuite sélectionner le nombre de PPS dans l’échantillon.  Voir la page INSTRUCTIONS pour plus de détails.

		3.  Veuillez saisir les noms de la structure sanitaire, ou du site,  dans la feuille intitulée ‘Page d’Information’.  Ces noms vont alors automatiquement occuper les les  masques de saisie concernés dans le tableur et aider à garantir une évaluation bien organisée et une bonne qualité des données.



Reset

Reset

Reset



INSTRUCTIONS

		INSTRUCTIONS (Protocole 2 - Vérification des Données)

		Remarque:  L’Equipe de Vérification devrait lire le document intitulé  "Evaluation de la Qualité des Données:  Directives pour l’exécution " en plus de ces instructions préalables à la gestion de ce protocole.

		OBJECTIF

		L’objectif de ce protocole est (1) de refaire le décompte et de vérifier l’exactitude des données rapportées au niveau des sites sélectionnés ; et  (2) d'examiner la ponctualité, l’exhaustivité et la disponibilité des rapports.

		CONTENU

		Ce Protocole de Vérification des Données se rapporte à l’indicateur: Nombre de personnes conseillés et testés pour le VIH avec fourniture des résultats du test.   En effet, du fait qu’il peut y avoir de grandes différences entre les types d’indicateurs et les sites de prestation de service –ex les sites sanitaires (cliniques) et les sites communautaires, l’EQD inclut des Protocoles d'indicateurs spécifiques  avec des défis d'informations précises et de qualité des données relatifs à l’indicateur (ex, le risque de double décompte).Cette information est incorporée dans les 5 étapes du protocole, qui sont soulignées ci-dessous. 

Le protocole commence par une description du (des) service (s) associé à l’indicateur pour orienter l’Equipe de vérification vers le service fourni et ainsi vers ce qui est en cours de “décompte” pour évaluer l’indicateur. Ceci va contribuer à orienter l’Equipe de vérification vers les documents sources appropriés, qui peuvent être très différents pour divers indicateurs (ex: les dossiers des patients, les rapports de laboratoire, rapports de formation, etc.).

La vérification des données se déroule en deux phases :

(1) Des vérifications approfondies au niveau des Points de Prestation de Services (PPS), et
(2) Des vérifications de suivi auprès des Niveaux Intermédiaires de Cumul concernés (NIC) et au niveau de l'Unité de S&E du Programme/projet.. 
  
Typiquement, les programmes auront un système d'information à 3 niveaux, en d’autres termes, les données seront acheminées des Points de Prestation de Service (PPS), 
Vers un Niveau de cumul Intermédiaire ( cad, une Région ou un District), et ensuite vers l’Unité de S&E centrale.

Cependant, dans certains pays, les PPS peuvent communiquer les données directement à l’Unité centrale de S&E, sans passer par des Niveaux Intermédiaires de cumul  (NIC).  
Dans d’autres pays, il peut y avoir deux (ou davantage) NIC avec des données en cours de cumul, par exemple,
au niveau du District et ensuite au Niveau Territorial avant d’atteindre l’Unité centrale de S&E. Dans de tels cas (cad, un système d'information à 2 ou 4 niveaux), Le protocole de Vérification des Données devra être adapté (tel qu’expliqué ci-dessous).

		Modifier le contenu du Modèle Excel
Les Modèles Excel devraient être modifiés minutieusement. Pour permettre l’ajout sélectif et le retrait d’onglets pour les différents sites et Niveaux dans lesquels les modèles ont été programmés en Langage de Script (Langage de Script pour les Applications) 
Des modifications au niveau des feuilles de calcul peuvent perturber la Programmation et rendre le modèle inexploitable.
Cependant, il est possible d’effectuer certains changements qui vont rendre le modèle plus utile durant l’EQD, et plus descriptif du système d’information.
Par exemple, Des recoupements et des vérifications inopinées supplémentaires peuvent être ajoutés aux feuilles de calcul individuelles à condition qu’ils soient ajoutés au bas de la feuille de calcul.
Veuillez ne pas 'insérer' de lignes ni de colonnes au milieu de la feuille puisque ceci pourrait modifier le calcul de certains indicateurs de la performance.
D’autres ajouts  peuvent également être faits au bas de la feuille de calcul. 

Dans les quatre sites intermédiaires de cumul un maximum de six sites de prestation de services peut être sélectionné (cad 24 sites) de sorte qu'il est improbable qu'il soit nécessaire d'ajouter des points de prestation ou sites intermédiaires à la "Page Information". Il suffit de sélectionner le nombre souhaité pour  chacun d'entre eux, à partir des menus déroulants sur la “Page de garde”. Ces sélections peuvent être modifiées plus tard, si nécessaire.  

Il est acceptable de renommer les onglets de la feuille de programmation selon le besoin.

Les feuilles de calcul sont protégées pour parer aux modifications du contenu par mégarde. Pour modifier le contenu des cellules, désactiver la protection des feuilles en sélectionnant 'Protection' à partir du menu déroulant Outils. Puis sélectionner  'Désactiver la protection'.  N’oubliez pas de réactiver la protection de la feuille après avoir effectué les modifications.

		INSTRUCTIONS AUX VERIFICATEURS POUR L'UTILISATION DU PROTOCOLE

		Points de Prestation de Services – 5 Types de  Vérification des Données

La première étape de la vérification des données a lieu au niveau des Points de Prestation de Services. Il y a cinq types de modèles d'étapes de vérification des données qui peuvent être mises en oeuvre à ce niveau:

1 - Description:  Décrire le rapport entre la fourniture de services/produits et le remplissage du document source qui enregistre cette prestation de service.

2 - Revue documentaire:  Passer en revue la disponibilité et l'exhaustivité de tous les documents sources des indicateur pour la période de diffusion de rapport définie.

3 - Suvi et Vérification :  Procéder au suivi et à la vérification des chiffres communiqués: (1) refaire le décompte des chiffres communiqués à partir des documents source disponibles, (2) Comparer les chiffres vérifiés à ceux communiqués par le site, (3) Identifier les causes des différences. 

4 -  Recoupement:  Procéder à des “recoupements” des totaux vérifiés du rapport  avec d’autres sources de données par exemple (inventaires, rapports de laboratoire,registres, etc)..

5 - Contrôles Inopinés :  Procéder à des “contrôles ponctuels” pour vérifier la fourniture réelle de services ou de produits aux populations cibles.

		Niveaux Intermédiaires de cumulation (NIC) et Unité Centrale de S&E -2 Types de Vérifications des Données 
Le second niveau de vérification des données a lieu aux Niveaux Intermédiaires de Cumul (ex, Districts, Régions) et de l’Unité de S&E du Programme/projet. 

1 - Revue documentaire : Vérifier la disponibilité, la ponctualité, et l'exhaustivité des rapports attendus des Sites de prestation de Services pour la période de rapport définie.

2 - Suvi et Vérification :  Procéder au suivre et à la vérification des nombre communiqués: (1) Cumuler à nouveau les nombres communiqués par les Points de Prestation de Services, (2) Comparer les décomptes vérifiés au nombres communiqués au niveau suivant (ex, l’Unité Centrale de S&E ), (3) Identifier les causes de différences.

		Instructions pour un système d'information à "2" ou "4" niveaux:

Sélection des Niveaux et des Sites
 Protocole 2 :  Le modèle Excel de Vérification des Données est conçu pour suivre la méthodologie d'échantillonnage de l’EQD relative à la sélection des niveaux intermédiaires de cumul et des Sites de Prestation de Service. Sur l’onglet "PAGE DE GARDE" , l’Equipe de Vérification peut sélectionner le nombre de Sites Intermédiaires de Cumul et le nombre de Sites de Prestation de Services qui renseigne chaque Site Intermédiaire de Cumul , selon le niveau de compréhension de l'organisation commanditaire de l'EQD.  Dans le cas où il y’a plus, ou moins, d’un niveau intermédiaire de transmission de données, du niveau de prestation de service au niveau national national, les nombres de sites et niveaux intermédiaires nécessaires par niveau peuvent être sélectionnés. Sélectionner d'abord le nombre de niveaux intermédiaire de cumul (ex région ou district) . Si les données transitent par la région autant que par le district, sélectionner deux niveaux. Si les données transitent uniquement par le district avant d’être envoyées au niveau national, sélectionner un niveau. Dans certains pays les données sont transmises directement du point de prestation de service au  niveau national. Dans ce cas, sélectionner zéro niveaux intermédiaires .  
 Ensuite sélectionner le nombre de sites au sein de chaque niveau intermédiaire
La méthode de prélèvement la plus probable requiert la sélection aléatoire de trois grappes (sites intermédiaires)  et trois Sites de Prestation dans chaque grappe.
Dans le cas de deux niveaux intermédiaires, la méthode de prélèvement sera probablement de deux grappes régionales, avec deux grappes de district dans chaque région .
Ensuite deux points de prestation de services seront sélectionnés au sein de chaque grappe de district pour un total de 8 sites de Collecte. Il peut s'avérer nécessaire d'apporter des modifications à cette méthode de prélèvement du fait de contraintes de temps, de distance et de ressources. Tous les changements apportées à la méthodologie devraient faire l'objet d'un accord avec l'Organisation Commanditaire de l’EQD avant les visites de terrain.

		Instructions pour remplir les colonnes de la liste de controle:

Une liste de questions apparaît à gauche sur chaque feuille de calcul (colonne B).  L'Equipe de vérification devra lire chaque question (déclaration) et remplir les colonnes C/D, E, F et G . La colonne C a un menu déroulant (au coin inférieur droit) pour chaque question avec des catégories de réponse: "Oui - entièrement", "En partie", "Non - "pas du tout" et "N/C".(non concerné). La colonne D devra être utilisée pour saisir des chiffres ou des pourcentages ( qui seront utilisés dans les calculs). La Colonne E est destinée aux notes du vérificateur, la colonne F devra être remplie avec "Oui" si l’Equipe de Vérification pense que les qproblèmes soulevés par la réponse à une question (déclaration) sont suffisants pour requérir une "Note de Recommandation au Programme/projet.

		RESULTATS ATTENDUS

		Sur la base de toutes les réponses aux questions, le Récapitulatif de statistiques suivant sera produit :

- Exactitude des Données communiquées à travers le calcul des facteurs de vérification générés à partir de l’exercice du décompte à nouveau fait à chaque niveau du système d'information (cad, pour les indicateurs sélectionnés, la comparaison du pourcentage des chiffres communiqués aux chiffres vérifiés); 

- Disponibilité, exhaustivité et Ponctualité des Rapports à travers des pourcentages calculés au(x) Niveau (x) de cumul intermédiaire et de l’Unité de S&E.

		Interprétation des Résultats:

La modélisation mathématique de la technique de prélèvement en grappe à deux niveaux utilisée par l’EQD a déterminé que la précision des estimations du facteur de vérification pour les données de couverture vaccinale est trop faible pour une utilisation pratique au niveau national. Dans les simulations, Woodard et ses collègues (1) ont trouvé que jusqu'à 30 districts devraient être échantillonnés pour atteindre une précision de près de 10%. Etant donné l’investissement en temps, en personnel et en ressources financières nécessaires pour la visite de 30 districts, le calcul d’un facteur de vérification national précis est improbable .  

Ceci dit, il est possible d’avoir une idée de la qualité globale des données dans un Programme/projet sans compter sur l’estimation nationale des VF. Les aspects qualitatifs de l’EQD sont appropriés pour déterminer les forces et les faiblesses d’un système d'information donné. Par exemple, si les définitions de l’indicateur sont mal comprises dans la majorité d’un échantillon de sites représentatifs, il est fort probable que les définitions de l’indicateur soient également mal comprises dans les districts non prélevés.  Le décompte à nouveau des indicateurs et la comparaison avec les valeurs communiquées pour un échantillon de sites est autant approprié, en général, pour déterminer si la qualité des données est bonne, médiocre ou mauvaise, même sans L’avantage d’une estimation nationale précise. Les rapports manquants ou les grands écarts entre les résultats comptés à nouveau et transmis dans un petit nombre de sites sont un signe d'écarts similaires ailleurs.   
  

Tout compte fait, le facteur de vérification national devrait être interprété avec prudence. Pour les besoins de vérification de la qualité des données il devra être utilisé comme une indication de qualité des données (ou d'absence de qualité des données), plutôt qu'une mesure exacte. 
   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA)
  Ann Epidemiol  2007;17:628–633.





Description de Service

		DESCRIPTION DU SERVICE  (Protocole 2 - Vérification des Données)

		Description du contexte du VCT

Cinq modèles fondamentaux de Prestation de Services VCT:

1. Autonome: Ces sites sont habituellement situés en zone de fortes densités de populations et où les taux d'infection au VIH sont élevés. Le plus souvent, ils ne sont pas reliés aux autres services médicaux/sociaux. 

2. Intégré: Les services VCT sont intégrés dans des services existant, d'habitude le secteur public tel que les hopitaux, les cliniques STI, de TB, d' ANC ou de traitement des patients externes. le VCT fait ainsi partie des services sanitaires de routine. 

3. ONG: Les ONG existantes intégrent le VCT dans le service ou fournissent les services du VCT dans les cliniques publiques. 

4. Le secteur privé:  le VCT est rendu disponible à travers des fournisseurs privés.    

5. Mobile/vulgarisation: Suivant ce model, qui n'est pas largement utilisé, des services temporaires, rotatifs sont fournis, surtout aux groupes difficile d'accès tels que les utilisateurs de drogues par injection, les travailleurs du sexe et les camionneurs.

		Fourniture de service VCT:

Un client qui envisage être conseillé et subir le test du VIH est conduit à travers les étapes suivantes au site du VCT: D'abord, il ou elle reçoit des informations générales sur les procédures du site, la manière dont la confidentialité est garantie et des informations générales sur le VIH/SIDA. Au niveau de certains sites, le client, sur son accord de s'inscrire en tant que client, peut avoir à payer des frais d'utilisateur.  Deuxièmement, the client recçoit des conseils préliminaires au test pendant lesquels les éléments de base sur le VIH/SIDA sont discutés, y compris la signification du test du VIH et l'évaluation du risque est faite. les sites VCT qui ont un volume important de clients peuvent adminstrer les conseils préliminaires au test dans le cadre d'un groupe. Troisièmement, si le client accepte de subir le test, un prélèvement de sang est recueilli.

		• Si le test rapide du VIH est utilisé, le conseiller entretien la discussion et fait la démonstration de l'application correcte du préservatif tout en attendant les résultats. Une fois que ces derniers sont disponibles, le conseiller discute des résultats avec le client et administre les conseils post-test, sans tenir compte du statut VIH du client. 

• Si le test anticorps est utilisé, le prélèvement de sang est envoyé à un laboratoire et il est demandé au client de revenir sur le site quelques jours plus tard. Les conseils post-test sont administrés si et quand le client revient pour les résultats.

		Deux approches à la documentation de la fourniture de services:

 Le site ouvre un formulaire d'admission du client qui se documente lorsque les conseils sont donnés, si et lorsque le test a été fait, et les résultats donnés. 

 Le site utilise deux régistres. Le premier est un régistre general dans lequel le nom du client et les informations démographiques nécessaires sont enregistrées. Le client reçoit une identification, le plus souvent un code, qui est également enregistré dans ce régistre.  Le code du client est ensuite enregistré dans le régistre VCT qui est ensuite utilisé pour documenter les informations appropriées sur l'évaluation du risque chez le client, les services reçus et les résultats du test.

		Stratégies du Test VIH:

La plupart des sites VCT vont utiliser le test rapide pour faire le diagnostic du VIH, ce qui permet au centre d'informer le client des resultats du test le même jour et lui donner les conseils post-test. Tous les autres tests requièrent que le client reviennent au centre pour recevoir les résultats. Par exemple, les clients doivent return 72 heures après pour le test ELISA.  L'expérience a suggéré, dans la plupart des centres VCT que 20 à 40% des clients ne reviennent pas chercher leurs résultats.  

Les centres VCT qui envoient des échantillons de sang au laboratoire pour analyse devraient suivre les règles de confidentialité. Deux méthodes sont utilisées pour ce faire:

		Test affilié: pour cela, l'échantillon de sang envoyé pour être testé a un identifiant sur lui qui le lie à l'individu client. Cet identifiant peut être un numéro de série imprimé sur le formulaire de demande de test VIH. Le laboratoire utilise cet identifiant pour informer la clinique des resultats mais ne dispose pas de l'information du client. La clinique garde, cependant, des copies des formulaires du laboratoire avec l'identifiant et l'information du client (classés d'habitude séparément dans un placard vérrouillé et uniquement accessible à certains membres choisi du personnel.)

		Test anonyme affilié: aucun de noms ou d'autre identifiants ne sont enregistés. Le client reçoit un numéro unique lié en aucun cas à un enregistrement médical qui correspond au numéro su l'échantillon de sang envoyé au laboratoire. Le résultat du laboratoire est ransmis en retour à la clinique. Le client doit venir à la clinique et présenter son numéro correct. Aucun enregistrement n'est gardé sur les clients qui ont subit des prélèvements de sang et il n'existe aucun moyen de trouver le client s'il ou elle ne retourne pas au centre pour les résultats du test.

		(Source: Santé Familale Internationale, boîte à outils VCT: Conseil et Test Volontaire du VIH: Un Guide de Référence pour les Formateurs et les Conseillers, Janvier 2004)
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		GENERALITES POUR LE REMPLISSAGE DU PROTOCOLE DES DONNEES DE 
L’ INDICATEUR DU SUIVI ET DE LA VERIFICATION

		Nom de l’Organisation d'exécution de l'AQD

		Pays

		Aire du programme 

		Indicateur(s)

		Numéro(s) de la Subvention(s)

		Unité de Gestion du S&E au Niveau Central

		Nom du Site																Date de la vérification

		1-

		Sites Intermédiaires de Compilation (SIC) Regionales

		Name of Site																Date of Audit

		1

		2

		Sites Intermédiaires de Compilation (SIC) de Districts

		Nom du Site																Date de la vérification

		1.1

		1.2

		1.3

		1.4

		2.1

		2.2

		2.3

		2.4

		Points de Prestation de Services  (PPS)

		Nom du Site																Date de la vérification

		1.1.1

		1.1.2

		1.1.3

		1.1.4

		1.1.5

		1.2.1

		1.2.2

		1.2.3

		1.2.4

		1.2.5

		1.3.1

		1.3.2

		1.3.3

		1.3.4

		1.3.5

		1.4.1

		1.4.2

		1.4.3

		1.4.4

		1.4.5

		2.1.1

		2.1.2

		2.1.3

		2.1.4

		2.1.5

		2.2.1

		2.2.2

		2.2.3

		2.2.4

		2.2.5

		2.3.1

		2.3.2

		2.3.3

		2.3.4

		2.3.5

		2.4.1

		2.4.2

		2.4.3

		2.4.4

		2.4.5





Page_Information

		GENERALITES POUR LE REMPLISSAGE DU PROTOCOLE DES DONNEES DE 
L’ INDICATEUR DU SUIVI ET DE LA VERIFICATION

		Nom de l’Organisation d'exécution de l'AQD

		Pays

		Aire du programme 

		Indicateur(s)

		Numéro(s) de la Subvention(s)

		Unité de Gestion du S&E au Niveau Central

		Nom du Site																Date de la vérification

		1-

		Sites Intermédiaires de Compilation (SIC)

		Nom du Site																Date de la vérification

		1

		2

		3

		4

		Points de Prestation de Services  (PPS)

		Nom du Site																Date de la vérification

		1.1

		1.2

		1.3

		1.4

		1.5

		2.1

		2.2

		2.3

		2.4

		2.5

		3.1

		3.2

		3.3

		3.4

		3.5

		4.1

		4.2

		4.3

		4.4

		4.5

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10





Unité de S&E_2SIC

		Unité de S&E (Protocole 2 - Vérification des données).

		Nombre de personnes conseillées et qui ont subi le test pour le VIH y compris la fourniture des résultats du test.

		Remarque pour l'Equipe de vérification :    L'objectif de l'analyse du suivi et de la vérification des données au niveau de l' Unité de S&E est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les sites régionaux de cumul et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif de l'Unité S&E ; et
b. passer en revue tous les rapports reçus des sites régionaux de cumul et vérifier que les rapports sont disponibles, complets et ponctuels.

				UNITE DE S&E :		-								Besoin de Recommandation
(ajouter OUI)

				Période définie des rapports :		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		0. Système d’Enregistrement et d’Information pour les TC

		0		Décrire le système d’enregistrement et d’information lié à cet indicateur  au niveau de la structure sanitaire  (c à d : du premier enregistrement de la fourniture de service sur les documents sources  à la communication des chiffres cumulés au niveau administratif suivant). Veuillez décrire le moment où l’enregistrement du service a eu lieu, sur quel(s) formulaires et par quel(s) membre(s) du personnel.

		1. Cumuler à nouveau les chiffres communiqués par tous les sites régionaux de cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites régionaux de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par l'Unité S & E.

		A) Refaire le décompte des résultats des rapports soumis par les sites régionaux de cumul et comparer les chiffres vérifiés à ceux de l’Unité de S&E.

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par l'Unité de S&E? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul

		Taux de Vérification du Résultat ( Unité de S&E)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B) Copier les résultats des sites régionaux de cumul vérifiés tels qu’observés dans le rapport récapitulatif préparé par l’Unité de S&E.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par l’Unité de S&E pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par l’Unité de S&E ou dans une base de données.

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		C) Identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites régionaux de cumul et ceux enregistrés au niveau de l’Unité de S&E relatifs à ces sites régionaux de cumul.

		1.5		Quelles sont les causes des différences (s’il y en a) observées par l’equipe de vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y en a)

		2.  Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Sites Régionaux de Cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que l’Unité de S&E aurait dû recevoir des sites régionaux de cumul.

		2.1		Combien de rapports aurait dû provenir de tous les sites régionaux de cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport a été  reçu à la date prévue)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier
le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Unité de S&E

		Unité de S&E (Protocole 2 - Vérification des données).

		Nombre de personnes conseillées et qui ont subi le test pour le VIH y compris la fourniture des résultats du test.

		Remarque pour l'Equipe de vérification :    L'objectif de l'analyse du suivi et de la vérification des données au niveau de l' Unité de S&E est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif de l'Unité S&E ; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels.

				UNITE DE S&E :		-								Besoin de Recommandation
(ajouter OUI)

				Période définie des rapports :		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		0. Système d’Enregistrement et d’Information pour les TC

		0		Décrire le système d’enregistrement et d’information lié à cet indicateur  au niveau de la structure sanitaire  (c à d : du premier enregistrement de la fourniture de service sur les documents sources  à la communication des chiffres cumulés au niveau administratif suivant). Veuillez décrire le moment où l’enregistrement du service a eu lieu, sur quel(s) formulaires et par quel(s) membre(s) du personnel.

		1. Cumuler à nouveau les chiffres communiqués par tous les sites intermédiaires d'agégation.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par l'Unité S & E.

		A) Refaire le décompte des résultats des rapports soumis par les sites intermédiaires de cumul et comparer les chiffres vérifiés à ceux de l’Unité de S&E.

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par l'Unité de S&E? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul

		Taux de Vérification du Résultat ( Unité de S&E)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A) Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par l’Unité de S&E.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par l’Unité de S&E pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par l’Unité de S&E ou dans une base de données.

		1.3.1		Quel  résultat relatif au Site Intermédiaire de Cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.2		Quel  résultat relatif au Site Intermédiaire de Cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.3		Quel  résultat relatif au Site Intermédiaire de Cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.4		Quel  résultat relatif au Site Intermédiaire de Cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		C) Identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites Intermédiaire de Cumul et ceux enregistrés au niveau de l’Unité de S&E relatifs à ces Sites Intermédiaires de Cumul .

		1.5		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y en a)

		2.  Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Sites Intermédiaires de Cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que l’Unité de S&E aurait dû recevoir des Sites Intermédiaire de Cumul.

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport a été  reçu à la date prévue)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Régional 1

		Niveau Régional de Cumul (Protocole 2 -  Vérification des Données)

		Nombre de personnes conseillées et qui ont subi le test pour le VIH y compris la fourniture des résultats du test.

		Remarque pour l'equipe de vérification : L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site Régional de Cumul est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif  Régional; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site régional de cumul:		-								Besoin de Recommandation
(ajouter OUI)

				Période définie pour les rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau les chiffres communiqués par tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le site régional de cumul

		A)  Refaire le décompte des résultats des rapports soumis par tous les Sites Intermédiaires de cumul et comparer les chiffres vérifiés à ceux des sites régionaux de cumul		Recounting Results

		1.1		Quel résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Régional de Cumul? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Site Régional de Cumul)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A)  Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par le site régional de cumul		Recounting Results

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par le Site Régional de Cumul  pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par le Site Régional de Cumul  ou dans une base de données

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.3		Quel  résultat relatif au site régional de cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.4		Quel  résultat relatif au site régional de cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		B)  identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites intermédiaires de cumul et ceux enregistrés au niveau du cite régional de cumul relatifs à ces cites intermédiaires de cumul

		1.4		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes)

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que le site régional de cumul aurait dû recevoir des sites intermédiaire de cumul

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport  pouvait être utilisé dans le rapport récapitulatif préparé par le Site Régional de Cumul)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier
le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Intermédiaire 1

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillées et qui ont subi le test pour le VIH y compris la fourniture des résultats du test.

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport  a   été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier
le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 1.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Point de Service 1.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Point de Service 1.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Point de Service 1.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Point de Service 1.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Site Intermédiaire 2

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillées et qui ont subi le test pour le VIH y compris la fourniture des résultats du test.

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport  a   été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier
le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Point de Service 2.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Point de Service 2.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Point de Service 2.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Point de Service 2.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Site Intermédiaire 3

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillées et qui ont subi le test pour le VIH y compris la fourniture des résultats du test.

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport  a   été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier
le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 3.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Point de Service 3.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Point de Service 3.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Point de Service 3.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Point de Service 3.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Site Intermédiaire 4

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillées et qui ont subi le test pour le VIH y compris la fourniture des résultats du test.

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport  a   été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier
le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 4.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Point de Service 4.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Point de Service 4.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Point de Service 4.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Point de Service 4.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Site Régional 2

		Niveau Régional de Cumul (Protocole 2 -  Vérification des Données)

		Nombre de personnes conseillées et qui ont subi le test pour le VIH y compris la fourniture des résultats du test.

		Remarque pour l'equipe de vérification : L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site Régional de Cumul est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif  Régional; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site régional de cumul:		-								Besoin de Recommandation
(ajouter OUI)

				Période définie pour les rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau les chiffres communiqués par tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le site régional de cumul

		A)  Refaire le décompte des résultats des rapports soumis par tous les Sites Intermédiaires de cumul et comparer les chiffres vérifiés à ceux des sites régionaux de cumul		Recounting Results

		1.1		Quel résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Régional de Cumul? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Site Régional de Cumul)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A)  Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par le site régional de cumul		Recounting Results

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par le Site Régional de Cumul  pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par le Site Régional de Cumul  ou dans une base de données

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.3		Quel  résultat relatif au site régional de cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.4		Quel  résultat relatif au site régional de cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		B)  identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites intermédiaires de cumul et ceux enregistrés au niveau du cite régional de cumul relatifs à ces cites intermédiaires de cumul

		1.4		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes)

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que le site régional de cumul aurait dû recevoir des sites intermédiaire de cumul

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport  pouvait être utilisé dans le rapport récapitulatif préparé par le Site Régional de Cumul)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier
le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Intermédiaire 2.1

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillées et qui ont subi le test pour le VIH y compris la fourniture des résultats du test.

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport  a   été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier
le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.1.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Point de Service 2.1.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Point de Service 2.1.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Point de Service 2.1.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Point de Service 2.1.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Site Intermédiaire 2.2

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillées et qui ont subi le test pour le VIH y compris la fourniture des résultats du test.

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport  a   été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier
le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.2.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Point de Service 2.2.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Point de Service 2.2.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Point de Service 2.2.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Point de Service 2.2.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Site Intermédiaire 2.3

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillées et qui ont subi le test pour le VIH y compris la fourniture des résultats du test.

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport  a   été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier
le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.3.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Point de Service 2.3.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Point de Service 2.3.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Point de Service 2.3.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Point de Service 2.3.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Site Intermédiaire 2.4

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillées et qui ont subi le test pour le VIH y compris la fourniture des résultats du test.

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport  a   été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier
le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.4.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Point de Service 2.4.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Point de Service 2.4.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Point de Service 2.4.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





Point de Service 2.4.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de personnes conseillés et testés pour le VIH y compris la fourniture des résultats du test

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture d'ART et le remplissage du document source -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture des résultat des tests au VIH des personnes testés (TC). Déterminer le document source utilisé pour enregistrer la fourniture des tests de résultats au niveau de cette structure. Les documents source sont les formulaire d'admission des clients ou les registres d'enregistrwement de la fourniture des résultats de tests.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture des résultats des tests (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la fourniture des résultats des tests et l'enregistrement de la provision d'ART dans le document source?

		1.4		Si la fourmiture des résultats du tests dART et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Pour s'assurer que les règles de confidentialité sont maintenues, l'Equipe de Vérification devrait (1) chercher à obtenir l'autorisation  de l'Administrateur principal du centre pour examiner les documents et (2) présenter à l'Administrateur l'option d'avoir un autre membre du personnel du centre présent pendant l'examen des documents.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner si les documents source sont disponibles pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'identification du patient; (2) date de fourniture des résultats?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de la fourniture des résultats des tests sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités qui font l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Existe-t-il un processus pour éviter le double-décompte des évènements de test?
Si oui, veuillez le décrire.

		2.6		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de résultats de tests fournis enregistrés par le site pendant la période de rapport définie en examinant les formulaires d'admission des clients ou les régistres où les TC sont enregistrés.

		3.2		Copier le nombre de résultats de test fournis communiqués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:   Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'auditeur:  Des recoupement peuvent être faits en comparant: (1) le formulaire d'admission et le régistre où le TC est enregistré; et (2) le nombre de tests communiqués contre la somme du stock entré de départ et les kits de tests recus moins le stock disponible de clôture.

		RECOUPEMENT 1.1 :  SI concerné, du Formulaire d'Admission du Client  au Régistre où le TC est enregistré. Ce recoupement a t-il été fait? (uniquement là où existe un régistre pour enregistrer la fourniture des résultats des tests et des régistres généraux, faire un recoupement entre les deux).

		4.1		S'Il est faisable, sélectionner 5% des Formulaire d'Admission du Client (ou au moins 20 fiches). Combien de fiches ont été sélectionnées?

		4.2		Combien des patients sélectionnés ont été enregistrés dans le régistre où le TC est enregistré?

		Calculer le % de l'écart pour le recoupement 1.1

Si l'écart est en deca de 90%, sélectionner 5% supplémentaires de formulaires d'admission du Client (ou au moins 20 fiches supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existant dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2:  Du Régistre où le TC est enregistré à la Fiche d'admission du Client. Ce recoupement a t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients énumérés dans le régistre où le TC est enregisitré (ou au moins 20 patients) qui ont recu le TC pendant la période du rapport. Combien de patients ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de formulaire d'admission du client.

		Calculer le % de l'écart pour le recoupement 1.2

Si l'écart est en deca de 90%, sélectionner 5% d'enregistrements supplémentaires du Régistre où le TC est enregistré (ou au moins 20 patients supplémentaires) et refaire le calcul (ADDITIONNER les chiffres aux chiffres existants dans les cellule supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2 :  Entre les kits de Test en stock et le nombre de tests communiqués par le site.

		4.5		Saisir le nombre de Kits de Test en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.6		Saisir le nombre de Kits de Test recus par le du site pendant la période de rapport définie.

		4.7		Saisir le nombre de Kits de Test en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.8		Saisir le nombre de Kits de Test utilisés par le du site pendant la période de rapport définie.

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.9		S'il y a un écart entre le stock disponible et les kits de tes distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le site a fait face à cet écart.

		4.10		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements peuvent ne pas être possible du fait des règles de confidentialité.





TABLEAU SOMMAIRE_2SIC

		Statistiques Sommaires de l'Audit de Verification de Données

										Étape 1						Étape 2						Étape  3		Étape  4

		TABLEAU SOMMAIRE de Tracage et Verification								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I								II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Comptes vérifiés aux sites apurés		Compte rapporté aux sites apurés		Facteurs de vérification de district - site et non ajustés		Compte rapporté observé de tous les sites du district		Compte rapporté du district à l'unité de S&E (niveau national)		Facteur d'ajustement Rdi/Rni		Facteurs de vérification ajustés de district		District         VF (Weight)		Weighted Regional Level Verification Factors		Region
VF Weight		Facteur de verification total		% de rapports disponibles		% de rapports reçues à l'heure		% de rapports complets		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		limite inférieure de confiance de 95%		limite supérieure de confiance de 95%		number of districts		Degrees of freedom t-distribution

		Unité de Suivi et Évaluation																																																				df		P(2-tailed) = 0.025

		-		-						0.00		0.00		-										0.00				0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Sites Intermédiares d'Agégation et Prestation de Service																																																				2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-				3.00		3.18

		1.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-																4.00		2.78

		1.1.1		-						0.00		0.00		-																																								5.00		2.57

		1.1.2		-						0.00		0.00		-

		1.1.3		-						0.00		0.00		-

		1.1.4		-						0.00		0.00		-

		1.1.5		-						0.00		0.00		-

		1.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.2.1		-						0.00		0.00		-

		1.2.2		-						0.00		0.00		-

		1.2.3		-						0.00		0.00		-

		1.2.4		-						0.00		0.00		-

		1.2.5		-						0.00		0.00		-

		1.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.3.1		-						0.00		0.00		-

		1.3.2		-						0.00		0.00		-

		1.3.3		-						0.00		0.00		-

		1.3.4		-						0.00		0.00		-

		1.3.5		-						0.00		0.00		-

		1.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.4.1		-						0.00		0.00		-

		1.4.2		-						0.00		0.00		-

		1.4.3		-						0.00		0.00		-

		1.4.4		-						0.00		0.00		-

		1.4.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-

		2.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.1.1		-						0.00		0.00		-

		2.1.2		-						0.00		0.00		-

		2.1.3		-						0.00		0.00		-

		2.1.4		-						0.00		0.00		-

		2.1.5		-						0.00		0.00		-

		2.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.2.1		-						0.00		0.00		-

		2.2.2		-						0.00		0.00		-

		2.2.3		-						0.00		0.00		-

		2.2.4		-						0.00		0.00		-

		2.2.5		-						0.00		0.00		-

		2.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.3.1		-						0.00		0.00		-

		2.3.2		-						0.00		0.00		-

		2.3.3		-						0.00		0.00		-

		2.3.4		-						0.00		0.00		-

		2.3.5		-						0.00		0.00		-

		2.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.4.1		-						0.00		0.00		-

		2.4.2		-						0.00		0.00		-

		2.4.3		-						0.00		0.00		-

		2.4.4		-						0.00		0.00		-

		2.4.5		-						0.00		0.00		-





TABLEAU SOMMAIRE

		Statistiques Sommaires de l'Audit de Verification de Données

										Étape 1						Étape 2						Étape 3		Étape 4

		TABLEAU SOMMAIRE de Tracage et Verification								Facteur 1		Facteur 2		Facteur 1/ Facteur 2		Facteur 3		Facteur 4		Facteur 3/ Facteur 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Comptes vérifiés aux sites apurés		Compte rapporté aux sites apurés		Facteurs de vérification de district - site et non ajustés		Compte rapporté observé de tous les sites du district		Compte rapporté du district à l'unité de S&E (niveau national)		Facteur d'ajustement Rdi/Rni		Facteurs de vérification ajustés de district		VF (Weight)		Facteur de verification total		% de rapports disponibles		% de rapports reçues à l'heure		% de rapports complets		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		limite inférieure de confiance de 95%		limite supérieure de confiance de 95%		number of districts		Degrees of freedom t-distribution

		Unité de Suivi et Évaluation																																																df		P(2-tailed) = 0.025

		-		-						0.00		0.00												0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Sites Intermédiares d'Agégation et Prestation de Service																																																2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-																3.00		3.18

		1.1		-						0.00		0.00		-																																				4.00		2.78

		1.2		-						0.00		0.00		-																																				5.00		2.57

		1.3		-						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						0.00		0.00		-

		2.2		-						0.00		0.00		-

		2.3		-						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

				Sites de Prestation de Services						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-





Summary_Statistics_No IAS

		DQA Summary Statistics (no Intermediate Aggregation Sites)

																																																																																		% Disponible		%  A temps		% Complet

																																																																																-

																																																																																-

																																																																																-

																																																																																-

																																																																																-		-		-		-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-
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STATISTIQUES SOMMAIRES_2SIC
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STATISTIQUES SOMMAIRES

		Statistiques Sommaires de l'AQD

																																																																																Accuracy		Availability		Timeliness		Completeness

																																																																												7		-		-		-		-		-

																																																																												6		-		-		-		-		-

																																																																												5		-		-		-		-		-

																																																																												4		-		-		-		-		-

																																																																												3		-		-		-		-		-

																																																																												2		-		-		-		-		-

																																																																												1		-		-		-		-		-
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% de Rapports Disponible de L'AQD
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% de Rapports à Temps de l'AQD
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% de Rapports Complet de l'AQD



		Statistiques Sommaires de l'AQD

																																																																																				Accuracy		Availability		Timeliness		Completeness

																																																																																5		-		-		-		-		-

																																																																																4		-		-		-		-		-

																																																																																3		-		-		-		-		-

																																																																																2		-		-		-		-		-

																																																																																1		-		-		-		-		-





		0		0		0		0		0



-

-

-

-

-

Facteurs de Verification Totals 
et District de l'AQD
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% de Rapports Disponible de L'AQD



		0		0		0		0		0



-

-

-

-

-

% de Rapports à Temps de l'AQD
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-

-

-

-

-

% de Rapports Complet de l'AQD





DQA Data Verification Templates/French/014 DQA P2_HIV_Condoms_Fr_2009.xls
DÉMARRER

																												0		0		0		0		0		0

																												1		1		1		1		1		1

																												2		2		2		2		2		2

																												3		3		3		3		0		3

		Outil d’Audit de la Qualité des Données (AQD)																										4		4		4		4				4

								Protocole 2:  Vérification des Données																				0		5		5		0				5

						- Nombre de Préservatifs Distribués -																						0		6		6						0

						Nombre de niveaux intermédiaires de cumul																								0		7

						Nombre de sites de plus haut niveau intermédiaire de cumul (ex régional)																										8

						Nombre de sites intermédiaire de cumul (SIC)																										9

						Nombre de points de prestation de services (par SIC)																										10

						Réinitialiser l'Enquête																										11

		version 1: mai 2009																														12

		Remarques Importantes pour l'utilisation de ce tableur:																														0

		1.  Pour utiliser les outils d'évaluation de la qualité des données vous devrez vous assurer votre 'macro sécurité' est paramétré à un niveau inférieur à 'élevé'.  Avec le tableur ouvert, aller à ‘Outils’, ouvrir le menu et sélectionner ‘Macro’, ensuite ‘Sécurité’ .  Sélectionner ‘moyen’.  Fermer Excel et ré ouvrir le fichier.  A la prochaine ouverture du fichier vous devrez sélectionner ‘Activer les Macros’ pour que l’application fonctionne comme prévu.

		2.  Sur la PAGE DE GARDE (page actuelle), veuillez sélectionner le nombre de niveaux intermédiaires de cumul (à partir du menu déroulant) à travers lesquels les données sont communiquées des points de prestation de services au niveau national.  Sélectionner ensuite le nombre de sites intermédiaires de cumul prélevés (SIC) à partir du menu déroulant suivant. Les SIC sont l'unité sanitaire spécifique du Ministère de la santé au niveau du district.  Ensuite, saisir le nombre de points de prestation de services prélevés (PPS), par exemple les institutions ou unités sanitaires, qui communiquent à chaque site intermédiaire.  Si vous avez un nombre inégal de PPS par district, sélectionner le nombre correspondant au plus grand nombre de PPS prélevé dans un district échantillon.  Si le PPS transmet directement au niveau national, sélectionner ‘0’ à partir du menu déroulant de l’IDS.  Ensuite sélectionner le nombre de PPS dans l’échantillon.  Voir la page INSTRUCTIONS pour plus de détails.

		3.  Veuillez saisir les noms de la structure sanitaire, ou du site,  dans la feuille intitulée ‘Page d’Information’.  Ces noms vont alors automatiquement occuper les les  masques de saisie concernés dans le tableur et aider à garantir une évaluation bien organisée et une bonne qualité des données.
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Reset

Reset



INSTRUCTIONS

		INSTRUCTIONS (Protocole 2 - Vérification des Données)

		Remarque:  L’Equipe de Vérification devrait lire le document intitulé  "Evaluation de la Qualité des Données:  Directives pour l’exécution " en plus de ces instructions préalables à la gestion de ce protocole.

		OBJECTIF

		L’objectif de ce protocole est (1) de refaire le décompte et de vérifier l’exactitude des données rapportées au niveau des sites sélectionnés ; et  (2) d'examiner la ponctualité, l’exhaustivité et la disponibilité des rapports.

		CONTENU

		Ce Protocole de Vérification des Données se rapporte à l’indicateur:  Nombre de Préservatifs Distribués.  En effet, du fait qu’il peut y avoir de grandes différences entre les types d’indicateurs et les sites de prestation de service –ex les sites sanitaires (cliniques) et les sites communautaires, l’EQD inclut des Protocoles d'indicateurs spécifiques  avec des défis d'informations précises et de qualité des données relatifs à l’indicateur (ex, le risque de double décompte).Cette information est incorporée dans les 5 étapes du protocole, qui sont soulignées ci-dessous. 

Le protocole commence par une description du (des) service (s) associé à l’indicateur pour orienter l’Equipe de vérification vers le service fourni et ainsi vers ce qui est en cours de “décompte” pour évaluer l’indicateur. Ceci va contribuer à orienter l’Equipe de vérification vers les documents sources appropriés, qui peuvent être très différents pour divers indicateurs (ex: les dossiers des patients, les rapports de laboratoire, rapports de formation, etc.).

La vérification des données se déroule en deux phases :

(1) Des vérifications approfondies au niveau des Points de Prestation de Services (PPS), et
(2) Des vérifications de suivi auprès des Niveaux Intermédiaires de Cumul concernés (NIC) et au niveau de l'Unité de S&E du Programme/projet.. 
  
Typiquement, les programmes auront un système d'information à 3 niveaux, en d’autres termes, les données seront acheminées des Points de Prestation de Service (PPS), 
Vers un Niveau de cumul Intermédiaire ( cad, une Région ou un District), et ensuite vers l’Unité de S&E centrale.

Cependant, dans certains pays, les PPS peuvent communiquer les données directement à l’Unité centrale de S&E, sans passer par des Niveaux Intermédiaires de cumul  (NIC).  
Dans d’autres pays, il peut y avoir deux (ou davantage) NIC avec des données en cours de cumul, par exemple,
au niveau du District et ensuite au Niveau Territorial avant d’atteindre l’Unité centrale de S&E. Dans de tels cas (cad, un système d'information à 2 ou 4 niveaux), Le protocole de Vérification des Données devra être adapté (tel qu’expliqué ci-dessous).

		Modifier le contenu du Modèle Excel
Les Modèles Excel devraient être modifiés minutieusement. Pour permettre l’ajout sélectif et le retrait d’onglets pour les différents sites et Niveaux dans lesquels les modèles ont été programmés en Langage de Script (Langage de Script pour les Applications) 
Des modifications au niveau des feuilles de calcul peuvent perturber la Programmation et rendre le modèle inexploitable.
Cependant, il est possible d’effectuer certains changements qui vont rendre le modèle plus utile durant l’EQD, et plus descriptif du système d’information.
Par exemple, Des recoupements et des vérifications inopinées supplémentaires peuvent être ajoutés aux feuilles de calcul individuelles à condition qu’ils soient ajoutés au bas de la feuille de calcul.
Veuillez ne pas 'insérer' de lignes ni de colonnes au milieu de la feuille puisque ceci pourrait modifier le calcul de certains indicateurs de la performance.
D’autres ajouts  peuvent également être faits au bas de la feuille de calcul. 

Dans les quatre sites intermédiaires de cumul un maximum de six sites de prestation de services peut être sélectionné (cad 24 sites) de sorte qu'il est improbable qu'il soit nécessaire d'ajouter des points de prestation ou sites intermédiaires à la "Page Information". Il suffit de sélectionner le nombre souhaité pour  chacun d'entre eux, à partir des menus déroulants sur la “Page de garde”. Ces sélections peuvent être modifiées plus tard, si nécessaire.  

Il est acceptable de renommer les onglets de la feuille de programmation selon le besoin.

Les feuilles de calcul sont protégées pour parer aux modifications du contenu par mégarde. Pour modifier le contenu des cellules, désactiver la protection des feuilles en sélectionnant 'Protection' à partir du menu déroulant Outils. Puis sélectionner  'Désactiver la protection'.  N’oubliez pas de réactiver la protection de la feuille après avoir effectué les modifications.

		INSTRUCTIONS AUX VERIFICATEURS POUR L'UTILISATION DU PROTOCOLE

		Points de Prestation de Services – 5 Types de  Vérification des Données

La première étape de la vérification des données a lieu au niveau des Points de Prestation de Services. Il y a cinq types de modèles d'étapes de vérification des données qui peuvent être mises en oeuvre à ce niveau:

1 - Description:  Décrire le rapport entre la fourniture de services/produits et le remplissage du document source qui enregistre cette prestation de service.

2 - Revue documentaire:  Passer en revue la disponibilité et l'exhaustivité de tous les documents sources des indicateur pour la période de diffusion de rapport définie.

3 - Suvi et Vérification :  Procéder au suivi et à la vérification des chiffres communiqués: (1) refaire le décompte des chiffres communiqués à partir des documents source disponibles, (2) Comparer les chiffres vérifiés à ceux communiqués par le site, (3) Identifier les causes des différences. 

4 -  Recoupement:  Procéder à des “recoupements” des totaux vérifiés du rapport  avec d’autres sources de données par exemple (inventaires, rapports de laboratoire,registres, etc)..

5 - Contrôles Inopinés :  Procéder à des “contrôles ponctuels” pour vérifier la fourniture réelle de services ou de produits aux populations cibles.

		Niveaux Intermédiaires de cumulation (NIC) et Unité Centrale de S&E -2 Types de Vérifications des Données 
Le second niveau de vérification des données a lieu aux Niveaux Intermédiaires de Cumul (ex, Districts, Régions) et de l’Unité de S&E du Programme/projet. 

1 - Revue documentaire : Vérifier la disponibilité, la ponctualité, et l'exhaustivité des rapports attendus des Sites de prestation de Services pour la période de rapport définie.

2 - Suvi et Vérification :  Procéder au suivre et à la vérification des nombre communiqués: (1) Cumuler à nouveau les nombres communiqués par les Points de Prestation de Services, (2) Comparer les décomptes vérifiés au nombres communiqués au niveau suivant (ex, l’Unité Centrale de S&E ), (3) Identifier les causes de différences.

		Instructions pour un système d'information à "2" ou "4" niveaux:

Sélection des Niveaux et des Sites
 Protocole 2 :  Le modèle Excel de Vérification des Données est conçu pour suivre la méthodologie d'échantillonnage de l’EQD relative à la sélection des niveaux intermédiaires de cumul et des Sites de Prestation de Service. Sur l’onglet "PAGE DE GARDE" , l’Equipe de Vérification peut sélectionner le nombre de Sites Intermédiaires de Cumul et le nombre de Sites de Prestation de Services qui renseigne chaque Site Intermédiaire de Cumul , selon le niveau de compréhension de l'organisation commanditaire de l'EQD.  Dans le cas où il y’a plus, ou moins, d’un niveau intermédiaire de transmission de données, du niveau de prestation de service au niveau national national, les nombres de sites et niveaux intermédiaires nécessaires par niveau peuvent être sélectionnés. Sélectionner d'abord le nombre de niveaux intermédiaire de cumul (ex région ou district) . Si les données transitent par la région autant que par le district, sélectionner deux niveaux. Si les données transitent uniquement par le district avant d’être envoyées au niveau national, sélectionner un niveau. Dans certains pays les données sont transmises directement du point de prestation de service au  niveau national. Dans ce cas, sélectionner zéro niveaux intermédiaires .  
 Ensuite sélectionner le nombre de sites au sein de chaque niveau intermédiaire
La méthode de prélèvement la plus probable requiert la sélection aléatoire de trois grappes (sites intermédiaires)  et trois Sites de Prestation dans chaque grappe.
Dans le cas de deux niveaux intermédiaires, la méthode de prélèvement sera probablement de deux grappes régionales, avec deux grappes de district dans chaque région .
Ensuite deux points de prestation de services seront sélectionnés au sein de chaque grappe de district pour un total de 8 sites de Collecte. Il peut s'avérer nécessaire d'apporter des modifications à cette méthode de prélèvement du fait de contraintes de temps, de distance et de ressources. Tous les changements apportées à la méthodologie devraient faire l'objet d'un accord avec l'Organisation Commanditaire de l’EQD avant les visites de terrain.

		Instructions pour remplir les colonnes de la liste de controle:

Une liste de questions apparaît à gauche sur chaque feuille de calcul (colonne B).  L'Equipe de vérification devra lire chaque question (déclaration) et remplir les colonnes C/D, E, F et G . La colonne C a un menu déroulant (au coin inférieur droit) pour chaque question avec des catégories de réponse: "Oui - entièrement", "En partie", "Non - "pas du tout" et "N/C".(non concerné). La colonne D devra être utilisée pour saisir des chiffres ou des pourcentages ( qui seront utilisés dans les calculs). La Colonne E est destinée aux notes du vérificateur, la colonne F devra être remplie avec "Oui" si l’Equipe de Vérification pense que les qproblèmes soulevés par la réponse à une question (déclaration) sont suffisants pour requérir une "Note de Recommandation au Programme/projet.

		RESULTATS ATTENDUS

		Sur la base de toutes les réponses aux questions, le Récapitulatif de statistiques suivant sera produit :

- Exactitude des Données communiquées à travers le calcul des facteurs de vérification générés à partir de l’exercice du décompte à nouveau fait à chaque niveau du système d'information (cad, pour les indicateurs sélectionnés, la comparaison du pourcentage des chiffres communiqués aux chiffres vérifiés); 

- Disponibilité, exhaustivité et Ponctualité des Rapports à travers des pourcentages calculés au(x) Niveau (x) de cumul intermédiaire et de l’Unité de S&E.

		Interprétation des Résultats:

La modélisation mathématique de la technique de prélèvement en grappe à deux niveaux utilisée par l’EQD a déterminé que la précision des estimations du facteur de vérification pour les données de couverture vaccinale est trop faible pour une utilisation pratique au niveau national. Dans les simulations, Woodard et ses collègues (1) ont trouvé que jusqu'à 30 districts devraient être échantillonnés pour atteindre une précision de près de 10%. Etant donné l’investissement en temps, en personnel et en ressources financières nécessaires pour la visite de 30 districts, le calcul d’un facteur de vérification national précis est improbable .  

Ceci dit, il est possible d’avoir une idée de la qualité globale des données dans un Programme/projet sans compter sur l’estimation nationale des VF. Les aspects qualitatifs de l’EQD sont appropriés pour déterminer les forces et les faiblesses d’un système d'information donné. Par exemple, si les définitions de l’indicateur sont mal comprises dans la majorité d’un échantillon de sites représentatifs, il est fort probable que les définitions de l’indicateur soient également mal comprises dans les districts non prélevés.  Le décompte à nouveau des indicateurs et la comparaison avec les valeurs communiquées pour un échantillon de sites est autant approprié, en général, pour déterminer si la qualité des données est bonne, médiocre ou mauvaise, même sans L’avantage d’une estimation nationale précise. Les rapports manquants ou les grands écarts entre les résultats comptés à nouveau et transmis dans un petit nombre de sites sont un signe d'écarts similaires ailleurs.   
  

Tout compte fait, le facteur de vérification national devrait être interprété avec prudence. Pour les besoins de vérification de la qualité des données il devra être utilisé comme une indication de qualité des données (ou d'absence de qualité des données), plutôt qu'une mesure exacte. 
   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA)
  Ann Epidemiol  2007;17:628–633.





Description de Service

		DESCRIPTION DU SERVICE  (Protocole 2 - Vérification des Données)

		Définition de  l’ indicateur : Nombre de préservatifs distribués aux populations

		Cet indicateur est une mesure de valeur représentative pour les personnes  qui utilisent le préservatif. Il devra dans le long terme être complété par les conclusions sur l’étude du comportement sur l'information concernant l’utilisation du préservatif diffusée par les populations cibles et les groupes d'ages.

		Note :  Si l’injection illicite de préservatifs des programmes officiels dans le marché informel constitue une inquietude,la vérification de données pourrait être complétée par une étude spéciale.

		Types de Préservatifs

		La plupart des préservatifs distribués pour empêcher la transmission de la maladie sont des préservations masculins. Durant la dernière décennie un certain nombre de nouveaux préservatifs a été introduit dans le marché , les plus apparents étant des préservatifs féminins utilisés dans plus de 30 pays.

		Les Circuits de Distribution

Les condoms peuvent être distribués par (1) le gouvernement, (2) les ONGs , et (3) le secteur commercial. Dans le secteur public (gouvernement), les  points services de distribution de préservatifs incluent les cliniques STI, les centres de VCT, les centres de planification familiale, les emplacements ANC et les pharmacies.  Des préservatifs peuvent être distribués aux patients ou aux clients bien  qu'ils puissent recevoir un plus large service (par exemple consultation sur PMTCT ou VCT) auprès de la pharmacie situé sur le site du service. En outre, les ONGs/CBOs et FBOs peuvent collaborer  avec les communautés locales et les populations à haut risque telles que les prostituées ou les consommateurs de drogue par injection pour réduire leurs comportements à risque. Afin de faciliter l'accès aux préservatifs de ces communautés et groupes à haut risque, les O.N.G.s peuvent travailler avec les maisons closes, les hôtels, les marchés publics, les lieux de sports, et d'autres endroits de divertissement.

		Le Marketing social est une approche commune employée par les gouvernements, les donateurs et  les O.NG.s par laquelle  les préservatifs sont disponibles à partir de points de vente au détail - ou de distributeurs automatiques – à des prix subventionnés.   En outre, les  préservatifs à  tarif plein sont en général disponibles sur un ensemble de points de vente au détail. 
Les programmes de santé  générateurs d’emplois peuvent également distribuer les préservatifs à leurs employés, par exemple travailleurs d'hôtel, travailleurs saisonniers et mineurs, camionneurs, policiers, etc.

		P Documents Sources Potentiels pour les préservatifs

		Les documents sources de la distribution des préservatifs va varier en fonction des canaux de distribution et peuvent même varier au sein des canaux de distribution.

		Pour la distribution de préservatifs à travers des programmes de vulgarisation (par exemple dans les STI, les cliniques de soins prénatals et de planification familiale, les centres  VCT et en tant qu'éléments des services de PMTCT), des documents sources vont inclure des carnets de santé ou des carnets des rencontres des clients identifiés dans la fourniture de préservatifs. Dans les pharmacies ou les magasins, la fourniture de préservatifs sera enregistrée sur les reçus de vente.   En outre, les ONG.s peuvent collaborer avec les communautés locales  à travers les populations périphériques à haut risque  telles que les travailleurs du sexe ou les consommateurs de drogue  par injection pour réduire leurs comportements à  risque. Afin de faciliter l'accès aux préservatifs de ces communautés et groupes à haut risque, les O.N.G.s peuvent travailler avec les maisons closes, les hôtels, les marchés publics, les lieux de sports et autres  lieux de divertissement pour distribuer des préservatifs.   Dans ces cas, la distribution de préservatifs peut être enregistrée sur des carnets  de distribution de préservatifs des ouvriers par des distributeurs périphériques.

		Source:  http://www.infoforhealth.org/pr/h9/h9chap5.shtml
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Page_Information_2SIC

		B- GENERALITES POUR LE REMPLISSAGE DU PROTOCOLE DES DONNEES DE 
L’ INDICATEUR DU SUIVI ET DE LA VERIFICATION

		Nom de l’Organisation d'exécution de l'AQD

		Pays

		Aire du programme 

		Indicateur(s)

		Numéro(s) de la Subvention(s)

		Unité de Gestion du S&E au Niveau Central

		Nom du Site																Date de la vérification

		1-

		Sites Intermédiaires de Compilation (SIC) Regionales

		Name of Site																Date of Audit

		1

		2

		Sites Intermédiaires de Compilation (SIC) de Districts

		Nom du Site																Date de la vérification

		1.1

		1.2

		1.3

		1.4

		2.1

		2.2

		2.3

		2.4

		Points de Prestation de Services  (PPS)

		Nom du Site																Date de la vérification

		1.1.1

		1.1.2

		1.1.3

		1.1.4

		1.1.5

		1.2.1

		1.2.2

		1.2.3

		1.2.4

		1.2.5

		1.3.1

		1.3.2

		1.3.3

		1.3.4

		1.3.5

		1.4.1

		1.4.2

		1.4.3

		1.4.4

		1.4.5

		2.1.1

		2.1.2

		2.1.3

		2.1.4

		2.1.5

		2.2.1

		2.2.2

		2.2.3

		2.2.4

		2.2.5

		2.3.1

		2.3.2

		2.3.3

		2.3.4

		2.3.5

		2.4.1

		2.4.2

		2.4.3

		2.4.4

		2.4.5





Page_Information

		B- GENERALITES POUR LE REMPLISSAGE DU PROTOCOLE DES DONNEES DE 
L’ INDICATEUR DU SUIVI ET DE LA VERIFICATION

		Nom de l’Organisation d'exécution de l'AQD

		Pays

		Aire du programme 

		Indicateur(s)

		Numéro(s) de la Subvention(s)

		Unité de Gestion du S&E au Niveau Central

		Nom du Site																Date de la vérification

		1-

		Sites Intermédiaires de Compilation (SIC)

		Nom du Site																Date de la vérification

		1

		2

		3

		4

		Points de Prestation de Services  (PPS)

		Nom du Site																Date de la vérification

		1.1

		1.2

		1.3

		1.4

		1.5

		2.1

		2.2

		2.3

		2.4

		2.5

		3.1

		3.2

		3.3

		3.4

		3.5

		4.1

		4.2

		4.3

		4.4

		4.5

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10





Unité de S&E_2SIC

		Unité de S&E (Protocole 2 - Vérification des données).

		Nombre de Préservatifs Distribués

		Remarque pour l'Equipe de vérification :    L'objectif de l'analyse du suivi et de la vérification des données au niveau de l' Unité de S&E est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les sites régionaux de cumul et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif de l'Unité S&E ; et
b. passer en revue tous les rapports reçus des sites régionaux de cumul et vérifier que les rapports sont disponibles, complets et ponctuels.

				UNITE DE S&E :		-								Besoin de Recommandation
(ajouter OUI)

				Période définie des rapports :		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		0.  Système d’Enregistrement et d’Information pour les Préservatifs

		0.1		Fournir une courte description du type de programme de distribution de préservatifs (moyen de livraison) pour lequel les données sont vérifiées (par exemple la distribution du préservatif à travers un progrmme de marketing social dans les pharmacies? A travers des cliniques de STI?  Etc.)

		0.2		Décrire le système d’enregistrement et d’information lié à ce programme de distribution du préservatif/moyen de livraison (c à d : du premier enregistrement de la ditribution du préservatif à une personne, si possible, suivant les document(s) sources disponibles, à la communication des chiffes cumulés à l'Unité de S&E Unit). Veuillez décrire le moment où l’enregistrement du service a eu lieu, sur quel(s) formulaires et par quel(s) membre(s) du personnel.

		1.  Cumuler à nouveau les chiffres communiqués par tous les sites régionaux de cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites régionaux de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par l'Unité S & E.

		A) Refaire le décompte des résultats des rapports soumis par les sites régionaux de cumul et comparer les chiffres vérifiés à ceux de l’Unité de S&E.

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par l'Unité de S&E? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul

		Taux de Vérification du Résultat ( Unité de S&E)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B) Copier les résultats des sites régionaux de cumul vérifiés tels qu’observés dans le rapport récapitulatif préparé par l’Unité de S&E.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par l’Unité de S&E pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par l’Unité de S&E ou dans une base de données.

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		C) Identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites régionaux de cumul et ceux enregistrés au niveau de l’Unité de S&E relatifs à ces sites régionaux de cumul.

		1.5		Quelles sont les causes des différences (s’il y en a) observées par l’equipe de vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y en a)

		2.  Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Sites Régionaux de Cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que l’Unité de S&E aurait dû recevoir des sites régionaux de cumul.

		2.1		Combien de rapports aurait dû provenir de tous les sites régionaux de cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu à la date prévue)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Unité de S&E

		Unité de S&E (Protocole 2 - Vérification des données).

		Nombre de Préservatifs Distribués

		Remarque pour l'Equipe de vérification :    L'objectif de l'analyse du suivi et de la vérification des données au niveau de l' Unité de S&E est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif de l'Unité S&E ; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels.

				UNITE DE S&E :		-								Besoin de Recommandation
(ajouter OUI)

				Période définie des rapports :		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		0.  Système d’Enregistrement et d’Information pour les Préservatifs

		0.1		Fournir une courte description du type de programme de distribution de préservatifs (moyen de livraison) pour lequel les données sont vérifiées (par exemple la distribution du préservatif à travers un progrmme de marketing social dans les pharmacies? A travers des cliniques de STI?  Etc.)

		0.2		Décrire le système d’enregistrement et d’information lié à ce programme de distribution du préservatif/moyen de livraison (c à d : du premier enregistrement de la ditribution du préservatif à une personne, si possible, suivant les document(s) sources disponibles, à la communication des chiffes cumulés à l'Unité de S&E Unit). Veuillez décrire le moment où l’enregistrement du service a eu lieu, sur quel(s) formulaires et par quel(s) membre(s) du personnel.

		1. Cumuler à nouveau les chiffres communiqués par tous les sites intermédiaires d'agégation.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par l'Unité S & E.

		A) Refaire le décompte des résultats des rapports soumis par les sites intermédiaires de cumul et comparer les chiffres vérifiés à ceux de l’Unité de S&E.

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par l'Unité de S&E? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul

		Taux de Vérification du Résultat ( Unité de S&E)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A) Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par l’Unité de S&E.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par l’Unité de S&E pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par l’Unité de S&E ou dans une base de données.

		1.3.1		Quel  résultat relatif au Site Intermédiaire de Cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.2		Quel  résultat relatif au Site Intermédiaire de Cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.3		Quel  résultat relatif au Site Intermédiaire de Cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.4		Quel  résultat relatif au Site Intermédiaire de Cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		C) Identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites Intermédiaire de Cumul et ceux enregistrés au niveau de l’Unité de S&E relatifs à ces Sites Intermédiaires de Cumul .

		1.5		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y en a)

		2.  Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Sites Intermédiaires de Cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que l’Unité de S&E aurait dû recevoir des Sites Intermédiaire de Cumul.

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu à la date prévue)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Régional 1

		Niveau Régional de Cumul (Protocole 2 -  Vérification des Données)

		Nombre de Préservatifs Distribués

		Remarque pour l'equipe de vérification : L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site Régional de Cumul est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif  Régional; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site régional de cumul:		-								Besoin de Recommandation
(ajouter OUI)

				Période définie pour les rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau les chiffres communiqués par tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le site régional de cumul

		A)  Refaire le décompte des résultats des rapports soumis par tous les Sites Intermédiaires de cumul et comparer les chiffres vérifiés à ceux des sites régionaux de cumul		Recounting Results

		1.1		Quel résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Régional de Cumul? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Site Régional de Cumul)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A)  Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par le site régional de cumul		Recounting Results

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par le Site Régional de Cumul  pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par le Site Régional de Cumul  ou dans une base de données

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.3		Quel  résultat relatif au site régional de cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.4		Quel  résultat relatif au site régional de cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		B)  identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites intermédiaires de cumul et ceux enregistrés au niveau du cite régional de cumul relatifs à ces cites intermédiaires de cumul

		1.4		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes)

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que le site régional de cumul aurait dû recevoir des sites intermédiaire de cumul

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport pouvait être utilisé dans le rapport récapitulatif préparé par le Site Régional de Cumul)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Intermédiaire 1

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  Cumuler à nouveau les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 1.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Point de Service 1.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Point de Service 1.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Point de Service 1.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Point de Service 1.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Site Intermédiaire 2

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  Cumuler à nouveau les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Point de Service 2.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Point de Service 2.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Point de Service 2.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Point de Service 2.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Site Intermédiaire 3

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  Cumuler à nouveau les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 3.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Point de Service 3.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Point de Service 3.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Point de Service 3.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Point de Service 3.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Site Intermédiaire 4

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  Cumuler à nouveau les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 4.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Point de Service 4.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Point de Service 4.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Point de Service 4.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Point de Service 4.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Site Régional 2

		Niveau Régional de Cumul (Protocole 2 -  Vérification des Données)

		Nombre de Préservatifs Distribués

		Remarque pour l'equipe de vérification : L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site Régional de Cumul est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif  Régional; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site régional de cumul:		-								Besoin de Recommandation
(ajouter OUI)

				Période définie pour les rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau les chiffres communiqués par tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le site régional de cumul

		A)  Refaire le décompte des résultats des rapports soumis par tous les Sites Intermédiaires de cumul et comparer les chiffres vérifiés à ceux des sites régionaux de cumul		Recounting Results

		1.1		Quel résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Régional de Cumul? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Site Régional de Cumul)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A)  Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par le site régional de cumul		Recounting Results

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par le Site Régional de Cumul  pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par le Site Régional de Cumul  ou dans une base de données

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.3		Quel  résultat relatif au site régional de cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.4		Quel  résultat relatif au site régional de cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		B)  identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites intermédiaires de cumul et ceux enregistrés au niveau du cite régional de cumul relatifs à ces cites intermédiaires de cumul

		1.4		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes)

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que le site régional de cumul aurait dû recevoir des sites intermédiaire de cumul

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport pouvait être utilisé dans le rapport récapitulatif préparé par le Site Régional de Cumul)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Intermédiaire 2.1

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  Cumuler à nouveau les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.1.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Point de Service 2.1.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Point de Service 2.1.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Point de Service 2.1.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Point de Service 2.1.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Site Intermédiaire 2.2

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  Cumuler à nouveau les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.2.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Point de Service 2.2.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Point de Service 2.2.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Point de Service 2.2.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Point de Service 2.2.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Site Intermédiaire 2.3

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  Cumuler à nouveau les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.3.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Point de Service 2.3.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Point de Service 2.3.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Point de Service 2.3.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Point de Service 2.3.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Site Intermédiaire 2.4

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  Cumuler à nouveau les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.4.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Point de Service 2.4.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Point de Service 2.4.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Point de Service 2.4.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





Point de Service 2.4.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de Préservatifs Distribués

				Point de Prestation de Service:		-								Besoin en  Suggestion (ajouter oui)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				A:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.   DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DISTRIBUTION DE PRESERVATIFS - Décrire le lien entre la distribution de préservatifs et le remplissage du document source  -

		Notes spécifiques pour l'Equipe de Vérification:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la distribution de préservatifs.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la distribution de préservatifs (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre la distribution de préservatifs et l'enregistrement du service dans le document source?

		1.4		Si la distribution de préservatif)s) et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:  Les documents source pourraient être les enregistrements des patients, les formulaires de conseils d'admission, les enregistrements de distribution de la cabine médicale/pharmacie. L'Equipe de Vérification devrait (1) demander l'autorisation d'examiner les documents source à l' Administrateur principal du centre et (2) donner à l'Adminstrateur l'option d'avoir un autre membre du personnel du centre présent pendant la révision.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources pour la période vérifiée?

Si ou,déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) date de distribution; (2) zone de distribution; (3) méthode de distribution; (4) quantité.

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		B)  Vérifier les procédures d'enregistrement pour éviter le double décompte		Recounting Results

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés àaux chiffre communiqués du site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification: Problèmes de qualité des données - Un excès ou un défaut d'information sur la distribution de préservatifs peut avoir lieu parce que (1) les sites de prestation de service peuvent distribuer les préservatifs à différents points de prestation de service, ex: pendant les services de VCT, ANC et de planification familiale, (2) les préservatifs peuvent être financés par plusieurs partenaires.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de préservatifs enregistrés comme ayant été distribués pendant la période de rapport définie en examinant les documents source.

		3.2		Copier le nombre de préservatifs communiqués comme ayant été distribués par le site pendant la période de rapport définie (à partir du rapport récapitulatif du site).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur:  Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification. Rechercher des écarts entre les documents source et les rapports soumis par le site au niveau de communication suivant.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérification:  Des recoupements peuvent être faits en (1) comparant les préservatifs délivrés par le magasin central/régional/du district au site avec le nombre de préservatifs reçus et distribués par le site, et en (2) faisant l'état des préservatifs disponibles en stock. (NB: Les préservatifs peuvent être financés par différents bailleurs de fonds).

		RECOUPEMENT 1.1 :  entre les préservatifs délivrés au site et les préservatifs reçus par le site. Ce recoupement a-t-il été fait?

		4.1		Saisir le nombre de préservatifs délivrés au site pendant la période de rapport définie  (par le magasin central/régional/du district).

		4.2		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 1						-

		4.3		S'il y a des écarts entre les livraisons et les réceptions de préservatifs pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		RECOUPEMENT 2 :  Entre le mouvement de stock et les préservatifs distribués par le site.

		4.4		Saisir le nombre de préservatifs en stock au niveau du site au début de la période de rapport définie (Stock de départ).

		4.5		Saisir le nombre de préservatifs reçus par le site pendant la période de rapport définie

		4.6		Saisir le nombre de préservatifs en stock au niveau du site à la fin de la période de rapport définie (Stock de clôture).

		4.7		Saisir le nombre de préservatifs distribués par le site pendant la période de rapport définie

		Calculer le % de l'écart pour le recoupement 2 
(c à d, Distribué / (Stock de départ+ Stock reçu - stock de clôture))						-

		4.8		S'il y a un écart entre le stock disponible et les préservatifs distribués pendant la période de rapport définie, déterminer pourquoi, et si et comment le magasin ou le site a fait face à cet écart.

		4.9		Tout recoupement supplémentaire: (ajouter selon la convenance).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Equipe de Vérificationr: Cette étape peut ne pas être possible du fait de la confidentialité des clients. Il est peut-être possible d'observer une fourniture de préservatifs par le canal pour lequel les dont sont en vérification - pour vérifier que la distribution de préservatifs se fait réellement. Cependant, cette observation ne sera pas un recoupement de la fourniture de préservatifs pendant la période de rapport définie objet de la vérification.





TABLEAU SOMMAIRE_2SIC

		Statistiques Sommaires de l'Audit de Verification de Données

										Étape 1						Étape 2						Étape  3		Étape  4

		TABLEAU SOMMAIRE de Tracage et Verification								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I								II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Comptes vérifiés aux sites apurés		Compte rapporté aux sites apurés		Facteurs de vérification de district - site et non ajustés		Compte rapporté observé de tous les sites du district		Compte rapporté du district à l'unité de S&E (niveau national)		Facteur d'ajustement Rdi/Rni		Facteurs de vérification ajustés de district		District         VF (Weight)		Weighted Regional Level Verification Factors		Region
VF Weight		Facteur de verification total		% de rapports disponibles		% de rapports reçues à l'heure		% de rapports complets		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		limite inférieure de confiance de 95%		limite supérieure de confiance de 95%		number of districts		Degrees of freedom t-distribution

		Unité de Suivi et Évaluation																																																				df		P(2-tailed) = 0.025

		-		-						0.00		0.00		-										0.00				0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Sites Intermédiares d'Agégation et Prestation de Service																																																				2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-				3.00		3.18

		1.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-																4.00		2.78

		1.1.1		-						0.00		0.00		-																																								5.00		2.57

		1.1.2		-						0.00		0.00		-

		1.1.3		-						0.00		0.00		-

		1.1.4		-						0.00		0.00		-

		1.1.5		-						0.00		0.00		-

		1.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.2.1		-						0.00		0.00		-

		1.2.2		-						0.00		0.00		-

		1.2.3		-						0.00		0.00		-

		1.2.4		-						0.00		0.00		-

		1.2.5		-						0.00		0.00		-

		1.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.3.1		-						0.00		0.00		-

		1.3.2		-						0.00		0.00		-

		1.3.3		-						0.00		0.00		-

		1.3.4		-						0.00		0.00		-

		1.3.5		-						0.00		0.00		-

		1.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.4.1		-						0.00		0.00		-

		1.4.2		-						0.00		0.00		-

		1.4.3		-						0.00		0.00		-

		1.4.4		-						0.00		0.00		-

		1.4.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-

		2.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.1.1		-						0.00		0.00		-

		2.1.2		-						0.00		0.00		-

		2.1.3		-						0.00		0.00		-

		2.1.4		-						0.00		0.00		-

		2.1.5		-						0.00		0.00		-

		2.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.2.1		-						0.00		0.00		-

		2.2.2		-						0.00		0.00		-

		2.2.3		-						0.00		0.00		-

		2.2.4		-						0.00		0.00		-

		2.2.5		-						0.00		0.00		-

		2.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.3.1		-						0.00		0.00		-

		2.3.2		-						0.00		0.00		-

		2.3.3		-						0.00		0.00		-

		2.3.4		-						0.00		0.00		-

		2.3.5		-						0.00		0.00		-

		2.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.4.1		-						0.00		0.00		-

		2.4.2		-						0.00		0.00		-

		2.4.3		-						0.00		0.00		-

		2.4.4		-						0.00		0.00		-

		2.4.5		-						0.00		0.00		-





TABLEAU SOMMAIRE

		Statistiques Sommaires de l'Audit de Verification de Données

										Étape 1						Étape 2						Étape 3		Étape 4

		TABLEAU SOMMAIRE de Tracage et Verification								Facteur 1		Facteur 2		Facteur 1/ Facteur 2		Facteur 3		Facteur 4		Facteur 3/ Facteur 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Comptes vérifiés aux sites apurés		Compte rapporté aux sites apurés		Facteurs de vérification de district - site et non ajustés		Compte rapporté observé de tous les sites du district		Compte rapporté du district à l'unité de S&E (niveau national)		Facteur d'ajustement Rdi/Rni		Facteurs de vérification ajustés de district		VF (Weight)		Facteur de verification total		% de rapports disponibles		% de rapports reçues à l'heure		% de rapports complets		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		limite inférieure de confiance de 95%		limite supérieure de confiance de 95%		number of districts		Degrees of freedom t-distribution

		Unité de Suivi et Évaluation																																																df		P(2-tailed) = 0.025

		-		-						0.00		0.00												0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Sites Intermédiares d'Agégation et Prestation de Service																																																2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-																3.00		3.18

		1.1		-						0.00		0.00		-																																				4.00		2.78

		1.2		-						0.00		0.00		-																																				5.00		2.57

		1.3		-						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						0.00		0.00		-

		2.2		-						0.00		0.00		-

		2.3		-						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

				Sites de Prestation de Services						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-





Summary_Statistics_No IAS

		Statistiques Sommaires (Aucune Niveau Intermédiaire d'Agrégation)

																																																																																		% Disponible		%  A temps		% Complet

																																																																																-

																																																																																-

																																																																																-

																																																																																-

																																																																																-		-		-		-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-





Summary_Statistics_No IAS

		0		0		0
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Indicateurs de Performance

Pourcentage

Performance de Reportage de l'AQD



STATISTIQUES SOMMAIRES_2SIC

		-

		-

		-

		-

		-

		-

		-

		-

		-

		-

		-



Sites

Pourcentage

Facteurs de Verification des Sites de Prestation de Services

0

0

0

0

0

0

0

0

0

0

0



STATISTIQUES SOMMAIRES

		Statistiques Sommaires de l'AQD

																																																																																Accuracy		Availability		Timeliness		Completeness

																																																																												7		-		-		-		-		-

																																																																												6		-		-		-		-		-

																																																																												5		-		-		-		-		-

																																																																												4		-		-		-		-		-

																																																																												3		-		-		-		-		-

																																																																												2		-		-		-		-		-

																																																																												1		-		-		-		-		-





STATISTIQUES SOMMAIRES
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-

-

-

-

-

-

-

Facteurs de Verification Totals 
et District de l'AQD



		0		0		0		0		0		0
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% de Rapports Disponible de L'AQD



		0		0		0		0		0		0



-

-

-

-

-

-

-

% de Rapports à Temps de l'AQD



		0		0		0		0		0		0



-

-

-

-

-

-

-

% de Rapports Complet de l'AQD



		Statistiques Sommaires de l'AQD

																																																																																				Accuracy		Availability		Timeliness		Completeness

																																																																																5		-		-		-		-		-

																																																																																4		-		-		-		-		-

																																																																																3		-		-		-		-		-

																																																																																2		-		-		-		-		-

																																																																																1		-		-		-		-		-





		0		0		0		0		0
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Facteurs de Verification Totals 
et District de l'AQD



		0		0		0		0		0



-

-

-

-

-

% de Rapports Disponible de L'AQD



		0		0		0		0		0



-

-

-

-

-

% de Rapports à Temps de l'AQD



		0		0		0		0		0
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-
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-

% de Rapports Complet de l'AQD





DQA Data Verification Templates/French/02 DQA P2_HIV_ART_Treatment_Fr_2009.xls
DÉMARRER

																												0		0		0		0		0		0

																												1		1		1		1		1		1

																												2		2		2		2		2		2

																												3		3		3		3		0		3

		Outil d’Audit de la Qualité des Données (AQD)																										4		4		4		4				4

								Protocole 2:  Vérification des Données																				0		5		5		0				5

						Nombre d'individus atteint de l'affection en état avancé au VIH qui reçoivent actuellement la thérapie combinée anti-retrovirale (TAR)																						0		6		6						0

						Nombre de niveaux intermédiaires de cumul																								0		7

						Nombre de sites de plus haut niveau intermédiaire de cumul (ex régional)																										8

						Nombre de sites intermédiaire de cumul (SIC)																										9

						Nombre de points de prestation de services (par SIC)																										10

						Réinitialiser l'Enquête																										11

		version 1: mai 2009																														12

		Remarques Importantes pour l'utilisation de ce tableur:																														0

		1.  Pour utiliser les outils d'évaluation de la qualité des données vous devrez vous assurer votre 'macro sécurité' est paramétré à un niveau inférieur à 'élevé'.  Avec le tableur ouvert, aller à ‘Outils’, ouvrir le menu et sélectionner ‘Macro’, ensuite ‘Sécurité’ .  Sélectionner ‘moyen’.  Fermer Excel et ré ouvrir le fichier.  A la prochaine ouverture du fichier vous devrez sélectionner ‘Activer les Macros’ pour que l’application fonctionne comme prévu.

		2.  Sur la PAGE DE GARDE (page actuelle), veuillez sélectionner le nombre de niveaux intermédiaires de cumul (à partir du menu déroulant) à travers lesquels les données sont communiquées des points de prestation de services au niveau national.  Sélectionner ensuite le nombre de sites intermédiaires de cumul prélevés (SIC) à partir du menu déroulant suivant. Les SIC sont l'unité sanitaire spécifique du Ministère de la santé au niveau du district.  Ensuite, saisir le nombre de points de prestation de services prélevés (PPS), par exemple les institutions ou unités sanitaires, qui communiquent à chaque site intermédiaire.  Si vous avez un nombre inégal de PPS par district, sélectionner le nombre correspondant au plus grand nombre de PPS prélevé dans un district échantillon.  Si le PPS transmet directement au niveau national, sélectionner ‘0’ à partir du menu déroulant de l’IDS.  Ensuite sélectionner le nombre de PPS dans l’échantillon.  Voir la page INSTRUCTIONS pour plus de détails.

		3.  Veuillez saisir les noms de la structure sanitaire, ou du site,  dans la feuille intitulée ‘Page d’Information’.  Ces noms vont alors automatiquement occuper les les  masques de saisie concernés dans le tableur et aider à garantir une évaluation bien organisée et une bonne qualité des données.



Reset

Reset

Reset



INSTRUCTIONS

		INSTRUCTIONS (Protocole 2 - Vérification des Données)

		Remarque:  L’Equipe de Vérification devrait lire le document intitulé  "Evaluation de la Qualité des Données:  Directives pour l’exécution " en plus de ces instructions préalables à la gestion de ce protocole.

		OBJECTIF

		L’objectif de ce protocole est (1) de refaire le décompte et de vérifier l’exactitude des données rapportées au niveau des sites sélectionnés ; et  (2) d'examiner la ponctualité, l’exhaustivité et la disponibilité des rapports.

		CONTENU

		Ce Protocole de Vérification des Données se rapporte à l’indicateur: Nombre d'individus atteints d'une infection en état avancé au VIH qui reçoivent actuellement une thérapie combinée anti-retrovirale (ART). En effet, du fait qu’il peut y avoir de grandes différences entre les types d’indicateurs et les sites de prestation de service –ex les sites sanitaires (cliniques) et les sites communautaires, l’EQD inclut des Protocoles d'indicateurs spécifiques  avec des défis d'informations précises et de qualité des données relatifs à l’indicateur (ex, le risque de double décompte).Cette information est incorporée dans les 5 étapes du protocole, qui sont soulignées ci-dessous. 

Le protocole commence par une description du (des) service (s) associé à l’indicateur pour orienter l’Equipe de vérification vers le service fourni et ainsi vers ce qui est en cours de “décompte” pour évaluer l’indicateur. Ceci va contribuer à orienter l’Equipe de vérification vers les documents sources appropriés, qui peuvent être très différents pour divers indicateurs (ex: les dossiers des patients, les rapports de laboratoire, rapports de formation, etc.).

La vérification des données se déroule en deux phases :

(1) Des vérifications approfondies au niveau des Points de Prestation de Services (PPS), et
(2) Des vérifications de suivi auprès des Niveaux Intermédiaires de Cumul concernés (NIC) et au niveau de l'Unité de S&E du Programme/projet.. 
  
Typiquement, les programmes auront un système d'information à 3 niveaux, en d’autres termes, les données seront acheminées des Points de Prestation de Service (PPS), 
Vers un Niveau de cumul Intermédiaire ( cad, une Région ou un District), et ensuite vers l’Unité de S&E centrale.

Cependant, dans certains pays, les PPS peuvent communiquer les données directement à l’Unité centrale de S&E, sans passer par des Niveaux Intermédiaires de cumul  (NIC).  
Dans d’autres pays, il peut y avoir deux (ou davantage) NIC avec des données en cours de cumul, par exemple,
au niveau du District et ensuite au Niveau Territorial avant d’atteindre l’Unité centrale de S&E. Dans de tels cas (cad, un système d'information à 2 ou 4 niveaux), Le protocole de Vérification des Données devra être adapté (tel qu’expliqué ci-dessous).

		Modifier le contenu du Modèle Excel
Les Modèles Excel devraient être modifiés minutieusement. Pour permettre l’ajout sélectif et le retrait d’onglets pour les différents sites et Niveaux dans lesquels les modèles ont été programmés en Langage de Script (Langage de Script pour les Applications) 
Des modifications au niveau des feuilles de calcul peuvent perturber la Programmation et rendre le modèle inexploitable.
Cependant, il est possible d’effectuer certains changements qui vont rendre le modèle plus utile durant l’EQD, et plus descriptif du système d’information.
Par exemple, Des recoupements et des vérifications inopinées supplémentaires peuvent être ajoutés aux feuilles de calcul individuelles à condition qu’ils soient ajoutés au bas de la feuille de calcul.
Veuillez ne pas 'insérer' de lignes ni de colonnes au milieu de la feuille puisque ceci pourrait modifier le calcul de certains indicateurs de la performance.
D’autres ajouts  peuvent également être faits au bas de la feuille de calcul. 

Dans les quatre sites intermédiaires de cumul un maximum de six sites de prestation de services peut être sélectionné (cad 24 sites) de sorte qu'il est improbable qu'il soit nécessaire d'ajouter des points de prestation ou sites intermédiaires à la "Page Information". Il suffit de sélectionner le nombre souhaité pour  chacun d'entre eux, à partir des menus déroulants sur la “Page de garde”. Ces sélections peuvent être modifiées plus tard, si nécessaire.  

Il est acceptable de renommer les onglets de la feuille de programmation selon le besoin.

Les feuilles de calcul sont protégées pour parer aux modifications du contenu par mégarde. Pour modifier le contenu des cellules, désactiver la protection des feuilles en sélectionnant 'Protection' à partir du menu déroulant Outils. Puis sélectionner  'Désactiver la protection'.  N’oubliez pas de réactiver la protection de la feuille après avoir effectué les modifications.

		INSTRUCTIONS AUX VERIFICATEURS POUR L'UTILISATION DU PROTOCOLE

		Points de Prestation de Services – 5 Types de  Vérification des Données

La première étape de la vérification des données a lieu au niveau des Points de Prestation de Services. Il y a cinq types de modèles d'étapes de vérification des données qui peuvent être mises en oeuvre à ce niveau:

1 - Description:  Décrire le rapport entre la fourniture de services/produits et le remplissage du document source qui enregistre cette prestation de service.

2 - Revue documentaire:  Passer en revue la disponibilité et l'exhaustivité de tous les documents sources des indicateur pour la période de diffusion de rapport définie.

3 - Suvi et Vérification :  Procéder au suivi et à la vérification des chiffres communiqués: (1) refaire le décompte des chiffres communiqués à partir des documents source disponibles, (2) Comparer les chiffres vérifiés à ceux communiqués par le site, (3) Identifier les causes des différences. 

4 -  Recoupement:  Procéder à des “recoupements” des totaux vérifiés du rapport  avec d’autres sources de données par exemple (inventaires, rapports de laboratoire,registres, etc)..

5 - Contrôles Inopinés :  Procéder à des “contrôles ponctuels” pour vérifier la fourniture réelle de services ou de produits aux populations cibles.

		Niveaux Intermédiaires de cumulation (NIC) et Unité Centrale de S&E -2 Types de Vérifications des Données 
Le second niveau de vérification des données a lieu aux Niveaux Intermédiaires de Cumul (ex, Districts, Régions) et de l’Unité de S&E du Programme/projet. 

1 - Revue documentaire : Vérifier la disponibilité, la ponctualité, et l'exhaustivité des rapports attendus des Sites de prestation de Services pour la période de rapport définie.

2 - Suvi et Vérification :  Procéder au suivre et à la vérification des nombre communiqués: (1) Cumuler à nouveau les nombres communiqués par les Points de Prestation de Services, (2) Comparer les décomptes vérifiés au nombres communiqués au niveau suivant (ex, l’Unité Centrale de S&E ), (3) Identifier les causes de différences.

		Instructions pour un système d'information à "2" ou "4" niveaux:

Sélection des Niveaux et des Sites
 Protocole 2 :  Le modèle Excel de Vérification des Données est conçu pour suivre la méthodologie d'échantillonnage de l’EQD relative à la sélection des niveaux intermédiaires de cumul et des Sites de Prestation de Service. Sur l’onglet "PAGE DE GARDE" , l’Equipe de Vérification peut sélectionner le nombre de Sites Intermédiaires de Cumul et le nombre de Sites de Prestation de Services qui renseigne chaque Site Intermédiaire de Cumul , selon le niveau de compréhension de l'organisation commanditaire de l'EQD.  Dans le cas où il y’a plus, ou moins, d’un niveau intermédiaire de transmission de données, du niveau de prestation de service au niveau national national, les nombres de sites et niveaux intermédiaires nécessaires par niveau peuvent être sélectionnés. Sélectionner d'abord le nombre de niveaux intermédiaire de cumul (ex région ou district) . Si les données transitent par la région autant que par le district, sélectionner deux niveaux. Si les données transitent uniquement par le district avant d’être envoyées au niveau national, sélectionner un niveau. Dans certains pays les données sont transmises directement du point de prestation de service au  niveau national. Dans ce cas, sélectionner zéro niveaux intermédiaires .  
 Ensuite sélectionner le nombre de sites au sein de chaque niveau intermédiaire
La méthode de prélèvement la plus probable requiert la sélection aléatoire de trois grappes (sites intermédiaires)  et trois Sites de Prestation dans chaque grappe.
Dans le cas de deux niveaux intermédiaires, la méthode de prélèvement sera probablement de deux grappes régionales, avec deux grappes de district dans chaque région .
Ensuite deux points de prestation de services seront sélectionnés au sein de chaque grappe de district pour un total de 8 sites de Collecte. Il peut s'avérer nécessaire d'apporter des modifications à cette méthode de prélèvement du fait de contraintes de temps, de distance et de ressources. Tous les changements apportées à la méthodologie devraient faire l'objet d'un accord avec l'Organisation Commanditaire de l’EQD avant les visites de terrain.

		Instructions pour remplir les colonnes de la liste de controle:

Une liste de questions apparaît à gauche sur chaque feuille de calcul (colonne B).  L'Equipe de vérification devra lire chaque question (déclaration) et remplir les colonnes C/D, E, F et G . La colonne C a un menu déroulant (au coin inférieur droit) pour chaque question avec des catégories de réponse: "Oui - entièrement", "En partie", "Non - "pas du tout" et "N/C".(non concerné). La colonne D devra être utilisée pour saisir des chiffres ou des pourcentages ( qui seront utilisés dans les calculs). La Colonne E est destinée aux notes du vérificateur, la colonne F devra être remplie avec "Oui" si l’Equipe de Vérification pense que les qproblèmes soulevés par la réponse à une question (déclaration) sont suffisants pour requérir une "Note de Recommandation au Programme/projet.

		RESULTATS ATTENDUS

		Sur la base de toutes les réponses aux questions, le Récapitulatif de statistiques suivant sera produit :

- Exactitude des Données communiquées à travers le calcul des facteurs de vérification générés à partir de l’exercice du décompte à nouveau fait à chaque niveau du système d'information (cad, pour les indicateurs sélectionnés, la comparaison du pourcentage des chiffres communiqués aux chiffres vérifiés); 

- Disponibilité, exhaustivité et Ponctualité des Rapports à travers des pourcentages calculés au(x) Niveau (x) de cumul intermédiaire et de l’Unité de S&E.

		Interprétation des Résultats:

La modélisation mathématique de la technique de prélèvement en grappe à deux niveaux utilisée par l’EQD a déterminé que la précision des estimations du facteur de vérification pour les données de couverture vaccinale est trop faible pour une utilisation pratique au niveau national. Dans les simulations, Woodard et ses collègues (1) ont trouvé que jusqu'à 30 districts devraient être échantillonnés pour atteindre une précision de près de 10%. Etant donné l’investissement en temps, en personnel et en ressources financières nécessaires pour la visite de 30 districts, le calcul d’un facteur de vérification national précis est improbable .  

Ceci dit, il est possible d’avoir une idée de la qualité globale des données dans un Programme/projet sans compter sur l’estimation nationale des VF. Les aspects qualitatifs de l’EQD sont appropriés pour déterminer les forces et les faiblesses d’un système d'information donné. Par exemple, si les définitions de l’indicateur sont mal comprises dans la majorité d’un échantillon de sites représentatifs, il est fort probable que les définitions de l’indicateur soient également mal comprises dans les districts non prélevés.  Le décompte à nouveau des indicateurs et la comparaison avec les valeurs communiquées pour un échantillon de sites est autant approprié, en général, pour déterminer si la qualité des données est bonne, médiocre ou mauvaise, même sans L’avantage d’une estimation nationale précise. Les rapports manquants ou les grands écarts entre les résultats comptés à nouveau et transmis dans un petit nombre de sites sont un signe d'écarts similaires ailleurs.   
  

Tout compte fait, le facteur de vérification national devrait être interprété avec prudence. Pour les besoins de vérification de la qualité des données il devra être utilisé comme une indication de qualité des données (ou d'absence de qualité des données), plutôt qu'une mesure exacte. 
   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA)
  Ann Epidemiol  2007;17:628–633.





Description de Service

		DESCRIPTION DU SERVICE  (Protocole 2 - Vérification des Données)

		Information Générales sur les TAR

Ci-dessous une brève description des recommandations de l'OMS est concernant la manière de superviser des patients sous TAR. Ce ne sont pas tous les pays et/ou structures sanitaires qui vont suivre ces recommandations et il y aura des variations – dans les procédures et les formulaires d’information.

		Directives de l'OMS pour la Supervision des Patients de surveillance sous soins contre le VIH et sous TAR : 

a. Fiche de soins en VIH du patient.

Quand un patient séropositif s'inscrit en soins contre le VIH, une fiche de soins du patient ou tout autre compte rendu succinct devrait être commencée pour ce patient. La documentation écrite d'un test positif au VIH est exigée.

La fiche de soins VIH du patient est commencée pour des patients à leur inscription pour des soins de VIH chronique (non pas quand ils sont séropositifs).  Un pays peut choisir de limiter la fiche uniquement à ceux qui sont sur le point de recevoir les TAR, mais ce serait une adaptation liée au pays des directives d'OMS sur la supervision du patient. 

Il y a beaucoup de formats possibles pour la fiche de soins des patients chroniques de la structure sanitaire ou d'autres formats d'enregistrement des patients. (L'annexe A contient des échantillons des principaux  formulaires de supervision des patients recommandées par l'OMS.)  Certains formulaires peuvent être sous format électronique.

Des notes détaillées concernant les soins et le traitement du patient peuvent également être enregistrées sur une grille d'examen clinique séparée, qui peut déjà être utilisée dans beaucoup de structures. Ces formulaires seront classées avec la fiche du patient.

		b. registre pre- ART

L'OMS recommande que tous les patients inscrits en soins de VIH , qu'ils soient sous ART ou pas, soient d’abord listés dans le registre de pré-ART. Des données sont enregistrées dans le registre de pré-ART jusqu'à ce que le patient commence son ART. Une fois que le patient commence son ART, le registre de ART est utilisé pour rassembler et enregistrer l'historique de patient et le traitement ARV.

Tous les patients disposés pour adhérer à l’ART à la clinique auront déjà une ligne simple d’entrée dans le registre de pré-ART. Quand les patients commencent l'ART, la date de début est enregistrée dans les deux registres, de même que le numéro unique de l'ART . Après cela, aucune autre entrée n'est faite dans le registre de pré-ART.

		c. Le  Registre d'ART

Le registre d'ART est organisé par les groupes ou les bandes de démarrage d'ART - indiqués par le mois et l'année où le patient a commencé l’ART. 

Tous les mois, un professionnel de la santé enregistre les régimes d'ARV pris par le patient. Les régimes sont codés de manière typique. Il est possible de regarder la colonne mensuelle et de faire correspondre les régimes.

À la fin de chaque mois, le statut de suivi du patient est enregistré dans le registre. Il peut inclure : mort et ART arrêté (suite avec d’autres soins), perdu (non vu au dernier mois), arrêté à partir de la fourniture en médicaments, repris le traitement , ou transféré hors de la structure.

		Les Patients transférés reçus sont écrits de manière rétrospective dans le registre des ART le mois où ils ont commencé les ART. La réception des transferts nécessite que les enregistrements soient transférés par tous les moyens et que le patient ait suivi les procédures de transfert hors structure au niveau de leur structure antérieure. Ceci peut être confirmé par le téléphone avec la structure antérieure ou par l'intermédiaire du coordonnateur de zone. Les patients qui font l’objet d’un "transfert reçus avec les enregistrements" sont ajoutés dans le registre au bas de la liste des patients cliniques originaux qui ont commencés l'ART le même mois.

Patients non-originaux de l'ART en provenance d’autres sources (PAS les mêmes que ceux du transfert avec les enregistrements) : La politique nationale va régir la manière dont ces patients sont pris en main. En général les patients entrent dans le registre de pré-ART des soins du VIH. Les patients doivent être éligibles  (sur le plan médical et toutes les autres conditions) et être préparér à adhérer. Ces patients ne sont pas soignés de la même manière qu'un transfert reçu avec des enregistrements où tous les efforts et les arrangements sont faits pour assurer la continuité de la thérapie.

		Reprise après interruption de traitement :                                                                                                                                                  ceci est toujours pratiquement non défini et exige l'adaptation et l'accord nationaux quant à la période de reprise autorisée. Si des patients ont repris le traitement de l'ART, cela devrait être enregistré dans la même ligne du registre. 

Perdus ou abandons: des décisions nationales sont nécessaires quant à la période où les patients perdus (les temporairement perdus se produisent quand un patient manque un rendez-vous ou une récupération des médicaments) deviennent perdus (le patient n'a pas fait de ravitaillement pour plus de x mois, après x tentatives de prendre contact avec le patient par la structure sanitaire, et peut être enlevé de la commande des médicaments d'ART). Un manque de suggestion, l’attente d’une décision, pourrait être dans les 3 mois.

(Référence : Directives de supervision du patient  pour les soins de VIH et d'ART, OMS 2006)
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VIH+ patient adhére aux soins du VIH chronique

Soins VIH/Fiche ART

Nouveaux patients enregistrer dans le régistre pre-ART

Régistre Pre-ART

Lorsque l'ART commence, transfert au régistre de l'ART

Régistre de l'ART

Enregistrement Electronique par l'équipe du district

Base de données electronique du District pour une analyse de bande

Fiche détenue par pe Patient

Volet 1: Résumé de la mise à jour de la fiche à partir de la fiche de rencontre selon le besoin

Volet 2: Mise à jour avec chaque visite de patient externe pour les patients en soins VIH/ART

Soins VIH/rapport ART Mensuels ou Trimestriels

•Nombre d'adhésions et d'eligibles mais qui n'ont pas encore commencé avec l'ART
•Nouvelle adhésions et leur nombre cumulatif à l'ART et aux soins VIH
•Nombre Total actuellement sous ART

Cumuler le rapport d'analyse de la bande d'ART: à 6 mois, 12 mois, par an

•Régimes de Traitement
•Statut fonctionnel des résultats du Traitement 
•CD4

Analyse manuelle par structure, ensuite par idstrict ou uniquement le district



Page_Information_2SIC

		B- GENERALITES POUR LE REMPLISSAGE DU PROTOCOLE DES DONNEES DE L’ INDICATEUR DU SUIVI ET DE LA VERIFICATION

		Nom de l’Organisation d'exécution de l'AQD

		Pays

		Aire du programme 

		Indicateur(s)

		Numéro(s) de la Subvention(s)

		Unité de Gestion du S&E au Niveau Central

		Nom du Site																Date de la vérification

		1-

		Sites Intermédiaires de Compilation (SIC) Regionales

		Name of Site																Date of Audit

		1

		2

		Sites Intermédiaires de Compilation (SIC) de Districts

		Nom du Site																Date de la vérification

		1.1

		1.2

		1.3

		1.4

		2.1

		2.2

		2.3

		2.4

		Points de Prestation de Services  (PPS)

		Nom du Site																Date de la vérification

		1.1.1

		1.1.2

		1.1.3

		1.1.4

		1.1.5

		1.2.1

		1.2.2

		1.2.3

		1.2.4

		1.2.5

		1.3.1

		1.3.2

		1.3.3

		1.3.4

		1.3.5

		1.4.1

		1.4.2

		1.4.3

		1.4.4

		1.4.5

		2.1.1

		2.1.2

		2.1.3

		2.1.4

		2.1.5

		2.2.1

		2.2.2

		2.2.3

		2.2.4

		2.2.5

		2.3.1

		2.3.2

		2.3.3

		2.3.4

		2.3.5

		2.4.1

		2.4.2

		2.4.3

		2.4.4

		2.4.5





Page_Information

		B- GENERALITES POUR LE REMPLISSAGE DU PROTOCOLE DES DONNEES DE 
L’ INDICATEUR DU SUIVI ET DE LA VERIFICATION

		Nom de l’Organisation d'exécution de l'AQD

		Pays

		Aire du programme 

		Indicateur(s)

		Numéro(s) de la Subvention(s)

		Unité de Gestion du S&E au Niveau Central

		Nom du Site																Date de la vérification

		1-

		Sites Intermédiaires de Compilation (SIC)

		Nom du Site																Date de la vérification

		1

		2

		3

		4

		Points de Prestation de Services  (PPS)

		Nom du Site																Date de la vérification

		1.1

		1.2

		1.3

		1.4

		1.5

		2.1

		2.2

		2.3

		2.4

		2.5

		3.1

		3.2

		3.3

		3.4

		3.5

		4.1

		4.2

		4.3

		4.4

		4.5

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10





Unité de S&E_2SIC

		Unité de S&E (Protocole 2 - Vérification des données).

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

		Remarque pour l'Equipe de vérification :    L'objectif de l'analyse du suivi et de la vérification des données au niveau de l' Unité de S&E est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les sites régionaux de cumul et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif de l'Unité S&E ; et
b. passer en revue tous les rapports reçus des sites régionaux de cumul et vérifier que les rapports sont disponibles, complets et ponctuels.

				UNITE DE S&E :		-								Besoin de Recommandation
(ajouter OUI)

				Période définie des rapports :		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		0. Système d’Enregistrement et d’Information pour les TAR

		0		Décrire le système d’enregistrement et d’information lié à cet indicateur  au niveau de la structure sanitaire  (c à d : du premier enregistrement de la fourniture de service sur les documents sources  à la communication des chiffres cumulés au niveau administratif suivant). Veuillez décrire le moment où l’enregistrement du service a eu lieu, sur quel(s) formulaires et par quel(s) membre(s) du personnel.

		1. Cumuler à nouveau les chiffres communiqués par tous les sites régionaux de cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites régionaux de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par l'Unité S & E.

		A) Refaire le décompte des résultats des rapports soumis par les sites régionaux de cumul et comparer les chiffres vérifiés à ceux de l’Unité de S&E.

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par l'Unité de S&E? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul

		Taux de Vérification du Résultat ( Unité de S&E)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B) Copier les résultats des sites régionaux de cumul vérifiés tels qu’observés dans le rapport récapitulatif préparé par l’Unité de S&E.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par l’Unité de S&E pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par l’Unité de S&E ou dans une base de données.

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		C) Identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites régionaux de cumul et ceux enregistrés au niveau de l’Unité de S&E relatifs à ces sites régionaux de cumul.

		1.5		Quelles sont les causes des différences (s’il y en a) observées par l’equipe de vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y en a)

		2.  Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Sites Régionaux de Cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que l’Unité de S&E aurait dû recevoir des sites régionaux de cumul.

		2.1		Combien de rapports aurait dû provenir de tous les sites régionaux de cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport a été  reçu à la date prévue)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier
le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Unité de S&E

		Unité de S&E (Protocole 2 - Vérification des données).

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

		Remarque pour l'Equipe de vérification :    L'objectif de l'analyse du suivi et de la vérification des données au niveau de l' Unité de S&E est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif de l'Unité S&E ; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels.

				UNITE DE S&E :		-								Besoin de Recommandation
(ajouter OUI)

				Période définie des rapports :		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		0. Système d’Enregistrement et d’Information pour les TAR

		0		Décrire le système d’enregistrement et d’information lié à cet indicateur  au niveau de la structure sanitaire  (c à d : du premier enregistrement de la fourniture de service sur les documents sources  à la communication des chiffres cumulés au niveau administratif suivant). Veuillez décrire le moment où l’enregistrement du service a eu lieu, sur quel(s) formulaires et par quel(s) membre(s) du personnel.

		1. Cumuler à nouveau les chiffres communiqués par tous les sites intermédiaires d'agégation.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par l'Unité S & E.

		A) Refaire le décompte des résultats des rapports soumis par les sites intermédiaires de cumul et comparer les chiffres vérifiés à ceux de l’Unité de S&E.

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par l'Unité de S&E? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul

		Taux de Vérification du Résultat ( Unité de S&E)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A) Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par l’Unité de S&E.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par l’Unité de S&E pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par l’Unité de S&E ou dans une base de données.

		1.3.1		Quel  résultat relatif au Site Intermédiaire de Cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.2		Quel  résultat relatif au Site Intermédiaire de Cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.3		Quel  résultat relatif au Site Intermédiaire de Cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.4		Quel  résultat relatif au Site Intermédiaire de Cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		C) Identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites Intermédiaire de Cumul et ceux enregistrés au niveau de l’Unité de S&E relatifs à ces Sites Intermédiaires de Cumul .

		1.5		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y en a)

		2.  Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Sites Intermédiaires de Cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que l’Unité de S&E aurait dû recevoir des Sites Intermédiaire de Cumul.

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport a été  reçu à la date prévue)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Régional 1

		Niveau Régional de Cumul (Protocole 2 -  Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

		Remarque pour l'equipe de vérification : L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site Régional de Cumul est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif  Régional; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site régional de cumul:		-								Besoin de Recommandation
(ajouter OUI)

				Période définie pour les rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau les chiffres communiqués par tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le site régional de cumul

		A)  Refaire le décompte des résultats des rapports soumis par tous les Sites Intermédiaires de cumul et comparer les chiffres vérifiés à ceux des sites régionaux de cumul		Recounting Results

		1.1		Quel résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Régional de Cumul? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Site Régional de Cumul)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A)  Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par le site régional de cumul		Recounting Results

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par le Site Régional de Cumul  pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par le Site Régional de Cumul  ou dans une base de données

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.3		Quel  résultat relatif au site régional de cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.4		Quel  résultat relatif au site régional de cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		B)  identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites intermédiaires de cumul et ceux enregistrés au niveau du cite régional de cumul relatifs à ces cites intermédiaires de cumul

		1.4		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes)

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que le site régional de cumul aurait dû recevoir des sites intermédiaire de cumul

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport  pouvait être utilisé dans le rapport récapitulatif préparé par le Site Régional de Cumul)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier
le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Intermédiaire 1

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport  a   été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 1.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 1.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 1.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 1.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 1.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Site Intermédiaire 2

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport  a   été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Site Intermédiaire 3

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport  a   été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 3.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 3.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 3.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 3.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 3.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Site Intermédiaire 4

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport  a   été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 4.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 4.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 4.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 4.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 4.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Site Régional 2

		Niveau Régional de Cumul (Protocole 2 -  Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

		Remarque pour l'equipe de vérification :  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site Régional de Cumul est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif  Régional; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site régional de cumul:		-								Besoin de Recommandation
(ajouter OUI)

				Période définie pour les rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau les chiffres communiqués par tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le site régional de cumul

		A)  Refaire le décompte des résultats des rapports soumis par tous les Sites Intermédiaires de cumul et comparer les chiffres vérifiés à ceux des sites régionaux de cumul		Recounting Results

		1.1		Quel résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Régional de Cumul? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Site Régional de Cumul)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A)  Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par le site régional de cumul		Recounting Results

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par le Site Régional de Cumul  pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par le Site Régional de Cumul  ou dans une base de données

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.3		Quel  résultat relatif au site régional de cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.4		Quel  résultat relatif au site régional de cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		B)  identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites intermédiaires de cumul et ceux enregistrés au niveau du cite régional de cumul relatifs à ces cites intermédiaires de cumul

		1.4		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes)

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que le site régional de cumul aurait dû recevoir des sites intermédiaire de cumul

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport  pouvait être utilisé dans le rapport récapitulatif préparé par le Site Régional de Cumul)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier
le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Intermédiaire 2.1

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport  a   été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.1.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.1.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.1.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.1.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.1.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Site Intermédiaire 2.2

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport  a   été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.2.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.2.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.2.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.2.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.2.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Site Intermédiaire 2.3

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport  a   été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.3.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.3.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.3.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.3.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.3.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Site Intermédiaire 2.4

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport  a   été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.4.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.4.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.4.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.4.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





Point de Service 2.4.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre d'individus atteints d'une infection au VIH avancée qui suivent 
actuellement une thérapie combinée anti-rétrovirale (TAR)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FOURNITURE DE SERVICE - Décrire le lien entre la fourniture de TAR et le remplissage du document source -

		Notes spécifiques pour l'equipe de vérification:  Il est recommandé que l'equipe de vérification de demander au personnel de décrire le processus par lequel  les documents source sont remplis par rapport à la fourniture de TAR. Déterminer le document source utilisé pour cet indicateur au niveau de la structure. Pour cet indicateur, les documents source sont le premier endroit où la fourniture de TAR est enregistrée. Il peut s'agir des dossiers des patients traités pour le VIH/des patients sous TAR et/ou d'autres enregistrements de patiens ou des formulaires d'examen clinique. Si l'accès aux dossiers de trqitement est impossible, un document source alternatif peut faire office de régistre de TAR.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de la fourniture de TAR (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		Le site dispose t-il de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Décrire le moment où la fourniture de TAR a lieu, sous quelles forme(s) et par quels membre(s) du personnel.

		1.4		Il y a-t-il des indications de retards entre la fourniture de la provision de TAR et l'enregistrement de la provision de TAR dans le document source?

		1.5		Si la provision de TAR et son 'enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport choisie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Adminstrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport définie. Il y a-t-il une indication de manque de documents sources?
Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles sont-ils complets, notamment les suivants: (1) l'information d'identification du patient; (2) la date de la rencontre; (3) le régime de TAR?
Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Examiner les dates de fourniture de TAR sur les documents source.  Toutes les dates sont-elles comprises dans la période de rapport définie? 
Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Quelles sont les unités font-elles l'objet du décompte (ex: les personnes, les cas, les évènements)?
Ces unités correspondent-elles  à celles définies dans la définition de l'indicateur?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif du site et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de personnes fournis en TAR enregistrés pendant la période de rapport définie en examinant le document source (ex:Soins VIH/dossiers des patiens de TAR)

		3.2		Copier le nombre de personnes/cas/évènements fournis en TAR communiqué le par site/organisation pendant la période de rapport définie (à partir du rapport récapitulatif).

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifiques à l'indicateur pour l' auditeur: Enregistrer toutes les causes de différences (s'il y en a) observées par l'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements pour déterminer l'exactitude du document source.

		Notes spécifiques à l'indicateur pour l' auditeur:  L'equipe de vérification peut ajouter d'autres recoupements appropriés selon la convenance.  Les recoupements devront être faits dans les deux sens suivant l'étendue qu'il convient (par example, des dossiers médical des patients de TAR au régistre de TAR et du régistre de TAR aux dossiers médical des des patients TAR).

		EXEMPLE DE RECOUPEMENT 1.1 :  des dossiers médicaux au régistre de TAR. Le recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) de patients qui sont actuellement sous traitement. Combien de dossiers ont été sélectionnées?

		4.2		Combien de patients choisis ont été enregistrés dans le régistre de TAR avec toutes les informations suivantes qui leur correspondent : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime TAR?

		Calculer le % de l'écart pour le recoupement 1.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		EXEMPLE DE RECOUPEMENT 1.2 :  du régistre de TARs aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 5% des patients listés dans le régistre de TAR (ou au moins 20 patients) qui sont actuellement sous traitement. Combien de patients ont été sélectionnées?

		4.4		Combien de patients choisis disposaient de dossiers médicaux avec des informations correspondantes : (1)  information d'identification du patient; (2) date de rencontre; (3)  régime ARV?

		Calculer le % de l'écart pour le recoupement 1.2

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2,1 : Des dossiers médicaux au enregistrements de la pharmacie. Ce recoupement a-t-il été fait?

		4.5		S'il est faisable, sélectionner 5% des dossiers médicaux (ou au moins 20 dossiers) qui sont actuellement sous traitement. Identifier le régime des médicament des TAR prescrits. Combien de dossiers ont été sélectionnées?

		4.6		Contrôler les enregistrements de la pharmacie pour vérifier si les médicaments de TAR ont été délivrés au patient.  Combien de patients ont eu leur ordonnance?

		Calculer le % de l'écart pour le recoupement 2.1

Si la différence est en deçà de 90%, selectionner un autre 5% de dossiers médicaux (ou au moins 10 dossiers supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 2.2 : Des enregistrements de la pharmacie aux dossiers médicaux. Ce recoupement a-t-il été fait?

		4.7		S'il est faisable, sélectionner 5% des patients listés dans les enregistrements de la pharmacie (ou au moins 20 patients) comme ayant reçu les TAR. Combien de patients ont été sélectionnées?

		4.8		Pour combien d'enregistrements les enregistrements de la pharmacie sont-ils conformes au régime des médicament TAR prescrits sur les dossiers médicaux?

		Calculer le % de l'écart pour le recoupement 2.2

Si la différence est en deçà de 90%, selectionner un autre 5% de patients listés dans les enregistrements de la pharmacie (ou au moins 10 patients supplémentaires) et refaire le calcul (ajouter les chiffres à ceux qui existent dans les cellules supérieures); répéter jusqu'à trois fois.						-

		4.9		Tout recoupement supplémentaire: (ajouter des lignes pour des recoupements appropriés supplémentaires).

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur).

		Notes spécifique à l'indicateur pour l' auditeur: Des contrôle inopinés ne seront pas possibles pour cet indicateur du fait des règles de confidentialité.





TABLEAU SOMMAIRE_2SIC

		Statistiques Sommaires de l'Audit de Verification de Données

										Étape 1						Étape 2						Étape  3		Étape  4

		TABLEAU SOMMAIRE de Tracage et Verification								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I								II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Comptes vérifiés aux sites apurés		Compte rapporté aux sites apurés		Facteurs de vérification de district - site et non ajustés		Compte rapporté observé de tous les sites du district		Compte rapporté du district à l'unité de S&E (niveau national)		Facteur d'ajustement Rdi/Rni		Facteurs de vérification ajustés de district		District         VF (Weight)		Weighted Regional Level Verification Factors		Region
VF Weight		Facteur de verification total		% de rapports disponibles		% de rapports reçues à l'heure		% de rapports complets		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		limite inférieure de confiance de 95%		limite supérieure de confiance de 95%		number of districts		Degrees of freedom t-distribution

		Unité de Suivi et Évaluation																																																				df		P(2-tailed) = 0.025

		-		-						0.00		0.00		-										0.00				0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Sites Intermédiares d'Agégation et Prestation de Service																																																				2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-				3.00		3.18

		1.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-																4.00		2.78

		1.1.1		-						0.00		0.00		-																																								5.00		2.57

		1.1.2		-						0.00		0.00		-

		1.1.3		-						0.00		0.00		-

		1.1.4		-						0.00		0.00		-

		1.1.5		-						0.00		0.00		-

		1.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.2.1		-						0.00		0.00		-

		1.2.2		-						0.00		0.00		-

		1.2.3		-						0.00		0.00		-

		1.2.4		-						0.00		0.00		-

		1.2.5		-						0.00		0.00		-

		1.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.3.1		-						0.00		0.00		-

		1.3.2		-						0.00		0.00		-

		1.3.3		-						0.00		0.00		-

		1.3.4		-						0.00		0.00		-

		1.3.5		-						0.00		0.00		-

		1.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.4.1		-						0.00		0.00		-

		1.4.2		-						0.00		0.00		-

		1.4.3		-						0.00		0.00		-

		1.4.4		-						0.00		0.00		-

		1.4.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-

		2.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.1.1		-						0.00		0.00		-

		2.1.2		-						0.00		0.00		-

		2.1.3		-						0.00		0.00		-

		2.1.4		-						0.00		0.00		-

		2.1.5		-						0.00		0.00		-

		2.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.2.1		-						0.00		0.00		-

		2.2.2		-						0.00		0.00		-

		2.2.3		-						0.00		0.00		-

		2.2.4		-						0.00		0.00		-

		2.2.5		-						0.00		0.00		-

		2.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.3.1		-						0.00		0.00		-

		2.3.2		-						0.00		0.00		-

		2.3.3		-						0.00		0.00		-

		2.3.4		-						0.00		0.00		-

		2.3.5		-						0.00		0.00		-

		2.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.4.1		-						0.00		0.00		-

		2.4.2		-						0.00		0.00		-

		2.4.3		-						0.00		0.00		-

		2.4.4		-						0.00		0.00		-

		2.4.5		-						0.00		0.00		-





TABLEAU SOMMAIRE

		Statistiques Sommaires de l'Audit de Verification de Données

										Étape 1						Étape 2						Étape 3		Étape 4

		TABLEAU SOMMAIRE de Tracage et Verification								Facteur 1		Facteur 2		Facteur 1/ Facteur 2		Facteur 3		Facteur 4		Facteur 3/ Facteur 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Comptes vérifiés aux sites apurés		Compte rapporté aux sites apurés		Facteurs de vérification de district - site et non ajustés		Compte rapporté observé de tous les sites du district		Compte rapporté du district à l'unité de S&E (niveau national)		Facteur d'ajustement Rdi/Rni		Facteurs de vérification ajustés de district		VF (Weight)		Facteur de verification total		% de rapports disponibles		% de rapports reçues à l'heure		% de rapports complets		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		limite inférieure de confiance de 95%		limite supérieure de confiance de 95%		number of districts		Degrees of freedom t-distribution

		Unité de Suivi et Évaluation																																																df		P(2-tailed) = 0.025

		-		-						0.00		0.00												0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Sites Intermédiares d'Agégation et Prestation de Service																																																2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-																3.00		3.18

		1.1		-						0.00		0.00		-																																				4.00		2.78

		1.2		-						0.00		0.00		-																																				5.00		2.57

		1.3		-						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						0.00		0.00		-

		2.2		-						0.00		0.00		-

		2.3		-						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

				Sites de Prestation de Services						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-





Summary_Statistics_No IAS

		DQA Summary Statistics (no Intermediate Aggregation Sites)

																																																																																		% Disponible		%  A temps		% Complet

																																																																																-

																																																																																-

																																																																																-

																																																																																-

																																																																																-		-		-		-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-





Summary_Statistics_No IAS

		0		0		0



% Disponible

%  A temps

% Complet

Indicateurs de Performance

Pourcentage

Performance de Reportage de l'AQD



STATISTIQUES SOMMAIRES_2SIC

		-

		-

		-

		-

		-

		-
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		-

		-

		-

		-



Sites

Pourcentage

Facteurs de Verification des Sites de Prestation de Services

0

0

0

0

0

0

0

0

0

0

0



STATISTIQUES SOMMAIRES

		Statistiques Sommaires de l'AQD

																																																																																Accuracy		Availability		Timeliness		Completeness

																																																																												7		-		-		-		-		-

																																																																												6		-		-		-		-		-

																																																																												5		-		-		-		-		-

																																																																												4		-		-		-		-		-

																																																																												3		-		-		-		-		-

																																																																												2		-		-		-		-		-

																																																																												1		-		-		-		-		-





STATISTIQUES SOMMAIRES

		0		0		0		0		0		0		0
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-

-

-

-

-

-

Facteurs de Verification Totals 
et District de l'AQD



		0		0		0		0		0		0		0
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-

-

-

-
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% de Rapports Disponible de L'AQD



		0		0		0		0		0		0		0



-

-

-

-

-

-

-

% de Rapports à Temps de l'AQD



		0		0		0		0		0		0		0



-

-

-

-

-

-

-

% de Rapports Complet de l'AQD



		Statistiques Sommaires de l'AQD

																																																																																				Accuracy		Availability		Timeliness		Completeness

																																																																																5		-		-		-		-		-

																																																																																4		-		-		-		-		-

																																																																																3		-		-		-		-		-

																																																																																2		-		-		-		-		-

																																																																																1		-		-		-		-		-





		0		0		0		0		0



-

-

-

-

-

Facteurs de Verification Totals 
et District de l'AQD



		0		0		0		0		0



-

-

-

-

-

% de Rapports Disponible de L'AQD



		0		0		0		0		0



-

-

-

-

-

% de Rapports à Temps de l'AQD



		0		0		0		0		0



-

-

-

-

-

% de Rapports Complet de l'AQD





DQA Data Verification Templates/French/03 DQA P2_All Diseases_Training_Fr_2009.xls
DÉMARRER

																												0		0		0		0		0		0

																												1		1		1		1		1		1

																												2		2		2		2		2		2

																												3		3		3		3		0		3

		Outil d’Audit de la Qualité des Données (AQD)																										4		4		4		4				4

								Protocole 2:  Vérification des Données																				0		5		5		0				5

						- Nombre de Prestataires de Services Formés -
(a. Services sanitaires, b. pairs et programmes communautaires)																						0		6		6						0

						Nombre de niveaux intermédiaires de cumul																								0		7

						Nombre de sites de plus haut niveau intermédiaire de cumul (ex régional)																										8

						Nombre de sites intermédiaire de cumul (SIC)																										9

						Nombre de points de prestation de services (par SIC)																										10

						Réinitialiser l'Enquête																										11

		version 1: mai 2009																														12

		Remarques Importantes pour l'utilisation de ce tableur:																														0

		1.  Pour utiliser les outils d'évaluation de la qualité des données vous devrez vous assurer votre 'macro sécurité' est paramétré à un niveau inférieur à 'élevé'.  Avec le tableur ouvert, aller à ‘Outils’, ouvrir le menu et sélectionner ‘Macro’, ensuite ‘Sécurité’ .  Sélectionner ‘moyen’.  Fermer Excel et ré ouvrir le fichier.  A la prochaine ouverture du fichier vous devrez sélectionner ‘Activer les Macros’ pour que l’application fonctionne comme prévu.

		2.  Sur la PAGE DE GARDE (page actuelle), veuillez sélectionner le nombre de niveaux intermédiaires de cumul (à partir du menu déroulant) à travers lesquels les données sont communiquées des points de prestation de services au niveau national.  Sélectionner ensuite le nombre de sites intermédiaires de cumul prélevés (SIC) à partir du menu déroulant suivant. Les SIC sont l'unité sanitaire spécifique du Ministère de la santé au niveau du district.  Ensuite, saisir le nombre de points de prestation de services prélevés (PPS), par exemple les institutions ou unités sanitaires, qui communiquent à chaque site intermédiaire.  Si vous avez un nombre inégal de PPS par district, sélectionner le nombre correspondant au plus grand nombre de PPS prélevé dans un district échantillon.  Si le PPS transmet directement au niveau national, sélectionner ‘0’ à partir du menu déroulant de l’IDS.  Ensuite sélectionner le nombre de PPS dans l’échantillon.  Voir la page INSTRUCTIONS pour plus de détails.

		3.  Veuillez saisir les noms de la structure sanitaire, ou du site,  dans la feuille intitulée ‘Page d’Information’.  Ces noms vont alors automatiquement occuper les les  masques de saisie concernés dans le tableur et aider à garantir une évaluation bien organisée et une bonne qualité des données.
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INSTRUCTIONS

		INSTRUCTIONS (Protocole 2 - Vérification des Données)

		Remarque:  L’Equipe de Vérification devrait lire le document intitulé  "Evaluation de la Qualité des Données:  Directives pour l’exécution " en plus de ces instructions préalables à la gestion de ce protocole.

		OBJECTIF

		L’objectif de ce protocole est (1) de refaire le décompte et de vérifier l’exactitude des données rapportées au niveau des sites sélectionnés ; et  (2) d'examiner la ponctualité, l’exhaustivité et la disponibilité des rapports.

		CONTENU

		Ce Protocole de Vérification des Données se rapporte à l’indicateur: Nombre de Prestataires de Services formés.  En effet, du fait qu’il peut y avoir de grandes différences entre les types d’indicateurs et les sites de prestation de service –ex les sites sanitaires (cliniques) et les sites communautaires, l’EQD inclut des Protocoles d'indicateurs spécifiques  avec des défis d'informations précises et de qualité des données relatifs à l’indicateur (ex, le risque de double décompte).Cette information est incorporée dans les 5 étapes du protocole, qui sont soulignées ci-dessous. 

Le protocole commence par une description du (des) service (s) associé à l’indicateur pour orienter l’Equipe de vérification vers le service fourni et ainsi vers ce qui est en cours de “décompte” pour évaluer l’indicateur. Ceci va contribuer à orienter l’Equipe de vérification vers les documents sources appropriés, qui peuvent être très différents pour divers indicateurs (ex: les dossiers des patients, les rapports de laboratoire, rapports de formation, etc.).

La vérification des données se déroule en deux phases :

(1) Des vérifications approfondies au niveau des Points de Prestation de Services (PPS), et
(2) Des vérifications de suivi auprès des Niveaux Intermédiaires de Cumul concernés (NIC) et au niveau de l'Unité de S&E du Programme/projet.. 
  
Typiquement, les programmes auront un système d'information à 3 niveaux, en d’autres termes, les données seront acheminées des Points de Prestation de Service (PPS), 
Vers un Niveau de cumul Intermédiaire ( cad, une Région ou un District), et ensuite vers l’Unité de S&E centrale.

Cependant, dans certains pays, les PPS peuvent communiquer les données directement à l’Unité centrale de S&E, sans passer par des Niveaux Intermédiaires de cumul  (NIC).  
Dans d’autres pays, il peut y avoir deux (ou davantage) NIC avec des données en cours de cumul, par exemple,
au niveau du District et ensuite au Niveau Territorial avant d’atteindre l’Unité centrale de S&E. Dans de tels cas (cad, un système d'information à 2 ou 4 niveaux), Le protocole de Vérification des Données devra être adapté (tel qu’expliqué ci-dessous).

		Modifier le contenu du Modèle Excel
Les Modèles Excel devraient être modifiés minutieusement. Pour permettre l’ajout sélectif et le retrait d’onglets pour les différents sites et Niveaux dans lesquels les modèles ont été programmés en Langage de Script (Langage de Script pour les Applications) 
Des modifications au niveau des feuilles de calcul peuvent perturber la Programmation et rendre le modèle inexploitable.
Cependant, il est possible d’effectuer certains changements qui vont rendre le modèle plus utile durant l’EQD, et plus descriptif du système d’information.
Par exemple, Des recoupements et des vérifications inopinées supplémentaires peuvent être ajoutés aux feuilles de calcul individuelles à condition qu’ils soient ajoutés au bas de la feuille de calcul.
Veuillez ne pas 'insérer' de lignes ni de colonnes au milieu de la feuille puisque ceci pourrait modifier le calcul de certains indicateurs de la performance.
D’autres ajouts  peuvent également être faits au bas de la feuille de calcul. 

Dans les quatre sites intermédiaires de cumul un maximum de six sites de prestation de services peut être sélectionné (cad 24 sites) de sorte qu'il est improbable qu'il soit nécessaire d'ajouter des points de prestation ou sites intermédiaires à la "Page Information". Il suffit de sélectionner le nombre souhaité pour  chacun d'entre eux, à partir des menus déroulants sur la “Page de garde”. Ces sélections peuvent être modifiées plus tard, si nécessaire.  

Il est acceptable de renommer les onglets de la feuille de programmation selon le besoin.

Les feuilles de calcul sont protégées pour parer aux modifications du contenu par mégarde. Pour modifier le contenu des cellules, désactiver la protection des feuilles en sélectionnant 'Protection' à partir du menu déroulant Outils. Puis sélectionner  'Désactiver la protection'.  N’oubliez pas de réactiver la protection de la feuille après avoir effectué les modifications.

		INSTRUCTIONS AUX VERIFICATEURS POUR L'UTILISATION DU PROTOCOLE

		Points de Prestation de Services – 5 Types de  Vérification des Données

La première étape de la vérification des données a lieu au niveau des Points de Prestation de Services. Il y a cinq types de modèles d'étapes de vérification des données qui peuvent être mises en oeuvre à ce niveau:

1 - Description:  Décrire le rapport entre la fourniture de services/produits et le remplissage du document source qui enregistre cette prestation de service.

2 - Revue documentaire:  Passer en revue la disponibilité et l'exhaustivité de tous les documents sources des indicateur pour la période de diffusion de rapport définie.

3 - Suvi et Vérification :  Procéder au suivi et à la vérification des chiffres communiqués: (1) refaire le décompte des chiffres communiqués à partir des documents source disponibles, (2) Comparer les chiffres vérifiés à ceux communiqués par le site, (3) Identifier les causes des différences. 

4 -  Recoupement:  Procéder à des “recoupements” des totaux vérifiés du rapport  avec d’autres sources de données par exemple (inventaires, rapports de laboratoire,registres, etc)..

5 - Contrôles Inopinés :  Procéder à des “contrôles ponctuels” pour vérifier la fourniture réelle de services ou de produits aux populations cibles.

		Niveaux Intermédiaires de cumulation (NIC) et Unité Centrale de S&E -2 Types de Vérifications des Données 
Le second niveau de vérification des données a lieu aux Niveaux Intermédiaires de Cumul (ex, Districts, Régions) et de l’Unité de S&E du Programme/projet. 

1 - Revue documentaire : Vérifier la disponibilité, la ponctualité, et l'exhaustivité des rapports attendus des Sites de prestation de Services pour la période de rapport définie.

2 - Suvi et Vérification :  Procéder au suivre et à la vérification des nombre communiqués: (1) Cumuler à nouveau les nombres communiqués par les Points de Prestation de Services, (2) Comparer les décomptes vérifiés au nombres communiqués au niveau suivant (ex, l’Unité Centrale de S&E ), (3) Identifier les causes de différences.

		Instructions pour un système d'information à "2" ou "4" niveaux:

Sélection des Niveaux et des Sites
 Protocole 2 :  Le modèle Excel de Vérification des Données est conçu pour suivre la méthodologie d'échantillonnage de l’EQD relative à la sélection des niveaux intermédiaires de cumul et des Sites de Prestation de Service. Sur l’onglet "PAGE DE GARDE" , l’Equipe de Vérification peut sélectionner le nombre de Sites Intermédiaires de Cumul et le nombre de Sites de Prestation de Services qui renseigne chaque Site Intermédiaire de Cumul , selon le niveau de compréhension de l'organisation commanditaire de l'EQD.  Dans le cas où il y’a plus, ou moins, d’un niveau intermédiaire de transmission de données, du niveau de prestation de service au niveau national national, les nombres de sites et niveaux intermédiaires nécessaires par niveau peuvent être sélectionnés. Sélectionner d'abord le nombre de niveaux intermédiaire de cumul (ex région ou district) . Si les données transitent par la région autant que par le district, sélectionner deux niveaux. Si les données transitent uniquement par le district avant d’être envoyées au niveau national, sélectionner un niveau. Dans certains pays les données sont transmises directement du point de prestation de service au  niveau national. Dans ce cas, sélectionner zéro niveaux intermédiaires .  
 Ensuite sélectionner le nombre de sites au sein de chaque niveau intermédiaire
La méthode de prélèvement la plus probable requiert la sélection aléatoire de trois grappes (sites intermédiaires)  et trois Sites de Prestation dans chaque grappe.
Dans le cas de deux niveaux intermédiaires, la méthode de prélèvement sera probablement de deux grappes régionales, avec deux grappes de district dans chaque région .
Ensuite deux points de prestation de services seront sélectionnés au sein de chaque grappe de district pour un total de 8 sites de Collecte. Il peut s'avérer nécessaire d'apporter des modifications à cette méthode de prélèvement du fait de contraintes de temps, de distance et de ressources. Tous les changements apportées à la méthodologie devraient faire l'objet d'un accord avec l'Organisation Commanditaire de l’EQD avant les visites de terrain.

		Instructions pour remplir les colonnes de la liste de controle:

Une liste de questions apparaît à gauche sur chaque feuille de calcul (colonne B).  L'Equipe de vérification devra lire chaque question (déclaration) et remplir les colonnes C/D, E, F et G . La colonne C a un menu déroulant (au coin inférieur droit) pour chaque question avec des catégories de réponse: "Oui - entièrement", "En partie", "Non - "pas du tout" et "N/C".(non concerné). La colonne D devra être utilisée pour saisir des chiffres ou des pourcentages ( qui seront utilisés dans les calculs). La Colonne E est destinée aux notes du vérificateur, la colonne F devra être remplie avec "Oui" si l’Equipe de Vérification pense que les qproblèmes soulevés par la réponse à une question (déclaration) sont suffisants pour requérir une "Note de Recommandation au Programme/projet.

		RESULTATS ATTENDUS

		Sur la base de toutes les réponses aux questions, le Récapitulatif de statistiques suivant sera produit :

- Exactitude des Données communiquées à travers le calcul des facteurs de vérification générés à partir de l’exercice du décompte à nouveau fait à chaque niveau du système d'information (cad, pour les indicateurs sélectionnés, la comparaison du pourcentage des chiffres communiqués aux chiffres vérifiés); 

- Disponibilité, exhaustivité et Ponctualité des Rapports à travers des pourcentages calculés au(x) Niveau (x) de cumul intermédiaire et de l’Unité de S&E.

		Interprétation des Résultats:

La modélisation mathématique de la technique de prélèvement en grappe à deux niveaux utilisée par l’EQD a déterminé que la précision des estimations du facteur de vérification pour les données de couverture vaccinale est trop faible pour une utilisation pratique au niveau national. Dans les simulations, Woodard et ses collègues (1) ont trouvé que jusqu'à 30 districts devraient être échantillonnés pour atteindre une précision de près de 10%. Etant donné l’investissement en temps, en personnel et en ressources financières nécessaires pour la visite de 30 districts, le calcul d’un facteur de vérification national précis est improbable .  

Ceci dit, il est possible d’avoir une idée de la qualité globale des données dans un Programme/projet sans compter sur l’estimation nationale des VF. Les aspects qualitatifs de l’EQD sont appropriés pour déterminer les forces et les faiblesses d’un système d'information donné. Par exemple, si les définitions de l’indicateur sont mal comprises dans la majorité d’un échantillon de sites représentatifs, il est fort probable que les définitions de l’indicateur soient également mal comprises dans les districts non prélevés.  Le décompte à nouveau des indicateurs et la comparaison avec les valeurs communiquées pour un échantillon de sites est autant approprié, en général, pour déterminer si la qualité des données est bonne, médiocre ou mauvaise, même sans L’avantage d’une estimation nationale précise. Les rapports manquants ou les grands écarts entre les résultats comptés à nouveau et transmis dans un petit nombre de sites sont un signe d'écarts similaires ailleurs.   
  

Tout compte fait, le facteur de vérification national devrait être interprété avec prudence. Pour les besoins de vérification de la qualité des données il devra être utilisé comme une indication de qualité des données (ou d'absence de qualité des données), plutôt qu'une mesure exacte. 
   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA)
  Ann Epidemiol  2007;17:628–633.





Description de Service

		DESCRIPTION DU SERVICE (protocole 2 - Vérification des données)

		Informations générales sur les Prestataires de Service formés                                                                                                                    Cet indicateur mesure le progrès vers la création d’ un cadre de formation de professionnels de la santé et des pairs éducateurs /de membres de la Communauté/des volontaires pour mener des activités spécifiques et atteindre le niveau de compétence nécessaire pour remplir leurs fonctions. 

La formation se rapporte à la nouvelle formation ou recyclage des individus et suppose qu’elle doit etre conduite selon des normes nationales ou internationales quand elle existent. La formation doit avoir  des objectifs d'apprentissage spécifiques, un schéma ou un programme d'études, et aboutir à la connaissance, des qualifications et/ou des compétences supposées être acquises par les participants. Seuls les participants réguliers qui ont suivi l'ensemble du cours de formation seront pris en  compte.

		Description de la formation

		La « formation est l'une des interventions fondamentales pour améliorer la performance des personnes qui souhaitent ou fournissent des services, par exemple les traitements, les conseils, les tests,  les tranferts des malades, etc. 

Diverses approches peuvent être utilisées.Les formations peuvent etre  dirigées par un moniteur ou assisées par une technologie, dans le tas ou par une formation à distance . Elles peuvent être faites dans un environnement de salle de classe ou par  une visite d'échanges. 

La durée des formations peut subir d'importantes variations, allant de quelques heures à plusieurs années.

		La « formation est appliquée à travers une large gamme des domaines de contenus dont la politique, la gestion, l'assurance qualité, la logistique, l'éducation de la communauté, et le domaine clinique.

La formation se rapporte à la nouvelle formation ou recyclage des individus et suppose que la formation est conduite selon des normes nationales ou internationales quand elles existent. 

Les formations doivent avoir les caractéristiques suivantes afin de pouvoir  être prises en compte :
• Objectifs de la formation
• Shcéma ou programme d'études des cours
• La connaissance, qualifications et/ou compétences à acquérir par les participants.

Seuls les participants qui ont entièrement suivi les cours de formation devronnt être pris en compte.  Veuillez noter que la concurrence dans la formation n'est pas jugée sur des critères de compétence dans le décompte du  nombre de personnes formées.

		Documents Sources Potentiels pour la formation

		Les organismes qui fournissent la formation gardent une documentation diverse de la formation.  Le document source de base peut être une certaine variation sur une feuille de présence, qui devrait comporter  les signatures originales des participants. Certaines organisations gardent des données informatisées des  personnes qu'elles ont formées.

		Pour des raisons de vérification de données, les feuilles de présence des participants de la formation devraient également être accompagnées du programme d'études, des objectifs de l'apprentissage et de  la connaissance, des qualifications et/ou des compétences recherchées qui résultent de la formation. Seule la formation comprenant ces trois caractéristiques devrait être prise en compte dans la vérification des  données.

		En outre, le document source devrait fournir la preuve que les participants ont entièrement suivi la formation.
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Page_Information_2SIC

		B- GENERALITES POUR LE REMPLISSAGE DU PROTOCOLE DES DONNEES DE 
L’ INDICATEUR DU SUIVI ET DE LA VERIFICATION

		Nom de l’Organisation d'exécution de l'AQD

		Pays

		Aire du programme 

		Indicateur(s)

		Numéro(s) de la Subvention(s)

		Unité de Gestion du S&E au Niveau Central

		Nom du Site																Date de la vérification

		1-

		Sites Intermédiaires de Compilation (SIC) Regionales

		Name of Site																Date of Audit

		1

		2

		Sites Intermédiaires de Compilation (SIC) de Districts

		Nom du Site																Date de la vérification

		1.1

		1.2

		1.3

		1.4

		2.1

		2.2

		2.3

		2.4

		Points de Prestation de Services  (PPS)

		Nom du Site																Date de la vérification

		1.1.1

		1.1.2

		1.1.3

		1.1.4

		1.1.5

		1.2.1

		1.2.2

		1.2.3

		1.2.4

		1.2.5

		1.3.1

		1.3.2

		1.3.3

		1.3.4

		1.3.5

		1.4.1

		1.4.2

		1.4.3

		1.4.4

		1.4.5

		2.1.1

		2.1.2

		2.1.3

		2.1.4

		2.1.5

		2.2.1

		2.2.2

		2.2.3

		2.2.4

		2.2.5

		2.3.1

		2.3.2

		2.3.3

		2.3.4

		2.3.5

		2.4.1

		2.4.2

		2.4.3

		2.4.4

		2.4.5





Page_Information

		B- GENERALITES POUR LE REMPLISSAGE DU PROTOCOLE DES DONNEES DE L’ INDICATEUR DU SUIVI ET DE LA VERIFICATION

		Nom de l’Organisation d'exécution de l'AQD

		Pays

		Aire du programme 

		Indicateur(s)

		Numéro(s) de la Subvention(s)

		Unité de Gestion du S&E au Niveau Central

		Nom du Site																Date de la vérification

		1-

		Sites Intermédiaires de Compilation (SIC)

		Nom du Site																Date de la vérification

		1

		2

		3

		4

		Points de Prestation de Services  (PPS)

		Nom du Site																Date de la vérification

		1.1

		1.2

		1.3

		1.4

		1.5

		2.1

		2.2

		2.3

		2.4

		2.5

		3.1

		3.2

		3.3

		3.4

		3.5

		4.1

		4.2

		4.3

		4.4

		4.5

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10





Unité de S&E_2SIC

		Unité de S&E (Protocole 2 - Vérification des données).

		Nombre de Prestataires de Services formés

		Remarque pour l'Equipe de vérification :    L'objectif de l'analyse du suivi et de la vérification des données au niveau de l' Unité de S&E est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les sites régionaux de cumul et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif de l'Unité S&E ; et
b. passer en revue tous les rapports reçus des sites régionaux de cumul et vérifier que les rapports sont disponibles, complets et ponctuels.

				UNITE DE S&E :		-								Besoin de Recommandation
(ajouter OUI)

				Période définie des rapports :		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		0.  Système d'Enregistrement et d'information pour la formation

		0.1		Décrire la formation objet de la vérification.

		0.2		Décrire le système d'enregistrement et d'information associé à la formation  (cad., de l'enregistrement initial de la prestation de service sur les documents sources à la communication des chiffres cumulés à l'Unité de S&E ).Veuillez décrire la période à laquelle l'enregistrement du service  a lieu, sous quelle(s) forme(s) ,et par quel(s)  membre(s) du personnel elle est faite.

		1. Cumuler à nouveau les chiffres communiqués par tous les sites régionaux de cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites régionaux de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par l'Unité S & E.

		A) Refaire le décompte des résultats des rapports soumis par les sites régionaux de cumul et comparer les chiffres vérifiés à ceux de l’Unité de S&E.

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par l'Unité de S&E? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul

		Taux de Vérification du Résultat ( Unité de S&E)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B) Copier les résultats des sites régionaux de cumul vérifiés tels qu’observés dans le rapport récapitulatif préparé par l’Unité de S&E.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par l’Unité de S&E pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par l’Unité de S&E ou dans une base de données.

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		C) Identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites régionaux de cumul et ceux enregistrés au niveau de l’Unité de S&E relatifs à ces sites régionaux de cumul.

		1.5		Quelles sont les causes des différences (s’il y en a) observées par l’equipe de vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y en a)

		2.  Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Sites Régionaux de Cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que l’Unité de S&E aurait dû recevoir des sites régionaux de cumul.

		2.1		Combien de rapports aurait dû provenir de tous les sites régionaux de cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport a été  reçu à la date prévue)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Unité de S&E

		Unité de S&E (Protocole 2 - Vérification des données).

		Nombre de Prestataires de Services formés

		Remarque pour l'Equipe de vérification :    L'objectif de l'analyse du suivi et de la vérification des données au niveau de l' Unité de S&E est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif de l'Unité S&E ; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels.

				UNITE DE S&E :		-								Besoin de Recommandation
(ajouter OUI)

				Période définie des rapports :		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		0.  Système d'Enregistrement et d'information pour la formation

		0.1		Décrire la formation objet de la vérification.

		0.2		Décrire le système d'enregistrement et d'information associé à la formation  (cad., de l'enregistrement initial de la prestation de service sur les documents sources à la communication des chiffres cumulés à l'Unité de S&E ).Veuillez décrire la période à laquelle l'enregistrement du service  a lieu, sous quelle(s) forme(s) ,et par quel(s)  membre(s) du personnel elle est faite.

		1. Cumuler à nouveau les chiffres communiqués par tous les sites intermédiaires d'agégation.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par l'Unité S & E.

		A) Refaire le décompte des résultats des rapports soumis par les sites intermédiaires de cumul et comparer les chiffres vérifiés à ceux de l’Unité de S&E.

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par l'Unité de S&E? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul

		Taux de Vérification du Résultat ( Unité de S&E)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A) Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par l’Unité de S&E.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par l’Unité de S&E pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par l’Unité de S&E ou dans une base de données.

		1.3.1		Quel  résultat relatif au Site Intermédiaire de Cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.2		Quel  résultat relatif au Site Intermédiaire de Cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.3		Quel  résultat relatif au Site Intermédiaire de Cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.4		Quel  résultat relatif au Site Intermédiaire de Cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		C) Identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites Intermédiaire de Cumul et ceux enregistrés au niveau de l’Unité de S&E relatifs à ces Sites Intermédiaires de Cumul .

		1.5		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y en a)

		2.  Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Sites Intermédiaires de Cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que l’Unité de S&E aurait dû recevoir des Sites Intermédiaire de Cumul.

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport a été  reçu à la date prévue)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Régional 1

		Niveau Régional de Cumul (Protocole 2 -  Vérification des Données)

		Nombre de Prestataires de Services formés

		Remarque pour l'equipe de vérification : L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site Régional de Cumul est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif  Régional; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site régional de cumul:		-								Besoin de Recommandation
(ajouter OUI)

				Période définie pour les rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau les chiffres communiqués par tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le site régional de cumul

		A)  Refaire le décompte des résultats des rapports soumis par tous les Sites Intermédiaires de cumul et comparer les chiffres vérifiés à ceux des sites régionaux de cumul		Recounting Results

		1.1		Quel résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Régional de Cumul? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Site Régional de Cumul)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A)  Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par le site régional de cumul		Recounting Results

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par le Site Régional de Cumul  pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par le Site Régional de Cumul  ou dans une base de données

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.3		Quel  résultat relatif au site régional de cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.4		Quel  résultat relatif au site régional de cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		B)  identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites intermédiaires de cumul et ceux enregistrés au niveau du cite régional de cumul relatifs à ces cites intermédiaires de cumul

		1.4		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes)

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que le site régional de cumul aurait dû recevoir des sites intermédiaire de cumul

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport  pouvait être utilisé dans le rapport récapitulatif préparé par le Site Régional de Cumul)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Intermédiaire 1

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de Prestataires de Services formés

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport  a   été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier
le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 1.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 1.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 1.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 1.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 1.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Intermédiaire 2

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de Prestataires de Services formés

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport  a   été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier
le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Intermédiaire 3

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de Prestataires de Services formés

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport  a   été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier
le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 3.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 3.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 3.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 3.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 3.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Intermédiaire 4

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de Prestataires de Services formés

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport  a   été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier
le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 4.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 4.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 4.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 4.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 4.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Régional 2

		Niveau Régional de Cumul (Protocole 2 -  Vérification des Données)

		Nombre de Prestataires de Services formés

		Remarque pour l'equipe de vérification : L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site Régional de Cumul est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif  Régional; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site régional de cumul:		-								Besoin de Recommandation
(ajouter OUI)

				Période définie pour les rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau les chiffres communiqués par tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le site régional de cumul

		A)  Refaire le décompte des résultats des rapports soumis par tous les Sites Intermédiaires de cumul et comparer les chiffres vérifiés à ceux des sites régionaux de cumul		Recounting Results

		1.1		Quel résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Régional de Cumul? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Site Régional de Cumul)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A)  Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par le site régional de cumul		Recounting Results

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par le Site Régional de Cumul  pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par le Site Régional de Cumul  ou dans une base de données

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.3		Quel  résultat relatif au site régional de cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.4		Quel  résultat relatif au site régional de cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		B)  identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites intermédiaires de cumul et ceux enregistrés au niveau du cite régional de cumul relatifs à ces cites intermédiaires de cumul

		1.4		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes)

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que le site régional de cumul aurait dû recevoir des sites intermédiaire de cumul

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport  pouvait être utilisé dans le rapport récapitulatif préparé par le Site Régional de Cumul)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Intermédiaire 2.1

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de Prestataires de Services formés

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport  a   été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier
le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.1.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.1.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.1.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.1.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.1.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Intermédiaire 2.2

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de Prestataires de Services formés

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport  a   été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier
le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.2.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.2.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.2.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.2.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.2.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Intermédiaire 2.3

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de Prestataires de Services formés

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport  a   été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier
le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.3.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.3.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.3.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.3.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.3.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Intermédiaire 2.4

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de Prestataires de Services formés

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport  a   été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier
le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.4.1

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.4.2

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.4.3

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.4.4

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.4.5

		Point de Prestation de Service (Protocole 2 - Vérification des Données)

		Nombre de Prestaires de Service formés

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA FORMATION - Décrire le lien entre l'administration de la formation et le remplissage du document source  -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification des données:  L'Equipe de Vérification devra demander au personnel de décrire le processus par lequel les documents source sont remplis par rapport à la formation fournie. Déterminer documents source utilisés pour enregistrer la formation et la participation à la formation au niveau du site de formation.		Indcator-specific notes for auditor:

		1.1		Décrire le document source d'enregistrement de l'administration de la formation (s'agit-il d'un formulaire standardisé conformément aux orientations nationales ou bien un formulaire personnalisé?  S'il est personnalisé, préciser la source du formulaire, un projet par exemple). Obtenir un double, si possible.

		1.2		L'organisation chargée de la formation dispose t-elle de suffisamment de copies doubles des documents sources (immédiatement disponibles pour une expérience de rupture de stocks de documents sources)?

		1.3		Il y a-t-il des indications de retards entre l'administration de la formation et son enregistrement dans le document source?

		1.4		Si la formation et son enregistrement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de tous les documents source de l'indicateur pour cette periode de rapport définie -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification: Les documents source pourraient être les formulaires/listes d'enregistrement, les feuilles/formulaires de présence, ou les rapports de formation.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents souce pour la période de rapport vérifiée. Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Tous les documents sources disponibles (ex: fiches de présences concordants au programme du cours)complets?

Si non, déterminer la manière dont cela a du affecterr les chiffres communiqués?

		2.3		Vérifier les dates sur les documents sources. Toutes les dates sont-elles comprises dans la période de rapport définie?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués.

		2.4		Décrire les méthodes utilisées par les organisation chargées des formations pour calculer le nombre de personnes formées et les outils, s'il en existe, utilisés pour ce faire.

		B)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifique à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour les personnes formées.		Indcator-specific notes for auditor:

		2.5		Quelles procédures (en termes de documentation) l'organisateur de la formation suit-il lorsqu'un ou plusieurs participants ne terminent pas la formation pour diverses raisons?

		2.6		Toutes les formations (faite pendant la période définie de rapport) ont-elles eu des objectifs d'apprentissage spécifiques, un résumé ou un programme du cours et la connaissance, les aptitudes et/ou les compétences à acquérir par les participants?

(NB: S'il n'est pas possible d'examiner tous les cours de formation, sélectionner 3-5 cours au hasard et les examiner en conséquence.)

		2.7		Déterminer les procédures entreprises par l'organisateur de la formation, s'il en existe, pour faire face au double-décompte qui peut se apparaître lorsque (1) l'évènement de formation est organisé par une organisation mais est facilité par une autre organisation, toutes deux faisant leur rapport d'activités à la même agence de financement, (2) un participant assite à la même formation plus d'une fois.

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET AND VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux communiqués par le site et expliquer les écarts -

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  problèmes de la qualité des données: Cet indicateur peut être gonflé parce que (1) les ateliers peuvent être comptés comme des formation malgrè le fait qu'ils ne remplissent pas les critères de disponibilité d'un programme, d'objectifs d'apprentissage et des connaissance à acquérir, d'aptitudes et/ou de competences à acquérir par les participants, (2)  la formation des participant peut faire l'objet d'un double décompte parce que la formation est facilitée par une organisation mais organisée par une autre organisation, chacune d'entre-elles peut faire son rapport de l'indicateur au même bailleur de fonds, et (3) les participants peuvent être comptés comme étant formés malgrè le fait qu'ils n'ont pas achevé la formation.		Indcator-specific notes for auditor:

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Faire le décompte du nombre de prestataires de service enregistrés comme ayant été formés pendant la période définie de rapport conformément aux documents sources (feuilles de présence et preuve que la formation remplit les critères acceptable pour être considérée comme une formation)

		3.2		Copier le nombre de prestataires de service formés pendant la période objet de la vérification comme il a été communiqué par le site.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' Equipe de Vérification:  Enregistrer toute cause de différences (s'il en existe) observées par lo'Equipe de Vérification.

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements des totaux des rapports vérifiés avec d'autres sources de données -

		Notes spécifique à l'indicateur pour l' auditeur:  Les recoupements peuvent être faits en comparant les formulaires d'inscription, s'ils sont disponibles, avec les rapports de formation.

		RECOUPEMENT 1:  ENTRE le programme de formation avec les dates et les recus des lieux de formation.  Ce recoupement a-t-il été fait?

		4.1		Choisir 5% des formations énumérées comme ayant été achevées (ou à hquteur de 10 formations) et examiner les dates de la formation.  Combien de formations ont-elles été sélectionnées?

		4.2		Localiser les recus des lieux de formation et comparer les dates. Pour combien de formations dispose t-on de recus des lieux de formation?

		Calculer le % de l'écart dans le recoupement 1						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier l'administration de la formation -

		Notes spécifique à l'indicateur pour l'Equipe de Vérification:   Identifier un ou plusieurs participants à un évènement de formation récent et vérifier avec eux leur présence (et achèvement) de l'évènement de formation.

		5.1		Combien d'anciens participants à la formation ont été visités?

		5.2		Combien on confirmé qu'ils ont assisté et achevé l'évènement de formation?

		Calculer le % de l'écart entre les personnes enregistrés comme ayant été formées et ceux qui déclarent qu'ils ont assisté à l'évènement.						-

		5.3		S'il y a un écart, Quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





TABLEAU SOMMAIRE_2SIC

		Statistiques Sommaires de l'Audit de Verification de Données

										Étape 1						Étape 2						Étape  3		Étape  4

		TABLEAU SOMMAIRE de Tracage et Verification								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I								II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Comptes vérifiés aux sites apurés		Compte rapporté aux sites apurés		Facteurs de vérification de district - site et non ajustés		Compte rapporté observé de tous les sites du district		Compte rapporté du district à l'unité de S&E (niveau national)		Facteur d'ajustement Rdi/Rni		Facteurs de vérification ajustés de district		District         VF (Weight)		Weighted Regional Level Verification Factors		Region
VF Weight		Facteur de verification total		% de rapports disponibles		% de rapports reçues à l'heure		% de rapports complets		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		limite inférieure de confiance de 95%		limite supérieure de confiance de 95%		number of districts		Degrees of freedom t-distribution

		Unité de Suivi et Évaluation																																																				df		P(2-tailed) = 0.025

		-		-						0.00		0.00		-										0.00				0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Sites Intermédiares d'Agégation et Prestation de Service																																																				2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-				3.00		3.18

		1.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-																4.00		2.78

		1.1.1		-						0.00		0.00		-																																								5.00		2.57

		1.1.2		-						0.00		0.00		-

		1.1.3		-						0.00		0.00		-

		1.1.4		-						0.00		0.00		-

		1.1.5		-						0.00		0.00		-

		1.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.2.1		-						0.00		0.00		-

		1.2.2		-						0.00		0.00		-

		1.2.3		-						0.00		0.00		-

		1.2.4		-						0.00		0.00		-

		1.2.5		-						0.00		0.00		-

		1.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.3.1		-						0.00		0.00		-

		1.3.2		-						0.00		0.00		-

		1.3.3		-						0.00		0.00		-

		1.3.4		-						0.00		0.00		-

		1.3.5		-						0.00		0.00		-

		1.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.4.1		-						0.00		0.00		-

		1.4.2		-						0.00		0.00		-

		1.4.3		-						0.00		0.00		-

		1.4.4		-						0.00		0.00		-

		1.4.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-

		2.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.1.1		-						0.00		0.00		-

		2.1.2		-						0.00		0.00		-

		2.1.3		-						0.00		0.00		-

		2.1.4		-						0.00		0.00		-

		2.1.5		-						0.00		0.00		-

		2.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.2.1		-						0.00		0.00		-

		2.2.2		-						0.00		0.00		-

		2.2.3		-						0.00		0.00		-

		2.2.4		-						0.00		0.00		-

		2.2.5		-						0.00		0.00		-

		2.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.3.1		-						0.00		0.00		-

		2.3.2		-						0.00		0.00		-

		2.3.3		-						0.00		0.00		-

		2.3.4		-						0.00		0.00		-

		2.3.5		-						0.00		0.00		-

		2.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.4.1		-						0.00		0.00		-

		2.4.2		-						0.00		0.00		-

		2.4.3		-						0.00		0.00		-

		2.4.4		-						0.00		0.00		-

		2.4.5		-						0.00		0.00		-





TABLEAU SOMMAIRE

		Statistiques Sommaires de l'Audit de Verification de Données

										Étape 1						Étape 2						Étape 3		Étape 4

		TABLEAU SOMMAIRE de Tracage et Verification								Facteur 1		Facteur 2		Facteur 1/ Facteur 2		Facteur 3		Facteur 4		Facteur 3/ Facteur 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Comptes vérifiés aux sites apurés		Compte rapporté aux sites apurés		Facteurs de vérification de district - site et non ajustés		Compte rapporté observé de tous les sites du district		Compte rapporté du district à l'unité de S&E (niveau national)		Facteur d'ajustement Rdi/Rni		Facteurs de vérification ajustés de district		VF (Weight)		Facteur de verification total		% de rapports disponibles		% de rapports reçues à l'heure		% de rapports complets		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		limite inférieure de confiance de 95%		limite supérieure de confiance de 95%		number of districts		Degrees of freedom t-distribution

		Unité de Suivi et Évaluation																																																df		P(2-tailed) = 0.025

		-		-						0.00		0.00												0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Sites Intermédiares d'Agégation et Prestation de Service																																																2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-																3.00		3.18

		1.1		-						0.00		0.00		-																																				4.00		2.78

		1.2		-						0.00		0.00		-																																				5.00		2.57

		1.3		-						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						0.00		0.00		-

		2.2		-						0.00		0.00		-

		2.3		-						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

				Sites de Prestation de Services						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-





Summary_Statistics_No IAS

		DQA Summary Statistics (no Intermediate Aggregation Sites)

																																																																																		% Disponible		%  A temps		% Complet

																																																																																-

																																																																																-

																																																																																-

																																																																																-

																																																																																-		-		-		-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-





Summary_Statistics_No IAS

		0		0		0



% Disponible

%  A temps

% Complet

Indicateurs de Performance

Pourcentage

Performance de Reportage de l'AQD



STATISTIQUES SOMMAIRES_2SIC

		-

		-

		-

		-

		-

		-

		-

		-

		-

		-

		-



Sites

Pourcentage

Facteurs de Verification des Sites de Prestation de Services

0

0

0

0

0

0

0

0

0

0

0



STATISTIQUES SOMMAIRES

		Statistiques Sommaires de l'AQD

																																																																																Accuracy		Availability		Timeliness		Completeness

																																																																												7		-		-		-		-		-

																																																																												6		-		-		-		-		-

																																																																												5		-		-		-		-		-

																																																																												4		-		-		-		-		-

																																																																												3		-		-		-		-		-

																																																																												2		-		-		-		-		-

																																																																												1		-		-		-		-		-





STATISTIQUES SOMMAIRES

		0		0		0		0		0		0		0



-

-

-

-

-

-

-

Facteurs de Verification Totals 
et District de l'AQD



		0		0		0		0		0		0



-

-

-

-

-

-

-

% de Rapports Disponible de L'AQD



		0		0		0		0		0		0



-

-

-

-

-

-

-

% de Rapports à Temps de l'AQD



		0		0		0		0		0		0



-

-

-

-

-

-

-

% de Rapports Complet de l'AQD



		Statistiques Sommaires de l'AQD

																																																																																				Accuracy		Availability		Timeliness		Completeness

																																																																																5		-		-		-		-		-

																																																																																4		-		-		-		-		-

																																																																																3		-		-		-		-		-

																																																																																2		-		-		-		-		-

																																																																																1		-		-		-		-		-





		0		0		0		0		0



-

-

-

-

-

Facteurs de Verification Totals 
et District de l'AQD



		0		0		0		0		0



-

-

-

-

-

% de Rapports Disponible de L'AQD



		0		0		0		0		0



-

-

-

-

-

% de Rapports à Temps de l'AQD



		0		0		0		0		0



-

-

-

-

-

% de Rapports Complet de l'AQD





DQA Data Verification Templates/French/04 DQA_Systems_Assessment_Fr_2009.xls
DÉMARRER

																												0		0		0		0		0

																												1		1		1		1		1

		Outil d’Evaluation de la Qualité des Données (EQD)																										2		2		2		2		2

																												3		3		3		0		0

				Protocole 1:

Evaluation des Systèmes de Gestion des Données et de l'Information																								4		4		4

				Nombre de niveaux intermédiaires de cumul																								0		5		5

				Nombre de sites de plus haut niveau intermédiaire de cumul (ex régional)																								0		0		6

				Nombre de sites intermédiaire de cumul (SIC)																										0		7

				Nombre de points de prestation de services (PPS)																												8

				Réinitialiser l'Enquête																												9

																																10

		Avant-projet:  mai 2009																														11

		Remarques Importantes pour l'utilisation de ce tableur:																														12

		1.  Pour utiliser les outils d'évaluation de la qualité des données vous devrez vous assurer votre 'macro sécurité' est paramétré à un niveau inférieur à 'élevé'.  Avec le tableur ouvert, aller à ‘Outils’, ouvrir le menu et sélectionner ‘Macro’, ensuite ‘Sécurité’ .  Sélectionner ‘moyen’.  Fermer Excel et ré ouvrir le fichier.  A la prochaine ouverture du fichier vous devrez sélectionner ‘Activer les Macros’ pour que l’application fonctionne comme prévu.																														0

		2.  Sur la PAGE DE GARDE (page actuelle), veuillez sélectionner le nombre de niveaux intermédiaires de cumul (à partir du menu déroulant) à travers lesquels les données sont communiquées des points de prestation de services au niveau national.  Sélectionner ensuite le nombre de sites intermédiaires de cumul prélevés (SIC) à partir du menu déroulant suivant. Les SIC sont l'unité sanitaire spécifique du Ministère de la santé au niveau du district.  Ensuite, saisir le nombre de points de prestation de services prélevés (PPS), par exemple les institutions ou unités sanitaires, qui communiquent à chaque site intermédiaire.  Si vous avez un nombre inégal de PPS par district, sélectionner le nombre correspondant au plus grand nombre de PPS prélevé dans un district échantillon.  Si le PPS transmet directement au niveau national, sélectionner ‘0’ à partir du menu déroulant de l’IDS.  Ensuite sélectionner le nombre de PPS dans l’échantillon.  Voir la page INSTRUCTIONS pour plus de détails.

		3.  Veuillez saisir les noms de la structure sanitaire, ou du site,  dans la feuille intitulée ‘Page d’Information’.  Ces noms vont alors automatiquement occuper les les  masques de saisie concernés dans le tableur et aider à garantir une évaluation bien organisée et une bonne qualité des données.



Reset



INSTRUCTIONS

		INSTRUCTIONS (Protocole 1 – Evaluation du Système)

		Note : L’Equipe de Vérification devra lire le document  “Vérification de la Qualité des Données : Directives de mise en œuvre" en plus des instruction suivantes avant d'appliquer le protocole

		OBJECTIF

		L’objectif de ce protocole est d’examiner d’évaluer la conception et le fonctionnement du système de gestion et d’information des données du Programme/projet est de déterminer si le système peut produire des rapports avec une bonne qualité de données.

		CONTENU

		La révision et l’évaluation comprennent plusieurs étapes, dont une révision documentaire préliminaire des informations fournies par le Programme/projet, et des études de suivi de l’Unité S&E, au niveau des sites de prestation de service (SPS) et des Niveaux Intermédiaires de cumul choisis (NIC).  Chaque niveau (c à d Unité de S&E, SPS et NIC) ont des tableurs séparés dans le fichier Excel. 

Le protocole est organisé en cinq parties: 1 - Organisation de la Structure de S&E et Fonctions; 2 - Définitions, Politique et Directives; 3 – Formulaires/Outils de Collecte des Données et  d’Information; 4 – Procédés de Gestion des Données; 5 - Liens avec le Système d’Information National. Ces domaines d’évaluation sont essentiels pour évaluer si le Système de Gestion et d’Information des Données peut produire des données de qualité.  Des questions relatives aux cinq domaines sont posées à différents niveaux du système d’information (voir la feuille de calcul “Toutes les Questions” pour la liste de toutes les questions).

		Modification du Modèle 

Excel Sélection des Niveaux et des Sites Le modèle Excel d’Evaluation des Systèmes est conçu pour suivre la méthodologie d’échantillonnage de l’EQD relative à la sélection des niveaux intermédiaires de cumul et des sites de prestation de services.   Sur la tabulation “PAGE DE GARDE”, l’Equipe de Vérification peut sélectionner le nombre de Sites Intermédiaires de Cumul, et le nombre de sites de prestation de services qui informent chaque site intermédiaire de cumul, selon le niveau de compréhension de l’Organisation Commanditaire de l’EQD.  Dans le cas où il y a plus ou moins d’un niveau intermédiaire de transmission des données du niveau de fourniture de service au niveau national, les nombres de sites et niveaux intermédiaires nécessaires par niveau peuvent être sélectionnés.  Sélectionner d’abord le nombre de niveaux de cumul (par exemple région, district).  Si les données passent par la région autant que le district, sélectionner deux niveaux.  Si les données passent par le district avant d’être envoyées au niveau national, sélectionner un niveau.  Dans certains pays les données sont transmises directement  du point de prestation de service au niveau national.  Dans ce cas, sélectionner zéro niveaux intermédiaires.  

Ensuite, sélectionner le nombre de sites au sein de chaque niveau intermédiaire.  La méthode d’échantillonnage la plus vraisemblable requière la sélection aléatoire de trois grappes (sites intermédiaires) Et trois sites de fourniture de services dans chaque grappe.   Dans le cas de deux niveaux intermédiaires, la méthode d’échantillonnage va probablement être de deux grappes régionales, avec deux  grappes de zones dans chaque région.  Ensuite deux points de service seront sélectionnés dans chaque grappe de district pour un total de huit Sites de Prestation de Services.  Il peut s’avérer nécessaire d’apporter des modifications à ce plan d’échantillonnage du fait de contraintes de temps, de distance et de ressources.  Tous les changements apportés à la méthodologie devraient faire l’objet d’un accord avec l’Organisation commanditaire de l’EQD avant les visites sur le site.

		Edition du contenu du Modèle Excel : 
Le modèle Excel devra être modifié minutieusement.  Pour permettre l’addition ou la soustraction sélective d’onglets pour les différents sites et niveaux, les modèles ont été programmés en Langage de Script (Langage de Script pour les Applications).  Les modifications des feuilles de calcul peuvent perturber la programmation et rendre le modèle inexploitable.  Cependant, il est possible de faire certains changements qui vont rendre le modèle plus utile lors de l'EQD, et plus descriptif du système d’information.  Par exemple, les recoupements et les contrôles inopinés peuvent être ajoutés aux feuilles des calculs individuelles, à condition qu’ils soient ajoutés au bas de la feuille. Veuillez ne pas ‘insérer’ de ligne ou de colonne au milieu de la feuille puisque cela peut modifier le calcul de certains indicateurs de performance.  D’autres ajouts aux feuilles peuvent également être faits au bas de la feuille de calcul.

Jusqu’à six points de collecte de Données au sein des quatre sites intermédiaires de cumul peuvent être sélectionnés (c à d 24 sites) de sorte qu'il est improbable que les points de prestation ou sites intermédiaires soient ajoutés à la "Page d'information".    Il suffit de sélectionner le nombre souhaité de chacun à partir des menus déroulants sur la page de "GARGE".  Ces sélections peuvent être modifiées plus tard si nécessaire.

Il est acceptable de renommer les onglets de la feuille selon le besoin.

Les feuilles de calcul sont protégées pour parer à des changements du contenu par mégarde.  Pour éditer les contenus des cellules, enlever la protection des feuilles en sélectionnant “Protection” à partir du menu déroulant de “Outils”.  Ensuite sélectionner “Enlever la Protection”.  Se rappeler de remettre la protection de la feuille après avoir fait les modifications.

		INSTRUCTIONS AUX AUDITEURS POUR L’UTILISATION DU PROTOCOLE

		Du fait que la qualité de l’information du système de S&E peut varier au sein des indicateurs et peut être plus fort pour certains indicateurs que pour d’autres, l’Equipe de Vérification aura besoin de remplir séparément le Protocole 1 EQD :  Evaluation des Systèmes d’Information et de Gestion des Données” pour chaque indicateur vérifié à travers l’EQD.  Cependant, si les indicateurs sélectionnés pour vérification sont communiqués à travers les mêmes formulaires et systèmes d’information des données (ex: les nombres ART et Ol pour le VIH ou les nombres de Détection TB et des cas traités avec succès), Seul un pourra être rempli pour ces indicateurs.

		Revue Documentaire 

Sur la base de la documentation préliminaire reçue de l’Unité de S&E (se référer aux directives pour la liste des documents demandés à l’avance au pays), l’Equipe de Vérification devra commencer à remplir la feuille de calcul Unité de S&E.

		Visites des Sites: 

Une fois dans le pays, l’Equipe de Vérification aura besoin d‘appliquer le protocole : 

- à l’Unité de Gestion du S&E (au niveau central);                                                                                                                                               - aux niveaux intermédiaires de cumul choisis – ex : Régional ou bureaux du district (s’il y en a) ;                                                                     - aux Points de Prestation de Service échantillon.

L’Equipe de Vérification devra remplir les feuilles de calcul appropriées pour chaque site visité.  Les feuilles de calcul comprennent un espace pour les commentaires et pour le suivi de la documentation fournie.  L’Equipe de Vérification aura besoin de traités des questions sans réponse et d’obtenir un appui documentaire pour ces dites questions à tous les niveaux.

		Instructions pour le remplissage des colonnes de la liste de contrôle : 

Une liste de questions apparaît à gauche de chaque feuille de calcul (colonne B).  L’Equipe de Vérification devra lire chaque question (déclaration) et compléter les colonnes C, E et F. la colonne C a un menu déroulant (en bas au coin de droite) pour chaque question avec des catégories de réponses:  “Oui – entièrement”, “en partie”, “Non”, ”pas du tout” et “N/C” (non concerné).  La colonne E est destinée aux notes du vérificateur et la colonne F devra être remplie avec “Oui” si l'Equipe de Vérification pense que les problèmes soulevés par la réponse à une question (déclaration) sont suffisants pour exiger une “Note de Recommandation” au programme/projet.

		Instructions pour le remplissage de la feuille du Questionnaire Récapitulatif de Vérification:

Pour répondre à ces questions, l’Equipe de Vérification va disposer des fiches remplies pour chaque site visité ainsi que le tableau récapitulatif et le graphique des résultats provenant du protocole (généré dans les feuilles de calcul du “Tableau Récapitulatif” et du “Graphique de l’Araignée”).  Partant de ces informations, l’Equipe de Vérification devra user de son jugement pour développer une réponse globale au Questions Récapitulatives de l’Evaluation.

		RESULTATS ATTENDUS

		Sur la base de toutes les réponses aux questions, un tableau récapitulatif sera automatiquement généré, de même qu’un graphique récapitulatif des forces du Système de gestion et de communication des données.  Les  résultats générés seront basés sur le nombre de «Oui,  entièrement», «Partiellement» et «Non, pas du tout», des réponses aux questions sur le les feuilles de calcul de l’Unité de S&E, des SIC et des SPS.

		Interprétation des résultats :

Les notes générées pour chaque zone fonctionnelle sur le Site de Prestation de Services, le Site Intermédiaire de Cumul et l’Unité de S&E sont des moyennes des réponses qui sont codifiées 3 pour «Oui, entièrement», 2 pour «Partiellement» et 1 pour «Non, pas du tout».   Les réponses codifiées «N/A» ou «Non applicable» ne sont pas prises en compte dans la notation.  La valeur numérique de la notation n’est pas importante, les notes sont destinées à être comparés à travers des zones fonctionnelles comme un moyen de mettre en priorité des activités de renforcement du système.  C’est dire que les notes sont liés les unes aux autres et sont davantage significatives dans la comparaison de la performance d’une zone fonctionnelle à une autre.   Par exemple, si le système est noté en moyenne 2,5 pour la «Structure de S&E, Fonctions et Capacités» et 1,5 pour «les formulaires/outils de collecte et de communication  des données», on pourrait logiquement conclure que les ressources seront utilisées de manière plus efficace dans le renforcement des «Formulaires/outils de collecte et de communication des données» plutôt que dans la «Structure de S&E, Fonctions et Capacités».   Par conséquent, les scores ne devront pas être exclusivement utilisés pour évaluer le système d’information.  Ils devront plutôt être interprétés dans un contexte d’entretiens, de revues de documentation, de vérification et d’observations des données faites pendant l’exercice de l’EQD.





Toutes les Questions

		LISTE DE TOUTES LES QUESTIONS  - Pour servir uniquement de référence                                                                                            (Protocol 1 - Evaluation du Système)

		Composantes du Système de S&E				les cases cochées indiquent le niveau d'information du système auquel la question est posée						Documentation exigée en appui?

						Unité de S&E		Niveaux de Cumul		Point de Services

		I - Structure de S&E , Fonctions et Aptitudes

		1		Il existe une structure/graphique organisationnel documenté qui identifie clairement les postes qui disposent de responsabilités de gestion au niveau de l'Unité de S&E.		P						Oui

		2		Tous les postes du personnel destinés aux systèmes de S&E et de gestion des données sont remplis.		P						-

		3		Il existe un plan de formation qui comprend le personnel impliqué dans la collecte de données et la communication à tous les niveaux du processus d'information.		P						Oui

		4		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		P		P		P		-

		5		Un cadre du personnel (ex: le Gestionnaire du Programme) est responsable de la révision des chiffres cumulés avant la soumission/transmission des rapports de l'Unité de S&E.		P						-

		6		Il existe un personnel responsable désigné pour la révision de la qualité des données (c à d, l'exactitutde, l'exhaustivité et la ponctualité) reçues des niveaux de transmission inférieurs (ex: régions, districts, points de services).		P		P				-

		7		Il existe un personnel responsable désigné pour la révision des chiffres cumulés avant la soumission au niveau suivant (ex: aux districts, bureaux régionaux,  à l'Unité centrale de S&E).				P		P		-

		8		La responsabilité de l'enregistrement de la fourniture de services sur les documents sources est clairement assigné au personnel qu'il convient.						P		-

		II- Définitions de l'Indicateur et Directives de Communication

		9		The M&E Unit has documented and shared the definition of the indicator(s) with all relevant levels of the reporting system (e.g., regions, districts, service points).		P						Yes

		10		There is a description of the services that are related to each indicator measured by the Program/project.		P						Yes

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		11		,,, what they are supposed to report on.		P		P		P		Yes

		12		… comment (ex: dans quel format spécifique) les rapports sont-ils soumis.		P		P		P		Oui

		13		… à qui les rapports devraient-ils être soumis.		P		P		P		Oui

		14		… Quand les rapports doivent-ils être soumis?		P		P		P		Oui

		15		Il existe une politique écrite qui établit la durée nécessaire de rétention des documents source et des formulaires d'information.		P						Oui

		III- Formulaires/Outils de collecte de données et de communication

		16		L'Unité de S&E a identifié un modèle de document source (ex: enregistrement médical, formulaire d'admission du client, régistre, etc.) à utiliser par tous les points de prestation de services pour enregistrer la fourniture de services.		P						Oui

		17		L'Unité de S&E a identifié un modèle de Formulaire/Outil d'information à utiliser par tous les niveaux de communication.		P						Oui

		18		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		P		P		P		Oui

		19		Les documents sources et formulaires/outils d'information spécifiés par l'Unité de S&E sont constamment utilisé par tous les niveaux de communications.				P		P		-

		20		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.		P		P		P		-

		21		Les données collectées par le système de l'Unité de S&E sont assez précises pour mesurer les indicateur(s) (c à d, les données appropriées sont collectées par sexe, par age, etc. si l'indicateur précise une séparation par ces charactéristiques).		P						-

		22		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).		P		P		P		-

		IV- Processus de Gestion des Données

		23		L'Unité de S&E a clairement documenté le cumul des données, l'analyse et/ou les étapes de manipulation faites à chaque niveau du système d'information.		P						Oui

		24		Il existe une procédure écrite pour faire face aux rapports en retard, incomplets, non précis et manquants; dont un suivi avec les niveaux inférieurs de communication sur les questions de la qualité des données.		P		P				Oui

		25		Si des écarts au niveau des données ont été découverts dans les rapports, à partir des niveaux inférieurs de communication, l'Unité de S&E ou les niveaux intermédiaires de cumul (ex: districts ou regions) ont documenté la manière dont ces inconsistences ont été résolues.		P		P				-

		26		Le Feedback est systematiquement fourni à tous les niveaux inférieurs de communication sur la qualité de leur information (c à d, l'exactitude, l'exhautivité et la ponctualité).		P		P				-

		27		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).		P		P		P		-

		28		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en oeuvre en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.		P		P		P		Oui

		29		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.		P		P		P		Oui

		30		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes se font par semaine ou par mois).		P		P		P		-

		31		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales.		P		P		P		-

		Le système d'information évite le double décompte des personnes …

		32		… au sein de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).		P		P		P		-

		33		… à travers les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).		P		P		P		-

		34		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée.		P		P		P		-

		35		L'Unité de S&E peut démontrer que des visites de supervision régulière sur le site ont eu lieu et que la qualité des données à été examinée.		P						Oui

		V- Liens avec le Système d'Information National

		36		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.		P		P		P		Oui

		37		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.		P		P		P		-

		38		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).		P		P		P		-

		39		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivantle système national.		P		P		P		-
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		GENERALITES POUR LE REMPLISSAGE DU PROTOCOLE DES DONNEES DE 
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		GENERALITES POUR LE REMPLISSAGE DU PROTOCOLE DES DONNEES DE 
L’ INDICATEUR DU SUIVI ET DE LA VERIFICATION

		Nom de l’Organisation d'exécution de l'AQD

		Pays

		Aire du programme 

		Indicateur(s)

		Numéro(s) de la Subvention(s)

		Unité de Gestion du S&E au Niveau Central

		Nom du Site																Date de la vérification

		1-

		Sites Intermédiaires de Compilation (SIC) Regionales

		Name of Site																Date of Audit

		1

		2

		Sites Intermédiaires de Compilation (SIC) de Districts

		Nom du Site																Date de la vérification

		1.1

		1.2

		1.3

		1.4

		2.1

		2.2

		2.3

		2.4

		Points de Prestation de Services  (PPS)

		Nom du Site																Date de la vérification

		1.1.1

		1.1.2

		1.1.3

		1.1.4

		1.1.5

		1.2.1

		1.2.2
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		2.1.4

		2.1.5

		2.2.1

		2.2.2

		2.2.3

		2.2.4

		2.2.5

		2.3.1

		2.3.2

		2.3.3

		2.3.4

		2.3.5

		2.4.1
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Unité de S&E

		Unité de S&E  (Protocole 1 - Evaluation du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Unité de S&E :				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Il existe une structure/graphique organisationnel documenté qui identifie clairement les postes qui disposent de responsabilités de gestion au niveau de l'Unité de S&E.				N/A						Oui

		2		Tous les postes du personnel destinés aux systèmes de S&E et de gestion des données sont remplis.				N/A						-

		3		Il existe un plan de formation qui comprend le personnel impliqué dans la collecte de données et la communication à tous les niveaux du processus d'information.				N/A						Oui

		4		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		5		Un cadre du personnel (ex: le Gestionnaire du Programme) est responsable de la révision des chiffres cumulés avant la soumission/transmission des rapports de l'Unité de S&E.				N/A						-

		6		Il existe un personnel responsable désigné pour la révision de la qualité des données (c à d, l'exactitutde, l'exhaustivité et la ponctualité) reçues des niveaux de transmission inférieurs (ex: régions, districts, points de services).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		7		L'Unité de S&E a documenté et partagé la définition de(s) l'indicateur(s) avec les niveaux convenables du système d'information (ex: regions, districts, points de prestation de services).				N/A						Oui

		8		Il existe une description des services liés à chaque indicateur mesuré par le Programme/projet.				N/A						Oui

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		9		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		10		… comment (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		11		… à qui les rapports devraient-ils être soumis.				N/A						Oui

		12		… Quand les rapports doivent-ils être soumis?				N/A						Oui

		13		Il existe une politique écrite qui établit la durée nécessaire de rétention des documents source et des formulaires d'information.				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		14		L'Unité de S&E a identifié un modèle de document source (ex: enregistrement médical, formulaire d'admission du client, régistre, etc.) à utiliser par tous les points de prestation de services pour enregistrer la fourniture de services.				N/A						Oui

		15		L'Unité de S&E a identifié un modèle de Formulaire/Outil d'information à utiliser par tous les niveaux de communication.				N/A						Oui

		16		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		17		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		18		Les données collectées par le système de l'Unité de S&E sont assez précises pour mesurer les indicateur(s) (c à d, les données appropriées sont collectées par sexe, par age, etc. si l'indicateur précise une séparation par ces charactéristiques).				N/A						-

		19		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV- Processus de Gestion des Données

		20		L'Unité de S&E a clairement documenté le cumul des données, l'analyse et/ou les étapes de manipulation faites à chaque niveau du système d'information.				N/A						Oui

		21		Il existe une procédure écrite pour faire face aux rapports en retard, incomplets, non précis et manquants; dont un suivi avec les niveaux inférieurs de communication sur les questions de la qualité des données.				N/A						Oui

		22		Si des écarts au niveau des données ont été découverts dans les rapports, à partir des niveaux inférieurs de communication, l'Unité de S&E ou les niveaux intermédiaires de cumul (ex: districts ou regions) ont documenté la manière dont ces inconsistences ont été résolues.				N/A						-

		23		Le Feedback est systematiquement fourni à tous les niveaux inférieurs de communication sur la qualité de leur information (c à d, l'exactitude, l'exhautivité et la ponctualité).				N/A						-

		24		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		25		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en oeuvre en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		26		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		27		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		28		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales.				N/A						-

		Le système d'information évite le double décompte des personnes …

		29		… au sein de chaque point de prestation de service/organisation  (ex: une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		30		… à travers les points de prestation des services/organisations  (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		31		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée.				N/A						-

		32		L'Unité de S&E peut démontrer que des visites de supervision régulière sur le site ont eu lieu et que la qualité des données à été examinée.				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		V- Liens avec le Système d'Information National

		33		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		34		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		35		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		36		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		37		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		38		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Niveau Régional 1

		Niveau Régional 1 (Protocole 1 - Evaluation du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Niveau Régional:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Le  personnel impliqué a été initié  aux processus et aux outils de gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision de la qualité des données (c à d, l'exactitutde, l'exhaustivité et la ponctualité) reçues des niveaux de transmission inférieurs (ex: régions, districts, points de services).				N/A						-

		3		Il existe un personnel désigné chargé de réviser les nombres cumulés avant de les soumettre au niveau suivant  (ex., aux districts,  aux bureaux régionaux, à  l'unité de S&E centrale).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur

		4		,, ce sur ce quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte et de communication des données

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte et de communication des données .				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication des données .				N/A						-

		10		Si des organisations multiples mettent en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV- Processus de Gestion des Données

		12		Il existe une procédure écrite pour faire face aux rapports en retard, incomplets, non précis et manquants; dont un suivi avec les niveaux inférieurs de communication sur les questions de la qualité des données.				N/A						Oui

		13		Si des écarts au niveau des données ont été découverts dans les rapports, à partir des niveaux inférieurs de communication, l'Unité de S&E ou les niveaux intermédiaires de cumul (ex: districts ou regions) ont documenté la manière dont ces inconsistences ont été résolues.				N/A						-

		14		Le Feedback est systematiquement fourni à tous les niveaux inférieurs de communication sur la qualité de leur information (c à d, l'exactitude, l'exhautivité et la ponctualité)				N/A						-

		15		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		16		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en oeuvre en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		17		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		18		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		19		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales.				N/A						-

		Le système d'information évite le double décompte des personnes  …

		20		…  au sein de chaque point de prestation de service/organisation  (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc)				N/A						-

		21		… à travers les points de prestation des services/organisations  (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		22		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		23		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		24		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		25		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		26		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		27		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		28		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Site Intermédiaire 1

		Niveau Intermédiaire de Cumul (Protocole 1 - Evaluation du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Niveau Intermédiaire de Cumul:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Le  personnel impliqué a été initié  aux processus et aux outils de gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision de la qualité des données (c à d, l'exactitutde, l'exhaustivité et la ponctualité) reçues des niveaux de transmission inférieurs (ex: régions, districts, points de services).				N/A						-

		3		Il existe un personnel désigné chargé de réviser les nombres cumulés avant de les soumettre au niveau suivant  (ex., aux districts,  aux bureaux régionaux, à  l'unité de S&E centrale).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur

		4		,, ce sur ce quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte et de communication des données

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte et de communication des données .				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication des données .				N/A						-

		10		Si des organisations multiples mettent en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV- Processus de Gestion des Données

		12		Il existe une procédure écrite pour faire face aux rapports en retard, incomplets, non précis et manquants; dont un suivi avec les niveaux inférieurs de communication sur les questions de la qualité des données.				N/A						Oui

		13		Si des écarts au niveau des données ont été découverts dans les rapports, à partir des niveaux inférieurs de communication, l'Unité de S&E ou les niveaux intermédiaires de cumul (ex: districts ou regions) ont documenté la manière dont ces inconsistences ont été résolues.				N/A						-

		14		Le Feedback est systematiquement fourni à tous les niveaux inférieurs de communication sur la qualité de leur information (c à d, l'exactitude, l'exhautivité et la ponctualité)				N/A						-

		15		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		16		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en oeuvre en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		17		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		18		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		19		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales.				N/A						-

		Le système d'information évite le double décompte des personnes  …

		20		…  au sein de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc)				N/A						-

		21		… à travers les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		22		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		23		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		24		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		25		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		26		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		27		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		28		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 1.1

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 1.2

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 1.3

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 1.4

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 1.5

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Site Intermédiaire 2

		Niveau Intermédiaire de Cumul (Protocole 1 - Evaluation du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Niveau Intermédiaire de Cumul:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Le  personnel impliqué a été initié  aux processus et aux outils de gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision de la qualité des données (c à d, l'exactitutde, l'exhaustivité et la ponctualité) reçues des niveaux de transmission inférieurs (ex: régions, districts, points de services).				N/A						-

		3		Il existe un personnel désigné chargé de réviser les nombres cumulés avant de les soumettre au niveau suivant  (ex., aux districts,  aux bureaux régionaux, à  l'unité de S&E centrale).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur

		4		,, ce sur ce quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte et de communication des données

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte et de communication des données .				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication des données .				N/A						-

		10		Si des organisations multiples mettent en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV- Processus de Gestion des Données

		12		Il existe une procédure écrite pour faire face aux rapports en retard, incomplets, non précis et manquants; dont un suivi avec les niveaux inférieurs de communication sur les questions de la qualité des données.				N/A						Oui

		13		Si des écarts au niveau des données ont été découverts dans les rapports, à partir des niveaux inférieurs de communication, l'Unité de S&E ou les niveaux intermédiaires de cumul (ex: districts ou regions) ont documenté la manière dont ces inconsistences ont été résolues.				N/A						-

		14		Le Feedback est systematiquement fourni à tous les niveaux inférieurs de communication sur la qualité de leur information (c à d, l'exactitude, l'exhautivité et la ponctualité)				N/A						-

		15		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		16		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en oeuvre en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		17		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		18		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		19		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales.				N/A						-

		Le système d'information évite le double décompte des personnes  …

		20		…  au sein de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc)				N/A						-

		21		… à travers les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		22		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		23		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		24		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		25		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		26		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		27		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		28		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 2.1

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 2.2

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 2.3

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 2.4

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 2.5

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Site Intermédiaire 3

		Niveau Intermédiaire de Cumul (Protocole 1 - Evaluation du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Niveau Intermédiaire de Cumul:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Le  personnel impliqué a été initié  aux processus et aux outils de gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision de la qualité des données (c à d, l'exactitutde, l'exhaustivité et la ponctualité) reçues des niveaux de transmission inférieurs (ex: régions, districts, points de services).				N/A						-

		3		Il existe un personnel désigné chargé de réviser les nombres cumulés avant de les soumettre au niveau suivant  (ex., aux districts,  aux bureaux régionaux, à  l'unité de S&E centrale).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur

		4		,, ce sur ce quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte et de communication des données

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte et de communication des données .				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication des données .				N/A						-

		10		Si des organisations multiples mettent en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV- Processus de Gestion des Données

		12		Il existe une procédure écrite pour faire face aux rapports en retard, incomplets, non précis et manquants; dont un suivi avec les niveaux inférieurs de communication sur les questions de la qualité des données.				N/A						Oui

		13		Si des écarts au niveau des données ont été découverts dans les rapports, à partir des niveaux inférieurs de communication, l'Unité de S&E ou les niveaux intermédiaires de cumul (ex: districts ou regions) ont documenté la manière dont ces inconsistences ont été résolues.				N/A						-

		14		Le Feedback est systematiquement fourni à tous les niveaux inférieurs de communication sur la qualité de leur information (c à d, l'exactitude, l'exhautivité et la ponctualité)				N/A						-

		15		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		16		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en oeuvre en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		17		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		18		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		19		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales.				N/A						-

		Le système d'information évite le double décompte des personnes  …

		20		…  au sein de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc)				N/A						-

		21		… à travers les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		22		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		23		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		24		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		25		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		26		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		27		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		28		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 3.1

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 3.2

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 3.3

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 3.4

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 3.5

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Site Intermédiaire 4

		Niveau Intermédiaire de Cumul (Protocole 1 - Evaluation du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Niveau Intermédiaire de Cumul:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Le  personnel impliqué a été initié  aux processus et aux outils de gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision de la qualité des données (c à d, l'exactitutde, l'exhaustivité et la ponctualité) reçues des niveaux de transmission inférieurs (ex: régions, districts, points de services).				N/A						-

		3		Il existe un personnel désigné chargé de réviser les nombres cumulés avant de les soumettre au niveau suivant  (ex., aux districts,  aux bureaux régionaux, à  l'unité de S&E centrale).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur

		4		,, ce sur ce quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte et de communication des données

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte et de communication des données .				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication des données .				N/A						-

		10		Si des organisations multiples mettent en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV- Processus de Gestion des Données

		12		Il existe une procédure écrite pour faire face aux rapports en retard, incomplets, non précis et manquants; dont un suivi avec les niveaux inférieurs de communication sur les questions de la qualité des données.				N/A						Oui

		13		Si des écarts au niveau des données ont été découverts dans les rapports, à partir des niveaux inférieurs de communication, l'Unité de S&E ou les niveaux intermédiaires de cumul (ex: districts ou regions) ont documenté la manière dont ces inconsistences ont été résolues.				N/A						-

		14		Le Feedback est systematiquement fourni à tous les niveaux inférieurs de communication sur la qualité de leur information (c à d, l'exactitude, l'exhautivité et la ponctualité)				N/A						-

		15		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		16		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en oeuvre en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		17		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		18		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		19		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales.				N/A						-

		Le système d'information évite le double décompte des personnes  …

		20		…  au sein de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc)				N/A						-

		21		… à travers les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		22		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		23		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		24		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		25		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		26		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		27		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		28		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 4.1

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 4.2

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 4.3

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 4.4

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 4.5

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Niveau Régional 2

		Niveau Régional 1 (Protocole 1 - Evaluation du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Niveau Régional:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Le  personnel impliqué a été initié  aux processus et aux outils de gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision de la qualité des données (c à d, l'exactitutde, l'exhaustivité et la ponctualité) reçues des niveaux de transmission inférieurs (ex: régions, districts, points de services).				N/A						-

		3		Il existe un personnel désigné chargé de réviser les nombres cumulés avant de les soumettre au niveau suivant  (ex., aux districts,  aux bureaux régionaux, à  l'unité de S&E centrale).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur

		4		,, ce sur ce quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte et de communication des données

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte et de communication des données .				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication des données .				N/A						-

		10		Si des organisations multiples mettent en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV- Processus de Gestion des Données

		12		Il existe une procédure écrite pour faire face aux rapports en retard, incomplets, non précis et manquants; dont un suivi avec les niveaux inférieurs de communication sur les questions de la qualité des données.				N/A						Oui

		13		Si des écarts au niveau des données ont été découverts dans les rapports, à partir des niveaux inférieurs de communication, l'Unité de S&E ou les niveaux intermédiaires de cumul (ex: districts ou regions) ont documenté la manière dont ces inconsistences ont été résolues.				N/A						-

		14		Le Feedback est systematiquement fourni à tous les niveaux inférieurs de communication sur la qualité de leur information (c à d, l'exactitude, l'exhautivité et la ponctualité)				N/A						-

		15		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		16		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en oeuvre en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		17		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		18		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		19		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales.				N/A						-

		Le système d'information évite le double décompte des personnes  …

		20		…  au sein de chaque point de prestation de service/organisation  (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc)				N/A						-

		21		… à travers les points de prestation des services/organisations  (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		22		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		23		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		24		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		25		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		26		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		27		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		28		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Site Intermédiaire 2.1

		Niveau Intermédiaire de Cumul (Protocole 1 - Evaluation du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Niveau Intermédiaire de Cumul:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Le  personnel impliqué a été initié  aux processus et aux outils de gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision de la qualité des données (c à d, l'exactitutde, l'exhaustivité et la ponctualité) reçues des niveaux de transmission inférieurs (ex: régions, districts, points de services).				N/A						-

		3		Il existe un personnel désigné chargé de réviser les nombres cumulés avant de les soumettre au niveau suivant  (ex., aux districts,  aux bureaux régionaux, à  l'unité de S&E centrale).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur

		4		,, ce sur ce quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte et de communication des données

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte et de communication des données .				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication des données .				N/A						-

		10		Si des organisations multiples mettent en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV- Processus de Gestion des Données

		12		Il existe une procédure écrite pour faire face aux rapports en retard, incomplets, non précis et manquants; dont un suivi avec les niveaux inférieurs de communication sur les questions de la qualité des données.				N/A						Oui

		13		Si des écarts au niveau des données ont été découverts dans les rapports, à partir des niveaux inférieurs de communication, l'Unité de S&E ou les niveaux intermédiaires de cumul (ex: districts ou regions) ont documenté la manière dont ces inconsistences ont été résolues.				N/A						-

		14		Le Feedback est systematiquement fourni à tous les niveaux inférieurs de communication sur la qualité de leur information (c à d, l'exactitude, l'exhautivité et la ponctualité)				N/A						-

		15		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		16		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en oeuvre en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		17		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		18		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		19		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales.				N/A						-

		Le système d'information évite le double décompte des personnes  …

		20		…  au sein de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc)				N/A						-

		21		… à travers les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		22		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		23		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		24		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		25		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		26		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		27		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		28		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 2.1.1

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 2.1.2

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 2.1.3

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 2.1.4

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 2.1.5

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Site Intermédiaire 2.2

		Niveau Intermédiaire de Cumul (Protocole 1 - Evaluation du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Niveau Intermédiaire de Cumul:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Le  personnel impliqué a été initié  aux processus et aux outils de gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision de la qualité des données (c à d, l'exactitutde, l'exhaustivité et la ponctualité) reçues des niveaux de transmission inférieurs (ex: régions, districts, points de services).				N/A						-

		3		Il existe un personnel désigné chargé de réviser les nombres cumulés avant de les soumettre au niveau suivant  (ex., aux districts,  aux bureaux régionaux, à  l'unité de S&E centrale).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur

		4		,, ce sur ce quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte et de communication des données

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte et de communication des données .				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication des données .				N/A						-

		10		Si des organisations multiples mettent en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV- Processus de Gestion des Données

		12		Il existe une procédure écrite pour faire face aux rapports en retard, incomplets, non précis et manquants; dont un suivi avec les niveaux inférieurs de communication sur les questions de la qualité des données.				N/A						Oui

		13		Si des écarts au niveau des données ont été découverts dans les rapports, à partir des niveaux inférieurs de communication, l'Unité de S&E ou les niveaux intermédiaires de cumul (ex: districts ou regions) ont documenté la manière dont ces inconsistences ont été résolues.				N/A						-

		14		Le Feedback est systematiquement fourni à tous les niveaux inférieurs de communication sur la qualité de leur information (c à d, l'exactitude, l'exhautivité et la ponctualité)				N/A						-

		15		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		16		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en oeuvre en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		17		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		18		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		19		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales.				N/A						-

		Le système d'information évite le double décompte des personnes  …

		20		…  au sein de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc)				N/A						-

		21		… à travers les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		22		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		23		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		24		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		25		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		26		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		27		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		28		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 2.2.1

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 2.2.2

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 2.2.3

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 2.2.4

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 2.2.5

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Site Intermédiaire 2.3

		Niveau Intermédiaire de Cumul (Protocole 1 - Evaluation du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Niveau Intermédiaire de Cumul:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Le  personnel impliqué a été initié  aux processus et aux outils de gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision de la qualité des données (c à d, l'exactitutde, l'exhaustivité et la ponctualité) reçues des niveaux de transmission inférieurs (ex: régions, districts, points de services).				N/A						-

		3		Il existe un personnel désigné chargé de réviser les nombres cumulés avant de les soumettre au niveau suivant  (ex., aux districts,  aux bureaux régionaux, à  l'unité de S&E centrale).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur

		4		,, ce sur ce quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte et de communication des données

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte et de communication des données .				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication des données .				N/A						-

		10		Si des organisations multiples mettent en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV- Processus de Gestion des Données

		12		Il existe une procédure écrite pour faire face aux rapports en retard, incomplets, non précis et manquants; dont un suivi avec les niveaux inférieurs de communication sur les questions de la qualité des données.				N/A						Oui

		13		Si des écarts au niveau des données ont été découverts dans les rapports, à partir des niveaux inférieurs de communication, l'Unité de S&E ou les niveaux intermédiaires de cumul (ex: districts ou regions) ont documenté la manière dont ces inconsistences ont été résolues.				N/A						-

		14		Le Feedback est systematiquement fourni à tous les niveaux inférieurs de communication sur la qualité de leur information (c à d, l'exactitude, l'exhautivité et la ponctualité)				N/A						-

		15		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		16		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en oeuvre en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		17		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		18		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		19		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales.				N/A						-

		Le système d'information évite le double décompte des personnes  …

		20		…  au sein de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc)				N/A						-

		21		… à travers les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		22		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		23		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		24		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		25		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		26		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		27		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		28		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 2.3.1

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 2.3.2

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)



&A&RPage &P



Point de Service 2.3.3

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 2.3.4

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 2.3.5

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Site Intermédiaire 2.4

		Niveau Intermédiaire de Cumul (Protocole 1 - Evaluation du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Niveau Intermédiaire de Cumul:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Le  personnel impliqué a été initié  aux processus et aux outils de gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision de la qualité des données (c à d, l'exactitutde, l'exhaustivité et la ponctualité) reçues des niveaux de transmission inférieurs (ex: régions, districts, points de services).				N/A						-

		3		Il existe un personnel désigné chargé de réviser les nombres cumulés avant de les soumettre au niveau suivant  (ex., aux districts,  aux bureaux régionaux, à  l'unité de S&E centrale).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur

		4		,, ce sur ce quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte et de communication des données

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte et de communication des données .				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication des données .				N/A						-

		10		Si des organisations multiples mettent en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV- Processus de Gestion des Données

		12		Il existe une procédure écrite pour faire face aux rapports en retard, incomplets, non précis et manquants; dont un suivi avec les niveaux inférieurs de communication sur les questions de la qualité des données.				N/A						Oui

		13		Si des écarts au niveau des données ont été découverts dans les rapports, à partir des niveaux inférieurs de communication, l'Unité de S&E ou les niveaux intermédiaires de cumul (ex: districts ou regions) ont documenté la manière dont ces inconsistences ont été résolues.				N/A						-

		14		Le Feedback est systematiquement fourni à tous les niveaux inférieurs de communication sur la qualité de leur information (c à d, l'exactitude, l'exhautivité et la ponctualité)				N/A						-

		15		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		16		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en oeuvre en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		17		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		18		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		19		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales.				N/A						-

		Le système d'information évite le double décompte des personnes  …

		20		…  au sein de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc)				N/A						-

		21		… à travers les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		22		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		23		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		24		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		25		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		26		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		27		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		28		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 2.4.1

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 2.4.2

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 2.4.3

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 2.4.4

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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Point de Service 2.4.5

		Point de Prestation de Service (Protocol 1 - Evalaution du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		Point de Prestation de Service:				-

		Composantes du Système de S&E				Réponse		Calculations		Notes du Vérificateur
(inclure le numéro de référence du document de travail)		Besoin en Recommandation (ajouter Oui)		Documentation exigée en appui?

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		I - Structure de S&E , Fonctions et Aptitudes

		1		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.				N/A						-

		2		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).				N/A						-

		3		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		II- Définitions de l'Indicateur et Directives de Communication

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de communication inférieurs sur …

		4		,,, ce sur quoi ils sont supposés faire leur rapport.				N/A						Oui

		5		… comment  (ex: dans quel format spécifique) les rapports sont-ils soumis.				N/A						Oui

		6		… à qui  les rapports devraient-ils être soumis.				N/A						Oui

		7		… Quand  les rapports doivent-ils être soumis?				N/A						Oui

				Commentaires supplémentaires (s'il y en a)				N/A

		III- Formulaires/Outils de collecte de données et de communication

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.				N/A						Oui

		9		Les documents sources et les formulaires/outils de communication spécifiés par l'Unité  de S&E sont utilisés regulièrement par tous les niveaux de communication.				N/A						-

		10		Si des organisations multiples font la mise en œuvre des activités dans le cadre du Programme/projet, ils utilisent tous les mêmes formulaires et font leur rapport selon la même ponctualité.				N/A						-

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des états dans le cas d'un système informatisé).				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		IV-Processus de Gestion des Données

		12		Il existe des vérifications de la qualité sur place au cas où les données sur les formulaires en papier sont saisies à l'ordinateur (ex: double écriture, verification des données post-écriture, etc).				N/A						-

		13		Pour les systèmes automatisés (informatisés), il existe une procédure d'administration de base de données clairement documentée et activement mise en place. Elle inclus les procédures de sauvegarde/récupération, d'administration de la sécurité et d'administration de l'utilisateur.				N/A						Oui

		14		Il existe une procédure écrite de sauvegarde destinée à la saisie des données ou l'informatisation du traitement des données.				N/A						Oui

		15		Si oui, la dernière date de sauvegarde est convenable étant donné la fréquence de la mise à jour du système informatisé (ex: les sauvegardes sont hebdomadaires ou mensuelles).				N/A						-

		16		Les données personnelles appropriées sont gardées conformément aux directives de confidentialité nationales ou internationales				N/A						-

		Le système d'information évite le double décompte des personnes …

		17		… au sein  de chaque point de prestation de service/organisation (ex:une personne qui reçoit le même service deux fois dans une periode de rapport définie, une personne enregistrée comme recevant le même service dans deux endroits différents, etc).				N/A						-

		18		… à travers  les points de prestation des services/organisations (ex: une personne enregistréecomme recevant le même service dans deux points prestation de services/organisations différents, etc).				N/A						-

		19		Le système d'information permet l'identification et l'enregistrement d'un "abandon", une personne "perdue au suivi" et une personne décédée				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		V-  Liens avec le Système d'Information National

		20		Lorsqu'ils sont disponibles, les formulaires/outils nationaux disponibles sont utilisés pour la collecte des données et l'information.				N/A						Oui

		21		Lorsqu'ils sont concernés, les données sont communiquées à travers un seul canal des système d'informations nationaux.				N/A						-

		22		Les délais définis pour les rapports sont harmonisés avec la ponctualité convenable du programme national (ex: date butoire pour le rapport mensuel).				N/A						-

		23		Les sites de prestation de service sont identifiés en utilisant les numéros d'identification qui suivent un système national.				N/A						-

				Commentaires supplémentaires (s'il y en a)				N/A

		Conclusion

		24		y at-il quelque chose d'autre que nous devrions savoir pour comprendre votre système?										-

		25		Quel est votre principal défi concernant la gestion et l'information des données?										-

				Commentaires supplémentaires (s'il y en a)
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TABLEAU RECAPITULATIF

		TALEAU RECAPITULATIF

Evaluation des Systèmes de Gestion des Données et d'Information								I		II		III		IV		V		Moyenne
(par site)				Couleur de la clé du Code

										Structure de S&E , Fonctions et Aptitudes		Définitions de l'Indicateur et Directives de Communication		Formulaires/Outils de collecte de données et de communication		Processus de Gestion des Données		Liens avec le Système d'Information National						vert		2.5 - 3.0		Oui - 
complètement

		Unité de S&E																						jaune		1.5 - 2.5		En partie 
seulement

		-		-						N/A		N/A		N/A		N/A		N/A		N/A				rouge		< 1.5		Non - 
pas du tout

		Sites Intermédiaires de Cumul:

		1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2		-						N/A		N/A		N/A		N/A		N/A		N/A

		3		-						N/A		N/A		N/A		N/A		N/A		N/A

		4		-						N/A		N/A		N/A		N/A		N/A		N/A

		Sites de Prestation de Service

		1.1		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.2		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.3		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.4		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.5		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.2		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.3		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.4		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.5		-						N/A		N/A		N/A		N/A		N/A		N/A

		3.1		-						N/A		N/A		N/A		N/A		N/A		N/A

		3.2		-						N/A		N/A		N/A		N/A		N/A		N/A

		3.3		-						N/A		N/A		N/A		N/A		N/A		N/A

		3.4		-						N/A		N/A		N/A		N/A		N/A		N/A

		3.5		-						N/A		N/A		N/A		N/A		N/A		N/A

		4.1		-						N/A		N/A		N/A		N/A		N/A		N/A

		4.2		-						N/A		N/A		N/A		N/A		N/A		N/A

		4.3		-						N/A		N/A		N/A		N/A		N/A		N/A

		4.4		-						N/A		N/A		N/A		N/A		N/A		N/A

		4.5		-						N/A		N/A		N/A		N/A		N/A		N/A

		Moyenne (par zone fonctionnelle)								N/A		N/A		N/A		N/A		N/A		N/A

		1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2		-						N/A		N/A		N/A		N/A		N/A		N/A

		3		-						N/A		N/A		N/A		N/A		N/A		N/A

		4		-						N/A		N/A		N/A		N/A		N/A		N/A

		5		-						N/A		N/A		N/A		N/A		N/A		N/A

		6		-						N/A		N/A		N/A		N/A		N/A		N/A

		7		-						N/A		N/A		N/A		N/A		N/A		N/A

		8		-						N/A		N/A		N/A		N/A		N/A		N/A

		9		-						N/A		N/A		N/A		N/A		N/A		N/A

		10		-						N/A		N/A		N/A		N/A		N/A		N/A

		Moyenne (par zone fonctionnelle)								N/A		N/A		N/A		N/A		N/A		N/A





TABLEAU RECAPITULATIF_2SIC

		TALEAU RECAPITULATIF

Evaluation des Systèmes de Gestion des Données et d'Information								I		II		III		IV		V		Moyenne
(par site)				Couleur de la clé du Code

										Structure de S&E , Fonctions et Aptitudes		Définitions de l'Indicateur et Directives de Communication		Formulaires/Outils de collecte de données et de communication		Processus de Gestion des Données		Liens avec le Système d'Information National						vert		2.5 - 3.0		Oui - 
complètement

		Unité de S&E																						jaune		1.5 - 2.5		En partie 
seulement

		-		-						N/A		N/A		N/A		N/A		N/A		N/A				rouge		< 1.5		Non - 
pas du tout

		Niveau Régional

		1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2		-						N/A		N/A		N/A		N/A		N/A		N/A

		Sites Intermédiaires de Cumul:

		1.1		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.2		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.3		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.4		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.2		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.3		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.4		-						N/A		N/A		N/A		N/A		N/A		N/A

		Sites de Prestation de Service

		1.1.1		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.1.2		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.1.3		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.1.4		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.1.5		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.2.1		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.2.2		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.2.3		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.2.4		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.2.5		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.3.1		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.3.2		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.3.3		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.3.4		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.3.5		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.4.1		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.4.2		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.4.3		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.4.4		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.4.5		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.1.1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.1.2		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.1.3		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.1.4		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.1.5		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.2.1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.2.2		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.2.3		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.2.4		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.2.5		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.3.1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.3.2		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.3.3		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.3.4		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.3.5		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.4.1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.4.2		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.4.3		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.4.4		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.4.5		-						N/A		N/A		N/A		N/A		N/A		N/A

		Moyenne (par zone fonctionnelle)								N/A		N/A		N/A		N/A		N/A		N/A
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13 QUESTIONS DE VERIFICATION

		13  QUESTIONS RECAPITULATIVES DE LA VERIFICATION 
(Protocole 1 - Evaluation du Système)

		Aire(s) du Programme:				-

		Indicateur(s):				-

		13 Questions				Réponse		Commentaires

						Oui - complètement
En partie seulement 
Non - pas du tout
N/A

		1		Le personnel principal de S&E et de gestion des données est-il identifié avec des responsabilités clairement attribuées?

		2		La majorité du personnel principal de S&E et de gestion des données a-t-il recu la formation appropriée?

		3		Le Programme/Projet a-t-il clairement documenté (par écrit) ce qui est communiqué à qui, et comment et le delai exigé des rapports?

		4		Les définitions de lìndicateur opérationnel respectent-ils les normes appropriées suivies de manière systématique par tous les points de fourniture de services?

		5		Existe-t-il des modèles de formulaires de collecte de données et d'information qui sont systématiquement utilisés?

		6		Il y a-t-il des données enregistrées avec suffisamment de précision/détail pour mesurer les indicateurs appropriés?

		7		Les données gardées en accord avec les directives de confidentialité internationale et nationale?

		8		Des documents source sont-ils gardés et rendus disponibles conformément avec une politique écrite?

		9		Existe-t-il une documentation claire des étapes de collecte, de cumul et de manipulation?

		10		Les défis de qualité de données sont-ils identifiés et les mécanismes sont-ils mis en place pour y faire face?

		11		Existe-t-il des procédures clairement définies et respectées pour identifier et réconcilier les écart dans les rapports?

		12		Existe-t-il des procédures clairement définies et respectées pour vérifier de manière périodique les données sources?

		13		Le système de collecte des données et d'information du Programme/projet est-il lié au Système d'Information National?







DQA Data Verification Templates/French/05 DQA P2_TB_Treatment_Fr_2009.xls
DÉMARRER

																												0		0		0		0		0		0

																												1		1		1		1		1		1

																												2		2		2		2		2		2

																												3		3		3		3		0		3

		Outil d’Audit de la Qualité des Données (AQD)																										4		4		4		4				4

								Protocole 2:  Vérification des Données																				0		5		5		0				5

						- Cas de TB à frottis positif recensés via DOTS 
et traités avec succès -																						0		6		6						0

						Nombre de niveaux intermédiaires de cumul																								0		7

						Nombre de sites de plus haut niveau intermédiaire de cumul (ex régional)																										8

						Nombre de sites intermédiaire de cumul (SIC)																										9

						Nombre de points de prestation de services (par SIC)																										10

						Réinitialiser l'Enquête																										11

		version 1: mai 2009																														12

		Remarques Importantes pour l'utilisation de ce tableur:																														0

		1.  Pour utiliser les outils d'évaluation de la qualité des données vous devrez vous assurer votre 'macro sécurité' est paramétré à un niveau inférieur à 'élevé'.  Avec le tableur ouvert, aller à ‘Outils’, ouvrir le menu et sélectionner ‘Macro’, ensuite ‘Sécurité’ .  Sélectionner ‘moyen’.  Fermer Excel et ré ouvrir le fichier.  A la prochaine ouverture du fichier vous devrez sélectionner ‘Activer les Macros’ pour que l’application fonctionne comme prévu.

		2.  Sur la PAGE DE GARDE (page actuelle), veuillez sélectionner le nombre de niveaux intermédiaires de cumul (à partir du menu déroulant) à travers lesquels les données sont communiquées des points de prestation de services au niveau national.  Sélectionner ensuite le nombre de sites intermédiaires de cumul prélevés (SIC) à partir du menu déroulant suivant. Les SIC sont l'unité sanitaire spécifique du Ministère de la santé au niveau du district.  Ensuite, saisir le nombre de points de prestation de services prélevés (PPS), par exemple les institutions ou unités sanitaires, qui communiquent à chaque site intermédiaire.  Si vous avez un nombre inégal de PPS par district, sélectionner le nombre correspondant au plus grand nombre de PPS prélevé dans un district échantillon.  Si le PPS transmet directement au niveau national, sélectionner ‘0’ à partir du menu déroulant de l’IDS.  Ensuite sélectionner le nombre de PPS dans l’échantillon.  Voir la page INSTRUCTIONS pour plus de détails.

		3.  Veuillez saisir les noms de la structure sanitaire, ou du site,  dans la feuille intitulée ‘Page d’Information’.  Ces noms vont alors automatiquement occuper les les  masques de saisie concernés dans le tableur et aider à garantir une évaluation bien organisée et une bonne qualité des données.
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INSTRUCTIONS

		INSTRUCTIONS (Protocole 2 - Vérification des Données)

		Remarque:  L’Equipe de Vérification devrait lire le document intitulé  "Evaluation de la Qualité des Données:  Directives pour l’exécution " en plus de ces instructions préalables à la gestion de ce protocole.

		OBJECTIF

		L’objectif de ce protocole est (1) de refaire le décompte et de vérifier l’exactitude des données rapportées au niveau des sites sélectionnés ; et  (2) d'examiner la ponctualité, l’exhaustivité et la disponibilité des rapports.

		CONTENU

		Ce Protocole de Vérification des Données se rapporte à l’indicateur: Cas de TB à frottis positif recensés via DOTS et traités avec succès.  En effet, du fait qu’il peut y avoir de grandes différences entre les types d’indicateurs et les sites de prestation de service –ex les sites sanitaires (cliniques) et les sites communautaires, l’EQD inclut des Protocoles d'indicateurs spécifiques  avec des défis d'informations précises et de qualité des données relatifs à l’indicateur (ex, le risque de double décompte).Cette information est incorporée dans les 5 étapes du protocole, qui sont soulignées ci-dessous. 

Le protocole commence par une description du (des) service (s) associé à l’indicateur pour orienter l’Equipe de vérification vers le service fourni et ainsi vers ce qui est en cours de “décompte” pour évaluer l’indicateur. Ceci va contribuer à orienter l’Equipe de vérification vers les documents sources appropriés, qui peuvent être très différents pour divers indicateurs (ex: les dossiers des patients, les rapports de laboratoire, rapports de formation, etc.).

La vérification des données se déroule en deux phases :

(1) Des vérifications approfondies au niveau des Points de Prestation de Services (PPS), et
(2) Des vérifications de suivi auprès des Niveaux Intermédiaires de Cumul concernés (NIC) et au niveau de l'Unité de S&E du Programme/projet.. 
  
Typiquement, les programmes auront un système d'information à 3 niveaux, en d’autres termes, les données seront acheminées des Points de Prestation de Service (PPS), 
Vers un Niveau de cumul Intermédiaire ( cad, une Région ou un District), et ensuite vers l’Unité de S&E centrale.

Cependant, dans certains pays, les PPS peuvent communiquer les données directement à l’Unité centrale de S&E, sans passer par des Niveaux Intermédiaires de cumul  (NIC).  
Dans d’autres pays, il peut y avoir deux (ou davantage) NIC avec des données en cours de cumul, par exemple,
au niveau du District et ensuite au Niveau Territorial avant d’atteindre l’Unité centrale de S&E. Dans de tels cas (cad, un système d'information à 2 ou 4 niveaux), Le protocole de Vérification des Données devra être adapté (tel qu’expliqué ci-dessous).

		Modifier le contenu du Modèle Excel
Les Modèles Excel devraient être modifiés minutieusement. Pour permettre l’ajout sélectif et le retrait d’onglets pour les différents sites et Niveaux dans lesquels les modèles ont été programmés en Langage de Script (Langage de Script pour les Applications) 
Des modifications au niveau des feuilles de calcul peuvent perturber la Programmation et rendre le modèle inexploitable.
Cependant, il est possible d’effectuer certains changements qui vont rendre le modèle plus utile durant l’EQD, et plus descriptif du système d’information.
Par exemple, Des recoupements et des vérifications inopinées supplémentaires peuvent être ajoutés aux feuilles de calcul individuelles à condition qu’ils soient ajoutés au bas de la feuille de calcul.
Veuillez ne pas 'insérer' de lignes ni de colonnes au milieu de la feuille puisque ceci pourrait modifier le calcul de certains indicateurs de la performance.
D’autres ajouts  peuvent également être faits au bas de la feuille de calcul. 

Dans les quatre sites intermédiaires de cumul un maximum de six sites de prestation de services peut être sélectionné (cad 24 sites) de sorte qu'il est improbable qu'il soit nécessaire d'ajouter des points de prestation ou sites intermédiaires à la "Page Information". Il suffit de sélectionner le nombre souhaité pour  chacun d'entre eux, à partir des menus déroulants sur la “Page de garde”. Ces sélections peuvent être modifiées plus tard, si nécessaire.  

Il est acceptable de renommer les onglets de la feuille de programmation selon le besoin.

Les feuilles de calcul sont protégées pour parer aux modifications du contenu par mégarde. Pour modifier le contenu des cellules, désactiver la protection des feuilles en sélectionnant 'Protection' à partir du menu déroulant Outils. Puis sélectionner  'Désactiver la protection'.  N’oubliez pas de réactiver la protection de la feuille après avoir effectué les modifications.

		INSTRUCTIONS AUX VERIFICATEURS POUR L'UTILISATION DU PROTOCOLE

		Points de Prestation de Services – 5 Types de  Vérification des Données

La première étape de la vérification des données a lieu au niveau des Points de Prestation de Services. Il y a cinq types de modèles d'étapes de vérification des données qui peuvent être mises en oeuvre à ce niveau:

1 - Description:  Décrire le rapport entre la fourniture de services/produits et le remplissage du document source qui enregistre cette prestation de service.

2 - Revue documentaire:  Passer en revue la disponibilité et l'exhaustivité de tous les documents sources des indicateur pour la période de diffusion de rapport définie.

3 - Suvi et Vérification :  Procéder au suivi et à la vérification des chiffres communiqués: (1) refaire le décompte des chiffres communiqués à partir des documents source disponibles, (2) Comparer les chiffres vérifiés à ceux communiqués par le site, (3) Identifier les causes des différences. 

4 -  Recoupement:  Procéder à des “recoupements” des totaux vérifiés du rapport  avec d’autres sources de données par exemple (inventaires, rapports de laboratoire,registres, etc)..

5 - Contrôles Inopinés :  Procéder à des “contrôles ponctuels” pour vérifier la fourniture réelle de services ou de produits aux populations cibles.

		Niveaux Intermédiaires de cumulation (NIC) et Unité Centrale de S&E -2 Types de Vérifications des Données 
Le second niveau de vérification des données a lieu aux Niveaux Intermédiaires de Cumul (ex, Districts, Régions) et de l’Unité de S&E du Programme/projet. 

1 - Revue documentaire : Vérifier la disponibilité, la ponctualité, et l'exhaustivité des rapports attendus des Sites de prestation de Services pour la période de rapport définie.

2 - Suvi et Vérification :  Procéder au suivre et à la vérification des nombre communiqués: (1) Cumuler à nouveau les nombres communiqués par les Points de Prestation de Services, (2) Comparer les décomptes vérifiés au nombres communiqués au niveau suivant (ex, l’Unité Centrale de S&E ), (3) Identifier les causes de différences.

		Instructions pour un système d'information à "2" ou "4" niveaux:

Sélection des Niveaux et des Sites
 Protocole 2 :  Le modèle Excel de Vérification des Données est conçu pour suivre la méthodologie d'échantillonnage de l’EQD relative à la sélection des niveaux intermédiaires de cumul et des Sites de Prestation de Service. Sur l’onglet "PAGE DE GARDE" , l’Equipe de Vérification peut sélectionner le nombre de Sites Intermédiaires de Cumul et le nombre de Sites de Prestation de Services qui renseigne chaque Site Intermédiaire de Cumul , selon le niveau de compréhension de l'organisation commanditaire de l'EQD.  Dans le cas où il y’a plus, ou moins, d’un niveau intermédiaire de transmission de données, du niveau de prestation de service au niveau national national, les nombres de sites et niveaux intermédiaires nécessaires par niveau peuvent être sélectionnés. Sélectionner d'abord le nombre de niveaux intermédiaire de cumul (ex région ou district) . Si les données transitent par la région autant que par le district, sélectionner deux niveaux. Si les données transitent uniquement par le district avant d’être envoyées au niveau national, sélectionner un niveau. Dans certains pays les données sont transmises directement du point de prestation de service au  niveau national. Dans ce cas, sélectionner zéro niveaux intermédiaires .  
 Ensuite sélectionner le nombre de sites au sein de chaque niveau intermédiaire
La méthode de prélèvement la plus probable requiert la sélection aléatoire de trois grappes (sites intermédiaires)  et trois Sites de Prestation dans chaque grappe.
Dans le cas de deux niveaux intermédiaires, la méthode de prélèvement sera probablement de deux grappes régionales, avec deux grappes de district dans chaque région .
Ensuite deux points de prestation de services seront sélectionnés au sein de chaque grappe de district pour un total de 8 sites de Collecte. Il peut s'avérer nécessaire d'apporter des modifications à cette méthode de prélèvement du fait de contraintes de temps, de distance et de ressources. Tous les changements apportées à la méthodologie devraient faire l'objet d'un accord avec l'Organisation Commanditaire de l’EQD avant les visites de terrain.

		Instructions pour remplir les colonnes de la liste de controle:

Une liste de questions apparaît à gauche sur chaque feuille de calcul (colonne B).  L'Equipe de vérification devra lire chaque question (déclaration) et remplir les colonnes C/D, E, F et G . La colonne C a un menu déroulant (au coin inférieur droit) pour chaque question avec des catégories de réponse: "Oui - entièrement", "En partie", "Non - "pas du tout" et "N/C".(non concerné). La colonne D devra être utilisée pour saisir des chiffres ou des pourcentages ( qui seront utilisés dans les calculs). La Colonne E est destinée aux notes du vérificateur, la colonne F devra être remplie avec "Oui" si l’Equipe de Vérification pense que les qproblèmes soulevés par la réponse à une question (déclaration) sont suffisants pour requérir une "Note de Recommandation au Programme/projet.

		RESULTATS ATTENDUS

		Sur la base de toutes les réponses aux questions, le Récapitulatif de statistiques suivant sera produit :

- Exactitude des Données communiquées à travers le calcul des facteurs de vérification générés à partir de l’exercice du décompte à nouveau fait à chaque niveau du système d'information (cad, pour les indicateurs sélectionnés, la comparaison du pourcentage des chiffres communiqués aux chiffres vérifiés); 

- Disponibilité, exhaustivité et Ponctualité des Rapports à travers des pourcentages calculés au(x) Niveau (x) de cumul intermédiaire et de l’Unité de S&E.

		Interprétation des Résultats:

La modélisation mathématique de la technique de prélèvement en grappe à deux niveaux utilisée par l’EQD a déterminé que la précision des estimations du facteur de vérification pour les données de couverture vaccinale est trop faible pour une utilisation pratique au niveau national. Dans les simulations, Woodard et ses collègues (1) ont trouvé que jusqu'à 30 districts devraient être échantillonnés pour atteindre une précision de près de 10%. Etant donné l’investissement en temps, en personnel et en ressources financières nécessaires pour la visite de 30 districts, le calcul d’un facteur de vérification national précis est improbable .  

Ceci dit, il est possible d’avoir une idée de la qualité globale des données dans un Programme/projet sans compter sur l’estimation nationale des VF. Les aspects qualitatifs de l’EQD sont appropriés pour déterminer les forces et les faiblesses d’un système d'information donné. Par exemple, si les définitions de l’indicateur sont mal comprises dans la majorité d’un échantillon de sites représentatifs, il est fort probable que les définitions de l’indicateur soient également mal comprises dans les districts non prélevés.  Le décompte à nouveau des indicateurs et la comparaison avec les valeurs communiquées pour un échantillon de sites est autant approprié, en général, pour déterminer si la qualité des données est bonne, médiocre ou mauvaise, même sans L’avantage d’une estimation nationale précise. Les rapports manquants ou les grands écarts entre les résultats comptés à nouveau et transmis dans un petit nombre de sites sont un signe d'écarts similaires ailleurs.   
  

Tout compte fait, le facteur de vérification national devrait être interprété avec prudence. Pour les besoins de vérification de la qualité des données il devra être utilisé comme une indication de qualité des données (ou d'absence de qualité des données), plutôt qu'une mesure exacte. 
   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA)
  Ann Epidemiol  2007;17:628–633.





Description de Service

		DESCRIPTION DU SERVICE (Protocole 2 - Vérification des données.

		Généralités sur le traitement de la TB

La thérapie du système de traitement des TB sur recommandation de l'OMS (DOTS), consiste en une première phase( 2 mois) et une phase de poursuite de traitement ( 4-6 mois). L'indicateur comprend de nouveaux cas de TB positifs au test du crachat puisque qu'ils sont la cible du programme DOTS parce qu'ils sont la principale source d'infection pour les autres. Le traitement peut être commencé au centre de diagnostic ou bien le patient peut être transféré à  un centre de traitement plus périphérique pour commencer ou poursuivre le traitement. Le traitement supervisé directement peut être organisé en faisant venir, tous les jours le patient à la structure sanitaire, par les agents sanitaires au domicile du patient, ou en s'arrangeant pour qu'un agent sanitaire ou qu'un volontaire communautaire administre le DOTS: soit que le patient se déplace vers lui ou que l’agent se rende au domicile du patient.  Le suivi en dehors de la structure sanitaire est communément appelé suivi communautaire du traitement. Il est nécessaire que le patient identifie ou accepte un agent communautaire proposé pour le DOTS.

		La réussite du traitement est définie comme la somme des deux résultats suivants :
a)” Gueri” Un patient positif au test du crachat qui était négatif au test lors du dernier mois de traitement et au moins une fois à une occasion antérieure et                                                                                                                                                                                             b) "Traitement achevé": Un patient positif au test du crachat qui a terminé son traitement mais sans un test négatif au microscope pour confirmation du revirement de son test.

		Système d’enregistrement et d’information:
Après le diagnostic du TB et lorsque le traitement est commencé, l’agent sanitaire remplit une fiche de traitement de TB. La première partie de la fiche fournit des informations générales sur le patient, le diagnostic ou le moment où il ou elle a reçu les médicaments lors de la première phase.  Le dos de la fiche fournit des informations sur le moment où il ou elle a reçu les médicaments lors de la phase de poursuite et les résultats du traitement du patient.

		Chaque patient TB est inscrit dans le régistre de l'UMB ( Unité Multicellulaire de Base). La page droite de ce registre documente le suivi du traitement par l’examen des crachats qui devra être fait pour les nouveaux cas positifs au test du crachat à deux mois et demi durant le dernier mois de traitement.  La colonne “résultat du traitement” est remplie lorsque le résultat est connu et que les données sont cumulées dans le rapport trimestriel. Il y a 6 résultats possibles: Guéri, Traitement achevé, traitement non réussi, décédé, Défaillant et transféré.

		Les fiches de traitement TB ont un cadre pour noter le résultat du traitement, mais le document source de communication de la finalité des résultats est le régistre de l'UBM. L’information sur les résultats du traitement pour les patients transférés vers un autre district ou une autre région devra être communiquée par un coordinateur de TB au niveau du district à un autre ou par un coordinateur régional de TB au district ou à une région dans laquelle le patient de TB a été d’abord inscrit.  Pour éviter un double décompte des patients de TB, c'est au niveau du premier registre de TB du district que le résultat est enrégistré.  Les rapports trimestriels rassemblés sur le résultat du traitement sont ensuite cumulés par le coordonnateur TB du district et soumis au niveau du coordinateur territorial, qui fait la révision et envoie le rapport au niveau central.

		Référence:   Gestion de la tuberculose: Formation pour le personnel des structures sanitaires.  Genève : OMS, 2003
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Page_Information_2SIC

		GENERALITES POUR LE REMPLISSAGE DU PROTOCOLE DES DONNEES DE 
L’ INDICATEUR DU SUIVI ET DE LA VERIFICATION

		Nom de l’Organisation d'exécution de l'AQD

		Pays

		Aire du programme 

		Indicateur(s)

		Numéro(s) de la Subvention(s)

		Unité de Gestion du S&E au Niveau Central

		Nom du Site																Date de la vérification

		1-

		Sites Intermédiaires de Compilation (SIC) Regionales

		Name of Site																Date of Audit

		1

		2

		Sites Intermédiaires de Compilation (SIC) de Districts

		Nom du Site																Date de la vérification

		1.1

		1.2

		1.3

		1.4

		2.1

		2.2

		2.3

		2.4

		Points de Prestation de Services  (PPS)

		Nom du Site																Date de la vérification

		1.1.1

		1.1.2

		1.1.3

		1.1.4

		1.1.5

		1.2.1

		1.2.2

		1.2.3

		1.2.4

		1.2.5

		1.3.1

		1.3.2

		1.3.3

		1.3.4

		1.3.5

		1.4.1

		1.4.2

		1.4.3

		1.4.4

		1.4.5

		2.1.1

		2.1.2

		2.1.3

		2.1.4

		2.1.5

		2.2.1

		2.2.2

		2.2.3

		2.2.4

		2.2.5

		2.3.1

		2.3.2

		2.3.3

		2.3.4

		2.3.5

		2.4.1

		2.4.2

		2.4.3

		2.4.4

		2.4.5





Page_Information

		GENERALITES POUR LE REMPLISSAGE DU PROTOCOLE DES DONNEES DE 
L’ INDICATEUR DU SUIVI ET DE LA VERIFICATION

		Nom de l’Organisation d'exécution de l'AQD

		Pays

		Aire du programme 

		Indicateur(s)

		Numéro(s) de la Subvention(s)

		Unité de Gestion du S&E au Niveau Central

		Nom du Site																Date de la vérification

		1-

		Sites Intermédiaires de Compilation (SIC)

		Nom du Site																Date de la vérification

		1

		2

		3

		4

		Points de Prestation de Services  (PPS)

		Nom du Site																Date de la vérification

		1.1

		1.2

		1.3

		1.4

		1.5

		2.1

		2.2

		2.3

		2.4

		2.5

		3.1

		3.2

		3.3

		3.4

		3.5

		4.1

		4.2

		4.3

		4.4

		4.5

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10





Unité de S&E_2SIC

		Unité de S&E (Protocole 2 - Vérification des données).

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

		Remarque pour l'Equipe de vérification :    L'objectif de l'analyse du suivi et de la vérification des données au niveau de l' Unité de S&E est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les sites régionaux de cumul et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif de l'Unité S&E ; et
b. passer en revue tous les rapports reçus des sites régionaux de cumul et vérifier que les rapports sont disponibles, complets et ponctuels.

				UNITE DE S&E :		-								Besoin de Recommandation
(ajouter OUI)

				Période définie des rapports :		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		0. Système d’Enregistrement et d’Information pour le traitement de la TB

		0		Décrire le système d’enregistrement et d’information lié au résultat du traitement des nouveaux cas de TB positif au test du crachat au niveau de la structure sanitaire  (c à d : de la saisie du résultat du traitement sur la fiche de soin du Patient au registre de l'UBM et au rapport trimestriel du résultat du traitement à l'Unité de S&E). Veuillez décrire le moment où l’enregistrement a eu lieu, sur quel(s) formulaires et par quel(s) membre(s) du personnel.

		1.  Cumuler à nouveau les chiffres communiqués par tous les sites régionaux de cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites régionaux de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par l'Unité S & E.

		A) Refaire le décompte des résultats des rapports soumis par les sites régionaux de cumul et comparer les chiffres vérifiés à ceux de l’Unité de S&E.

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par l'Unité de S&E? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul

		Taux de Vérification du Résultat ( Unité de S&E)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B) Copier les résultats des sites régionaux de cumul vérifiés tels qu’observés dans le rapport récapitulatif préparé par l’Unité de S&E.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par l’Unité de S&E pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par l’Unité de S&E ou dans une base de données.

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		C) Identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites régionaux de cumul et ceux enregistrés au niveau de l’Unité de S&E relatifs à ces sites régionaux de cumul.

		1.5		Quelles sont les causes des différences (s’il y en a) observées par l’equipe de vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y en a)

		2.  Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Sites Régionaux de Cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que l’Unité de S&E aurait dû recevoir des sites régionaux de cumul.

		2.1		Combien de rapports aurait dû provenir de tous les sites régionaux de cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu à la date prévue)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Unité de S&E

		Unité de S&E (Protocole 2 - Vérification des données).

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

		Remarque pour l'Equipe de vérification :    L'objectif de l'analyse du suivi et de la vérification des données au niveau de l' Unité de S&E est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif de l'Unité S&E ; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels.

				UNITE DE S&E :		-								Besoin de Recommandation
(ajouter OUI)

				Période définie des rapports :		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		0. Système d’Enregistrement et d’Information pour le traitement de la TB

		0		Décrire le système d’enregistrement et d’information lié au résultat du traitement des nouveaux cas de TB positif au test du crachat au niveau de la structure sanitaire  (c à d : de la saisie du résultat du traitement sur la fiche de soin du Patient au registre de l'UBM et au rapport trimestriel du résultat du traitement à l'Unité de S&E). Veuillez décrire le moment où l’enregistrement a eu lieu, sur quel(s) formulaires et par quel(s) membre(s) du personnel.

		1. Cumuler à nouveau les chiffres communiqués par tous les sites intermédiaires d'agégation.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par l'Unité S & E.

		A) Refaire le décompte des résultats des rapports soumis par les sites intermédiaires de cumul et comparer les chiffres vérifiés à ceux de l’Unité de S&E.

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par l'Unité de S&E? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul

		Taux de Vérification du Résultat ( Unité de S&E)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A) Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par l’Unité de S&E.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par l’Unité de S&E pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par l’Unité de S&E ou dans une base de données.

		1.3.1		Quel  résultat relatif au Site Intermédiaire de Cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.2		Quel  résultat relatif au Site Intermédiaire de Cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.3		Quel  résultat relatif au Site Intermédiaire de Cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.4		Quel  résultat relatif au Site Intermédiaire de Cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		C) Identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites Intermédiaire de Cumul et ceux enregistrés au niveau de l’Unité de S&E relatifs à ces Sites Intermédiaires de Cumul .

		1.5		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y en a)

		2.  Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Sites Intermédiaires de Cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que l’Unité de S&E aurait dû recevoir des Sites Intermédiaire de Cumul.

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu à la date prévue)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Régional 1

		Niveau Régional de Cumul (Protocole 2 -  Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

		Remarque pour l'equipe de vérification : L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site Régional de Cumul est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif  Régional; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site régional de cumul:		-								Besoin de Recommandation
(ajouter OUI)

				Période définie pour les rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau les chiffres communiqués par tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le site régional de cumul

		A)  Refaire le décompte des résultats des rapports soumis par tous les Sites Intermédiaires de cumul et comparer les chiffres vérifiés à ceux des sites régionaux de cumul		Recounting Results

		1.1		Quel résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Régional de Cumul? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Site Régional de Cumul)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A)  Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par le site régional de cumul		Recounting Results

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par le Site Régional de Cumul  pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par le Site Régional de Cumul  ou dans une base de données

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.3		Quel  résultat relatif au site régional de cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.4		Quel  résultat relatif au site régional de cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		B)  identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites intermédiaires de cumul et ceux enregistrés au niveau du cite régional de cumul relatifs à ces cites intermédiaires de cumul

		1.4		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes)

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que le site régional de cumul aurait dû recevoir des sites intermédiaire de cumul

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport pouvait être utilisé dans le rapport récapitulatif préparé par le Site Régional de Cumul)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Intermédiaire 1

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  Cumuler à nouveau les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 1.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 1.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 1.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 1.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 1.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)



&A&RPage &P



Site Intermédiaire 2

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  Cumuler à nouveau les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Site Intermédiaire 3

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  Cumuler à nouveau les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 3.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 3.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 3.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 3.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 3.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Site Intermédiaire 4

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  Cumuler à nouveau les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 4.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 4.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 4.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 4.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 4.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Site Régional 2

		Niveau Régional de Cumul (Protocole 2 -  Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

		Remarque pour l'equipe de vérification : L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site Régional de Cumul est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif  Régional; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site régional de cumul:		-								Besoin de Recommandation
(ajouter OUI)

				Période définie pour les rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau les chiffres communiqués par tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le site régional de cumul

		A)  Refaire le décompte des résultats des rapports soumis par tous les Sites Intermédiaires de cumul et comparer les chiffres vérifiés à ceux des sites régionaux de cumul		Recounting Results

		1.1		Quel résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Régional de Cumul? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Site Régional de Cumul)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A)  Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par le site régional de cumul		Recounting Results

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par le Site Régional de Cumul  pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par le Site Régional de Cumul  ou dans une base de données

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.3		Quel  résultat relatif au site régional de cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.4		Quel  résultat relatif au site régional de cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		B)  identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites intermédiaires de cumul et ceux enregistrés au niveau du cite régional de cumul relatifs à ces cites intermédiaires de cumul

		1.4		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes)

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que le site régional de cumul aurait dû recevoir des sites intermédiaire de cumul

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport pouvait être utilisé dans le rapport récapitulatif préparé par le Site Régional de Cumul)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Intermédiaire 2.1

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  Cumuler à nouveau les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.1.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.1.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.1.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.1.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.1.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Site Intermédiaire 2.2

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  Cumuler à nouveau les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.2.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)



&A&RPage &P



Point de Service 2.2.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.2.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.2.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.2.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Site Intermédiaire 2.3

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  Cumuler à nouveau les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.3.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.3.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.3.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.3.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.3.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Site Intermédiaire 2.4

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  Cumuler à nouveau les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.4.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.4.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.4.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.4.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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Point de Service 2.4.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Cas de TB à frottis positif recensés via DOTS et traités avec succès

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT AU RESULTAT DU TRAITEMENT 
-  Décrire le lien entre la fin du traitement TB et la saisie des résultats dans le Régistre de l'UMB  -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB est rempli avec les résultats du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la moment où la saisie des résultats dans le Régistre de l'UMB a lieu, et par quels membres du personnel?.

		1.2		Il y a-t-il des indications de retards entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB?

		1.3		S'il ya un retard entre la fin du traitement et la saisie des résultats dans le régistre de l'UMB, veuillez décrire la manière dont ce retard pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des résultats du traitement pour la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet notamment tous les domaines du régistre de l'UMB à remplir pour définir la fin du traitement: (1) resultat du test du crachat au microscope pendant et à la fin du traitement, (2) le résultat du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription en tant que cas de TB dans le régistre de l'UMB. Toutes ces dates correspondent-elles à la période définie du rapport?(c à d les patients à inclure dans l'analyse du résultat du traitement sont définis par la date d'inscription comme cas de TB.).

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients avec des résultats positifs à partir du régistre de l'UMB, comparer les chiffres vérifiés au rapport trimestriel des résultats de traitement et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre des nouveaux patients TB positif au test du frottis avec des résultats de traitement réussi enregistrés pendant la période de rapport définie en examinant le Régistre de l'UMB.

		3.2		Copier le nombre de nombre des nouveaux patients TB positif au test du frottis traités avec succès communiqués par le site pendant la période de rapport définie à partir du rapport trimestriel du résultat du traitement.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été traités avec succès pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant traités avec succès dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été traités avec succès pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patients traités avec succès pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été traités avec succès?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été traités avec succès à partir du Régistre de l'UMB pendant le trimestre à partir du Régistre de l'UMB (ou un maximum de tous les patient traités avec succès pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.   CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UBM ont été traités avec succès -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test du frottis enregistés dans le régistre du BMU comme ayant été traités avec succès doivent être visités. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été traités avec succès?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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TABLEAU SOMMAIRE_2SIC

		Statistiques Sommaires de l'Audit de Verification de Données

										Étape 1						Étape 2						Étape  3		Étape  4

		TABLEAU SOMMAIRE de Tracage et Verification								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I								II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Comptes vérifiés aux sites apurés		Compte rapporté aux sites apurés		Facteurs de vérification de district - site et non ajustés		Compte rapporté observé de tous les sites du district		Compte rapporté du district à l'unité de S&E (niveau national)		Facteur d'ajustement Rdi/Rni		Facteurs de vérification ajustés de district		District         VF (Weight)		Weighted Regional Level Verification Factors		Region
VF Weight		Facteur de verification total		% de rapports disponibles		% de rapports reçues à l'heure		% de rapports complets		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		limite inférieure de confiance de 95%		limite supérieure de confiance de 95%		number of districts		Degrees of freedom t-distribution

		Unité de Suivi et Évaluation																																																				df		P(2-tailed) = 0.025

		-		-						0.00		0.00		-										0.00				0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Sites Intermédiares d'Agégation et Prestation de Service																																																				2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-				3.00		3.18

		1.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-																4.00		2.78

		1.1.1		-						0.00		0.00		-																																								5.00		2.57

		1.1.2		-						0.00		0.00		-

		1.1.3		-						0.00		0.00		-

		1.1.4		-						0.00		0.00		-

		1.1.5		-						0.00		0.00		-

		1.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.2.1		-						0.00		0.00		-

		1.2.2		-						0.00		0.00		-

		1.2.3		-						0.00		0.00		-

		1.2.4		-						0.00		0.00		-

		1.2.5		-						0.00		0.00		-

		1.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.3.1		-						0.00		0.00		-

		1.3.2		-						0.00		0.00		-

		1.3.3		-						0.00		0.00		-

		1.3.4		-						0.00		0.00		-

		1.3.5		-						0.00		0.00		-

		1.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.4.1		-						0.00		0.00		-

		1.4.2		-						0.00		0.00		-

		1.4.3		-						0.00		0.00		-

		1.4.4		-						0.00		0.00		-

		1.4.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-

		2.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.1.1		-						0.00		0.00		-

		2.1.2		-						0.00		0.00		-

		2.1.3		-						0.00		0.00		-

		2.1.4		-						0.00		0.00		-

		2.1.5		-						0.00		0.00		-

		2.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.2.1		-						0.00		0.00		-

		2.2.2		-						0.00		0.00		-

		2.2.3		-						0.00		0.00		-

		2.2.4		-						0.00		0.00		-

		2.2.5		-						0.00		0.00		-

		2.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.3.1		-						0.00		0.00		-

		2.3.2		-						0.00		0.00		-

		2.3.3		-						0.00		0.00		-

		2.3.4		-						0.00		0.00		-

		2.3.5		-						0.00		0.00		-

		2.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.4.1		-						0.00		0.00		-

		2.4.2		-						0.00		0.00		-

		2.4.3		-						0.00		0.00		-

		2.4.4		-						0.00		0.00		-

		2.4.5		-						0.00		0.00		-





TABLEAU SOMMAIRE

		Statistiques Sommaires de l'Audit de Verification de Données

										Étape 1						Étape 2						Étape 3		Étape 4

		TABLEAU SOMMAIRE de Tracage et Verification								Facteur 1		Facteur 2		Facteur 1/ Facteur 2		Facteur 3		Facteur 4		Facteur 3/ Facteur 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Comptes vérifiés aux sites apurés		Compte rapporté aux sites apurés		Facteurs de vérification de district - site et non ajustés		Compte rapporté observé de tous les sites du district		Compte rapporté du district à l'unité de S&E (niveau national)		Facteur d'ajustement Rdi/Rni		Facteurs de vérification ajustés de district		VF (Weight)		Facteur de verification total		% de rapports disponibles		% de rapports reçues à l'heure		% de rapports complets		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		limite inférieure de confiance de 95%		limite supérieure de confiance de 95%		number of districts		Degrees of freedom t-distribution

		Unité de Suivi et Évaluation																																																df		P(2-tailed) = 0.025

		-		-						0.00		0.00												0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Sites Intermédiares d'Agégation et Prestation de Service																																																2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-																3.00		3.18

		1.1		-						0.00		0.00		-																																				4.00		2.78

		1.2		-						0.00		0.00		-																																				5.00		2.57

		1.3		-						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						0.00		0.00		-

		2.2		-						0.00		0.00		-

		2.3		-						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

				Sites de Prestation de Services						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-





Summary_Statistics_No IAS

		Statistiques Sommaires (Aucune Niveau Intermédiaire d'Agrégation)

																																																																																		% Disponible		%  A temps		% Complet

																																																																																-

																																																																																-

																																																																																-

																																																																																-

																																																																																-		-		-		-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-





Summary_Statistics_No IAS

		0		0		0
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STATISTIQUES SOMMAIRES_2SIC
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0
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STATISTIQUES SOMMAIRES

		Statistiques Sommaires de l'AQD

																																																																																Accuracy		Availability		Timeliness		Completeness

																																																																												7		-		-		-		-		-

																																																																												6		-		-		-		-		-

																																																																												5		-		-		-		-		-

																																																																												4		-		-		-		-		-

																																																																												3		-		-		-		-		-

																																																																												2		-		-		-		-		-

																																																																												1		-		-		-		-		-





STATISTIQUES SOMMAIRES
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		0		0		0		0		0		0
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% de Rapports Disponible de L'AQD
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% de Rapports à Temps de l'AQD
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-

-

-

-

-

-

-

% de Rapports Complet de l'AQD



		Statistiques Sommaires de l'AQD

																																																																																				Accuracy		Availability		Timeliness		Completeness

																																																																																5		-		-		-		-		-

																																																																																4		-		-		-		-		-

																																																																																3		-		-		-		-		-

																																																																																2		-		-		-		-		-

																																																																																1		-		-		-		-		-
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% de Rapports Disponible de L'AQD



		0		0		0		0		0
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% de Rapports à Temps de l'AQD
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DQA Data Verification Templates/French/06 DQA P2_TB_MDR_Fr_2009.xls
DÉMARRER

																												0		0		0		0		0		0

																												1		1		1		1		1		1

																												2		2		2		2		2		2

																												3		3		3		3		0		3

		Outil d’Audit de la Qualité des Données (AQD)																										4		4		4		4				4

								Protocole 2:  Vérification des Données																				0		5		5		0				5

						-  Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée -																						0		6		6						0

						Nombre de niveaux intermédiaires de cumul																								0		7

						Nombre de sites de plus haut niveau intermédiaire de cumul (ex régional)																										8

						Nombre de sites intermédiaire de cumul (SIC)																										9

						Nombre de points de prestation de services (par SIC)																										10

						Réinitialiser l'Enquête																										11

		version 1: mai 2009																														12

		Remarques Importantes pour l'utilisation de ce tableur:																														0

		1.  Pour utiliser les outils d'évaluation de la qualité des données vous devrez vous assurer votre 'macro sécurité' est paramétré à un niveau inférieur à 'élevé'.  Avec le tableur ouvert, aller à ‘Outils’, ouvrir le menu et sélectionner ‘Macro’, ensuite ‘Sécurité’ .  Sélectionner ‘moyen’.  Fermer Excel et ré ouvrir le fichier.  A la prochaine ouverture du fichier vous devrez sélectionner ‘Activer les Macros’ pour que l’application fonctionne comme prévu.

		2.  Sur la PAGE DE GARDE (page actuelle), veuillez sélectionner le nombre de niveaux intermédiaires de cumul (à partir du menu déroulant) à travers lesquels les données sont communiquées des points de prestation de services au niveau national.  Sélectionner ensuite le nombre de sites intermédiaires de cumul prélevés (SIC) à partir du menu déroulant suivant. Les SIC sont l'unité sanitaire spécifique du Ministère de la santé au niveau du district.  Ensuite, saisir le nombre de points de prestation de services prélevés (PPS), par exemple les institutions ou unités sanitaires, qui communiquent à chaque site intermédiaire.  Si vous avez un nombre inégal de PPS par district, sélectionner le nombre correspondant au plus grand nombre de PPS prélevé dans un district échantillon.  Si le PPS transmet directement au niveau national, sélectionner ‘0’ à partir du menu déroulant de l’IDS.  Ensuite sélectionner le nombre de PPS dans l’échantillon.  Voir la page INSTRUCTIONS pour plus de détails.

		3.  Veuillez saisir les noms de la structure sanitaire, ou du site,  dans la feuille intitulée ‘Page d’Information’.  Ces noms vont alors automatiquement occuper les les  masques de saisie concernés dans le tableur et aider à garantir une évaluation bien organisée et une bonne qualité des données.



Reset

Reset

Reset



INSTRUCTIONS

		INSTRUCTIONS (Protocole 2 - Vérification des Données)

		Remarque:  L’Equipe de Vérification devrait lire le document intitulé  "Evaluation de la Qualité des Données:  Directives pour l’exécution " en plus de ces instructions préalables à la gestion de ce protocole.

		OBJECTIF

		L’objectif de ce protocole est (1) de refaire le décompte et de vérifier l’exactitude des données rapportées au niveau des sites sélectionnés ; et  (2) d'examiner la ponctualité, l’exhaustivité et la disponibilité des rapports.

		CONTENU

		Ce Protocole de Vérification des Données se rapporte à l’indicateur:  Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée.  En effet, du fait qu’il peut y avoir de grandes différences entre les types d’indicateurs et les sites de prestation de service –ex les sites sanitaires (cliniques) et les sites communautaires, l’EQD inclut des Protocoles d'indicateurs spécifiques  avec des défis d'informations précises et de qualité des données relatifs à l’indicateur (ex, le risque de double décompte).Cette information est incorporée dans les 5 étapes du protocole, qui sont soulignées ci-dessous. 

Le protocole commence par une description du (des) service (s) associé à l’indicateur pour orienter l’Equipe de vérification vers le service fourni et ainsi vers ce qui est en cours de “décompte” pour évaluer l’indicateur. Ceci va contribuer à orienter l’Equipe de vérification vers les documents sources appropriés, qui peuvent être très différents pour divers indicateurs (ex: les dossiers des patients, les rapports de laboratoire, rapports de formation, etc.).

La vérification des données se déroule en deux phases :

(1) Des vérifications approfondies au niveau des Points de Prestation de Services (PPS), et
(2) Des vérifications de suivi auprès des Niveaux Intermédiaires de Cumul concernés (NIC) et au niveau de l'Unité de S&E du Programme/projet.. 
  
Typiquement, les programmes auront un système d'information à 3 niveaux, en d’autres termes, les données seront acheminées des Points de Prestation de Service (PPS), 
Vers un Niveau de cumul Intermédiaire ( cad, une Région ou un District), et ensuite vers l’Unité de S&E centrale.

Cependant, dans certains pays, les PPS peuvent communiquer les données directement à l’Unité centrale de S&E, sans passer par des Niveaux Intermédiaires de cumul  (NIC).  
Dans d’autres pays, il peut y avoir deux (ou davantage) NIC avec des données en cours de cumul, par exemple,
au niveau du District et ensuite au Niveau Territorial avant d’atteindre l’Unité centrale de S&E. Dans de tels cas (cad, un système d'information à 2 ou 4 niveaux), Le protocole de Vérification des Données devra être adapté (tel qu’expliqué ci-dessous).

		Modifier le contenu du Modèle Excel
Les Modèles Excel devraient être modifiés minutieusement. Pour permettre l’ajout sélectif et le retrait d’onglets pour les différents sites et Niveaux dans lesquels les modèles ont été programmés en Langage de Script (Langage de Script pour les Applications) 
Des modifications au niveau des feuilles de calcul peuvent perturber la Programmation et rendre le modèle inexploitable.
Cependant, il est possible d’effectuer certains changements qui vont rendre le modèle plus utile durant l’EQD, et plus descriptif du système d’information.
Par exemple, Des recoupements et des vérifications inopinées supplémentaires peuvent être ajoutés aux feuilles de calcul individuelles à condition qu’ils soient ajoutés au bas de la feuille de calcul.
Veuillez ne pas 'insérer' de lignes ni de colonnes au milieu de la feuille puisque ceci pourrait modifier le calcul de certains indicateurs de la performance.
D’autres ajouts  peuvent également être faits au bas de la feuille de calcul. 

Dans les quatre sites intermédiaires de cumul un maximum de six sites de prestation de services peut être sélectionné (cad 24 sites) de sorte qu'il est improbable qu'il soit nécessaire d'ajouter des points de prestation ou sites intermédiaires à la "Page Information". Il suffit de sélectionner le nombre souhaité pour  chacun d'entre eux, à partir des menus déroulants sur la “Page de garde”. Ces sélections peuvent être modifiées plus tard, si nécessaire.  

Il est acceptable de renommer les onglets de la feuille de programmation selon le besoin.

Les feuilles de calcul sont protégées pour parer aux modifications du contenu par mégarde. Pour modifier le contenu des cellules, désactiver la protection des feuilles en sélectionnant 'Protection' à partir du menu déroulant Outils. Puis sélectionner  'Désactiver la protection'.  N’oubliez pas de réactiver la protection de la feuille après avoir effectué les modifications.

		INSTRUCTIONS AUX VERIFICATEURS POUR L'UTILISATION DU PROTOCOLE

		Points de Prestation de Services – 5 Types de  Vérification des Données

La première étape de la vérification des données a lieu au niveau des Points de Prestation de Services. Il y a cinq types de modèles d'étapes de vérification des données qui peuvent être mises en oeuvre à ce niveau:

1 - Description:  Décrire le rapport entre la fourniture de services/produits et le remplissage du document source qui enregistre cette prestation de service.

2 - Revue documentaire:  Passer en revue la disponibilité et l'exhaustivité de tous les documents sources des indicateur pour la période de diffusion de rapport définie.

3 - Suvi et Vérification :  Procéder au suivi et à la vérification des chiffres communiqués: (1) refaire le décompte des chiffres communiqués à partir des documents source disponibles, (2) Comparer les chiffres vérifiés à ceux communiqués par le site, (3) Identifier les causes des différences. 

4 -  Recoupement:  Procéder à des “recoupements” des totaux vérifiés du rapport  avec d’autres sources de données par exemple (inventaires, rapports de laboratoire,registres, etc)..

5 - Contrôles Inopinés :  Procéder à des “contrôles ponctuels” pour vérifier la fourniture réelle de services ou de produits aux populations cibles.

		Niveaux Intermédiaires de cumulation (NIC) et Unité Centrale de S&E -2 Types de Vérifications des Données 
Le second niveau de vérification des données a lieu aux Niveaux Intermédiaires de Cumul (ex, Districts, Régions) et de l’Unité de S&E du Programme/projet. 

1 - Revue documentaire : Vérifier la disponibilité, la ponctualité, et l'exhaustivité des rapports attendus des Sites de prestation de Services pour la période de rapport définie.

2 - Suvi et Vérification :  Procéder au suivre et à la vérification des nombre communiqués: (1) Cumuler à nouveau les nombres communiqués par les Points de Prestation de Services, (2) Comparer les décomptes vérifiés au nombres communiqués au niveau suivant (ex, l’Unité Centrale de S&E ), (3) Identifier les causes de différences.

		Instructions pour un système d'information à "2" ou "4" niveaux:

Sélection des Niveaux et des Sites
 Protocole 2 :  Le modèle Excel de Vérification des Données est conçu pour suivre la méthodologie d'échantillonnage de l’EQD relative à la sélection des niveaux intermédiaires de cumul et des Sites de Prestation de Service. Sur l’onglet "PAGE DE GARDE" , l’Equipe de Vérification peut sélectionner le nombre de Sites Intermédiaires de Cumul et le nombre de Sites de Prestation de Services qui renseigne chaque Site Intermédiaire de Cumul , selon le niveau de compréhension de l'organisation commanditaire de l'EQD.  Dans le cas où il y’a plus, ou moins, d’un niveau intermédiaire de transmission de données, du niveau de prestation de service au niveau national national, les nombres de sites et niveaux intermédiaires nécessaires par niveau peuvent être sélectionnés. Sélectionner d'abord le nombre de niveaux intermédiaire de cumul (ex région ou district) . Si les données transitent par la région autant que par le district, sélectionner deux niveaux. Si les données transitent uniquement par le district avant d’être envoyées au niveau national, sélectionner un niveau. Dans certains pays les données sont transmises directement du point de prestation de service au  niveau national. Dans ce cas, sélectionner zéro niveaux intermédiaires .  
 Ensuite sélectionner le nombre de sites au sein de chaque niveau intermédiaire
La méthode de prélèvement la plus probable requiert la sélection aléatoire de trois grappes (sites intermédiaires)  et trois Sites de Prestation dans chaque grappe.
Dans le cas de deux niveaux intermédiaires, la méthode de prélèvement sera probablement de deux grappes régionales, avec deux grappes de district dans chaque région .
Ensuite deux points de prestation de services seront sélectionnés au sein de chaque grappe de district pour un total de 8 sites de Collecte. Il peut s'avérer nécessaire d'apporter des modifications à cette méthode de prélèvement du fait de contraintes de temps, de distance et de ressources. Tous les changements apportées à la méthodologie devraient faire l'objet d'un accord avec l'Organisation Commanditaire de l’EQD avant les visites de terrain.

		Instructions pour remplir les colonnes de la liste de controle:

Une liste de questions apparaît à gauche sur chaque feuille de calcul (colonne B).  L'Equipe de vérification devra lire chaque question (déclaration) et remplir les colonnes C/D, E, F et G . La colonne C a un menu déroulant (au coin inférieur droit) pour chaque question avec des catégories de réponse: "Oui - entièrement", "En partie", "Non - "pas du tout" et "N/C".(non concerné). La colonne D devra être utilisée pour saisir des chiffres ou des pourcentages ( qui seront utilisés dans les calculs). La Colonne E est destinée aux notes du vérificateur, la colonne F devra être remplie avec "Oui" si l’Equipe de Vérification pense que les qproblèmes soulevés par la réponse à une question (déclaration) sont suffisants pour requérir une "Note de Recommandation au Programme/projet.

		RESULTATS ATTENDUS

		Sur la base de toutes les réponses aux questions, le Récapitulatif de statistiques suivant sera produit :

- Exactitude des Données communiquées à travers le calcul des facteurs de vérification générés à partir de l’exercice du décompte à nouveau fait à chaque niveau du système d'information (cad, pour les indicateurs sélectionnés, la comparaison du pourcentage des chiffres communiqués aux chiffres vérifiés); 

- Disponibilité, exhaustivité et Ponctualité des Rapports à travers des pourcentages calculés au(x) Niveau (x) de cumul intermédiaire et de l’Unité de S&E.

		Interprétation des Résultats:

La modélisation mathématique de la technique de prélèvement en grappe à deux niveaux utilisée par l’EQD a déterminé que la précision des estimations du facteur de vérification pour les données de couverture vaccinale est trop faible pour une utilisation pratique au niveau national. Dans les simulations, Woodard et ses collègues (1) ont trouvé que jusqu'à 30 districts devraient être échantillonnés pour atteindre une précision de près de 10%. Etant donné l’investissement en temps, en personnel et en ressources financières nécessaires pour la visite de 30 districts, le calcul d’un facteur de vérification national précis est improbable .  

Ceci dit, il est possible d’avoir une idée de la qualité globale des données dans un Programme/projet sans compter sur l’estimation nationale des VF. Les aspects qualitatifs de l’EQD sont appropriés pour déterminer les forces et les faiblesses d’un système d'information donné. Par exemple, si les définitions de l’indicateur sont mal comprises dans la majorité d’un échantillon de sites représentatifs, il est fort probable que les définitions de l’indicateur soient également mal comprises dans les districts non prélevés.  Le décompte à nouveau des indicateurs et la comparaison avec les valeurs communiquées pour un échantillon de sites est autant approprié, en général, pour déterminer si la qualité des données est bonne, médiocre ou mauvaise, même sans L’avantage d’une estimation nationale précise. Les rapports manquants ou les grands écarts entre les résultats comptés à nouveau et transmis dans un petit nombre de sites sont un signe d'écarts similaires ailleurs.   
  

Tout compte fait, le facteur de vérification national devrait être interprété avec prudence. Pour les besoins de vérification de la qualité des données il devra être utilisé comme une indication de qualité des données (ou d'absence de qualité des données), plutôt qu'une mesure exacte. 
   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA)
  Ann Epidemiol  2007;17:628–633.





Description de Service

		DESCRIPTION DU SERVICE (Protocole 2 - Vérification des données

		Généralités sur la TB MR. La tuberculose à bacilles multi résistants est définie comme une tuberculose dont les bacilles sont résistants au moins à deux des médicaments utilisés pour son traitement– isoniazide (INH) et rifampicine.   La TB MR est beaucoup plus difficile à traiter  que les souches de la TB sensibles aux médicaments. La résistance peut se manifester quand le patient ne respecte pas la posologie de l'ordonnance prescrite  ou ne reçoit pas les bons médicaments, et peut ensuite se répandre par transmission aux proches en contact avec le bacille qui est déjà mutli-résistant aux médicamemts. S'il y a également de la résistance envers deux des groupes les plus importants des soi-disant médicaments de seconde choix pour traiter la TB MR, les deux quinolones et l'un des injectables (kanamycine, amikacine, capreomycine), cette dernière est appelée TB à résistance extensive (XDR-TB).

		Dans la terminologie de l`OMS, la catégorie IV est employée pour le groupe de diagnostic des patients qui reçoivent le traitement pour la TB résistante aux médicaments. Le traitement peut commencer si la TB-MR est confirmée, quand le test de résistance des cultures de bacilles révèle la TB-MR, ou une TB-MR suspecte, le soi-disant traitement empirique, pour les patients présentant une probabilité d'infection de la TB-MR (voir ci-dessous).

		Stratégies de dépistage :                                                                                                                                                                        Les approches de détection des patients atteints de la TB-MR varient suivant les pays, et en fonction de la disponibilité des ressources, de la situation épidémiologique et de la capacité locale. Quand certains pays testent tous les patients TB pour la résistance aux médicaments (appelé TSM ou test de sensibilité aux médicaments),plusieurs pays particulièrement ceux ayant des ressources moindre, font le test uniquement pour les groupes à haut risque, y compris:

		* Patients qui n’ont pas réussi le second traitement (catégorie II) 
  * Personnes en contact rapproché avec le patient atteint de TB-MR 
  * Patients qui n’ont pas réussi le premier traitement (catégorie I), particulièrement si le régime de six mois est pratiqué. 
L'OMS recommande aux pays de collecter des échantillons de données représentatifs des cas de  résistance aux médicaments (DRS)  de nouveaux patients, de sous-groupes, de renouvellement de  traitement (rechutes, traitement après défaillance, échec) et d'autres groupes à haut risque.  Ceci permet au programme de gestion national de TB de concevoir des stratégies appropriées de diagnostic et de traitement des cas résistant aux médicaments.

		Dépistage des patients présentant une résistance à plusieurs médicaments. Ce sont des patients infectés par une souche de tuberculose davantage résistante à plus d'un médicament antituberculeux mais pas à l'isoniazide et au rifampicine combinés. Seuls quelques uns de ces cas présentant une multi résistance ont besoin d'utiliser un traitement de second choix à durée prolongée. Ces cas peuvent alors être inscrits dans le registre de la catégorie IV mais devraient être analysés séparément

		Test de sensibilité au médicament
Le TSM est habituellement centralisé aux laboratoires nationaux de référence, puisqu'il est très exigeant pour l'atteinte de la qualité acceptable. Le test habituel de la TB-MR suspecte est fait pour les médicaments de première intention afin de confirmer la TB-MR. Le TSM utilisant les milieux in situ (LJ) exige que le crachat soit recueilli au moins 3 mois plus tard jusqu'aux résultats du TMS puisque la croissance est lente. Les milieux  liquides peuvent réduire le retard de 1 à 2 mois, alors que les méthodes soit-disant rapides de détection des gènes de résistance au rifampicine et à l'isoniazide (habituellement pratiquées sur des cultures) ont  besoin de peu de jours après que la culture soit disponible. Les méthodes utilisant les milieux liquides et les méthodes rapides sont coûteuses et techniquement très exigeantes.

		Traitement de la TB-MR. Le début du traitement de MDR-TB est habituellement centralisé dans un hôpital de référence national en raison du besoin de suivi rapproché dû aux effets secondaires des médicaments. Le régime se compose d'une première phase jusqu'à la transformation des crachats comprenant un médicament  injectable, suivie d'une phase de suivi pendant au moins 18 mois. En raison de risque d'infection nosocomiale, l'hospitalisation devrait également être aussi courte que possible, le cas échéant. Le traitement ambulatoire dépend de la capacité du programme de lutte contre la TB d'assurer l'observation adéquate de prise et de suivi de médicaments, et d'une évaluation de risque de transmission

		Système d'enregistrement et d'information                                                                                                                                                      Les patients qui reçoivent le résultat de STM présentant la TB-MR alors qu' ils sont sous traitement de catégorie I ou II, et dont le traitement est changé en traitement de catégorie IV, vont obtenir la catégorie de résultats « commutée à la catégorie IV en raison de TB-MR » dans le registre de l' UMB et seront enregistrés dans le registre de la catégorie IV. Un patient qui est inscrit pour un traitement de catégorie IV devrait avoir une fiche de traitement de catégorie IV. Cette fiche est complétée par le membre du personnel soignant et contient des informations importantes sur les antécédents du patient pour le traitement antituberculeux, le résultat de STM, le régime utilisé et est un enregistrement de l'administration quotidienne des médicaments. La fiche indique également parmi les sept groupes d'enregistrement, auquel le patient appartient au moment où le crachat a été recueilli et a présenté la TB-MR. Quand un patient se déplace, la fiche - ou une copie de la fiche - devrait  le suivre.

		Tous les patients qui répondent aux critères de diagnostic pour des régimes de catégorie IV devraient être inscrits dans le registre de catégorie IV en commençant leur traitement de catégorie IV.Ces critères devraient être décrits dans le protocole de traitement national défini par le programme national de lutte contre la TB. Le programme national de lutte contre la TB devrait déterminer le lieu de localisation du registre de la catégorie IV. Dans la plupart des institutions, il sera situé à l'endroit où le début du traitement est centralisé. Le registre devrait être rempli en utilisant l'information de la fiche de traitement de la catégorie IV et devrait être mis à jour régulièrement.

		Les résultats de STM devraient également être enregistrés dans le registre. Puisque le test peut prendre plusieurs semaines, un patient peut être inscrit pour le traitement de la catégorie IV avant que les résultats de STM ne soient disponibles si le traitement de la catégorie IV a commencé. Dans certains cas, il peut arriver plus tard que le patient n'ait pas de souches avec une résistance aux medicaments antituberculeux. Les patients qui sont ainsi enregistrés de manière incorecte dans le registre de la catégorie IV devraient être barrés du registre (mais avec leurs noms restés lisibles) et être inscrits au régime de traitement de la catégorie I, II ou III  (qui sont enregistrés dans le registre de l‘UMB).
Les patients dont le résultat du STM montre qu'ils sont poly-résistants, mais ne sont pas TB-MR, et n'ont commencé ou ne poursuivent pas le traitement de la catégorie IV,  peuvent également être pris hors du registre de la catégorie IV et en lieu et place, continuer leur traitement enregistré dans le registre courant de l'UMB.

		Le rapport trimestriel sur l'enregistrement de cas de la catégorie IV contient des données agrégées de deux groupes différents de patients ; 1) le nombre de patients défini par la date où le patient a été enregistré dans le registre de la catégorie IV, et 2) le nombre de début de traitement de la catégorie IV, défini par la date du début de traitement. Puisqu'il y a habituellement un retard entre le diagnostic et le début du traitement, les deux groupes ne seront pas souvent identiques. Le rapport trimestriel est complété a partir du registre de la catégorie IV. Le rapport peut être complèté avec un retard d'un trimestre pour permettre que les  résultat de STM  soient disponibles pour les patients qui ont commencé le traitement sans confirmation de STM. Par exemple, un patient enregistré dans le premier trimestre de l'année (de janvier à mars) devrait être communiqué dans le troisième trimestre, après le 1er juillet.Beaucoup de programmes ont des patients qui sont classés comme «  cas de TB chronique » (c.-à-d. ceux dont le prélevement de crachat est toujours positif après un second traitement suivi, ou qui n'ont pas réussi plusieurs traitements irréguliers antérieurs) mais qui n'ont pas encore commencé le régime de la catégorie IV. Quand le traitement de la catégorie IV devient disponible,  avec la preuve de la maladie active,certains cas devraient être enregistrés, avoir fait un test de crachat au microscope, une culture et un SMT et quand le TB-MR est confirmé, commencer le traitement de la catégorie IV.

		Les laboratoires de référence qui font le SMT disposent d'un registre pour la culture et le STM. Ce registre devrait être comparé régulièrement au registre de la catégorie IV pour s'assurer que toutes les cas diagnostiqués de TB-MR sont enregistrés.

		Sources:
2006.   Directives pour la gestion des programmes de resistance de la tuberculose aux médicaments.  Génève :  OMS 2003.  Traitement de la Tuberculose. Directives pour des programmes nationaux  Génève :  OMS
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Page_Information_2SIC

		GENERALITES POUR LE REMPLISSAGE DU PROTOCOLE DES DONNEES DE 
L’ INDICATEUR DU SUIVI ET DE LA VERIFICATION

		Nom de l’Organisation d'exécution de l'AQD

		Pays

		Aire du programme 

		Indicateur(s)

		Numéro(s) de la Subvention(s)

		Unité de Gestion du S&E au Niveau Central

		Nom du Site																Date de la vérification

		1-

		Sites Intermédiaires de Compilation (SIC) Regionales

		Name of Site																Date of Audit

		1

		2

		Sites Intermédiaires de Compilation (SIC) de Districts

		Nom du Site																Date de la vérification

		1.1

		1.2

		1.3

		1.4

		2.1

		2.2

		2.3

		2.4

		Points de Prestation de Services  (PPS)

		Nom du Site																Date de la vérification

		1.1.1

		1.1.2

		1.1.3

		1.1.4

		1.1.5

		1.2.1

		1.2.2
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		2.3.2
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		GENERALITES POUR LE REMPLISSAGE DU PROTOCOLE DES DONNEES DE 
L’ INDICATEUR DU SUIVI ET DE LA VERIFICATION
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		Aire du programme 
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Unité de S&E_2SIC

		Unité de S&E (Protocole 2 - Vérification des données).

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

		Remarque pour l'Equipe de vérification :    L'objectif de l'analyse du suivi et de la vérification des données au niveau de l' Unité de S&E est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les sites régionaux de cumul et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif de l'Unité S&E ; et
b. passer en revue tous les rapports reçus des sites régionaux de cumul et vérifier que les rapports sont disponibles, complets et ponctuels.

				UNITE DE S&E :		-								Besoin de Recommandation
(ajouter OUI)

				Période définie des rapports :		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		0. Système d'Enregistrement et de Communication pour le Traitement de la TB-MR confimée au niveau de la Structure Sanitaire

		0		Décrire le système d'enregistrement et d'information associé au début du traitement des TB-MR confirmés au niveau de la structure sanitaire à cet indicateur  (cad. de l'enregistrement du début du traitement sur la Fiche de la catégorie IV initial dau Régistre de la Catégorie IV et au rapport trimestriel sur l'inscription des TB à la Catégorie à l'Unité de S&E).Veuillez décrire la période à laquelle l'enregistrement a eu lieu, sous quelle(s) forme(s) ,et par quel(s)  membre(s) du personnel elle est faite.

		1. Cumuler à nouveau les chiffres communiqués par tous les sites régionaux de cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites régionaux de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par l'Unité S & E.

		A) Refaire le décompte des résultats des rapports soumis par les sites régionaux de cumul et comparer les chiffres vérifiés à ceux de l’Unité de S&E.

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par l'Unité de S&E? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul

		Taux de Vérification du Résultat ( Unité de S&E)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B) Copier les résultats des sites régionaux de cumul vérifiés tels qu’observés dans le rapport récapitulatif préparé par l’Unité de S&E.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par l’Unité de S&E pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par l’Unité de S&E ou dans une base de données.

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		C) Identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites régionaux de cumul et ceux enregistrés au niveau de l’Unité de S&E relatifs à ces sites régionaux de cumul.

		1.5		Quelles sont les causes des différences (s’il y en a) observées par l’equipe de vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y en a)

		2.  Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Sites Régionaux de Cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que l’Unité de S&E aurait dû recevoir des sites régionaux de cumul.

		2.1		Combien de rapports aurait dû provenir de tous les sites régionaux de cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport a été  reçu à la date prévue)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Unité de S&E

		Unité de S&E (Protocole 2 - Vérification des données).

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

		Remarque pour l'Equipe de vérification :    L'objectif de l'analyse du suivi et de la vérification des données au niveau de l' Unité de S&E est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif de l'Unité S&E ; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels.

				UNITE DE S&E :		-								Besoin de Recommandation
(ajouter OUI)

				Période définie des rapports :		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		0. Système d'Enregistrement et de Communication pour le Traitement de la TB-MR confimée au niveau de la Structure Sanitaire

		0		Décrire le système d'enregistrement et d'information associé au début du traitement des TB-MR confirmés au niveau de la structure sanitaire à cet indicateur  (cad. de l'enregistrement du début du traitement sur la Fiche de la catégorie IV initial dau Régistre de la Catégorie IV et au rapport trimestriel sur l'inscription des TB à la Catégorie à l'Unité de S&E).Veuillez décrire la période à laquelle l'enregistrement a eu lieu, sous quelle(s) forme(s) ,et par quel(s)  membre(s) du personnel elle est faite.

		1. Cumuler à nouveau les chiffres communiqués par tous les sites intermédiaires d'agégation.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par l'Unité S & E.

		A) Refaire le décompte des résultats des rapports soumis par les sites intermédiaires de cumul et comparer les chiffres vérifiés à ceux de l’Unité de S&E.

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par l'Unité de S&E? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul

		Taux de Vérification du Résultat ( Unité de S&E)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A) Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par l’Unité de S&E.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par l’Unité de S&E pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par l’Unité de S&E ou dans une base de données.

		1.3.1		Quel  résultat relatif au Site Intermédiaire de Cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.2		Quel  résultat relatif au Site Intermédiaire de Cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.3		Quel  résultat relatif au Site Intermédiaire de Cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.4		Quel  résultat relatif au Site Intermédiaire de Cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		C) Identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites Intermédiaire de Cumul et ceux enregistrés au niveau de l’Unité de S&E relatifs à ces Sites Intermédiaires de Cumul .

		1.5		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y en a)

		2.  Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Sites Intermédiaires de Cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que l’Unité de S&E aurait dû recevoir des Sites Intermédiaire de Cumul.

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été  reçu à la date prévue)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Régional 1

		Niveau Régional de Cumul (Protocole 2 -  Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

		Remarque pour l'equipe de vérification : L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site Régional de Cumul est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif  Régional; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site régional de cumul:		-								Besoin de Recommandation
(ajouter OUI)

				Période définie pour les rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau les chiffres communiqués par tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le site régional de cumul

		A)  Refaire le décompte des résultats des rapports soumis par tous les Sites Intermédiaires de cumul et comparer les chiffres vérifiés à ceux des sites régionaux de cumul		Recounting Results

		1.1		Quel résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Régional de Cumul? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Site Régional de Cumul)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A)  Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par le site régional de cumul		Recounting Results

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par le Site Régional de Cumul  pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par le Site Régional de Cumul  ou dans une base de données

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.3		Quel  résultat relatif au site régional de cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.4		Quel  résultat relatif au site régional de cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		B)  identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites intermédiaires de cumul et ceux enregistrés au niveau du cite régional de cumul relatifs à ces cites intermédiaires de cumul

		1.4		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes)

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que le site régional de cumul aurait dû recevoir des sites intermédiaire de cumul

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport  pouvait être utilisé dans le rapport récapitulatif préparé par le Site Régional de Cumul)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier
le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Intermédiaire 1

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 1.1

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Point de Service 1.2

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Point de Service 1.3

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Point de Service 1.4

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Point de Service 1.5

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Site Intermédiaire 2

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.1

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Point de Service 2.2

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Point de Service 2.3

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Point de Service 2.4

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Point de Service 2.5

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Site Intermédiaire 3

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 3.1

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Point de Service 3.2

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Point de Service 3.3

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Point de Service 3.4

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Point de Service 3.5

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Site Intermédiaire 4

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 4.1

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Point de Service 4.2

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Point de Service 4.3

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Point de Service 4.4

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Point de Service 4.5

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Site Régional 2

		Niveau Régional de Cumul (Protocole 2 -  Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

		Remarque pour l'equipe de vérification :  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site Régional de Cumul est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif  Régional; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site régional de cumul:		-								Besoin de Recommandation
(ajouter OUI)

				Période définie pour les rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau les chiffres communiqués par tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le site régional de cumul

		A)  Refaire le décompte des résultats des rapports soumis par tous les Sites Intermédiaires de cumul et comparer les chiffres vérifiés à ceux des sites régionaux de cumul		Recounting Results

		1.1		Quel résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Régional de Cumul? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Site Régional de Cumul)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A)  Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par le site régional de cumul		Recounting Results

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par le Site Régional de Cumul  pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par le Site Régional de Cumul  ou dans une base de données

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.3		Quel  résultat relatif au site régional de cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.4		Quel  résultat relatif au site régional de cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		B)  identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites intermédiaires de cumul et ceux enregistrés au niveau du cite régional de cumul relatifs à ces cites intermédiaires de cumul

		1.4		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes)

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que le site régional de cumul aurait dû recevoir des sites intermédiaire de cumul

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le  rapport  pouvait être utilisé dans le rapport récapitulatif préparé par le Site Régional de Cumul)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier
le rapport)

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Intermédiaire 2.1

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.1.1

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Point de Service 2.1.2

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Point de Service 2.1.3

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Point de Service 2.1.4

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Point de Service 2.1.5

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Site Intermédiaire 2.2

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.2.1

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Point de Service 2.2.2

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Point de Service 2.2.3

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Point de Service 2.2.4

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Point de Service 2.2.5

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Site Intermédiaire 2.3

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.3.1

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Point de Service 2.3.2

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Point de Service 2.3.3

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Point de Service 2.3.4

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Point de Service 2.3.5

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Site Intermédiaire 2.4

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.4.1

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Point de Service 2.4.2

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Point de Service 2.4.3

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Point de Service 2.4.4

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





Point de Service 2.4.5

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de cas de TB qui ont commencé le traitement pour la tuberculose multi résistante confirmée

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le début du traitement MDR-TB et la saisie du début du traitment dans le régistre de Catégorie IV-

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  la fiche de traitement de la Catégorie IV est remplie avec la date du début du traitement.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie de la date de début du traitement dans le régistre de Catégorie IV a lieu, et pâr quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre le début du traitement et la saisie du début du traitement dans le régistre de la Catégorie IV?

		1.3		Il y a-t-il des retards entre le début du traitement MDR-TB et la saisie de la date de début dans le régistre de la Catégorie IV? Veuillez décrire comment le retart pourrait affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitement de la Catégorie IV, du régistre de la Catégorie IV et des rapports trimestriels sur la Catégorie IV de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche de traitement de la Catégorie IV, régistre de la Catégorie IV, rapports trimestriels sur la Catégorie IV). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le Régistre de la Catégorie IV est-il complet, notamment les dommaines de la fiche de traitement de la Catégorie IV à remplir pour définir le début du traitement: (1) numéro d'enregistrement de la Category IV; (2) date d'enregistrement; (3) numéro d'enregistrement TB du district; (4) site de la maladie; (5) résultats DST; (6) échantillon de date prise; (7) médicaments de seconde intention déjà reçu; (8) date de début de traitement; (9) test du crachat au microscope et résultat de la culture avant le début du traitement?

Si non, déterminer la manière dont cela a pu affecter les chiffres communiqués?

		2.3		Review the dates of start of MDR-TB treatment in the Category IV register.  Do all dates fall within the reporting period? 

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV, et expliquer les écarts -

		A)  Refaire le décompte des patients qui commence le traitement MDR-TB à partir de la fiche de traitement de la Catégorie IV, comparer les nombres vérifiés au régistre de la Catégorie IV		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme commençant le traitement MDR-TB pendant la période de rapport définie en examinant le Régistre de la Catégorie IV.

		3.2		Copier le nombre de cas communiqués comme ayant commencé le traitement MDR-TB par site pendant la période de rapport définie à partir du rapport trimestriel sur la Catégory IV.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude des Fiches de Traitement de la Catégorie IV -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement de la  Catégorie IV au Régistre de la Catégorie IV et du Régistre de la Catégorie IV aux Fiches de Traitement de la Catégorie IV).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement de la Catégory IV au Régistre de la Catégory. Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de traitement de patients de la Catégorie IV qui ont été commencé le traitement MDR-TB pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme ayant commencé le traitement MDR-TB dans le régistre de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de traitement de patient de la Catégorie IV qui ont commencé le traitement MDR-TB  pendant le trimestre (ou un maximum de toutes les fiches de traitement des patients de la Catégorie IV pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de la Catégory IV  aux Fiches de Traitement de la Category IV . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10  patients qui ont été enregistrés comme ayant commencé le traitement MDR-TB pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de traitement de la Catégorie IV?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres patients enregistés comme ayant commencé le traitement MDR-TB  pendant le trimestre dans la Catégorie IV (ou un maximum de tous les patients qui ont commencé le traitement MDR-TB pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier la fourniture de services ou  de produits (si possible ou à la convenance de l'indicateur) -

		Notes spécifiques à l'indicateur pour l'Auditeur: Les recoupements ne seront pas possibles pour cet indicateur.





TABLEAU SOMMAIRE_2SIC

		Statistiques Sommaires de l'Audit de Verification de Données

										Étape 1						Étape 2						Étape  3		Étape  4

		TABLEAU SOMMAIRE de Tracage et Verification								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I								II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Comptes vérifiés aux sites apurés		Compte rapporté aux sites apurés		Facteurs de vérification de district - site et non ajustés		Compte rapporté observé de tous les sites du district		Compte rapporté du district à l'unité de S&E (niveau national)		Facteur d'ajustement Rdi/Rni		Facteurs de vérification ajustés de district		District         VF (Weight)		Weighted Regional Level Verification Factors		Region
VF Weight		Facteur de verification total		% de rapports disponibles		% de rapports reçues à l'heure		% de rapports complets		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		limite inférieure de confiance de 95%		limite supérieure de confiance de 95%		number of districts		Degrees of freedom t-distribution

		Unité de Suivi et Évaluation																																																				df		P(2-tailed) = 0.025

		-		-						0.00		0.00		-										0.00				0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Sites Intermédiares d'Agégation et Prestation de Service																																																				2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-				3.00		3.18

		1.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-																4.00		2.78

		1.1.1		-						0.00		0.00		-																																								5.00		2.57

		1.1.2		-						0.00		0.00		-

		1.1.3		-						0.00		0.00		-

		1.1.4		-						0.00		0.00		-

		1.1.5		-						0.00		0.00		-

		1.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.2.1		-						0.00		0.00		-

		1.2.2		-						0.00		0.00		-

		1.2.3		-						0.00		0.00		-

		1.2.4		-						0.00		0.00		-

		1.2.5		-						0.00		0.00		-

		1.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.3.1		-						0.00		0.00		-

		1.3.2		-						0.00		0.00		-

		1.3.3		-						0.00		0.00		-

		1.3.4		-						0.00		0.00		-

		1.3.5		-						0.00		0.00		-

		1.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.4.1		-						0.00		0.00		-

		1.4.2		-						0.00		0.00		-

		1.4.3		-						0.00		0.00		-

		1.4.4		-						0.00		0.00		-

		1.4.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-

		2.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.1.1		-						0.00		0.00		-

		2.1.2		-						0.00		0.00		-

		2.1.3		-						0.00		0.00		-

		2.1.4		-						0.00		0.00		-

		2.1.5		-						0.00		0.00		-

		2.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.2.1		-						0.00		0.00		-

		2.2.2		-						0.00		0.00		-

		2.2.3		-						0.00		0.00		-

		2.2.4		-						0.00		0.00		-

		2.2.5		-						0.00		0.00		-

		2.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.3.1		-						0.00		0.00		-

		2.3.2		-						0.00		0.00		-

		2.3.3		-						0.00		0.00		-

		2.3.4		-						0.00		0.00		-

		2.3.5		-						0.00		0.00		-

		2.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.4.1		-						0.00		0.00		-

		2.4.2		-						0.00		0.00		-

		2.4.3		-						0.00		0.00		-

		2.4.4		-						0.00		0.00		-

		2.4.5		-						0.00		0.00		-





TABLEAU SOMMAIRE

		Statistiques Sommaires de l'Audit de Verification de Données

										Étape 1						Étape 2						Étape 3		Étape 4

		TABLEAU SOMMAIRE de Tracage et Verification								Facteur 1		Facteur 2		Facteur 1/ Facteur 2		Facteur 3		Facteur 4		Facteur 3/ Facteur 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Comptes vérifiés aux sites apurés		Compte rapporté aux sites apurés		Facteurs de vérification de district - site et non ajustés		Compte rapporté observé de tous les sites du district		Compte rapporté du district à l'unité de S&E (niveau national)		Facteur d'ajustement Rdi/Rni		Facteurs de vérification ajustés de district		VF (Weight)		Facteur de verification total		% de rapports disponibles		% de rapports reçues à l'heure		% de rapports complets		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		limite inférieure de confiance de 95%		limite supérieure de confiance de 95%		number of districts		Degrees of freedom t-distribution

		Unité de Suivi et Évaluation																																																df		P(2-tailed) = 0.025

		-		-						0.00		0.00												0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Sites Intermédiares d'Agégation et Prestation de Service																																																2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-																3.00		3.18

		1.1		-						0.00		0.00		-																																				4.00		2.78

		1.2		-						0.00		0.00		-																																				5.00		2.57

		1.3		-						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						0.00		0.00		-

		2.2		-						0.00		0.00		-

		2.3		-						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

				Sites de Prestation de Services						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-





Summary_Statistics_No IAS

		DQA Summary Statistics (no Intermediate Aggregation Sites)

																																																																																		% Disponible		%  A temps		% Complet

																																																																																-

																																																																																-

																																																																																-

																																																																																-

																																																																																-		-		-		-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-





Summary_Statistics_No IAS

		0		0		0



% Disponible

%  A temps

% Complet

Indicateurs de Performance

Pourcentage

Performance de Reportage de l'AQD



STATISTIQUES SOMMAIRES_2SIC

		-

		-

		-

		-

		-

		-

		-

		-

		-

		-

		-



Sites

Pourcentage

Facteurs de Verification des Sites de Prestation de Services

0

0

0

0

0

0

0

0

0

0

0



STATISTIQUES SOMMAIRES

		Statistiques Sommaires de l'AQD

																																																																																Accuracy		Availability		Timeliness		Completeness

																																																																												7		-		-		-		-		-

																																																																												6		-		-		-		-		-

																																																																												5		-		-		-		-		-

																																																																												4		-		-		-		-		-

																																																																												3		-		-		-		-		-

																																																																												2		-		-		-		-		-

																																																																												1		-		-		-		-		-





STATISTIQUES SOMMAIRES

		0		0		0		0		0		0		0



-

-

-

-

-

-

-

Facteurs de Verification Totals 
et District de l'AQD



		0		0		0		0		0		0



-

-

-

-

-

-

-

% de Rapports Disponible de L'AQD



		0		0		0		0		0		0



-

-

-

-

-

-

-

% de Rapports à Temps de l'AQD



		0		0		0		0		0		0



-

-

-

-

-

-

-

% de Rapports Complet de l'AQD



		Statistiques Sommaires de l'AQD

																																																																																				Accuracy		Availability		Timeliness		Completeness

																																																																																5		-		-		-		-		-

																																																																																4		-		-		-		-		-

																																																																																3		-		-		-		-		-

																																																																																2		-		-		-		-		-

																																																																																1		-		-		-		-		-





		0		1.0654888821		1.0208333333		0.9166666667		1.0144597862



-

Borgu

Atakora

Collines

National M&E Unit

Facteurs de Verification Totals 
et District de l'AQD



		0		0.8461538462		0.75		0.9		0.8125



-

Borgu

Atakora

Collines

National M&E Unit

% de Rapports Disponible de L'AQD



		0		0.7272727273		0.6666666667		1		0.8



-

Borgu

Atakora

Collines

National M&E Unit

% de Rapports à Temps de l'AQD



		0		0.9090909091		0.8333333333		0.4444444444		0.9384615385



-

Borgu

Atakora

Collines

National M&E Unit

% de Rapports Complet de l'AQD





DQA Data Verification Templates/French/07 DQA P2_TB_Community Treatment_Fr_2009.xls
DÉMARRER

																												0		0		0		0		0		0

																												1		1		1		1		1		1

																												2		2		2		2		2		2

																												3		3		3		3		0		3

		Outil d’Audit de la Qualité des Données (AQD)																										4		4		4		4				4

								Protocole 2:  Vérification des Données																				0		5		5		0				5

						- Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose -																						0		6		6						0

						Nombre de niveaux intermédiaires de cumul																								0		7

						Nombre de sites de plus haut niveau intermédiaire de cumul (ex régional)																										8

						Nombre de sites intermédiaire de cumul (SIC)																										9

						Nombre de points de prestation de services (par SIC)																										10

						Réinitialiser l'Enquête																										11

		version 1: mai 2009																														12

		Remarques Importantes pour l'utilisation de ce tableur:																														0

		1.  Pour utiliser les outils d'évaluation de la qualité des données vous devrez vous assurer votre 'macro sécurité' est paramétré à un niveau inférieur à 'élevé'.  Avec le tableur ouvert, aller à ‘Outils’, ouvrir le menu et sélectionner ‘Macro’, ensuite ‘Sécurité’ .  Sélectionner ‘moyen’.  Fermer Excel et ré ouvrir le fichier.  A la prochaine ouverture du fichier vous devrez sélectionner ‘Activer les Macros’ pour que l’application fonctionne comme prévu.

		2.  Sur la PAGE DE GARDE (page actuelle), veuillez sélectionner le nombre de niveaux intermédiaires de cumul (à partir du menu déroulant) à travers lesquels les données sont communiquées des points de prestation de services au niveau national.  Sélectionner ensuite le nombre de sites intermédiaires de cumul prélevés (SIC) à partir du menu déroulant suivant. Les SIC sont l'unité sanitaire spécifique du Ministère de la santé au niveau du district.  Ensuite, saisir le nombre de points de prestation de services prélevés (PPS), par exemple les institutions ou unités sanitaires, qui communiquent à chaque site intermédiaire.  Si vous avez un nombre inégal de PPS par district, sélectionner le nombre correspondant au plus grand nombre de PPS prélevé dans un district échantillon.  Si le PPS transmet directement au niveau national, sélectionner ‘0’ à partir du menu déroulant de l’IDS.  Ensuite sélectionner le nombre de PPS dans l’échantillon.  Voir la page INSTRUCTIONS pour plus de détails.

		3.  Veuillez saisir les noms de la structure sanitaire, ou du site,  dans la feuille intitulée ‘Page d’Information’.  Ces noms vont alors automatiquement occuper les les  masques de saisie concernés dans le tableur et aider à garantir une évaluation bien organisée et une bonne qualité des données.



Reset

Reset

Reset



INSTRUCTIONS

		INSTRUCTIONS (Protocole 2 - Vérification des Données)

		Remarque:  L’Equipe de Vérification devrait lire le document intitulé  "Evaluation de la Qualité des Données:  Directives pour l’exécution " en plus de ces instructions préalables à la gestion de ce protocole.

		OBJECTIF

		L’objectif de ce protocole est (1) de refaire le décompte et de vérifier l’exactitude des données rapportées au niveau des sites sélectionnés ; et  (2) d'examiner la ponctualité, l’exhaustivité et la disponibilité des rapports.

		CONTENU

		Ce Protocole de Vérification des Données se rapporte à l’indicateur: Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose.  En effet, du fait qu’il peut y avoir de grandes différences entre les types d’indicateurs et les sites de prestation de service –ex les sites sanitaires (cliniques) et les sites communautaires, l’EQD inclut des Protocoles d'indicateurs spécifiques  avec des défis d'informations précises et de qualité des données relatifs à l’indicateur (ex, le risque de double décompte).Cette information est incorporée dans les 5 étapes du protocole, qui sont soulignées ci-dessous. 

Le protocole commence par une description du (des) service (s) associé à l’indicateur pour orienter l’Equipe de vérification vers le service fourni et ainsi vers ce qui est en cours de “décompte” pour évaluer l’indicateur. Ceci va contribuer à orienter l’Equipe de vérification vers les documents sources appropriés, qui peuvent être très différents pour divers indicateurs (ex: les dossiers des patients, les rapports de laboratoire, rapports de formation, etc.).

La vérification des données se déroule en deux phases :

(1) Des vérifications approfondies au niveau des Points de Prestation de Services (PPS), et
(2) Des vérifications de suivi auprès des Niveaux Intermédiaires de Cumul concernés (NIC) et au niveau de l'Unité de S&E du Programme/projet.. 
  
Typiquement, les programmes auront un système d'information à 3 niveaux, en d’autres termes, les données seront acheminées des Points de Prestation de Service (PPS), 
Vers un Niveau de cumul Intermédiaire ( cad, une Région ou un District), et ensuite vers l’Unité de S&E centrale.

Cependant, dans certains pays, les PPS peuvent communiquer les données directement à l’Unité centrale de S&E, sans passer par des Niveaux Intermédiaires de cumul  (NIC).  
Dans d’autres pays, il peut y avoir deux (ou davantage) NIC avec des données en cours de cumul, par exemple,
au niveau du District et ensuite au Niveau Territorial avant d’atteindre l’Unité centrale de S&E. Dans de tels cas (cad, un système d'information à 2 ou 4 niveaux), Le protocole de Vérification des Données devra être adapté (tel qu’expliqué ci-dessous).

		Modifier le contenu du Modèle Excel
Les Modèles Excel devraient être modifiés minutieusement. Pour permettre l’ajout sélectif et le retrait d’onglets pour les différents sites et Niveaux dans lesquels les modèles ont été programmés en Langage de Script (Langage de Script pour les Applications) 
Des modifications au niveau des feuilles de calcul peuvent perturber la Programmation et rendre le modèle inexploitable.
Cependant, il est possible d’effectuer certains changements qui vont rendre le modèle plus utile durant l’EQD, et plus descriptif du système d’information.
Par exemple, Des recoupements et des vérifications inopinées supplémentaires peuvent être ajoutés aux feuilles de calcul individuelles à condition qu’ils soient ajoutés au bas de la feuille de calcul.
Veuillez ne pas 'insérer' de lignes ni de colonnes au milieu de la feuille puisque ceci pourrait modifier le calcul de certains indicateurs de la performance.
D’autres ajouts  peuvent également être faits au bas de la feuille de calcul. 

Dans les quatre sites intermédiaires de cumul un maximum de six sites de prestation de services peut être sélectionné (cad 24 sites) de sorte qu'il est improbable qu'il soit nécessaire d'ajouter des points de prestation ou sites intermédiaires à la "Page Information". Il suffit de sélectionner le nombre souhaité pour  chacun d'entre eux, à partir des menus déroulants sur la “Page de garde”. Ces sélections peuvent être modifiées plus tard, si nécessaire.  

Il est acceptable de renommer les onglets de la feuille de programmation selon le besoin.

Les feuilles de calcul sont protégées pour parer aux modifications du contenu par mégarde. Pour modifier le contenu des cellules, désactiver la protection des feuilles en sélectionnant 'Protection' à partir du menu déroulant Outils. Puis sélectionner  'Désactiver la protection'.  N’oubliez pas de réactiver la protection de la feuille après avoir effectué les modifications.

		INSTRUCTIONS AUX VERIFICATEURS POUR L'UTILISATION DU PROTOCOLE

		Points de Prestation de Services – 5 Types de  Vérification des Données

La première étape de la vérification des données a lieu au niveau des Points de Prestation de Services. Il y a cinq types de modèles d'étapes de vérification des données qui peuvent être mises en oeuvre à ce niveau:

1 - Description:  Décrire le rapport entre la fourniture de services/produits et le remplissage du document source qui enregistre cette prestation de service.

2 - Revue documentaire:  Passer en revue la disponibilité et l'exhaustivité de tous les documents sources des indicateur pour la période de diffusion de rapport définie.

3 - Suvi et Vérification :  Procéder au suivi et à la vérification des chiffres communiqués: (1) refaire le décompte des chiffres communiqués à partir des documents source disponibles, (2) Comparer les chiffres vérifiés à ceux communiqués par le site, (3) Identifier les causes des différences. 

4 -  Recoupement:  Procéder à des “recoupements” des totaux vérifiés du rapport  avec d’autres sources de données par exemple (inventaires, rapports de laboratoire,registres, etc)..

5 - Contrôles Inopinés :  Procéder à des “contrôles ponctuels” pour vérifier la fourniture réelle de services ou de produits aux populations cibles.

		Niveaux Intermédiaires de cumulation (NIC) et Unité Centrale de S&E -2 Types de Vérifications des Données 
Le second niveau de vérification des données a lieu aux Niveaux Intermédiaires de Cumul (ex, Districts, Régions) et de l’Unité de S&E du Programme/projet. 

1 - Revue documentaire : Vérifier la disponibilité, la ponctualité, et l'exhaustivité des rapports attendus des Sites de prestation de Services pour la période de rapport définie.

2 - Suvi et Vérification :  Procéder au suivre et à la vérification des nombre communiqués: (1) Cumuler à nouveau les nombres communiqués par les Points de Prestation de Services, (2) Comparer les décomptes vérifiés au nombres communiqués au niveau suivant (ex, l’Unité Centrale de S&E ), (3) Identifier les causes de différences.

		Instructions pour un système d'information à "2" ou "4" niveaux:

Sélection des Niveaux et des Sites
 Protocole 2 :  Le modèle Excel de Vérification des Données est conçu pour suivre la méthodologie d'échantillonnage de l’EQD relative à la sélection des niveaux intermédiaires de cumul et des Sites de Prestation de Service. Sur l’onglet "PAGE DE GARDE" , l’Equipe de Vérification peut sélectionner le nombre de Sites Intermédiaires de Cumul et le nombre de Sites de Prestation de Services qui renseigne chaque Site Intermédiaire de Cumul , selon le niveau de compréhension de l'organisation commanditaire de l'EQD.  Dans le cas où il y’a plus, ou moins, d’un niveau intermédiaire de transmission de données, du niveau de prestation de service au niveau national national, les nombres de sites et niveaux intermédiaires nécessaires par niveau peuvent être sélectionnés. Sélectionner d'abord le nombre de niveaux intermédiaire de cumul (ex région ou district) . Si les données transitent par la région autant que par le district, sélectionner deux niveaux. Si les données transitent uniquement par le district avant d’être envoyées au niveau national, sélectionner un niveau. Dans certains pays les données sont transmises directement du point de prestation de service au  niveau national. Dans ce cas, sélectionner zéro niveaux intermédiaires .  
 Ensuite sélectionner le nombre de sites au sein de chaque niveau intermédiaire
La méthode de prélèvement la plus probable requiert la sélection aléatoire de trois grappes (sites intermédiaires)  et trois Sites de Prestation dans chaque grappe.
Dans le cas de deux niveaux intermédiaires, la méthode de prélèvement sera probablement de deux grappes régionales, avec deux grappes de district dans chaque région .
Ensuite deux points de prestation de services seront sélectionnés au sein de chaque grappe de district pour un total de 8 sites de Collecte. Il peut s'avérer nécessaire d'apporter des modifications à cette méthode de prélèvement du fait de contraintes de temps, de distance et de ressources. Tous les changements apportées à la méthodologie devraient faire l'objet d'un accord avec l'Organisation Commanditaire de l’EQD avant les visites de terrain.

		Instructions pour remplir les colonnes de la liste de controle:

Une liste de questions apparaît à gauche sur chaque feuille de calcul (colonne B).  L'Equipe de vérification devra lire chaque question (déclaration) et remplir les colonnes C/D, E, F et G . La colonne C a un menu déroulant (au coin inférieur droit) pour chaque question avec des catégories de réponse: "Oui - entièrement", "En partie", "Non - "pas du tout" et "N/C".(non concerné). La colonne D devra être utilisée pour saisir des chiffres ou des pourcentages ( qui seront utilisés dans les calculs). La Colonne E est destinée aux notes du vérificateur, la colonne F devra être remplie avec "Oui" si l’Equipe de Vérification pense que les qproblèmes soulevés par la réponse à une question (déclaration) sont suffisants pour requérir une "Note de Recommandation au Programme/projet.

		RESULTATS ATTENDUS

		Sur la base de toutes les réponses aux questions, le Récapitulatif de statistiques suivant sera produit :

- Exactitude des Données communiquées à travers le calcul des facteurs de vérification générés à partir de l’exercice du décompte à nouveau fait à chaque niveau du système d'information (cad, pour les indicateurs sélectionnés, la comparaison du pourcentage des chiffres communiqués aux chiffres vérifiés); 

- Disponibilité, exhaustivité et Ponctualité des Rapports à travers des pourcentages calculés au(x) Niveau (x) de cumul intermédiaire et de l’Unité de S&E.

		Interprétation des Résultats:

La modélisation mathématique de la technique de prélèvement en grappe à deux niveaux utilisée par l’EQD a déterminé que la précision des estimations du facteur de vérification pour les données de couverture vaccinale est trop faible pour une utilisation pratique au niveau national. Dans les simulations, Woodard et ses collègues (1) ont trouvé que jusqu'à 30 districts devraient être échantillonnés pour atteindre une précision de près de 10%. Etant donné l’investissement en temps, en personnel et en ressources financières nécessaires pour la visite de 30 districts, le calcul d’un facteur de vérification national précis est improbable .  

Ceci dit, il est possible d’avoir une idée de la qualité globale des données dans un Programme/projet sans compter sur l’estimation nationale des VF. Les aspects qualitatifs de l’EQD sont appropriés pour déterminer les forces et les faiblesses d’un système d'information donné. Par exemple, si les définitions de l’indicateur sont mal comprises dans la majorité d’un échantillon de sites représentatifs, il est fort probable que les définitions de l’indicateur soient également mal comprises dans les districts non prélevés.  Le décompte à nouveau des indicateurs et la comparaison avec les valeurs communiquées pour un échantillon de sites est autant approprié, en général, pour déterminer si la qualité des données est bonne, médiocre ou mauvaise, même sans L’avantage d’une estimation nationale précise. Les rapports manquants ou les grands écarts entre les résultats comptés à nouveau et transmis dans un petit nombre de sites sont un signe d'écarts similaires ailleurs.   
  

Tout compte fait, le facteur de vérification national devrait être interprété avec prudence. Pour les besoins de vérification de la qualité des données il devra être utilisé comme une indication de qualité des données (ou d'absence de qualité des données), plutôt qu'une mesure exacte. 
   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA)
  Ann Epidemiol  2007;17:628–633.





Description de Service

		DESCRIPTION DE LA COLLECTE  (Protocol 2 - Data Verification)

		Généralités sur Le soutien communautaire au traitement de la Tuberculose

		La participation de la communauté dans la prise en charge des TB implique d'établir un partenariat de travail entre le secteur de la santé et la communauté - la population locale et les patients TB, autant actuels que sous traitement. Les expériences des patients de TB peuvent aider leurs semblables à mieux prendre en charge leur maladie et guider les programmes nationaux de lutte contre la tuberculose (PNLT) dans la fourniture de services qui répondent aux besoins des patients. Le fait de s'assurer que les patients autant que la communauté sont informés sur la Tuberculose, de renforcer la conscience générale sur la maladie et de partager les responsabilités pour la prise en charge de la tuberculose peut conduire à une autonomisation du patient et une participation communautaire, l'augmentation de la demande de services sanitaires et rapprocher la prise en charge de la communauté.Après le diagnostic, les agents sanitaires peuvent envoyer les patients TB pour un soutien futur du traitement  aux aides communautaires.

		Il a été prouvé que la prise en charge communautaire des TB est rentable comparée à la prise en charge de l’hôpital et d’autres modèles de prise en charge ambulatoires.  Le fait d’inspirer la communauté et d’obtenir leur soutien permanent dans l’identification et la prise en charge des personnes atteintes de TB est essentiel pour soutenir les initiatives des TB de la communauté.

		Système d’enregistrement et d’information: La Fiche de traitement peut inclure le nom de l’aide communautaire au soutien du traitement (p.13 dans le système R&R de l’OMS, 2006 Le registre de l'UBM comprend une option d’ajout d’une colonne au niveau du soutien communautaire, les cas envoyés pour diagnostic (p.44, système R&R de l’OMS, 2006 révisé). Le document source du traitement communautaire de la tuberculose est par conséquent le registre de l'UBM (à l’option).  Le rapport annuel sur la gestion du programme dans les UBM comprend un bloc 3 (p.31, système R&R de l’OMS, 2006) sur les patients qui reçoivent un soutien au traitement de la part de la communauté. Le rapport annuel peut être rempli uniquement pour la période de temps définie et pour l'UBM choisi. Un membre de la communauté (p.15, document R&R  de l’OMS) est défini comme étant formé et supervisant de manière régulière des praticiens informels, des agents/volontaires communautaires, des membres de la famille, des amis qui fournissent des services en dehors d’une structure (institution sanitaire).

		Sources: Enregistrements révisés des cas de TB et formulaires et registres d'information - version 2006. WHO/KNCV.
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Page_Information_2SIC

		GENERALITES POUR LE REMPLISSAGE DU PROTOCOLE DES DONNEES DE 
L’ INDICATEUR DU SUIVI ET DE LA VERIFICATION

		Nom de l’Organisation d'exécution de l'AQD

		Pays

		Aire du programme 

		Indicateur(s)

		Numéro(s) de la Subvention(s)

		Unité de Gestion du S&E au Niveau Central

		Nom du Site																Date de la vérification

		1-

		Sites Intermédiaires de Compilation (SIC) Regionales

		Name of Site																Date of Audit

		1

		2

		Sites Intermédiaires de Compilation (SIC) de Districts

		Nom du Site																Date de la vérification

		1.1

		1.2

		1.3

		1.4

		2.1

		2.2

		2.3

		2.4

		Points de Prestation de Services  (PPS)

		Nom du Site																Date de la vérification

		1.1.1

		1.1.2

		1.1.3

		1.1.4

		1.1.5

		1.2.1

		1.2.2

		1.2.3

		1.2.4

		1.2.5

		1.3.1

		1.3.2

		1.3.3

		1.3.4

		1.3.5

		1.4.1

		1.4.2

		1.4.3

		1.4.4

		1.4.5

		2.1.1

		2.1.2

		2.1.3

		2.1.4

		2.1.5

		2.2.1

		2.2.2

		2.2.3

		2.2.4

		2.2.5

		2.3.1

		2.3.2

		2.3.3

		2.3.4

		2.3.5

		2.4.1

		2.4.2

		2.4.3

		2.4.4

		2.4.5





Page_Information

		GENERALITES POUR LE REMPLISSAGE DU PROTOCOLE DES DONNEES DE 
L’ INDICATEUR DU SUIVI ET DE LA VERIFICATION

		Nom de l’Organisation d'exécution de l'AQD

		Pays

		Aire du programme 

		Indicateur(s)

		Numéro(s) de la Subvention(s)

		Unité de Gestion du S&E au Niveau Central

		Nom du Site																Date de la vérification

		1-

		Sites Intermédiaires de Compilation (SIC)

		Nom du Site																Date de la vérification

		1

		2

		3

		4

		Points de Prestation de Services  (PPS)

		Nom du Site																Date de la vérification

		1.1

		1.2

		1.3

		1.4

		1.5

		2.1

		2.2

		2.3

		2.4

		2.5

		3.1

		3.2

		3.3

		3.4

		3.5

		4.1

		4.2

		4.3

		4.4

		4.5

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10





Unité de S&E_2SIC

		Unité de S&E (Protocole 2 - Vérification des données).

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

		Remarque pour l'Equipe de vérification :    L'objectif de l'analyse du suivi et de la vérification des données au niveau de l' Unité de S&E est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les sites régionaux de cumul et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif de l'Unité S&E ; et
b. passer en revue tous les rapports reçus des sites régionaux de cumul et vérifier que les rapports sont disponibles, complets et ponctuels.

				UNITE DE S&E :		-								Besoin de Recommandation
(ajouter OUI)

				Période définie des rapports :		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		0.  Système d’Enregistrement et d’Information du Soutien Communautaire au Traitement de la Tuberculose

		0		Décrire le système d’enregistrement et d’information lié au soutien communautaire au traitement de la tuberculose (c à d : de la fiche de soin du patient au registre de l'UBM et au rapport trimestriel à l'Unité de S&E). Veuillez décrire le moment où l’enregistrement a e lieu, sur quel(s) formulaires et par quel(s) membre(s) du personnel.

		1. Cumuler à nouveau les chiffres communiqués par tous les sites régionaux de cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites régionaux de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par l'Unité S & E.

		A) Refaire le décompte des résultats des rapports soumis par les sites régionaux de cumul et comparer les chiffres vérifiés à ceux de l’Unité de S&E.

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par l'Unité de S&E? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul

		Taux de Vérification du Résultat ( Unité de S&E)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B) Copier les résultats des sites régionaux de cumul vérifiés tels qu’observés dans le rapport récapitulatif préparé par l’Unité de S&E.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par l’Unité de S&E pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par l’Unité de S&E ou dans une base de données.

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		C) Identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites régionaux de cumul et ceux enregistrés au niveau de l’Unité de S&E relatifs à ces sites régionaux de cumul.

		1.5		Quelles sont les causes des différences (s’il y en a) observées par l’equipe de vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y en a)

		2.  Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Sites Régionaux de Cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que l’Unité de S&E aurait dû recevoir des sites régionaux de cumul.

		2.1		Combien de rapports aurait dû provenir de tous les sites régionaux de cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu à la date prévue)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Unité de S&E

		Unité de S&E (Protocole 2 - Vérification des données).

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

		Remarque pour l'Equipe de vérification :    L'objectif de l'analyse du suivi et de la vérification des données au niveau de l' Unité de S&E est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif de l'Unité S&E ; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels.

				UNITE DE S&E :		-								Besoin de Recommandation
(ajouter OUI)

				Période définie des rapports :		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		0.  Système d’Enregistrement et d’Information du Soutien Communautaire au Traitement de la Tuberculose

		0		Décrire le système d’enregistrement et d’information lié au soutien communautaire au traitement de la tuberculose (c à d : de la fiche de soin du patient au registre de l'UBM et au rapport trimestriel à l'Unité de S&E). Veuillez décrire le moment où l’enregistrement a e lieu, sur quel(s) formulaires et par quel(s) membre(s) du personnel.

		1. Cumuler à nouveau les chiffres communiqués par tous les sites intermédiaires d'agégation.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par l'Unité S & E.

		A) Refaire le décompte des résultats des rapports soumis par les sites intermédiaires de cumul et comparer les chiffres vérifiés à ceux de l’Unité de S&E.

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par l'Unité de S&E? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul

		Taux de Vérification du Résultat ( Unité de S&E)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A) Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par l’Unité de S&E.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par l’Unité de S&E pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par l’Unité de S&E ou dans une base de données.

		1.3.1		Quel  résultat relatif au Site Intermédiaire de Cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.2		Quel  résultat relatif au Site Intermédiaire de Cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.3		Quel  résultat relatif au Site Intermédiaire de Cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.4		Quel  résultat relatif au Site Intermédiaire de Cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		C) Identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites Intermédiaire de Cumul et ceux enregistrés au niveau de l’Unité de S&E relatifs à ces Sites Intermédiaires de Cumul .

		1.5		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y en a)

		2.  Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Sites Intermédiaires de Cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que l’Unité de S&E aurait dû recevoir des Sites Intermédiaire de Cumul.

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu à la date prévue)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Régional 1

		Niveau Régional de Cumul (Protocole 2 -  Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

		Remarque pour l'equipe de vérification : L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site Régional de Cumul est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif  Régional; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site régional de cumul:		-								Besoin de Recommandation
(ajouter OUI)

				Période définie pour les rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau les chiffres communiqués par tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le site régional de cumul

		A)  Refaire le décompte des résultats des rapports soumis par tous les Sites Intermédiaires de cumul et comparer les chiffres vérifiés à ceux des sites régionaux de cumul		Recounting Results

		1.1		Quel résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Régional de Cumul? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Site Régional de Cumul)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A)  Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par le site régional de cumul		Recounting Results

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par le Site Régional de Cumul  pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par le Site Régional de Cumul  ou dans une base de données

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.3		Quel  résultat relatif au site régional de cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.4		Quel  résultat relatif au site régional de cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		B)  identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites intermédiaires de cumul et ceux enregistrés au niveau du cite régional de cumul relatifs à ces cites intermédiaires de cumul

		1.4		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes)

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que le site régional de cumul aurait dû recevoir des sites intermédiaire de cumul

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport pouvait être utilisé dans le rapport récapitulatif préparé par le Site Régional de Cumul)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Intermédiaire 1

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 1.1

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 1.2

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 1.3

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 1.4

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 1.5

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Intermédiaire 2

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.1

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.2

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.3

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.4

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.5

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Intermédiaire 3

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 3.1

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 3.2

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 3.3

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 3.4

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 3.5

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Intermédiaire 4

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 4.1

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 4.2

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 4.3

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 4.4

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 4.5

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Régional 2

		Niveau Régional de Cumul (Protocole 2 -  Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

		Remarque pour l'equipe de vérification : L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site Régional de Cumul est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif  Régional; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site régional de cumul:		-								Besoin de Recommandation
(ajouter OUI)

				Période définie pour les rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau les chiffres communiqués par tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le site régional de cumul

		A)  Refaire le décompte des résultats des rapports soumis par tous les Sites Intermédiaires de cumul et comparer les chiffres vérifiés à ceux des sites régionaux de cumul		Recounting Results

		1.1		Quel résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Régional de Cumul? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Site Régional de Cumul)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A)  Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par le site régional de cumul		Recounting Results

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par le Site Régional de Cumul  pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par le Site Régional de Cumul  ou dans une base de données

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.3		Quel  résultat relatif au site régional de cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.4		Quel  résultat relatif au site régional de cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		B)  identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites intermédiaires de cumul et ceux enregistrés au niveau du cite régional de cumul relatifs à ces cites intermédiaires de cumul

		1.4		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes)

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que le site régional de cumul aurait dû recevoir des sites intermédiaire de cumul

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport pouvait être utilisé dans le rapport récapitulatif préparé par le Site Régional de Cumul)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Intermédiaire 2.1

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.1.1

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.1.2

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.1.3

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.1.4

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.1.5

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Intermédiaire 2.2

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.2.1

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.2.2

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.2.3

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.2.4

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.2.5

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Intermédiaire 2.3

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.3.1

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.3.2

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.3.3

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.3.4

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.3.5

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Intermédiaire 2.4

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.4.1

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.4.2

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.4.3

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.4.4

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.4.5

		Structure Sanitaire (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de soutien communautaire au traitement de la tuberculose

				Structure Sanitaire		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre la saisie des cas de TB avec soutien communautaire au traitement dans le Régistre de l'UMB et le remplissage du rapport trimestriel -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel  le régistre de l'UMB qui ne comprend pas toujours cette information est rempli avec les informations concernant le soutien communautaire au traitement.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie sur les fiches de traitement ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, une autosisation préalable peut s'avérer importante pour examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet (ou la fiche du patient les données de la communauté ne sont pas comprises dans le Régistre de l'UMB), notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé pour un soutien communautaire au traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés pour un soutien communautaire au traitement à partir des Fiches de Traitement avec le numéro correspondant dans le Régistre de l'UMB, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de patients TB enregistrés comme transférés pour soutien communautaire au traitement pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche du patient si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été transférés pour soutien communautaire au traitement pendant la période de rapport définie à partir du rapport trimestriel.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.   RECOUPEMENTS - Faire des recoupements pour vérifier l'exactitude du Régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés pour un soutien communautaire au traitement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférées pour un soutien communautaire au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été tranférés pour un soutien communautaire au traitement pendant le trimestre (ou un maximum de tous les patients tranférés pour un soutien communautaire au traitement pendant quatre trimestres consécutifs). Combien ont été sélectionnés?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés pour un soutien communautaire au traitement?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le Régistre de l'UMB comme ayant été transférés pour soutien communautaure au traitement pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés pour soutien communautaure au traitement pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré pour soutien communautaire au traitement l'ont été -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés pour soutien communautaire au traitement dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés pour soutien communautaire au traitement. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés pour soutien communautaire au traitement?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant été traités avec succès et ceux dont le traitement est en train de réussir.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





TABLEAU SOMMAIRE_2SIC

		Statistiques Sommaires de l'Audit de Verification de Données

										Étape 1						Étape 2						Étape  3		Étape  4

		TABLEAU SOMMAIRE de Tracage et Verification								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I								II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Comptes vérifiés aux sites apurés		Compte rapporté aux sites apurés		Facteurs de vérification de district - site et non ajustés		Compte rapporté observé de tous les sites du district		Compte rapporté du district à l'unité de S&E (niveau national)		Facteur d'ajustement Rdi/Rni		Facteurs de vérification ajustés de district		District         VF (Weight)		Weighted Regional Level Verification Factors		Region
VF Weight		Facteur de verification total		% de rapports disponibles		% de rapports reçues à l'heure		% de rapports complets		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		limite inférieure de confiance de 95%		limite supérieure de confiance de 95%		number of districts		Degrees of freedom t-distribution

		Unité de Suivi et Évaluation																																																				df		P(2-tailed) = 0.025

		-		-						0.00		0.00		-										0.00				0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Sites Intermédiares d'Agégation et Prestation de Service																																																				2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-				3.00		3.18

		1.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-																4.00		2.78

		1.1.1		-						0.00		0.00		-																																								5.00		2.57

		1.1.2		-						0.00		0.00		-

		1.1.3		-						0.00		0.00		-

		1.1.4		-						0.00		0.00		-

		1.1.5		-						0.00		0.00		-

		1.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.2.1		-						0.00		0.00		-

		1.2.2		-						0.00		0.00		-

		1.2.3		-						0.00		0.00		-

		1.2.4		-						0.00		0.00		-

		1.2.5		-						0.00		0.00		-

		1.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.3.1		-						0.00		0.00		-

		1.3.2		-						0.00		0.00		-

		1.3.3		-						0.00		0.00		-

		1.3.4		-						0.00		0.00		-

		1.3.5		-						0.00		0.00		-

		1.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.4.1		-						0.00		0.00		-

		1.4.2		-						0.00		0.00		-

		1.4.3		-						0.00		0.00		-

		1.4.4		-						0.00		0.00		-

		1.4.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-

		2.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.1.1		-						0.00		0.00		-

		2.1.2		-						0.00		0.00		-

		2.1.3		-						0.00		0.00		-

		2.1.4		-						0.00		0.00		-

		2.1.5		-						0.00		0.00		-

		2.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.2.1		-						0.00		0.00		-

		2.2.2		-						0.00		0.00		-

		2.2.3		-						0.00		0.00		-

		2.2.4		-						0.00		0.00		-

		2.2.5		-						0.00		0.00		-

		2.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.3.1		-						0.00		0.00		-

		2.3.2		-						0.00		0.00		-

		2.3.3		-						0.00		0.00		-

		2.3.4		-						0.00		0.00		-

		2.3.5		-						0.00		0.00		-

		2.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.4.1		-						0.00		0.00		-

		2.4.2		-						0.00		0.00		-

		2.4.3		-						0.00		0.00		-

		2.4.4		-						0.00		0.00		-

		2.4.5		-						0.00		0.00		-





TABLEAU SOMMAIRE

		Statistiques Sommaires de l'Audit de Verification de Données

										Étape 1						Étape 2						Étape 3		Étape 4

		TABLEAU SOMMAIRE de Tracage et Verification								Facteur 1		Facteur 2		Facteur 1/ Facteur 2		Facteur 3		Facteur 4		Facteur 3/ Facteur 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Comptes vérifiés aux sites apurés		Compte rapporté aux sites apurés		Facteurs de vérification de district - site et non ajustés		Compte rapporté observé de tous les sites du district		Compte rapporté du district à l'unité de S&E (niveau national)		Facteur d'ajustement Rdi/Rni		Facteurs de vérification ajustés de district		VF (Weight)		Facteur de verification total		% de rapports disponibles		% de rapports reçues à l'heure		% de rapports complets		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		limite inférieure de confiance de 95%		limite supérieure de confiance de 95%		number of districts		Degrees of freedom t-distribution

		Unité de Suivi et Évaluation																																																df		P(2-tailed) = 0.025

		-		-						0.00		0.00												0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Sites Intermédiares d'Agégation et Prestation de Service																																																2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-																3.00		3.18

		1.1		-						0.00		0.00		-																																				4.00		2.78

		1.2		-						0.00		0.00		-																																				5.00		2.57

		1.3		-						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						0.00		0.00		-

		2.2		-						0.00		0.00		-

		2.3		-						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

				Sites de Prestation de Services						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-





Summary_Statistics_No IAS

		DQA Summary Statistics (no Intermediate Aggregation Sites)

																																																																																		% Disponible		%  A temps		% Complet

																																																																																-

																																																																																-

																																																																																-

																																																																																-

																																																																																-		-		-		-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-





Summary_Statistics_No IAS

		0.9166666667		0.8181818182		0.9090909091



% Disponible

%  A temps

% Complet

Indicateurs de Performance

Pourcentage

Performance de Reportage de l'AQD



STATISTIQUES SOMMAIRES_2SIC

		National M&E Unit

		Savalou

		Tchetti

		Djalloukou

		Save

		Dassa

		Bante

		Penjari

		Ouake

		Tanagou

		Boukoumbe



Sites

Pourcentage

Facteurs de Verification des Sites de Prestation de Services

1.0223463687

1.0714285714

0.8181818182

0.8181818182

0.88

1.0909090909

1.0909090909

1.0714285714

1.0857142857

1.0857142857

1.0714285714



STATISTIQUES SOMMAIRES

		Statistiques Sommaires de l'AQD

																																																																																Accuracy		Availability		Timeliness		Completeness

																																																																												7		-		-		-		-		-

																																																																												6		-		-		-		-		-

																																																																												5		-		-		-		-		-

																																																																												4		-		-		-		-		-

																																																																												3		-		-		-		-		-

																																																																												2		-		-		-		-		-

																																																																												1		-		-		-		-		-





STATISTIQUES SOMMAIRES

		0		0		0		0		0		0		0



-

-

-

-

-

-

-

Facteurs de Verification Totals 
et District de l'AQD



		0		0		0		0		0		0



-

-

-

-

-

-

-

% de Rapports Disponible de L'AQD



		0		0		0		0		0		0



-

-

-

-

-

-

-

% de Rapports à Temps de l'AQD



		0		0		0		0		0		0



-

-

-

-

-

-

-

% de Rapports Complet de l'AQD



		Statistiques Sommaires de l'AQD

																																																																																				Accuracy		Availability		Timeliness		Completeness

																																																																																5		-		-		-		-		-

																																																																																4		-		-		-		-		-

																																																																																3		-		-		-		-		-

																																																																																2		-		-		-		-		-

																																																																																1		-		-		-		-		-





		0		0		0		0		0



-

-

-

-

-

Facteurs de Verification Totals 
et District de l'AQD



		0		0		0		0		0



-

-

-

-

-

% de Rapports Disponible de L'AQD



		0		0		0		0		0



-

-

-

-

-

% de Rapports à Temps de l'AQD



		0		0		0		0		0



-

-

-

-

-

% de Rapports Complet de l'AQD





DQA Data Verification Templates/French/08 DQA P2_TB_Community Detection_Fr_2009.xls
DÉMARRER

																												0		0		0		0		0		0

																												1		1		1		1		1		1

																												2		2		2		2		2		2

																												3		3		3		3		0		3

		Outil d’Audit de la Qualité des Données (AQD)																										4		4		4		4				4

								Protocole 2:  Vérification des Données																				0		5		5		0				5

						- Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose -																						0		6		6						0

						Nombre de niveaux intermédiaires de cumul																								0		7

						Nombre de sites de plus haut niveau intermédiaire de cumul (ex régional)																										8

						Nombre de sites intermédiaire de cumul (SIC)																										9

						Nombre de points de prestation de services (par SIC)																										10

						Réinitialiser l'Enquête																										11

		version 1: mai 2009																														12

		Remarques Importantes pour l'utilisation de ce tableur:																														0

		1.  Pour utiliser les outils d'évaluation de la qualité des données vous devrez vous assurer votre 'macro sécurité' est paramétré à un niveau inférieur à 'élevé'.  Avec le tableur ouvert, aller à ‘Outils’, ouvrir le menu et sélectionner ‘Macro’, ensuite ‘Sécurité’ .  Sélectionner ‘moyen’.  Fermer Excel et ré ouvrir le fichier.  A la prochaine ouverture du fichier vous devrez sélectionner ‘Activer les Macros’ pour que l’application fonctionne comme prévu.

		2.  Sur la PAGE DE GARDE (page actuelle), veuillez sélectionner le nombre de niveaux intermédiaires de cumul (à partir du menu déroulant) à travers lesquels les données sont communiquées des points de prestation de services au niveau national.  Sélectionner ensuite le nombre de sites intermédiaires de cumul prélevés (SIC) à partir du menu déroulant suivant. Les SIC sont l'unité sanitaire spécifique du Ministère de la santé au niveau du district.  Ensuite, saisir le nombre de points de prestation de services prélevés (PPS), par exemple les institutions ou unités sanitaires, qui communiquent à chaque site intermédiaire.  Si vous avez un nombre inégal de PPS par district, sélectionner le nombre correspondant au plus grand nombre de PPS prélevé dans un district échantillon.  Si le PPS transmet directement au niveau national, sélectionner ‘0’ à partir du menu déroulant de l’IDS.  Ensuite sélectionner le nombre de PPS dans l’échantillon.  Voir la page INSTRUCTIONS pour plus de détails.

		3.  Veuillez saisir les noms de la structure sanitaire, ou du site,  dans la feuille intitulée ‘Page d’Information’.  Ces noms vont alors automatiquement occuper les les  masques de saisie concernés dans le tableur et aider à garantir une évaluation bien organisée et une bonne qualité des données.



Reset

Reset

Reset



INSTRUCTIONS

		INSTRUCTIONS (Protocole 2 - Vérification des Données)

		Remarque:  L’Equipe de Vérification devrait lire le document intitulé  "Evaluation de la Qualité des Données:  Directives pour l’exécution " en plus de ces instructions préalables à la gestion de ce protocole.

		OBJECTIF

		L’objectif de ce protocole est (1) de refaire le décompte et de vérifier l’exactitude des données rapportées au niveau des sites sélectionnés ; et  (2) d'examiner la ponctualité, l’exhaustivité et la disponibilité des rapports.

		CONTENU

		Ce Protocole de Vérification des Données se rapporte à l’indicateur: Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose.  En effet, du fait qu’il peut y avoir de grandes différences entre les types d’indicateurs et les sites de prestation de service –ex les sites sanitaires (cliniques) et les sites communautaires, l’EQD inclut des Protocoles d'indicateurs spécifiques  avec des défis d'informations précises et de qualité des données relatifs à l’indicateur (ex, le risque de double décompte).Cette information est incorporée dans les 5 étapes du protocole, qui sont soulignées ci-dessous. 

Le protocole commence par une description du (des) service (s) associé à l’indicateur pour orienter l’Equipe de vérification vers le service fourni et ainsi vers ce qui est en cours de “décompte” pour évaluer l’indicateur. Ceci va contribuer à orienter l’Equipe de vérification vers les documents sources appropriés, qui peuvent être très différents pour divers indicateurs (ex: les dossiers des patients, les rapports de laboratoire, rapports de formation, etc.).

La vérification des données se déroule en deux phases :

(1) Des vérifications approfondies au niveau des Points de Prestation de Services (PPS), et
(2) Des vérifications de suivi auprès des Niveaux Intermédiaires de Cumul concernés (NIC) et au niveau de l'Unité de S&E du Programme/projet.. 
  
Typiquement, les programmes auront un système d'information à 3 niveaux, en d’autres termes, les données seront acheminées des Points de Prestation de Service (PPS), 
Vers un Niveau de cumul Intermédiaire ( cad, une Région ou un District), et ensuite vers l’Unité de S&E centrale.

Cependant, dans certains pays, les PPS peuvent communiquer les données directement à l’Unité centrale de S&E, sans passer par des Niveaux Intermédiaires de cumul  (NIC).  
Dans d’autres pays, il peut y avoir deux (ou davantage) NIC avec des données en cours de cumul, par exemple,
au niveau du District et ensuite au Niveau Territorial avant d’atteindre l’Unité centrale de S&E. Dans de tels cas (cad, un système d'information à 2 ou 4 niveaux), Le protocole de Vérification des Données devra être adapté (tel qu’expliqué ci-dessous).

		Modifier le contenu du Modèle Excel
Les Modèles Excel devraient être modifiés minutieusement. Pour permettre l’ajout sélectif et le retrait d’onglets pour les différents sites et Niveaux dans lesquels les modèles ont été programmés en Langage de Script (Langage de Script pour les Applications) 
Des modifications au niveau des feuilles de calcul peuvent perturber la Programmation et rendre le modèle inexploitable.
Cependant, il est possible d’effectuer certains changements qui vont rendre le modèle plus utile durant l’EQD, et plus descriptif du système d’information.
Par exemple, Des recoupements et des vérifications inopinées supplémentaires peuvent être ajoutés aux feuilles de calcul individuelles à condition qu’ils soient ajoutés au bas de la feuille de calcul.
Veuillez ne pas 'insérer' de lignes ni de colonnes au milieu de la feuille puisque ceci pourrait modifier le calcul de certains indicateurs de la performance.
D’autres ajouts  peuvent également être faits au bas de la feuille de calcul. 

Dans les quatre sites intermédiaires de cumul un maximum de six sites de prestation de services peut être sélectionné (cad 24 sites) de sorte qu'il est improbable qu'il soit nécessaire d'ajouter des points de prestation ou sites intermédiaires à la "Page Information". Il suffit de sélectionner le nombre souhaité pour  chacun d'entre eux, à partir des menus déroulants sur la “Page de garde”. Ces sélections peuvent être modifiées plus tard, si nécessaire.  

Il est acceptable de renommer les onglets de la feuille de programmation selon le besoin.

Les feuilles de calcul sont protégées pour parer aux modifications du contenu par mégarde. Pour modifier le contenu des cellules, désactiver la protection des feuilles en sélectionnant 'Protection' à partir du menu déroulant Outils. Puis sélectionner  'Désactiver la protection'.  N’oubliez pas de réactiver la protection de la feuille après avoir effectué les modifications.

		INSTRUCTIONS AUX VERIFICATEURS POUR L'UTILISATION DU PROTOCOLE

		Points de Prestation de Services – 5 Types de  Vérification des Données

La première étape de la vérification des données a lieu au niveau des Points de Prestation de Services. Il y a cinq types de modèles d'étapes de vérification des données qui peuvent être mises en oeuvre à ce niveau:

1 - Description:  Décrire le rapport entre la fourniture de services/produits et le remplissage du document source qui enregistre cette prestation de service.

2 - Revue documentaire:  Passer en revue la disponibilité et l'exhaustivité de tous les documents sources des indicateur pour la période de diffusion de rapport définie.

3 - Suvi et Vérification :  Procéder au suivi et à la vérification des chiffres communiqués: (1) refaire le décompte des chiffres communiqués à partir des documents source disponibles, (2) Comparer les chiffres vérifiés à ceux communiqués par le site, (3) Identifier les causes des différences. 

4 -  Recoupement:  Procéder à des “recoupements” des totaux vérifiés du rapport  avec d’autres sources de données par exemple (inventaires, rapports de laboratoire,registres, etc)..

5 - Contrôles Inopinés :  Procéder à des “contrôles ponctuels” pour vérifier la fourniture réelle de services ou de produits aux populations cibles.

		Niveaux Intermédiaires de cumulation (NIC) et Unité Centrale de S&E -2 Types de Vérifications des Données 
Le second niveau de vérification des données a lieu aux Niveaux Intermédiaires de Cumul (ex, Districts, Régions) et de l’Unité de S&E du Programme/projet. 

1 - Revue documentaire : Vérifier la disponibilité, la ponctualité, et l'exhaustivité des rapports attendus des Sites de prestation de Services pour la période de rapport définie.

2 - Suvi et Vérification :  Procéder au suivre et à la vérification des nombre communiqués: (1) Cumuler à nouveau les nombres communiqués par les Points de Prestation de Services, (2) Comparer les décomptes vérifiés au nombres communiqués au niveau suivant (ex, l’Unité Centrale de S&E ), (3) Identifier les causes de différences.

		Instructions pour un système d'information à "2" ou "4" niveaux:

Sélection des Niveaux et des Sites
 Protocole 2 :  Le modèle Excel de Vérification des Données est conçu pour suivre la méthodologie d'échantillonnage de l’EQD relative à la sélection des niveaux intermédiaires de cumul et des Sites de Prestation de Service. Sur l’onglet "PAGE DE GARDE" , l’Equipe de Vérification peut sélectionner le nombre de Sites Intermédiaires de Cumul et le nombre de Sites de Prestation de Services qui renseigne chaque Site Intermédiaire de Cumul , selon le niveau de compréhension de l'organisation commanditaire de l'EQD.  Dans le cas où il y’a plus, ou moins, d’un niveau intermédiaire de transmission de données, du niveau de prestation de service au niveau national national, les nombres de sites et niveaux intermédiaires nécessaires par niveau peuvent être sélectionnés. Sélectionner d'abord le nombre de niveaux intermédiaire de cumul (ex région ou district) . Si les données transitent par la région autant que par le district, sélectionner deux niveaux. Si les données transitent uniquement par le district avant d’être envoyées au niveau national, sélectionner un niveau. Dans certains pays les données sont transmises directement du point de prestation de service au  niveau national. Dans ce cas, sélectionner zéro niveaux intermédiaires .  
 Ensuite sélectionner le nombre de sites au sein de chaque niveau intermédiaire
La méthode de prélèvement la plus probable requiert la sélection aléatoire de trois grappes (sites intermédiaires)  et trois Sites de Prestation dans chaque grappe.
Dans le cas de deux niveaux intermédiaires, la méthode de prélèvement sera probablement de deux grappes régionales, avec deux grappes de district dans chaque région .
Ensuite deux points de prestation de services seront sélectionnés au sein de chaque grappe de district pour un total de 8 sites de Collecte. Il peut s'avérer nécessaire d'apporter des modifications à cette méthode de prélèvement du fait de contraintes de temps, de distance et de ressources. Tous les changements apportées à la méthodologie devraient faire l'objet d'un accord avec l'Organisation Commanditaire de l’EQD avant les visites de terrain.

		Instructions pour remplir les colonnes de la liste de controle:

Une liste de questions apparaît à gauche sur chaque feuille de calcul (colonne B).  L'Equipe de vérification devra lire chaque question (déclaration) et remplir les colonnes C/D, E, F et G . La colonne C a un menu déroulant (au coin inférieur droit) pour chaque question avec des catégories de réponse: "Oui - entièrement", "En partie", "Non - "pas du tout" et "N/C".(non concerné). La colonne D devra être utilisée pour saisir des chiffres ou des pourcentages ( qui seront utilisés dans les calculs). La Colonne E est destinée aux notes du vérificateur, la colonne F devra être remplie avec "Oui" si l’Equipe de Vérification pense que les qproblèmes soulevés par la réponse à une question (déclaration) sont suffisants pour requérir une "Note de Recommandation au Programme/projet.

		RESULTATS ATTENDUS

		Sur la base de toutes les réponses aux questions, le Récapitulatif de statistiques suivant sera produit :

- Exactitude des Données communiquées à travers le calcul des facteurs de vérification générés à partir de l’exercice du décompte à nouveau fait à chaque niveau du système d'information (cad, pour les indicateurs sélectionnés, la comparaison du pourcentage des chiffres communiqués aux chiffres vérifiés); 

- Disponibilité, exhaustivité et Ponctualité des Rapports à travers des pourcentages calculés au(x) Niveau (x) de cumul intermédiaire et de l’Unité de S&E.

		Interprétation des Résultats:

La modélisation mathématique de la technique de prélèvement en grappe à deux niveaux utilisée par l’EQD a déterminé que la précision des estimations du facteur de vérification pour les données de couverture vaccinale est trop faible pour une utilisation pratique au niveau national. Dans les simulations, Woodard et ses collègues (1) ont trouvé que jusqu'à 30 districts devraient être échantillonnés pour atteindre une précision de près de 10%. Etant donné l’investissement en temps, en personnel et en ressources financières nécessaires pour la visite de 30 districts, le calcul d’un facteur de vérification national précis est improbable .  

Ceci dit, il est possible d’avoir une idée de la qualité globale des données dans un Programme/projet sans compter sur l’estimation nationale des VF. Les aspects qualitatifs de l’EQD sont appropriés pour déterminer les forces et les faiblesses d’un système d'information donné. Par exemple, si les définitions de l’indicateur sont mal comprises dans la majorité d’un échantillon de sites représentatifs, il est fort probable que les définitions de l’indicateur soient également mal comprises dans les districts non prélevés.  Le décompte à nouveau des indicateurs et la comparaison avec les valeurs communiquées pour un échantillon de sites est autant approprié, en général, pour déterminer si la qualité des données est bonne, médiocre ou mauvaise, même sans L’avantage d’une estimation nationale précise. Les rapports manquants ou les grands écarts entre les résultats comptés à nouveau et transmis dans un petit nombre de sites sont un signe d'écarts similaires ailleurs.   
  

Tout compte fait, le facteur de vérification national devrait être interprété avec prudence. Pour les besoins de vérification de la qualité des données il devra être utilisé comme une indication de qualité des données (ou d'absence de qualité des données), plutôt qu'une mesure exacte. 
   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA)
  Ann Epidemiol  2007;17:628–633.





Description de Service

		DESCRIPTION DE LA COLLECTE (Protocole 2 - Vérification des données)

		Généralités sur la détection communautaire de la Tuberculose.                                                                                                                     Les programmes communautaires de détection des cas suspect de TB sont mis en oeuvre de manière typique par des Organisations Non Gouvernementales (ONG) et les Organisations Communautaires (OCB) en étroite collaboration avec les programmes du gouvernement de lutte contre la tuberculose au niveau du district. Dans la détection des cas, le but est de garantir que les patients tuberculeux soient diagnostiqués et traités au plus tôt. Ceci est fait à travers la conscientisation sur les symptômes de la TB, en demandant aux suspects tuberculeux de se rendre à la structure sanitaire la plus proche pour un examen de crachats, ou en organisant un prélèvement local de crachat à transporter à la structure sanitaire la plus proche disposant de services de microscopie.  Réduction de la stigmatisation.

		La participation de la communauté dans la prise en charge des TB implique d'établir un partenariat de travail entre le secteur de la santé et la communauté - la population locale et les patients TB, autant actuels que sous traitement. Les expériences des patients de TB peuvent aider leurs semblables à mieux prendre en charge leur maladie et guider les programmes nationaux de lutte contre la tuberculose (PNLT) dans la fourniture de services qui répondent aux besoins des patients. Le fait de s'assurer que les patients autant que la communauté sont informés sur la Tuberculose, de renforcer la conscience générale sur la maladie et de partager les responsabilités pour la prise en charge de la tuberculose peut conduire à une autonomisation du patient et une participation communautaire, l'augmentation de la demande de services sanitaires et rapprocher la prise en charge de la communauté.

		Les PNLT devront fournir un appui aux agents sanitaires de front, par exemple faciliter la création de groupes de patients, encourager une éducation et un soutien des pairs, et établir des liens avec d’autres groupes d’entraide de la communauté.   Les exigences de formation des volontaires communautaires peuvent varier d’un cadre à un autre, allant de l’apprentissage “sur le tas” à des cours officiels plus courts administrés par le personnel des PNLT. Les volontaires communautaires ont également besoin de soutien, d’instruction et de supervision. Là où des systèmes plus importants existent déjà – tels que des initiatives communautaires sur le VIH/SIDA en Afrique – ces plateformes devraient constituer des bases de construction. Il a été prouvé que la prise en charge communautaire des TB est rentable comparée à la prise en charge de l’hôpital et d’autres modèles de prise en charge ambulatoires.  Le fait d’inspirer la communauté et d’obtenir leur soutien permanent dans l’identification et la prise en charge des personnes atteintes de TB est essentiel pour soutenir les initiatives des TB de la communauté.

		Système d’enregistrement et d’information: Une fois le TB diagnostiqué, la Fiche de traitement est remplie là où le champs “envoyé par” inclus l’option “membre de la communauté” (p.14, système R&R de l’OMS, 2006). Un membre de la communauté (p.15, document R&R  de l’OMS) est défini comme étant formé et supervisant de manière régulière des praticiens volontaire, des agents/volontaires communautaires, des membres de la famille, des amis qui fournissent des services en dehors d’une structure (institution sanitaire). Le registre de l'UMB (Unité Multicellulaire de Base) comprend les structures sanitaires les plus excentriques où la fiche de traitement est gardée, mais il y a également une option d’ajouter une colonne sur le soutien communautaire, les cas envoyés pour diagnostic (p.44, système R&R de l’OMS , 2006 révisé). Le document source de la détection communautaire de la tuberculose est par conséquent le registre de l'UBM (à l’option). Le rapport annuel sur la gestion du programme dans les UBM comprend un bloc 3 pour les nombres de nouveaux prélèvements positifs de cas de TB envoyés par la communauté (p.31, système R&R de l’OMS, 2006), qui se fonde sur les données dans la fiche de traitement.   Des formulaires supplémentaires comprennent le registre des TB suspects mais où il n’y a pas d’information sur la communauté. Le rapport annuel peut être rempli uniquement pour la période de temps définie et pour l'UBM choisi.

		Sources: 
Registres et formulaires d’information et d’enregistrement des TB révisés - version 2006. WHO/KNCV
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		GENERALITES POUR LE REMPLISSAGE DU PROTOCOLE DES DONNEES DE 
L’ INDICATEUR DU SUIVI ET DE LA VERIFICATION

		Nom de l’Organisation d'exécution de l'AQD

		Pays

		Aire du programme 

		Indicateur(s)

		Numéro(s) de la Subvention(s)

		Unité de Gestion du S&E au Niveau Central

		Nom du Site																Date de la vérification

		1-

		Sites Intermédiaires de Compilation (SIC) Regionales

		Name of Site																Date of Audit

		1

		2

		Sites Intermédiaires de Compilation (SIC) de Districts

		Nom du Site																Date de la vérification

		1.1

		1.2

		1.3

		1.4

		2.1

		2.2

		2.3

		2.4

		Points de Prestation de Services  (PPS)

		Nom du Site																Date de la vérification

		1.1.1

		1.1.2

		1.1.3

		1.1.4

		1.1.5

		1.2.1

		1.2.2

		1.2.3

		1.2.4

		1.2.5

		1.3.1

		1.3.2

		1.3.3

		1.3.4

		1.3.5

		1.4.1

		1.4.2

		1.4.3

		1.4.4

		1.4.5

		2.1.1

		2.1.2

		2.1.3

		2.1.4

		2.1.5

		2.2.1

		2.2.2

		2.2.3

		2.2.4

		2.2.5

		2.3.1

		2.3.2

		2.3.3

		2.3.4

		2.3.5

		2.4.1

		2.4.2

		2.4.3

		2.4.4

		2.4.5





Page_Information

		GENERALITES POUR LE REMPLISSAGE DU PROTOCOLE DES DONNEES DE 
L’ INDICATEUR DU SUIVI ET DE LA VERIFICATION

		Nom de l’Organisation d'exécution de l'AQD

		Pays

		Aire du programme 

		Indicateur(s)

		Numéro(s) de la Subvention(s)

		Unité de Gestion du S&E au Niveau Central

		Nom du Site																Date de la vérification

		1-

		Sites Intermédiaires de Compilation (SIC)

		Nom du Site																Date de la vérification

		1

		2

		3

		4

		Points de Prestation de Services  (PPS)

		Nom du Site																Date de la vérification

		1.1

		1.2

		1.3

		1.4

		1.5

		2.1

		2.2

		2.3

		2.4

		2.5

		3.1

		3.2

		3.3

		3.4

		3.5

		4.1

		4.2

		4.3

		4.4

		4.5

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10





Unité de S&E_2SIC

		Unité de S&E (Protocole 2 - Vérification des données).

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

		Remarque pour l'Equipe de vérification :    L'objectif de l'analyse du suivi et de la vérification des données au niveau de l' Unité de S&E est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les sites régionaux de cumul et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif de l'Unité S&E ; et
b. passer en revue tous les rapports reçus des sites régionaux de cumul et vérifier que les rapports sont disponibles, complets et ponctuels.

				UNITE DE S&E :		-								Besoin de Recommandation
(ajouter OUI)

				Période définie des rapports :		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		0.  Système d’Enregistrement et d’Information de la Détection Communautaire de la Tuberculose

		0		Décrire le système d’enregistrement et d’information lié à la détection communautaire de la tuberculose (c à d : du premier enregistrement des patients diagnostiqués avec de nouveau crachats positifs pour la TB sur des documents sources (fiches de traitement et registres UMB)  au rapport trimestriel de dépistage à l’Unité de S&E. Veuillez décrire le moment où l’enregistrement a eu lieu, sur quel(s) formulaires et par quel(s) membre(s) du personnel.

		1. Cumuler à nouveau les chiffres communiqués par tous les sites régionaux de cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites régionaux de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par l'Unité S & E.

		A) Refaire le décompte des résultats des rapports soumis par les sites régionaux de cumul et comparer les chiffres vérifiés à ceux de l’Unité de S&E.

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par l'Unité de S&E? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul

		Taux de Vérification du Résultat ( Unité de S&E)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B) Copier les résultats des sites régionaux de cumul vérifiés tels qu’observés dans le rapport récapitulatif préparé par l’Unité de S&E.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par l’Unité de S&E pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par l’Unité de S&E ou dans une base de données.

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		C) Identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites régionaux de cumul et ceux enregistrés au niveau de l’Unité de S&E relatifs à ces sites régionaux de cumul.

		1.5		Quelles sont les causes des différences (s’il y en a) observées par l’equipe de vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y en a)

		2.  Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Sites Régionaux de Cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que l’Unité de S&E aurait dû recevoir des sites régionaux de cumul.

		2.1		Combien de rapports aurait dû provenir de tous les sites régionaux de cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu à la date prévue)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Unité de S&E

		Unité de S&E (Protocole 2 - Vérification des données).

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

		Remarque pour l'Equipe de vérification :    L'objectif de l'analyse du suivi et de la vérification des données au niveau de l' Unité de S&E est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif de l'Unité S&E ; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels.

				UNITE DE S&E :		-								Besoin de Recommandation
(ajouter OUI)

				Période définie des rapports :		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		0.  Système d’Enregistrement et d’Information de la Détection Communautaire de la Tuberculose

		0		Décrire le système d’enregistrement et d’information lié à la détection communautaire de la tuberculose (c à d : du premier enregistrement des patients diagnostiqués avec de nouveau crachats positifs pour la TB sur des documents sources (fiches de traitement et registres UMB)  au rapport trimestriel de dépistage à l’Unité de S&E. Veuillez décrire le moment où l’enregistrement a eu lieu, sur quel(s) formulaires et par quel(s) membre(s) du personnel.

		1. Cumuler à nouveau les chiffres communiqués par tous les sites intermédiaires d'agégation.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par l'Unité S & E.

		A) Refaire le décompte des résultats des rapports soumis par les sites intermédiaires de cumul et comparer les chiffres vérifiés à ceux de l’Unité de S&E.

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par l'Unité de S&E? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul

		Taux de Vérification du Résultat ( Unité de S&E)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A) Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par l’Unité de S&E.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par l’Unité de S&E pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par l’Unité de S&E ou dans une base de données.

		1.3.1		Quel  résultat relatif au Site Intermédiaire de Cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.2		Quel  résultat relatif au Site Intermédiaire de Cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.3		Quel  résultat relatif au Site Intermédiaire de Cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.4		Quel  résultat relatif au Site Intermédiaire de Cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		C) Identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites Intermédiaire de Cumul et ceux enregistrés au niveau de l’Unité de S&E relatifs à ces Sites Intermédiaires de Cumul .

		1.5		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y en a)

		2.  Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Sites Intermédiaires de Cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que l’Unité de S&E aurait dû recevoir des Sites Intermédiaire de Cumul.

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu à la date prévue)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Régional 1

		Niveau Régional de Cumul (Protocole 2 -  Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

		Remarque pour l'equipe de vérification : L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site Régional de Cumul est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif  Régional; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site régional de cumul:		-								Besoin de Recommandation
(ajouter OUI)

				Période définie pour les rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau les chiffres communiqués par tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le site régional de cumul

		A)  Refaire le décompte des résultats des rapports soumis par tous les Sites Intermédiaires de cumul et comparer les chiffres vérifiés à ceux des sites régionaux de cumul		Recounting Results

		1.1		Quel résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Régional de Cumul? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Site Régional de Cumul)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A)  Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par le site régional de cumul		Recounting Results

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par le Site Régional de Cumul  pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par le Site Régional de Cumul  ou dans une base de données

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.3		Quel  résultat relatif au site régional de cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.4		Quel  résultat relatif au site régional de cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		B)  identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites intermédiaires de cumul et ceux enregistrés au niveau du cite régional de cumul relatifs à ces cites intermédiaires de cumul

		1.4		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes)

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que le site régional de cumul aurait dû recevoir des sites intermédiaire de cumul

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport pouvait être utilisé dans le rapport récapitulatif préparé par le Site Régional de Cumul)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Intermédiaire 1

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 1.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 1.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 1.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 1.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 1.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Intermédiaire 2

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Intermédiaire 3

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 3.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 3.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 3.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 3.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 3.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Intermédiaire 4

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 4.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 4.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 4.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 4.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 4.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Régional 2

		Niveau Régional de Cumul (Protocole 2 -  Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

		Remarque pour l'equipe de vérification : L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site Régional de Cumul est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif  Régional; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site régional de cumul:		-								Besoin de Recommandation
(ajouter OUI)

				Période définie pour les rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau les chiffres communiqués par tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le site régional de cumul

		A)  Refaire le décompte des résultats des rapports soumis par tous les Sites Intermédiaires de cumul et comparer les chiffres vérifiés à ceux des sites régionaux de cumul		Recounting Results

		1.1		Quel résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Régional de Cumul? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Site Régional de Cumul)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A)  Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par le site régional de cumul		Recounting Results

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par le Site Régional de Cumul  pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par le Site Régional de Cumul  ou dans une base de données

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.3		Quel  résultat relatif au site régional de cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.4		Quel  résultat relatif au site régional de cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		B)  identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites intermédiaires de cumul et ceux enregistrés au niveau du cite régional de cumul relatifs à ces cites intermédiaires de cumul

		1.4		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes)

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que le site régional de cumul aurait dû recevoir des sites intermédiaire de cumul

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport pouvait être utilisé dans le rapport récapitulatif préparé par le Site Régional de Cumul)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Intermédiaire 2.1

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.1.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.1.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.1.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.1.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.1.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Intermédiaire 2.2

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.2.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.2.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.2.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.2.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.2.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Intermédiaire 2.3

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.3.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.3.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.3.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.3.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.3.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Intermédiaire 2.4

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau  les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.4.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.4.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.4.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.4.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.4.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nombre de personnes bénéficiaires de la détection communautaire de la tuberculose

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT PAR RAPPORT A LA DETECTION COMMUNAUTAIRE DE LA TUBERCULOSE 
-  Décrire le lien entre le remplissage de la fiche de traitement et la saisie des cas dans le régistre de l'UMB -

		Notes spécifiques pour l'Auditeur: Il est recommandé que l'equipe de vérification demande au personnel de décrire le processus par lequel les Fiches de Traitement (et le régistre de l'UMB qui ne comprend pas toujours cette information) est rempli avec les informations concernant la détection communautaire de la tuberculose.		Indcator-specific notes for auditor:

		1.1		Décrire la fiche de Traitment s'agit-il d'une fiche de Traitement standardisée par le Programme National de Luttre dontre la TB?)

		1.2		Décrire le moment où la saisie sur la fiche de traitement a lieu, et par quels membres du personnel.

		1.3		Il y a-t-il des indications de retards entre le diagnostic de la  tuberculose en provenance de la communauté et le remplissage de la Fiche de Traitement?

		1.4		SI le diagnostic du  la tuberculose en provenance de la communauté et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement, (5) envoyé par?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB. (ou sur la fiche de Traitement si les données de la community ne sont pas comprises dans le régistre de l'UMB) . Toutes ces dates correspondent-elles à la période définie du rapport?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test et enregistrés dans le régistre du laboratoire ont commencé leur traitement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3.SUIVI ET VERIFICATION - Refaire le décompte du nombre de cas de TB transférés par les membres de la communauté sur la Fiche de Traitement avec le numéro correspondant dans le Régistre de l'UMB et un rapport trimestriel du BMU, et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme transférés par les membres de la communauté pendant la période de rapport définie en examinant le Régistre de l'UMB (ou la Fiche de Traitement si les données de la communauté ne sont pas comprises dans le Régistre de l'UMB).

		3.2		Copier le nombre de cas communiqués comme ayant été tranférés par les membres de la communauté pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été tranférés par les membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été  tranférés par les membres de la communauté pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant tranférés par les membres de la communauté dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 patients qui ont été énumérés dans le Régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de tous les patients transférés par des membres de la communauté pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient indiquant qu'ils ont été tranférés par des membres de la communauté?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été listés dans le régistre de l'UMB comme ayant été transférés par des membres de la communauté pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été transférés par des membres de la communauté pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi sur la fiche de traitement comme transféré par les membres de la communauté le sont -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients tranférés par les membres de la communauté dans des sites vérifiés peuvent être visités. Le But des contrôles inopinés est de confirmer que les patients ont été effectivement transférés par les membres de la communauté. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien des patients ont été visités?

		5.2		Combien des patients contactés ont réellement été transférés par des membres de la communauté?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.						-

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





TABLEAU SOMMAIRE_2SIC

		Statistiques Sommaires de l'Audit de Verification de Données

										Étape 1						Étape 2						Étape  3		Étape  4

		TABLEAU SOMMAIRE de Tracage et Verification								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I								II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Comptes vérifiés aux sites apurés		Compte rapporté aux sites apurés		Facteurs de vérification de district - site et non ajustés		Compte rapporté observé de tous les sites du district		Compte rapporté du district à l'unité de S&E (niveau national)		Facteur d'ajustement Rdi/Rni		Facteurs de vérification ajustés de district		District         VF (Weight)		Weighted Regional Level Verification Factors		Region
VF Weight		Facteur de verification total		% de rapports disponibles		% de rapports reçues à l'heure		% de rapports complets		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		limite inférieure de confiance de 95%		limite supérieure de confiance de 95%		number of districts		Degrees of freedom t-distribution

		Unité de Suivi et Évaluation																																																				df		P(2-tailed) = 0.025

		-		-						0.00		0.00		-										0.00				0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Sites Intermédiares d'Agégation et Prestation de Service																																																				2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-				3.00		3.18

		1.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-																4.00		2.78

		1.1.1		-						0.00		0.00		-																																								5.00		2.57

		1.1.2		-						0.00		0.00		-

		1.1.3		-						0.00		0.00		-

		1.1.4		-						0.00		0.00		-

		1.1.5		-						0.00		0.00		-

		1.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.2.1		-						0.00		0.00		-

		1.2.2		-						0.00		0.00		-

		1.2.3		-						0.00		0.00		-

		1.2.4		-						0.00		0.00		-

		1.2.5		-						0.00		0.00		-

		1.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.3.1		-						0.00		0.00		-

		1.3.2		-						0.00		0.00		-

		1.3.3		-						0.00		0.00		-

		1.3.4		-						0.00		0.00		-

		1.3.5		-						0.00		0.00		-

		1.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.4.1		-						0.00		0.00		-

		1.4.2		-						0.00		0.00		-

		1.4.3		-						0.00		0.00		-

		1.4.4		-						0.00		0.00		-

		1.4.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-

		2.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.1.1		-						0.00		0.00		-

		2.1.2		-						0.00		0.00		-

		2.1.3		-						0.00		0.00		-

		2.1.4		-						0.00		0.00		-

		2.1.5		-						0.00		0.00		-

		2.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.2.1		-						0.00		0.00		-

		2.2.2		-						0.00		0.00		-

		2.2.3		-						0.00		0.00		-

		2.2.4		-						0.00		0.00		-

		2.2.5		-						0.00		0.00		-

		2.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.3.1		-						0.00		0.00		-

		2.3.2		-						0.00		0.00		-

		2.3.3		-						0.00		0.00		-

		2.3.4		-						0.00		0.00		-

		2.3.5		-						0.00		0.00		-

		2.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.4.1		-						0.00		0.00		-

		2.4.2		-						0.00		0.00		-

		2.4.3		-						0.00		0.00		-

		2.4.4		-						0.00		0.00		-

		2.4.5		-						0.00		0.00		-





TABLEAU SOMMAIRE

		Statistiques Sommaires de l'Audit de Verification de Données

										Étape 1						Étape 2						Étape 3		Étape 4

		TABLEAU SOMMAIRE de Tracage et Verification								Facteur 1		Facteur 2		Facteur 1/ Facteur 2		Facteur 3		Facteur 4		Facteur 3/ Facteur 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Comptes vérifiés aux sites apurés		Compte rapporté aux sites apurés		Facteurs de vérification de district - site et non ajustés		Compte rapporté observé de tous les sites du district		Compte rapporté du district à l'unité de S&E (niveau national)		Facteur d'ajustement Rdi/Rni		Facteurs de vérification ajustés de district		VF (Weight)		Facteur de verification total		% de rapports disponibles		% de rapports reçues à l'heure		% de rapports complets		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		limite inférieure de confiance de 95%		limite supérieure de confiance de 95%		number of districts		Degrees of freedom t-distribution

		Unité de Suivi et Évaluation																																																df		P(2-tailed) = 0.025

		-		-						0.00		0.00												0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Sites Intermédiares d'Agégation et Prestation de Service																																																2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-																3.00		3.18

		1.1		-						0.00		0.00		-																																				4.00		2.78

		1.2		-						0.00		0.00		-																																				5.00		2.57

		1.3		-						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						0.00		0.00		-

		2.2		-						0.00		0.00		-

		2.3		-						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

				Sites de Prestation de Services						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-





Summary_Statistics_No IAS

		DQA Summary Statistics (no Intermediate Aggregation Sites)
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STATISTIQUES SOMMAIRES

		Statistiques Sommaires de l'AQD

																																																																																Accuracy		Availability		Timeliness		Completeness

																																																																												7		-		-		-		-		-

																																																																												6		-		-		-		-		-

																																																																												5		-		-		-		-		-

																																																																												4		-		-		-		-		-

																																																																												3		-		-		-		-		-
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		Statistiques Sommaires de l'AQD

																																																																																				Accuracy		Availability		Timeliness		Completeness

																																																																																5		-		-		-		-		-

																																																																																4		-		-		-		-		-

																																																																																3		-		-		-		-		-

																																																																																2		-		-		-		-		-

																																																																																1		-		-		-		-		-
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DÉMARRER

																												0		0		0		0		0		0

																												1		1		1		1		1		1

																												2		2		2		2		2		2

																												3		3		3		3		0		3

		Outil d’Audit de la Qualité des Données (AQD)																										4		4		4		4				4

								Protocole 2:  Vérification des Données																				0		5		5		0				5

						- Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués ettransmis à l’autorité de santé nationale)-																						0		6		6						0

						Nombre de niveaux intermédiaires de cumul																								0		7

						Nombre de sites de plus haut niveau intermédiaire de cumul (ex régional)																										8

						Nombre de sites intermédiaire de cumul (SIC)																										9

						Nombre de points de prestation de services (par SIC)																										10

						Réinitialiser l'Enquête																										11

		version 1: mai 2009																														12

		Remarques Importantes pour l'utilisation de ce tableur:																														0

		1.  Pour utiliser les outils d'évaluation de la qualité des données vous devrez vous assurer votre 'macro sécurité' est paramétré à un niveau inférieur à 'élevé'.  Avec le tableur ouvert, aller à ‘Outils’, ouvrir le menu et sélectionner ‘Macro’, ensuite ‘Sécurité’ .  Sélectionner ‘moyen’.  Fermer Excel et ré ouvrir le fichier.  A la prochaine ouverture du fichier vous devrez sélectionner ‘Activer les Macros’ pour que l’application fonctionne comme prévu.

		2.  Sur la PAGE DE GARDE (page actuelle), veuillez sélectionner le nombre de niveaux intermédiaires de cumul (à partir du menu déroulant) à travers lesquels les données sont communiquées des points de prestation de services au niveau national.  Sélectionner ensuite le nombre de sites intermédiaires de cumul prélevés (SIC) à partir du menu déroulant suivant. Les SIC sont l'unité sanitaire spécifique du Ministère de la santé au niveau du district.  Ensuite, saisir le nombre de points de prestation de services prélevés (PPS), par exemple les institutions ou unités sanitaires, qui communiquent à chaque site intermédiaire.  Si vous avez un nombre inégal de PPS par district, sélectionner le nombre correspondant au plus grand nombre de PPS prélevé dans un district échantillon.  Si le PPS transmet directement au niveau national, sélectionner ‘0’ à partir du menu déroulant de l’IDS.  Ensuite sélectionner le nombre de PPS dans l’échantillon.  Voir la page INSTRUCTIONS pour plus de détails.

		3.  Veuillez saisir les noms de la structure sanitaire, ou du site,  dans la feuille intitulée ‘Page d’Information’.  Ces noms vont alors automatiquement occuper les les  masques de saisie concernés dans le tableur et aider à garantir une évaluation bien organisée et une bonne qualité des données.
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INSTRUCTIONS

		INSTRUCTIONS (Protocole 2 - Vérification des Données)

		Remarque:  L’Equipe de Vérification devrait lire le document intitulé  "Evaluation de la Qualité des Données:  Directives pour l’exécution " en plus de ces instructions préalables à la gestion de ce protocole.

		OBJECTIF

		L’objectif de ce protocole est (1) de refaire le décompte et de vérifier l’exactitude des données rapportées au niveau des sites sélectionnés ; et  (2) d'examiner la ponctualité, l’exhaustivité et la disponibilité des rapports.

		CONTENU

		Ce Protocole de Vérification des Données se rapporte à l’indicateur: Nouveaux cas de TB à frottis positif détectés (diagnostiqués et transmis à l’autorité de santé nationale).  En effet, du fait qu’il peut y avoir de grandes différences entre les types d’indicateurs et les sites de prestation de service –ex les sites sanitaires (cliniques) et les sites communautaires, l’EQD inclut des Protocoles d'indicateurs spécifiques  avec des défis d'informations précises et de qualité des données relatifs à l’indicateur (ex, le risque de double décompte).Cette information est incorporée dans les 5 étapes du protocole, qui sont soulignées ci-dessous. 

Le protocole commence par une description du (des) service (s) associé à l’indicateur pour orienter l’Equipe de vérification vers le service fourni et ainsi vers ce qui est en cours de “décompte” pour évaluer l’indicateur. Ceci va contribuer à orienter l’Equipe de vérification vers les documents sources appropriés, qui peuvent être très différents pour divers indicateurs (ex: les dossiers des patients, les rapports de laboratoire, rapports de formation, etc.).

La vérification des données se déroule en deux phases :

(1) Des vérifications approfondies au niveau des Points de Prestation de Services (PPS), et
(2) Des vérifications de suivi auprès des Niveaux Intermédiaires de Cumul concernés (NIC) et au niveau de l'Unité de S&E du Programme/projet.. 
  
Typiquement, les programmes auront un système d'information à 3 niveaux, en d’autres termes, les données seront acheminées des Points de Prestation de Service (PPS), 
Vers un Niveau de cumul Intermédiaire ( cad, une Région ou un District), et ensuite vers l’Unité de S&E centrale.

Cependant, dans certains pays, les PPS peuvent communiquer les données directement à l’Unité centrale de S&E, sans passer par des Niveaux Intermédiaires de cumul  (NIC).  
Dans d’autres pays, il peut y avoir deux (ou davantage) NIC avec des données en cours de cumul, par exemple,
au niveau du District et ensuite au Niveau Territorial avant d’atteindre l’Unité centrale de S&E. Dans de tels cas (cad, un système d'information à 2 ou 4 niveaux), Le protocole de Vérification des Données devra être adapté (tel qu’expliqué ci-dessous).

		Modifier le contenu du Modèle Excel
Les Modèles Excel devraient être modifiés minutieusement. Pour permettre l’ajout sélectif et le retrait d’onglets pour les différents sites et Niveaux dans lesquels les modèles ont été programmés en Langage de Script (Langage de Script pour les Applications) 
Des modifications au niveau des feuilles de calcul peuvent perturber la Programmation et rendre le modèle inexploitable.
Cependant, il est possible d’effectuer certains changements qui vont rendre le modèle plus utile durant l’EQD, et plus descriptif du système d’information.
Par exemple, Des recoupements et des vérifications inopinées supplémentaires peuvent être ajoutés aux feuilles de calcul individuelles à condition qu’ils soient ajoutés au bas de la feuille de calcul.
Veuillez ne pas 'insérer' de lignes ni de colonnes au milieu de la feuille puisque ceci pourrait modifier le calcul de certains indicateurs de la performance.
D’autres ajouts  peuvent également être faits au bas de la feuille de calcul. 

Dans les quatre sites intermédiaires de cumul un maximum de six sites de prestation de services peut être sélectionné (cad 24 sites) de sorte qu'il est improbable qu'il soit nécessaire d'ajouter des points de prestation ou sites intermédiaires à la "Page Information". Il suffit de sélectionner le nombre souhaité pour  chacun d'entre eux, à partir des menus déroulants sur la “Page de garde”. Ces sélections peuvent être modifiées plus tard, si nécessaire.  

Il est acceptable de renommer les onglets de la feuille de programmation selon le besoin.

Les feuilles de calcul sont protégées pour parer aux modifications du contenu par mégarde. Pour modifier le contenu des cellules, désactiver la protection des feuilles en sélectionnant 'Protection' à partir du menu déroulant Outils. Puis sélectionner  'Désactiver la protection'.  N’oubliez pas de réactiver la protection de la feuille après avoir effectué les modifications.

		INSTRUCTIONS AUX VERIFICATEURS POUR L'UTILISATION DU PROTOCOLE

		Points de Prestation de Services – 5 Types de  Vérification des Données

La première étape de la vérification des données a lieu au niveau des Points de Prestation de Services. Il y a cinq types de modèles d'étapes de vérification des données qui peuvent être mises en oeuvre à ce niveau:

1 - Description:  Décrire le rapport entre la fourniture de services/produits et le remplissage du document source qui enregistre cette prestation de service.

2 - Revue documentaire:  Passer en revue la disponibilité et l'exhaustivité de tous les documents sources des indicateur pour la période de diffusion de rapport définie.

3 - Suvi et Vérification :  Procéder au suivi et à la vérification des chiffres communiqués: (1) refaire le décompte des chiffres communiqués à partir des documents source disponibles, (2) Comparer les chiffres vérifiés à ceux communiqués par le site, (3) Identifier les causes des différences. 

4 -  Recoupement:  Procéder à des “recoupements” des totaux vérifiés du rapport  avec d’autres sources de données par exemple (inventaires, rapports de laboratoire,registres, etc)..

5 - Contrôles Inopinés :  Procéder à des “contrôles ponctuels” pour vérifier la fourniture réelle de services ou de produits aux populations cibles.

		Niveaux Intermédiaires de cumulation (NIC) et Unité Centrale de S&E -2 Types de Vérifications des Données 
Le second niveau de vérification des données a lieu aux Niveaux Intermédiaires de Cumul (ex, Districts, Régions) et de l’Unité de S&E du Programme/projet. 

1 - Revue documentaire : Vérifier la disponibilité, la ponctualité, et l'exhaustivité des rapports attendus des Sites de prestation de Services pour la période de rapport définie.

2 - Suvi et Vérification :  Procéder au suivre et à la vérification des nombre communiqués: (1) Cumuler à nouveau les nombres communiqués par les Points de Prestation de Services, (2) Comparer les décomptes vérifiés au nombres communiqués au niveau suivant (ex, l’Unité Centrale de S&E ), (3) Identifier les causes de différences.

		Instructions pour un système d'information à "2" ou "4" niveaux:

Sélection des Niveaux et des Sites
 Protocole 2 :  Le modèle Excel de Vérification des Données est conçu pour suivre la méthodologie d'échantillonnage de l’EQD relative à la sélection des niveaux intermédiaires de cumul et des Sites de Prestation de Service. Sur l’onglet "PAGE DE GARDE" , l’Equipe de Vérification peut sélectionner le nombre de Sites Intermédiaires de Cumul et le nombre de Sites de Prestation de Services qui renseigne chaque Site Intermédiaire de Cumul , selon le niveau de compréhension de l'organisation commanditaire de l'EQD.  Dans le cas où il y’a plus, ou moins, d’un niveau intermédiaire de transmission de données, du niveau de prestation de service au niveau national national, les nombres de sites et niveaux intermédiaires nécessaires par niveau peuvent être sélectionnés. Sélectionner d'abord le nombre de niveaux intermédiaire de cumul (ex région ou district) . Si les données transitent par la région autant que par le district, sélectionner deux niveaux. Si les données transitent uniquement par le district avant d’être envoyées au niveau national, sélectionner un niveau. Dans certains pays les données sont transmises directement du point de prestation de service au  niveau national. Dans ce cas, sélectionner zéro niveaux intermédiaires .  
 Ensuite sélectionner le nombre de sites au sein de chaque niveau intermédiaire
La méthode de prélèvement la plus probable requiert la sélection aléatoire de trois grappes (sites intermédiaires)  et trois Sites de Prestation dans chaque grappe.
Dans le cas de deux niveaux intermédiaires, la méthode de prélèvement sera probablement de deux grappes régionales, avec deux grappes de district dans chaque région .
Ensuite deux points de prestation de services seront sélectionnés au sein de chaque grappe de district pour un total de 8 sites de Collecte. Il peut s'avérer nécessaire d'apporter des modifications à cette méthode de prélèvement du fait de contraintes de temps, de distance et de ressources. Tous les changements apportées à la méthodologie devraient faire l'objet d'un accord avec l'Organisation Commanditaire de l’EQD avant les visites de terrain.

		Instructions pour remplir les colonnes de la liste de controle:

Une liste de questions apparaît à gauche sur chaque feuille de calcul (colonne B).  L'Equipe de vérification devra lire chaque question (déclaration) et remplir les colonnes C/D, E, F et G . La colonne C a un menu déroulant (au coin inférieur droit) pour chaque question avec des catégories de réponse: "Oui - entièrement", "En partie", "Non - "pas du tout" et "N/C".(non concerné). La colonne D devra être utilisée pour saisir des chiffres ou des pourcentages ( qui seront utilisés dans les calculs). La Colonne E est destinée aux notes du vérificateur, la colonne F devra être remplie avec "Oui" si l’Equipe de Vérification pense que les qproblèmes soulevés par la réponse à une question (déclaration) sont suffisants pour requérir une "Note de Recommandation au Programme/projet.

		RESULTATS ATTENDUS

		Sur la base de toutes les réponses aux questions, le Récapitulatif de statistiques suivant sera produit :

- Exactitude des Données communiquées à travers le calcul des facteurs de vérification générés à partir de l’exercice du décompte à nouveau fait à chaque niveau du système d'information (cad, pour les indicateurs sélectionnés, la comparaison du pourcentage des chiffres communiqués aux chiffres vérifiés); 

- Disponibilité, exhaustivité et Ponctualité des Rapports à travers des pourcentages calculés au(x) Niveau (x) de cumul intermédiaire et de l’Unité de S&E.

		Interprétation des Résultats:

La modélisation mathématique de la technique de prélèvement en grappe à deux niveaux utilisée par l’EQD a déterminé que la précision des estimations du facteur de vérification pour les données de couverture vaccinale est trop faible pour une utilisation pratique au niveau national. Dans les simulations, Woodard et ses collègues (1) ont trouvé que jusqu'à 30 districts devraient être échantillonnés pour atteindre une précision de près de 10%. Etant donné l’investissement en temps, en personnel et en ressources financières nécessaires pour la visite de 30 districts, le calcul d’un facteur de vérification national précis est improbable .  

Ceci dit, il est possible d’avoir une idée de la qualité globale des données dans un Programme/projet sans compter sur l’estimation nationale des VF. Les aspects qualitatifs de l’EQD sont appropriés pour déterminer les forces et les faiblesses d’un système d'information donné. Par exemple, si les définitions de l’indicateur sont mal comprises dans la majorité d’un échantillon de sites représentatifs, il est fort probable que les définitions de l’indicateur soient également mal comprises dans les districts non prélevés.  Le décompte à nouveau des indicateurs et la comparaison avec les valeurs communiquées pour un échantillon de sites est autant approprié, en général, pour déterminer si la qualité des données est bonne, médiocre ou mauvaise, même sans L’avantage d’une estimation nationale précise. Les rapports manquants ou les grands écarts entre les résultats comptés à nouveau et transmis dans un petit nombre de sites sont un signe d'écarts similaires ailleurs.   
  

Tout compte fait, le facteur de vérification national devrait être interprété avec prudence. Pour les besoins de vérification de la qualité des données il devra être utilisé comme une indication de qualité des données (ou d'absence de qualité des données), plutôt qu'une mesure exacte. 
   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA)
  Ann Epidemiol  2007;17:628–633.





Description de Service

		DESCRIPTION DU SERVICE (Protocole 2 -Vérification des Données)

		Information de base Sur la Détection d'un Cas de Tuberculose

Un cas suspect de tuberculose pulmonaire présentant une toux persistante peut se rendre à une structure sanitaire pour une visite médicale  ( soins en consultation externe, clinique des affections thoraciques , clinique de Tuberculose, structure de soins de santé primaire, etc.) . Si l'agent sanitaire suspecte un cas de tuberculose, il informe le patient du fait qu’il/elle doit fournir trois échantillons de crachats. Dans certains pays le personnel de santé inscrit alors le patient dans un registre de déclaration des cas suspects de Tuberculose. L’analyse des crachats sera effectuée au niveau d’un laboratoire de test au microscope. Trois scénarios peuvent s’appliquer :

1. Le laboratoire se situe au sein ou à proximité de la structure sanitaire où le cas suspect de Tuberculose s’est rendu pour une visite médicale.  Dans ce scénario, l'agent sanitaire demande à la personne suspecte d’avoir la Tuberculose de fournir sur le champ un échantillon de crachats, lequel est apporté au laboratoire pour être examiné. Ou bien, le personnel de santé oriente le cas suspect de Tuberculose vers le laboratoire qui lui donnera des instructions sur la manière de recueillir les crachats dans les 3 jours. Le suspect reçoit un récipient dans lequel il devra recueillir  le lendemain les crachats et les retourner à la structure sanitaire le même jour.  Dès son retour, il ou elle doit fournir un troisième échantillon de crachats sur place. Le patient doit se rendre de nouveau à la structure sanitaire  quelques jours après pour connaître les résultats de son test. (Remarque : Les patients peuvent ne pas revenenir à la structure sanitaire pour recevoir leurs résultats).

		2. Aucun laboratoire ne se trouve au sein ou à proximité de la structure sanitaire, et l'agent de santé demande à la personne suspecte de Tuberculose de se rendre au laboratoire le plus proche capable de pratiquer un test au microscope et l’informe qu'il ou elle devra fournir trois échantillons de crachats au laboratoire. Il est également demandé au suspect de retourner sur au site une fois qu’il ou elle a reçu du laboratoire  les résultats de l’examen microscopique. (Remarque : Les patients peuvent ne pas se rendre au laboratoire, ou ne fournir au laboratoire le nombre d’échantillons requis, ou se rendre sur un autre site au lieu du site habituel.

		3)  Aucun laboratoire ne se situe au sein ou à proximité de la structure sanitaire et les crachats sont recueillies au niveau de la structure sanitaire puis envoyées au laboratoire le plus proche disposant d'infrastructures pour un examen au microscope. Le patient doit retourner à la structure sanitaire pour recevoir les résultats. (Remarque : Dans de tels cas, les spécimens peuvent ne pas arriver au laboratoire ou avoir des fuites ou bien les résultats peuvent ne pas être renvoyés à la structure sanitaire).

		La définition de l’OMS pour le nouveau cas de Tuberculose pulmonaire positif au test du crachat est la suivante : 

  Deux premiers tests ou plus de crachats positifs présentant des Bacilles-acido-alcoolo résistants (BAAR), ou
  Un examen de crachat positif pour les BAAR plus des anomalies radiographiques correspondants à                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                          une tuberculose pulmonaire active (TBP) déterminée par un médecin, ou 
  Un test de crachat positif pour les BAAR plus une culture positive au M. tuberculose

 La définition est l'objet d'un débat; par conséquent la définition la plus récente recommandée par l'OMS devra être utilisée.                                                                                                                                   Selon les conditions du programme, lorsque les services de laboratoire de microscopie sont disponibles et les critères de diagnostic correctement appliqués, les cas de Tuberculose Pulmonaire à test positif représentent au moins 65% du nombre total de cas de Tuberculose Pulmonaire chez les adultes et 50% ou plus du nombre total de cas de tuberculose (pulmonaire et extra pulmonaire). Ces proportions peuvent être plus faibles dans les zones de forte prévalence du VIH. L’indicateur est "nouveaux cas à test positif"; puisque le diagnostic est bien défini, ceux-ci constituent les cas les plus contagieux et sont également parmi les indicateurs des ODM.  Nouveau test Nouveaux moyens, moins d'un mois de traitement  antérieur de la tuberculose.

		Enregistrement et communication : Quand le diagnostic de la Tuberculose à test positif est fait dans un centre de diagnostic de la Tuberculose (avec des services de microscopie), le patient peut commencer le traitement dans la même structure qui sera chargée d’assurer son suivi. Le personnel de santé remplit une fiche de traitement et inscrit le patient dans le registre de l’UGB au moment où celui-ci commence son traitement. La fiche de traitement est utilisée pour enregistrer les informations fondamentales nécessaires sur le patient (ex type de Tuberculose, fréquence du régime, etc.) et la date d’administration des médicaments. Date d’inscription : Un cas de Tuberculose est considéré comme “notifié” lorsque le patient est inscrit dans le registre de l’UGB du programme de lutte contre la Tuberculose cad au moment où il commence à recevoir le traitement contre la Tuberculose. le centre de diagnostic où se trouve le registre de l’UGB peut dans certains pays disposer de plusieurs centres de traitement périphériques, chacun disposant d’un registre d’unité. D’habitude,  les fiches de traitement suivent le patient au centre de traitement ou une copie de la fiche peut être gardée au niveau de la structure où le patient avait commencé le traitement. D’habitude, le coordonnateur du programme de lutte contre la Tuberculose, mis en place au niveau de l’Unité de gestion de Base, rend régulièrement visite aux centres de traitement et recopie les informations des registres de l'unité sur le registre de l’UGB. Les rapports trimestriels relatifs à la découverte des cas sont établis uniquement à partir du registre de l’UGB. Les rapports trimestriels sont envoyés au niveau intermédiaire (provincial ou régional) ou recueillis par le niveau intermédiaire au cours des visites de supervision et de là envoyés au niveau central.

		Les défis d’amélioration de la performance évaluée par cet indicateur inclut le fait que les médecins commencent le traitement de la Tuberculose sans exiger un examen microscopique des crachats ou que le patient déclare ne pas avoir de crachats, laissant beaucoup de patients avecs des résultats de tests de crachats inconnus. La qualité du laboratoire concernant le test microscopique peut être de niveau faible. Les patients peuvent ne pas venir au laboratoire pour récupérer le résultat positif du test. Le personnel du programme de lutte contre la tuberculose devrait régulièrement comparer le registre de l’UGB à celui du laboratoire pour s’assurer que tous les cas suspects trouvés avec un test positif ont commencé leur traitement.

		Référence:   Management of Tuberculosis: Training for Health Facility Staff.  Genève:  OMS, 2003.
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		GENERALITES POUR LE REMPLISSAGE DU PROTOCOLE DES DONNEES DE 
L’ INDICATEUR DU SUIVI ET DE LA VERIFICATION

		Nom de l’Organisation d'exécution de l'AQD

		Pays

		Aire du programme 

		Indicateur(s)

		Numéro(s) de la Subvention(s)

		Unité de Gestion du S&E au Niveau Central

		Nom du Site																Date de la vérification

		1-

		Sites Intermédiaires de Compilation (SIC) Regionales

		Name of Site																Date of Audit

		1

		2

		Sites Intermédiaires de Compilation (SIC) de Districts

		Nom du Site																Date de la vérification

		1.1

		1.2

		1.3

		1.4

		2.1

		2.2

		2.3

		2.4

		Points de Prestation de Services  (PPS)

		Nom du Site																Date de la vérification

		1.1.1

		1.1.2

		1.1.3

		1.1.4

		1.1.5

		1.2.1

		1.2.2

		1.2.3

		1.2.4

		1.2.5

		1.3.1

		1.3.2

		1.3.3

		1.3.4

		1.3.5

		1.4.1

		1.4.2

		1.4.3

		1.4.4

		1.4.5

		2.1.1

		2.1.2

		2.1.3

		2.1.4

		2.1.5

		2.2.1

		2.2.2

		2.2.3

		2.2.4

		2.2.5

		2.3.1

		2.3.2

		2.3.3

		2.3.4

		2.3.5

		2.4.1

		2.4.2

		2.4.3

		2.4.4

		2.4.5





Page_Information

		GENERALITES POUR LE REMPLISSAGE DU PROTOCOLE DES DONNEES DE 
L’ INDICATEUR DU SUIVI ET DE LA VERIFICATION

		Nom de l’Organisation d'exécution de l'AQD

		Pays

		Aire du programme 

		Indicateur(s)

		Numéro(s) de la Subvention(s)

		Unité de Gestion du S&E au Niveau Central

		Nom du Site																Date de la vérification

		1-

		Sites Intermédiaires de Compilation (SIC)

		Nom du Site																Date de la vérification

		1

		2

		3

		4

		Points de Prestation de Services  (PPS)

		Nom du Site																Date de la vérification

		1.1

		1.2

		1.3

		1.4

		1.5

		2.1

		2.2

		2.3

		2.4

		2.5

		3.1

		3.2

		3.3

		3.4

		3.5

		4.1

		4.2

		4.3

		4.4

		4.5

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10





Unité de S&E_2SIC

		Unité de S&E (Protocole 2 - Vérification des données).

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

		Remarque pour l'Equipe de vérification :    L'objectif de l'analyse du suivi et de la vérification des données au niveau de l' Unité de S&E est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les sites régionaux de cumul et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif de l'Unité S&E ; et
b. passer en revue tous les rapports reçus des sites régionaux de cumul et vérifier que les rapports sont disponibles, complets et ponctuels.

				UNITE DE S&E :		-								Besoin de Recommandation
(ajouter OUI)

				Période définie des rapports :		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		0. Système d'Enregistrement et d'information pour la Détection des Cas de Tuberculose

		0		Décrire le système d’enregistrement et d'information relatif aux nouveaux cas de tuberculose à test positif au niveau de l'infrastructure sanitaire  (cad, de l’enregistrement initial des nouveaux cas de Tuberculose à  test positif diagnostiqués sur les documents sources ( Fiche de Traitement et registre de l'UGB (Unité de Gestion de Base) ) à la communication trimestrielle des cas à l'Unité de S&E ). Veuillez décrire la période à laquelle l'enregistrement du service  a lieu, sous quelle(s) forme(s) ,et par quel(s)  membre(s) du personnel elle est faite.

		1.  Cumuler à nouveau les chiffres communiqués par tous les sites régionaux de cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites régionaux de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par l'Unité S & E.

		A) Refaire le décompte des résultats des rapports soumis par les sites régionaux de cumul et comparer les chiffres vérifiés à ceux de l’Unité de S&E.

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par l'Unité de S&E? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul

		Taux de Vérification du Résultat ( Unité de S&E)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B) Copier les résultats des sites régionaux de cumul vérifiés tels qu’observés dans le rapport récapitulatif préparé par l’Unité de S&E.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par l’Unité de S&E pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par l’Unité de S&E ou dans une base de données.

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		C) Identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites régionaux de cumul et ceux enregistrés au niveau de l’Unité de S&E relatifs à ces sites régionaux de cumul.

		1.5		Quelles sont les causes des différences (s’il y en a) observées par l’equipe de vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y en a)

		2.  Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Sites Régionaux de Cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que l’Unité de S&E aurait dû recevoir des sites régionaux de cumul.

		2.1		Combien de rapports aurait dû provenir de tous les sites régionaux de cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu à la date prévue)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Unité de S&E

		Unité de S&E (Protocole 2 - Vérification des données).

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

		Remarque pour l'Equipe de vérification :    L'objectif de l'analyse du suivi et de la vérification des données au niveau de l' Unité de S&E est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif de l'Unité S&E ; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels.

				UNITE DE S&E :		-								Besoin de Recommandation
(ajouter OUI)

				Période définie des rapports :		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		0. Système d'Enregistrement et d'information pour la Détection des Cas de Tuberculose

		0		Décrire le système d’enregistrement et d'information relatif aux nouveaux cas de tuberculose à test positif au niveau de l'infrastructure sanitaire  (cad, de l’enregistrement initial des nouveaux cas de Tuberculose à  test positif diagnostiqués sur les documents sources ( Fiche de Traitement et registre de l'UGB (Unité de Gestion de Base) ) à la communication trimestrielle des cas à l'Unité de S&E ). Veuillez décrire la période à laquelle l'enregistrement du service  a lieu, sous quelle(s) forme(s) ,et par quel(s)  membre(s) du personnel elle est faite.

		1. Cumuler à nouveau les chiffres communiqués par tous les sites intermédiaires d'agégation.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par l'Unité S & E.

		A) Refaire le décompte des résultats des rapports soumis par les sites intermédiaires de cumul et comparer les chiffres vérifiés à ceux de l’Unité de S&E.

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par l'Unité de S&E? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul

		Taux de Vérification du Résultat ( Unité de S&E)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A) Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par l’Unité de S&E.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par l’Unité de S&E pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par l’Unité de S&E ou dans une base de données.

		1.3.1		Quel  résultat relatif au Site Intermédiaire de Cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.2		Quel  résultat relatif au Site Intermédiaire de Cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.3		Quel  résultat relatif au Site Intermédiaire de Cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		1.3.4		Quel  résultat relatif au Site Intermédiaire de Cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par l’Unité de S&E? (préciser le nom du site dans les notes des auditeurs sur cette ligne)

		C) Identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites Intermédiaire de Cumul et ceux enregistrés au niveau de l’Unité de S&E relatifs à ces Sites Intermédiaires de Cumul .

		1.5		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y en a)

		2.  Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Sites Intermédiaires de Cumul.

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que l’Unité de S&E aurait dû recevoir des Sites Intermédiaire de Cumul.

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu à la date prévue)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Régional 1

		Niveau Régional de Cumul (Protocole 2 -  Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

		Remarque pour l'equipe de vérification : L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site Régional de Cumul est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif  Régional; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site régional de cumul:		-								Besoin de Recommandation
(ajouter OUI)

				Période définie pour les rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau les chiffres communiqués par tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le site régional de cumul

		A)  Refaire le décompte des résultats des rapports soumis par tous les Sites Intermédiaires de cumul et comparer les chiffres vérifiés à ceux des sites régionaux de cumul		Recounting Results

		1.1		Quel résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Régional de Cumul? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Site Régional de Cumul)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A)  Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par le site régional de cumul		Recounting Results

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par le Site Régional de Cumul  pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par le Site Régional de Cumul  ou dans une base de données

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.3		Quel  résultat relatif au site régional de cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.4		Quel  résultat relatif au site régional de cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		B)  identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites intermédiaires de cumul et ceux enregistrés au niveau du cite régional de cumul relatifs à ces cites intermédiaires de cumul

		1.4		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes)

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que le site régional de cumul aurait dû recevoir des sites intermédiaire de cumul

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport pouvait être utilisé dans le rapport récapitulatif préparé par le Site Régional de Cumul)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Intermédiaire 1

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  Cumuler à nouveau les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 1.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 1.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 1.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 1.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 1.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Intermédiaire 2

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  Cumuler à nouveau les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Intermédiaire 3

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  Cumuler à nouveau les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 3.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 3.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 3.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 3.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 3.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Intermédiaire 4

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  Cumuler à nouveau les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 4.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 4.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 4.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 4.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 4.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Régional 2

		Niveau Régional de Cumul (Protocole 2 -  Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

		Remarque pour l'equipe de vérification : L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site Régional de Cumul est de:  
a. cumuler à nouveau les chiffres communiqués à partir de tous les Sites Intermédiaires de Cumul  et les comparer avec les totaux des chiffres qui se trouvent dans le rapport récapitulatif  Régional; et
b. passer en revue tous les rapports reçus des Sites Intermédiaires de cumul et vérifier que les rapports sont disponibles, complets et ponctuels		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site régional de cumul:		-								Besoin de Recommandation
(ajouter OUI)

				Période définie pour les rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1. Cumuler à nouveau les chiffres communiqués par tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Les résultats communiqués à partir des sites intermédiaires de cumul devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le site régional de cumul

		A)  Refaire le décompte des résultats des rapports soumis par tous les Sites Intermédiaires de cumul et comparer les chiffres vérifiés à ceux des sites régionaux de cumul		Recounting Results

		1.1		Quel résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site Régional de Cumul? (et délivré ou soumis à l'agence de financement)

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Sites Intermédiaires de cumul . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Site Régional de Cumul)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		A)  Copier les résultats des Sites Intermédiaires vérifiés tels qu’observés dans le rapport récapitulatif préparé par le site régional de cumul		Recounting Results

		Notes spécifiques relatives à l’indicateur pour le vérificateur:    Pour calculer le facteur d’ajustement,  l’Equipe de Vérification devra trouver les chiffres utilisés par le Site Régional de Cumul  pour les Sites Intermédiaires de cumul vérifiés.  Ceux-ci se trouvent probablement dans le rapport récapitulatif préparé par le Site Régional de Cumul  ou dans une base de données

		1.3.1		Quel  résultat relatif au site régional de cumul no. 1 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.2		Quel  résultat relatif au site régional de cumul no. 2 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.3		Quel  résultat relatif au site régional de cumul no. 3 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		1.3.4		Quel  résultat relatif au site régional de cumul no. 4 vérifié se trouvait  dans la base de données nationale ou dans le rapport récapitulatif préparé par le site régional de cumul? (préciser le nom du site dans les notes des auditeurs sur cette ligne

		B)  identifier les raisons possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les sites intermédiaires de cumul et ceux enregistrés au niveau du cite régional de cumul relatifs à ces cites intermédiaires de cumul

		1.4		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes)

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les sites intermédiaires de cumul

		Notes spécifiques relatives à l’indicateur pour le vérificateur:   Cette étape implique tous les rapports que le site régional de cumul aurait dû recevoir des sites intermédiaire de cumul

		2.1		Combien de rapports aurait dû provenir de tous les Sites Intermédiaires de Cumul?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport pouvait être utilisé dans le rapport récapitulatif préparé par le Site Régional de Cumul)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y en a)





Site Intermédiaire 2.1

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  Cumuler à nouveau les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.1.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.1.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.1.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.1.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.1.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Intermédiaire 2.2

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  Cumuler à nouveau les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.2.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.2.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.2.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.2.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.2.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Intermédiaire 2.3

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  Cumuler à nouveau les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.3.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.3.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.3.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.3.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.3.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Site Intermédiaire 2.4

		Niveau Intermédiaire de Cumul (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

		Remarque pour l'Equipe de vérification:  L'objectif de l'analyse du suivi et de la vérification des données au niveau du Site  Intermédiaire  de Cumul est de: 
a. cumuler à nouveau les chiffres communiqués à partir de tous les points de prestation de service et les comparer avec les totaux des chiffres soumis au niveau suivant; et
b.  passer en revue tous les rapports reçus de tous les Sites de Prestation de Service et vérifier que les rapports sont disponibles, complets et ponctuels.		[suggestion:  have a flow chart describing what the service is likely to include for each indicator]

				Site Intermediaire de Cumul :		-								Besoin de Recommandation
(ajouter OUI)

				Période Définie des Rapports:		De:				À:

						Répondre				Notes du Vérificateur 
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Nombre

		1.  Cumuler à nouveau les chiffres communiqués par tous les Points de Prestation de Service

		Notes spécifiques relatives à l`indicateur pour l`auditeur:  Les résultats communiqués à partir des Points de Prestation de Service devront être cumulés à nouveau et  le total comparé au nombre contenu dans le rapport récapitulatif élaboré par le Site Intermédiaire de Cumul.

		A) Refaire le décompte des résultats des rapports soumis par tous les Points de Prestation de Service et comparer les chiffres vérifiés à ceux du Site		Recounting Results

		1.1		Quel  résultat cumulé se trouvait dans le rapport récapitulatif préparé par le Site intermédiaire de Cumul? (et  soumis au niveau d'information suivant)?

		1.2		Cumuler à nouveau les chiffres issus des rapports reçus de tous les Points de Prestation de Service . Quel est le nombre issu du cumul?

		Taux de Vérification du Résultat ( Niveau Intermédiaire)
(cad.,le taux partant des résultats recomptés aux résultats communiqués)						-

		B)  Identifier les causes possibles de tous les écarts entre les nombres vérifiés et les résultats communiqués

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Enregister toutes les causes de l’écart entre les chiffres  (S’il y’en a ) observé par l’Equipe de vérification.  Rechercher les écarts entre les chiffres communiqués par les Sites de Prestation de Service et ceux enregistrés au niveau du Site Intermédiaire de Cumul relatifs à ces points de Prestation de Service.

		1.3		Quelles sont les causes des différences (s’il y en a) observées par l’Equipe de Vérification (c à d des erreurs de saisie de données, des erreurs arithmétiques, des documents sources manquants, d’autres causes).

				Commentaires supplémentaires (s’il y’en a)

		2. Vérifier la disponibilité, la ponctualité et l'exhautivité des rapports reçus de tous les Points de Prestation de Service

		Notes spécifiques relatives à l’indicateur pour le vérificateur:  Cette étape implique tous les rapports que le Site Intermédiaire de Cumul aurait dû recevoir des Points de Prestation de Service.

		2.1		Combien de rapports aurait dû provenir de tous les Points de Prestation de Service?

		2.2		Combien de rapports y a t-il ?

		Calculer le % de Rapports Disponibles						-

		2.3		Vérifier les dates sur les rapports reçus.  Combien de rapports sont reçus à temps ? (c à d que le rapport a été reçu avant l'échéance)

		Calculer le % de Rapports Ponctuels						-

		2.4		Combien de rapports étaient complets?  (cad, complet signifie que le rapport contient (1) le chiffre communiqués relatif à l’indicateur, (2) la période définie pour le rapport, (3) la date de soumission du rapport, et (4) la signature du personnel ayant soumis le rapport  (ou autre moyen d'authentifier le rapport).

		Calculer le % de Rapports Complets						-

				Commentaires supplémentaires (s’il y’en a)





Point de Service 2.4.1

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.4.2

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.4.3

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.4.4

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)





Point de Service 2.4.5

		Point de Prestation de Service  (Protocole 2 - Vérification des Données)

		Nouveaux cas de TB à frottis positif détectés 
(diagnostiqués et transmis à l’autorité de santé nationale)

				Point de Prestation de Service:		-								Besoin de Recommandation
(ajouter OUI)

				Période de Rapport Définie (c'est la période vérifiée à partir des résultats rapportés des Programmes/projets):		De:				À:

						Réponse				Notes de l'Auditeur
(inclure le numéro de référence du document de travail)

						Oui/Non		% 
ou Chiffre

		1.  DESCRIPTION DES PRATIQUES D'ENREGISTREMENT SUR LES DOCUMENTS SOURCES - Décrire le lien entre le diagnostic de la tuberculose et la saisie dans le régistre de l'UMB -

		Notes spécifiques pour l'Equipe de Vérification: Il est recommandé que l'Equipe de Vérification demande au personnel de décrire le processus par lequel le régistre de l'UBM est rempli après que le diqgnostic soit fait.		Indcator-specific notes for auditor:

		1.1		Décrire le moment où la saisie dans le régistre de l'UBM a lieu, et par quels membres du personnel.

		1.2		Il y a-t-il des indications de retards entre la date d'inscription sur la fiche du Patient et celle dans le régistre de l'UMB (conformément aux directives de la TB)?

		1.3		SI le diagnostic du  la tuberculose positive au test du crachat et la saisie dans le régistre de l'UMB ne sont pas faits en même temps, veuillez décrire la manière dont la rupture de connexion a pu affecter la qualité des données.

				Commentaires Supplémentaires (s'il y'en a)

		2.  REVUE DOCUMENTAIRE - Examiner la disponibilité et l'exhaustivité de la fiche de traitment, du régistre de l'UMB (et le Régistre de l'Unité selon la convenance) et les rapports trimestriels des détections de cas de la période de rapport définie -

		Notes spécifique à l'indicateur pour l' auditeur:   Du fait des règles de confidentialité, il peut s'avérer important avant tout d'obtenir l'autorisation d'examiner les documents source de la part de l' Administrateur principal du site. De plus, l'Equipe de Vérification devrait demander à l'Administrateur du site s'il ou elle aurait souhaité qu'un autre membre du personnel soit présent pendant que les documents sources sont examinés.		Indcator-specific notes for auditor:

		A)  Vérifier la disponibilité et l'exhautivité de la Documentation		Recounting Results

		2.1		Examiner la disponibilité des documents source pour la période de rapport définie (fiche du patient, régistre de l'UMB, rapports trimestriels). Il y a-t-il une indication de manque de documents sources?

Si oui, déterminer la manière dont cela a du affecter les chiffres communiqués?

		2.2		Le régistre de l'UMB est-il complet, notamment les domaines suivants: (1) date d'inscription; (2) site de la maladie; (3) type de patient; (4) resultat du test du crachat au microscope avant le début du traitement?

Si non, déterminer la manière dont cela a du affecter les chiffres communiqués.

		2.3		Vérifier les dates d'inscription dans le régistre de l'UMB.  Do all dates fall within the reporting period?

If no, determine how this might have affected reported numbers.

		C)  Vérifier les procédures d'enregistrement pour éviter des défis de qualité des données (ex: double-décompte, perte de suivi, …)		Recounting Results

		Notes spécifiques à l'indicateur pour l' auditeur:  Ci-dessous sont mentionnés les risques habituels d'atteinte à la qualité des données qui peuvent affecter les décomptes communiqués pour un indicateur.		Indcator-specific notes for auditor:

		2.4		Existe-t-il un processus pour garantir que les personnes diagnostiqués comme positif au test du crachat et enregistrés dans le régistre du laboratoire ont commencé le tratement TB?

		2.5		Il y a-t-il d'autres instances avec le risque d'erreurs de décompte?

				Commentaires Supplémentaires (s'il y'en a)

		3. SUIVI ET VERIFICATION - Refaire les décompte des résultats des documents sources, comparer les chiffres vérifiés à ceux du rapport récapitulatif et expliquer les écarts -

		A)  Refaire le décompte des résultats des documents sources et comparer les chiffres vérifiés aux chiffres communiqués à partir des sites.		Recounting Results

		3.1		Refaire le décompte du nombre de cas enregistrés comme détectés pendant la période de rapport définie en examinant le document source.

		3.2		Copier le nombre de cas communiqués comme détectés par le site pendant la période de rapport définie à partir du rapport trimestriel d'enregistrement des cas.

		Calculer la vérification du résultats de l'indicateur du point de prestation de service  
(c à d, le rapport des résultat comptés à nouveau sur les résultats communiqués)						-

		B)  Identifier les causes possibles de tout écart entre les résultats vérifiés et les résultats communiqués

		Notes spécifique à l'indicateur pour l' auditeur:  Enregistrer toutes  les causes d'écarts observés (s’il y’en a ) par l’Equipe de vérification .

		3.3		Quelles sont les causes de ces écarts observés (s’il y’en a ) par l’Equipe de vérification (cad toutes les erreurs de saisie de données, de calcul, tous les documents sources manquants, autres causes).

				Commentaires Supplémentaires (s'il y'en a)

		4.  RECOUPEMENTS - Faire des recoupements  pour vérifier l'exactitude du régistre de l'UMB -

		Notes spécifiques de l'indicateur pour l'Auditeur :  L'Equipe de Vérification peut ajouter d'autres recoupements appropriés selon la convenance. A hauteur du niveau approprié, les recoupements devront être faits dans les deux sens (par exemple des fiches de traitement des patients au régistre de l'UMB et du régistre de l'UMB aux fiches de traitement des patients).

		RECOUPEMENT 1.1 :  Des Fiches de Traitement du Patient au Régistre de l'UMB .Ce recoupement a-t-il été fait?

		4.1		S'il est faisable, sélectionner 10 fiches de patients de personnes qui ont été détectés comme étant positifs au test du frottis pendant le trimestre (ou un maximum de toutes les fiches de patients  des personnes qui ont été détectées comme étant positives au test pendant quatre trimestres consécutifs). Combien de fiches ont été sélectionnées?

		4.2		Combien parmis les patients sélectionnés étaient enregistrés comme étant positifs au prélèvement dans le régistre de l'UMB?

		Calculer le % de l'écart dans le recoupement 1.1

Si l'écart est en deçà de 90%, sélectionner 10 autres fiches de patient de personnes qui ont été détectés comme positifs au test pendant le trimestre (ou un maximum de toutes les fiches de patient des personnes qui ont été détectées comme cas de TB positifs au test pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.2 :  Du Régistre de l'UMB aux Fiches de Traitement du Patient . Ce recoupement a-t-il été fait?

		4.3		S'il est faisable, sélectionner 10 cas de TB positifs au test du frottis à partir du Régistre de l'UMB qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs au test du frottis détectés positifs au test pendant quatre trimestres consécutifs). Combien ont été sélectionnées?

NB: Les patients transférés vers les structures périphériques pour un suivi peuvent être exclus de la sélection  dans le cas où la mission de l'EQD ne rend pas visite aux centres de santé périphériques.

		4.4		Combien des patients sélectionnés disposaient de Fiches de Patient avec un diagnostics au frottis positif?

		Calculer le % de l'écart dans le recoupement 1.2

Si l'écart est en deçà de 90%, sélectionner 10 autres cas de TB positifs au test du frottis à partir du régistre de l'UBM qui ont été détectés pendant le trimestre (ou un maximum de tous les cas de TB positifs détectés pendant 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

		RECOUPEMENT 1.3 :  Du Régistre du Laboratoire de TB au Régistre du BMU. Ce recoupement a t-l été fait?

		4.5		If feasible, select 10 smear positive TB cases from the Laboratory Register during the quarter (or a maximum of all smear positive TB cases of 4 consecutive quarters). How many were selected?

		4.6		Combien des patients sélectionnés ont été enregistrés dans le Régistre du BMU?

		Calculer le % de l'écart dans le recoupement 1.3

Si l'écart est en deçà de 90% sans causes justifiés (telle que les zones urbaines, les centres de laboratoires connus, les stigmates, les cas de transferts, etc...), sélectionner 10 autres cas de TB positifs au test à partir du Régistre du Laboratoire pendant le trimestre (ou un maximum de tous les cas de TB positifs au test de of 4 trimestres supplémentaires consécutifs) et refaire le calcul (ADDITIONNER les chiffres aux nombres existants dans les cellules supérieures); répéter jusqu'à trois fois.						-

				Commentaires Supplémentaires (s'il y'en a)

		5.  CONTROLES INOPINES - Faire des contrôles inopinés pour vérifier que le patient saisi dans le régistre de l'UMB a été correctement diagnostiqué -

		Notes spécifique à l'indicateur pour l' auditeur:   Un échantillon de patients positifs au test saisis dans le régistre de l'UMB à partir des sites vérifiés peut être visité. Le But des contrôles inopinés est de confirmer la détection des cas tel qu'indiqué dans les documents source. Les contrôles inopinés peuvent être faits de deux manières: (1) soit l'Equipe de Vérification obtient les noms et adresses des personnes et va les trouver au sein de la communauté; ou (2) L'Equipe de Vérification demande aux représentants du site de prendre contact avec ces personnes et de leur demander de venir à la structure sanitaire (par exemple le jour suivant). Des motivations ou les frais de transport peuvent être fournis aux patients qui rendent visite à la structure sanitaire.

		5.1		Combien de patients ont été interviewés par rapport à la structure visitée?

		5.2		Combien des patients interviewés ont réellement reçu le service (c à d avec le nom, l'age, le sexe, l'adresse, la fiche d'identité de TB, la personne contact correspondants, etc) ?

		Calculer le % de l'écart entre les bénéficiaires enregistrés comme ayant reçu le service et ceux qui ont réellement reçu le service.

		5.3		S'il y a un écart, quels problèmes les résultats du contrôle inopiné ont t-ils soulevé?

				Commentaires Supplémentaires (s'il y'en a)
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		TABLEAU SOMMAIRE de Tracage et Verification								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I								II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Comptes vérifiés aux sites apurés		Compte rapporté aux sites apurés		Facteurs de vérification de district - site et non ajustés		Compte rapporté observé de tous les sites du district		Compte rapporté du district à l'unité de S&E (niveau national)		Facteur d'ajustement Rdi/Rni		Facteurs de vérification ajustés de district		District         VF (Weight)		Weighted Regional Level Verification Factors		Region
VF Weight		Facteur de verification total		% de rapports disponibles		% de rapports reçues à l'heure		% de rapports complets		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		limite inférieure de confiance de 95%		limite supérieure de confiance de 95%		number of districts		Degrees of freedom t-distribution

		Unité de Suivi et Évaluation																																																				df		P(2-tailed) = 0.025

		-		-						0.00		0.00		-										0.00				0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Sites Intermédiares d'Agégation et Prestation de Service																																																				2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-				3.00		3.18

		1.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-																4.00		2.78

		1.1.1		-						0.00		0.00		-																																								5.00		2.57

		1.1.2		-						0.00		0.00		-

		1.1.3		-						0.00		0.00		-

		1.1.4		-						0.00		0.00		-

		1.1.5		-						0.00		0.00		-

		1.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.2.1		-						0.00		0.00		-

		1.2.2		-						0.00		0.00		-

		1.2.3		-						0.00		0.00		-

		1.2.4		-						0.00		0.00		-

		1.2.5		-						0.00		0.00		-

		1.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.3.1		-						0.00		0.00		-

		1.3.2		-						0.00		0.00		-

		1.3.3		-						0.00		0.00		-

		1.3.4		-						0.00		0.00		-

		1.3.5		-						0.00		0.00		-

		1.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.4.1		-						0.00		0.00		-

		1.4.2		-						0.00		0.00		-

		1.4.3		-						0.00		0.00		-

		1.4.4		-						0.00		0.00		-

		1.4.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-
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IIINNNTTTRRROOODDDUUUCCCTTTIIIOOONNN   


 
 
 
A- CONTEXTE 
 
Les programmes nationaux et les projets financés par des donateurs œuvrent dans le but de 
réaliser les ambitieux objectifs liés à la lutte contre les maladies telles que le Syndrome 
d’Immunodéficience Acquis (SIDA), la tuberculose et le paludisme. La mesure du succès et 
l’amélioration de la gestion de ces initiatives reposent sur des systèmes solides de suivi et 
d’évaluation (S&E) qui produisent des données de qualité relatives à l’exécution du programme. 
 
Dans l’esprit du “Three Ones”, du “Stop TB Strategy » et du « RBM Global Strategic Plan », un 
certain nombre d’organisations multilatérales et bilatérales ont collaboré pour élaborer ensemble 
un outil d’Evaluation de la Qualité des Données (EQD). L’objectif de cette initiative harmonisée est 
de fournir une approche commune pour l’évaluation et l’amélioration de la qualité des données 
dans leur ensemble. Un outil unique contribue à s’assurer que les normes sont harmonisées et 
permet une mise en œuvre conjointe entre les partenaires et avec les programmes nationaux. 
 
L’outil d’EQD met exclusivement l’accent sur (1) la vérification de la qualité des données 
rapportées, et (2) l’évaluation des systèmes sous-jacents de gestion et de notification des données 
pour des indicateurs de résultat standards au niveau du programme. L’outil d’EQD n’est pas 
destiné à évaluer tout le système de S&E de la réponse d’un pays au VIH/SIDA, à la tuberculose 
ou au paludisme.  Dans le contexte du VIH/SIDA, l’EQD concerne la 
composante 10 (c’est-à-dire la supervision de soutien et la vérification 
des données) du « Cadre organisationnel pour un système national 
fonctionnel de S&E du  HIV  » 


 
Deux versions de l’outil d’EQD ont été développées: (1) 
L’ « Outil de vérification de la qualité des données » donne les 
directives à utiliser par une équipe externe d’audit pour 
évaluer la capacité d’un programme/projet à fournir des 
données de qualité ; et (2) l’ « Outil d’évaluation de routine des 
données de qualité » est une version simplifiée de l’EQD pour 
l’audit; il permet aux programmes et projets d’évaluer la qualité 
de leurs données et de renforcer les systèmes de gestion et de 


 notification des données. 


 


 
Elaboration d’un cadre fonctionel 
pour un systeme National de S&E 
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B- OBJECTIFS 
 
Les objectifs de la version de l’Outil d’EQD pour la vérification consistent à : 
 


 
Par ailleurs, pour les programmes/projets à auditer, les conclusions de l’EQD peuvent s’avérer très 
utiles pour le renforcement de leur système de gestion et de notification des données. 
 
L’outil d’audit de l’EQD indique les procédures, protocoles et modèles sur comment :   
 


 Déterminer la portée de la vérification de la qualité des données.  L’Outil d’EQD 
commence par les critères suggérés pour sélectionner le pays, le(s) programme/projet(s) et 
les indicateurs à évaluer. Dans la plupart des cas, c’est l’organisation commanditaire de 
l’EQD qui choisit ces paramètres.   


 
 Engager le(s) programme/projet(s) et se préparer pour une mission de vérification.   


L’Outil d’EQD contient des modèles de lettres de notification de l’Evaluation de la Qualité 
des Données au programme/projet (afin d’obtenir les autorisations requises) ainsi que des 
indications pour préparer la mission dans le pays. 


 
 Evaluer la conception et la mise en œuvre des systèmes de gestion et de notification 


des données. L’Outil d’EQD indique les étapes et un protocole pour identifier les risques 
potentiels liés à la qualité des données créées par le système de gestion et de notification 
des données du programme/projet.   


 
 Tracer et vérifier (recompter) les résultats des indicateurs sélectionnés.  L’Outil 


d’EQD indique le(s) protocole(s) avec des instructions spéciales, basées sur l’indicateur et 
le type du site de fourniture de service (par exemple, une structure sanitaire ou 
communautaire) qui orientera l’équipe d’audit pendant la recherche et la vérification des 
données de l’indicateur sélectionné à partir des documents source et la comparaison des 
résultats avec les résultats rapportés par le(s) programme/projet(s).   


 
 Elaborer et présenter les conclusions et recommandations de l’équipe d’audit.  


L’Outil d’EQD fournit les indications sur comment et quand présenter les conclusions et 
recommandations de l’EQD aux représentants du programme/projet et comment 
programmer les activités de suivi, afin de s’assurer que les étapes convenues pour 
améliorer les systèmes et la qualité des données sont réalisées. 


 
Remarque: Même si l’Outil de vérification de la qualité des données n’a pas été conçu pour 
évaluer la qualité des services fournis, son utilisation pourrait aider à améliorer la qualité des 
services résultant de la disponibilité de données de meilleure qualité liées à la performance du 
programme.      
 
 


 Vérifier la qualité des données rapportées pour les principaux indicateurs sur les sites 
sélectionnés; et 


 Evaluer la capacité des systèmes de gestion des données à collecter et  rapporter des 
données de qualité. . 







 


 5


 
C- CADRE CONCEPTUEL 
 
Le cadre conceptuel de l’EQD et du REQD est illustré par figure 1 (ci-dessous). En général, la 
qualité des données rapportées dépend des systèmes sous-jacents de gestion et de notification 
des données; des systèmes plus solides doivent produire des données de meilleure qualité. En 
d’autres termes, pour que des données de bonne qualité soient produites par et à travers un 
système de gestion de données, il est nécessaire de mettre en place des composantes 
fonctionnelles clé à tous les niveaux du système – les points de prestation de service, le(s) 
niveau(x) intermédiaires où les données ont été rassemblées (par exemple districts, régions) et 
l’Unité de S&E au niveau le plus haut où les données ont été transmises. Par conséquent, les 
outils d’EQD et REQD sont conçus pour : 
 


(1) vérifier la qualité des données, 
(2) évaluer le système qui produit les données, et 
(3) élaborer des plans d’action pour les améliorer. 


 
 


 


Introduction- Figure 1. Cadre conceptuel pour le (R)EQD :   Systèmes de gestion et de 
notification des données, domaines fonctionnels et qualité des données 


 


 


1


Cadre conceptuel


Généralement, la qualité des données rapportées dépend de la gestion 
des données et des systèmes de compte rendu utilisés ; les meilleurs 
systèmes devraient produire des données de meilleure qualité.


N
IV


E
A


U
X


 D
E


 
R


E
P


O
R


TA
G


E


Points de service


Iniveaux intermediares
d’aggregation (exple Districts, 


Regions)


Unite de S&E


DONNÉES 
DE 


QUALITÉ
Exactitude, perfection, fiabilité, opportunité, 


confidentialité, précision, intégrité


Dimensions de la qualité


Mécanismes et controles de 
la qualité des données


VII
Processus de gestion des 
données


VI


Liens avec le système de reportage nationalV


Liens avec le système de VIII


Processus de gestion des donnéesIV


Formulaires / outils de collecte et de reportage des donnéesIII


Directives pour la définitions et le reportage d'indicateurII


Structure, fonctions et capacites du S&EI


Composants fonctionnels requis d'un système de gestion 
des données pour assurer la qualité des données


S
ys


tè
m


e 
de


 g
es


tio
n 


et
 d


e 
re


po
rt


ag
e 


de
s 


do
nn


ée
s


 
 


 
 







 


 6


 
D- METHODOLOGIE 
 
L’EQD est fondé sur les composantes de la qualité des données, à savoir que les programmes et 
projets ont besoin de rapports de données exacts, fiables, précis, complets et opportuns que les 
gestionnaires peuvent utiliser pour affecter de manière efficace les ressources disponibles et 
évaluer le progrès fait dans le sens de l’atteinte des objectifs fixés (voir introduction, tableau 1).  
Par ailleurs, les données doivent être assez intègres pour être considérées comme crédibles et 
doivent être produites en respectant les normes de confidentialité.   
 
 


 
 
En fonction de ces dimensions de la qualité des données, l’outil d’EQD comprend deux 
composantes : (1) évaluation des systèmes de gestion et de notification des données; et (2) 
vérification des données déclarées pour les indicateurs clé au niveau des sites choisis. 
 
En conséquence, la mise en œuvre de l’EQD est soutenue par deux protocoles (voir ANNEXE 1) : 


 


Introduction – Tableau 1: Dimensions de la qualité des données 
 


Dimension de la 
qualité des 
données 


 


Définition opérationnelle 


Exactitude  
 


Aussi appelée validité  Les données exactes sont considérées comme étant correctes: Les données 
mesurent ce qu’elles doivent mesurer.  Des données exactes minimisent les erreurs (par exemple, 
parti pris de l'enregistrement ou de la personne qui conduit l'interview, erreur de transcription, erreur 
d’échantillonnage) au point de les rendre négligeables. 


Fiabilité  
 


Les données générées par le système d’information d’un programme sont basées sur des 
protocoles et procédures qui ne changent pas en fonction de la personne qui les utilise, du moment 
et de la fréquence de leur utilisation.  Les données sont fiables parce qu’elles sont mesurées et 
collectées de manière cohérente. 


Précision  
 


Cela signifie que les données sont assez détaillées.  Par exemple, un indicateur requiert la 
connaissance du nombre d’individus qui ont reçu de l’assistance et des analyses du VIH et reçu les 
résultats de leurs tests, selon le sexe de la personne. Un système d’information manque de 
précision s’il n’a pas été conçu pour enregistrer le sexe de l’individu qui a reçu l’assistance et les 
analyses. 


L’exhaustivité  
 


L’exhaustivité signifie qu’un système d’information duquel on tire les résultats est inclusif de manière 
appropriée : Il représente la liste exhaustive des personnes ou unités éligibles et pas juste une 
fraction de la liste.  


L’Opportunité  
 


Des données sont dites opportunes quand elles sont à jour (actuelles), et quand l’information est 
disponible à temps.  L’opportunité est affectée par: (1) le rythme auquel le système d’information du 
programme est mis à jour ; (2) le rythme de changement des activités réelles du programme ; et (3) 
quand l’information est réellement utilisée ou requise. 


L’Intégrité  
 


Les données sont intègres quand le système utilisé pour les générer est protégé de tout parti pris ou 
manipulation délibérés pour des raisons politiques ou personnelles. 


Confidentialité  
 


La confidentialité signifie que les clients sont assurés que leurs données seront conservées en 
conformité avec les normes nationales et/ou internationales en matière de données.  Cela signifie 
que les données personnelles ne sont pas divulguées et que les données contenues sur des 
supports papier et électroniques sont traitées avec un niveau de sécurité  approprié (par exemple, 
gardés dans des armoires fermées et des fichiers protégés par des mots de passe).    
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- Protocole 1: Protocole d’évaluation du système ; 
- Protocole 2: Protocole de vérification des données. 
 
Ces protocoles sont administrés à chaque niveau du système de collecte et de notification des 
données (c’est-à-dire Unité de S&E du programme/projet, sites de fourniture de service et, de 
façon appropriée, tout niveau intermédiaire de regroupement - régions ou districts). 
 
Protocole 1- Evaluation des systèmes de gestion et de notification des données : 
 
L’objectif de cette partie de l’EQD est d’identifier les défis potentiels liés à la qualité des données 
créées par les systèmes de gestion et de notification des données à trois niveaux : (1) l’Unité de 
S&E du programme/projet, (2) les sites de fourniture de service, et (3) tout niveau intermédiaire de 
regroupement (au niveau desquels les rapports des sites de fourniture de service sont rassemblés 
avant d’être envoyés à l’Unité de S&E du programme/projet, ou tout autre niveau adéquat).  
 
L’évaluation des systèmes de gestion et de notification des données se fera en deux étapes : 


 Un bureau en dehors du site pour la vérification de la documentation fournie par le 
programme/projet ; 


 Des évaluations du suivi sur le site au niveau de l’Unité de S&E du programme/projet et au 
niveau des sites de fourniture de service et à des niveaux intermédiaires d’agrégation (par 
exemple districts, régions). 


 
L’évaluation couvrira 5 domaines fonctionnels comme indiqué en Introduction- Tableau 2 : 
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Introduction- Tableau 2. Questions d’évaluation du système par domaine fonctionnel
 


Domaines fonctionnels Résumé des questions


I Structures S&E, 
fonctions et capacités 1 


Le personnel clé des S&E et de la gestion des données a-t-il été 
identifié et des responsabilités claires lui ont-elles été assignées? 


2 
La majorité du personnel clé des S&E et de la gestion des 
données a-t-elle reçu la formation requise ? 


II Définitions des 
indicateurs et 
indications de 
notification 


3 
Y a t’il des définitions d’indicateurs opérationnels répondant aux 
normes requises et qui sont systématiquement suivies par tous les 
points de service ? 


4 
Le programme/projet a-t-il fourni une documentation claire (par 
écrit) de ce qui doit être déclaré à qui, comment et quand est-ce 
qu’une déclaration est-elle nécessaire ?   


III Fiches et outils de 
Collecte et de 
notification des données  


5 
Y a-il des fiches standard de collecte et de notification des 
données qui sont systématiquement utilisées ? 


6 
Les données sont-elles enregistrées avec assez de 
précision/détails pour mesurer les indicateurs adéquats ? 


7 
Les données sont-elles gardées selon les normes internationales 
ou nationales de confidentialité ? 


8 
Les documents sources sont-ils conservés et rendus disponibles 
selon un accord écrit ?  


IV 


 


Processus de gestion 
des données 9 


Une documentation claire sur les étapes de collecte, regroupement 
et manipulation existe-elle ?    


10 
Les défis liés à la qualité des données ont-ils été identifiés et des 
mécanismes ont-ils été mis en place pour les relever ?   


 11 
Y a-t-il des procédures clairement définies et suivies pour identifier 
et harmoniser les divergences dans les rapports ?    


 12 
Y a t-il des procédures clairement définies et suivies pour vérifier 
périodiquement les données source ?   


V Liens avec les systèmes 
de notification au plan 
national 13 


Le système de collecte et de notification des données du 
programme/projet est-il lié au système de notification national? 


 
 
 
Le résultat de cette évaluation sera l’identification des forces et faiblesses de chaque domaine 
fonctionnel du système de gestion et de notification des données. 
 
 
 
 
 
 
 
 







 


 9


 
 
 


Introduction- Figure 2. Evaluation du système de gestion des données (Illustration) 
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Protocole 2- Vérification des données rapportées pour les indicateurs clé : 
 
L’objectif de cette partie de l’EQD est d’évaluer, sur une échelle limitée, si la fourniture de service 
et les sites de regroupement des données collectent et rapportent les données pour mesurer le(s) 
indicateur(s) vérifié(s) de manière précise et à temps- et de faire une vérification par recoupement 
des résultats rapportés avec d’autres sources de données.  Pour cela, l’EQD déterminera si un 
échantillon des sites de fourniture de service a enregistré avec exactitude l’activité liée à(aux) 
indicateur(s) sélectionnés sur les documents source, et ensuite retrouver ces données afin de voir 
si elles ont été correctement rassemblées et/ou autrement manipulées car ayant été soumises par 
les sites initiaux de fourniture de service à travers les niveaux intermédiaires à l’Unité de S&E du 
programme/projet. 
 
L’exercice de vérification des données se fera en deux étapes : 
 
 Vérifications approfondies au niveau des sites de prestation de service ; et 


 Vérifications du suivi aux niveaux intermédiaires de regroupement et au niveau de l’Unité de 
S&E du programme/projet.  


 
Remarque: Pour des objectifs de vérification, les visites de sites au niveau intermédiaire de 
regroupement doivent avoir lieu avant que les visites de sites au niveau des sites de fourniture de 
service ne soient entreprises.   
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Introduction- Figure 3. Totaux du rapport de traçage et de vérification du site de fourniture de service 
à travers les niveaux intermédiaires de regroupement jusqu’à l’Unité de S&E du programme/projet 
 


1


Exercice de vérification de données


Region 1


Rapport mensuel


SDP 1 45


SDP 2 20


TOTAL 65


Region 3


Rapport mensuel


SDP 4 50


SDP 5 200


TOTAL 250


Region 2


Rapport mensuel


SDP 4 75


TOTAL 75


NATIONAL


Rapport mensuel


Region 1 65


Region 2 75


TOTAL 390


Region 3 250
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Fichier 
Primaire 1


Service Delivery Point 2
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Fichier 
Primaire1


Service Delivery Point 3


Monthly Report


ARV Nb. 75


Fichier 
Primaire 1


Service Delivery Point 4


Monthly Report


ARV Nb. 50


Fichier 
Primaire 1


Service Delivery Point 5


Monthly Report


ARV Nb. 200


Fichier 
Primaire 1


ILLUSTRATION


 
 
La première étape de la vérification des données a lieu au niveau des sites de fourniture de service. Il y a cinq 
types de vérification standard des données qui peuvent être faits à ce niveau (Introduction- Tableau 3) : 
 


Introduction- Tableau 3. Site de fourniture du service- 5 types de vérification des données


 


Vérifications Description  Requis 


1 - Description Décrire la connexion entre la fourniture des services/commodités et 
l’achèvement du document source pour enregistrer ce service.   


Dans tous 
les cas 


2- Revue de la 
documentation  


Réviser la disponibilité et l’exhaustivité de tous les documents source 
de l’indicateur pour la période de notification sélectionnée. 


Dans tous 
les cas 


3- Traçage et 
vérification 


Retrouver et vérifier les nombres transmis: (1) Recompter les nombres 
transmis à partir des documents source disponibles ;(2) Comparer les 
nombres vérifiés avec les nombres transmis du site ;  


Dans tous 
les cas 


4- Vérifications par 
recoupement 


Faire des vérifications par recoupement (« cross-checks ») des totaux 
vérifiés du rapport avec les autres sources de données (par exemple 
rapports d’inventaire, rapport de laboratoire, registres, etc.). 


Dans tous 
les cas 


5- Contrôle inopiné  Faire des contrôles inopinés (« spot-checks ») pour vérifier la Si faisable  
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fourniture réelle des services ou commodités aux populations cibles. 


 
Parce qu’il y a des différences significatives entre certains types d’indicateurs et de sites- par 
exemple des sites où il y’a des installations (cliniques) et des sites communautaires- l’EQD 
contient des protocoles propres à l’indicateur pour réaliser ces étapes standard de vérification des 
données (par exemple, Protocole ART, Protocole VCT, Protocole(s) TB de Traitement des 
résultats; Protocole ITN, etc.). Ces protocoles spécifiques à l’indicateur sont basés sur des 
protocoles génériques qui ont été élaborés pour des sources de données fonctionnelles et 
communautaires. Les fiches techniques des sites de fourniture de service de ces protocoles 
génériques de vérification des données sont montrées en ANNEXE 1.  
 
La seconde étape de la vérification des données a lieu aux niveaux intermédiaires de 
regroupement (par exemple districts, régions) et au niveau de l’Unité de S&E du 
programme/projet.  Comme illustré en Introduction- Figure 3, l’EQD évalue la capacité au niveau 
intermédiaire de rassembler avec exactitude ou sinon de traiter les données soumises par les sites 
de fourniture de service et transmettre ces données au prochain niveau dans les délais requis.  De 
la même manière, l’Unité de S&E du programme/projet doit rassembler avec exactitude les 
données transmises par les niveaux intermédiaires, publier et distribuer les résultats du 
programme national pour répondre aux besoins d’information des acteurs (par exemple les 
donateurs). 
 
Par conséquent, les vérifications suivantes –Introduction- Tableau 4) seront faites aux niveaux 
intermédiaires d’agrégation. Les mêmes vérifications sont faites au niveau de l’Unité de S&E.   
 


Introduction- Tableau 4. Niveaux intermédiaires d’agrégation des données- 2 Types de 
vérification des données 
 


Vérifications Description  Requis  


1- Revue de la 
documentation  


Faire la revue de la disponibilité, l’opportunité et l’exhaustivité des 
rapports attendus des sites de prestation de service pour la période de 
transmission sélectionnée. 


Dans tous 
les cas 


2- Traçage et 
vérification 


Retrouver et vérifier les nombres transmis: (1) Rassembler à nouveau 
les nombres soumis par les sites de prestation de service ; (2) 
Comparer les comptes vérifiés aux nombres soumis au prochain 
niveau (Unité de S&E du programme/projet) ; (3) identifier les raisons 
d’une quelconque différence. 


Dans tous 
les cas 


 
 
Le résultat de ces vérifications sera des statistiques sur l’exactitude, la disponibilité, l’exhaustivité 
et l’opportunité des données transmises. 
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Introduction- Figure 4. Statistiques sur la qualité des données (Illustration) 
 


 
 


 
 
 
E- SELECTION DES SITES 
 
Il y’a quatre méthodes de sélection des sites pour l’évaluation de la qualité des données (EQD) : 
 
1. Sélection ciblée  les sites à visiter sont sélectionnés dans un but précis, par exemple en 


fonction de leur taille, leur proximité géographique ou par souci de la qualité des données 
transmises. Dans ce cas, il n’est pas nécessaire d’avoir un plan d’échantillonnage.  Cependant, 
les conclusions de la vérification de la qualité des données produites à partir d’un tel 
échantillon « ciblé » ou dirigé ne peuvent être utilisées pour faire des déductions ou 
généralisations sur tous les sites, ou sur un groupe de sites dans ce pays.  


 
2. Conception de site restreint   Un seul site est sélectionné pour l’EQD. L’avantage de cette 


approche est que l’équipe peut maximiser ses efforts sur un site et avoir un haut niveau de 
contrôle sur la mise en œuvre des protocoles de vérification et une connaissance des 
systèmes spécifiques au site desquels les résultats sont dérivés. Cette approche est idéale 
pour mesurer le changement dans la qualité des données qui peut être attribué à une 
intervention (par exemple une formation en gestion des données).  Dans cette approche, la 
vérification de la qualité des données est exécutée sur un site choisi ; l’intervention est faite et 
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est suivie par une autre vérification de la qualité des données sur le même site.  Alors, tout 
changement de la qualité des données pourrait plus probablement être le résultat de 
l’intervention.  


 
3. Echantillonnage aléatoire stratifié   Cela implique qu’un échantillon aléatoire stratifié est tiré 


d’un groupe de sites sous- nationaux où une variable d’intérêt particulier est choisie comme 
base des sites à visiter.  Comme exemple de ces variables, on peut citer les sites ruraux, les 
sites extrêmement grands, les sites gérés par un certain type d’organisation (par exemple les 
ONG) ou les sites qui se trouvent dans des régions ou districts particuliers du pays. De tels 
échantillonnages aléatoires stratifiés permettent à L’équipe d’audit  de faire des déductions à 
partir des résultats de la vérification de l’échantillon de tous les sites appartenant à la variable 
d’intérêt de la stratification (comme tous les sites ruraux, tous les sites très grands, toutes les 
ONG, etc.).  


 
4. Echantillonnage aléatoire  Il est souvent souhaitable de donner des avis sur la qualité des 


données d’un programme ou d’un pays entier.  Cependant, dans la plupart des pays il serait de 
loin très coûteux et très long de vérifier tous les sites de transmission de données d’un 
programme.  En plus, cela peut être inexact et trompeur de tirer des conclusions pour tous les 
sites de mise en œuvre en fonction de l’expérience d’un petit nombre.  Les techniques 
d’échantillonnage aléatoires nous permettent de sélectionner un nombre relativement petit de 
sites desquels des conclusions peuvent être tirées et qui peuvent être généralisées pour tous 
les sites du programme/projet.  De tels échantillonnages reposent sur des propriétés 
statistiques (par exemple la taille de l’échantillon, la variabilité du paramètre mesuré) qui doit 
être examiné lors du choix de l’approche à utiliser.  Parfois, le nombre minimum de sites 
acceptable (en termes de validité statistique) requis par la méthodologie de l’échantillonnage 
est toujours trop grand en termes de coûts et de personnel disponible.  Compromettre la 
méthodologie en incluant moins de sites que ce qui est indiqué ou remplacer un site par un 
autre pour des raisons de convenance peut produire des estimations erronées ou biaisées de 
la qualité des données.  Cependant, vu les ressources appropriées, l’échantillonnage aléatoire 
offre la méthode la plus puissante pour tirer des déductions sur la qualité des données pour un 
programme ou un pays entier.  Cette méthode implique la sélection au hasard d’un certain 
nombre de sites qui sont ensemble représentatifs de TOUS les sites où les activités qui 
soutiennent l’indicateur objet de l’étude sont mises en œuvre. « Représentatif » signifie que les 
sites sélectionnés sont similaires à la population entière de sites en termes d’attributs qui 
peuvent affecter la qualité des données, par exemple, la taille, le volume de service et la 
localisation. L’objectif de cette approche est de produire des estimations quantitatives de la 
qualité des données qui peuvent être perçues comme étant indicatifs de la qualité des données 
dans l’ensemble du programme/projet et non uniquement des sites sélectionnés.  
 
Le nombre de sites sélectionnés pour une EQD donné dépendra des ressources disponibles 
pour faire les vérifications et du niveau de précision désiré pour l’estimation au niveau national 
du facteur de vérification.  Une estimation plus précise requiert un échantillon plus large de 
sites.  L’équipe d’audit  devrait travailler avec l’organisation commanditaire de l’EQD pour 
déterminer le bon nombre de sites pour un programme et un indicateur donnés.   


    
 
F- RESULTATS 


 
Dans la réalisation de l’EQD, L’équipe d’audit  collectera et fournira des informations sur : 1) la 
preuve de la revue du système de gestion et de notification des données du programme/projet et 
2) la preuve de la vérification des données.  La documentation comprendra :  
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 Des protocoles et modèles complets compris dans l’outil d’EQD. 
 
 Des critiques et des observations, interviews et conversations avec les principaux 


représentants de l’Unité de S&E en charge de la qualité des données, aux niveaux 
intermédiaires de transmission et au niveau des sites de fourniture de service.   


 
 Des conclusions préliminaires et des ébauches de notes de recommandations basées 


sur des preuves collectées dans les protocoles ; 
 
 Rapport final d’audit   Le rapport final d’audit résumera les preuves collectées par l’équipe 


d’audit, identifiera les résultats ou vides liés à ces preuves et fera des recommandations 
pour améliorer la qualité des données.  Le rapport comprendra aussi le récapitulatif des 
statistiques suivantes qui sont calculées à partir des protocoles de gestion du système et 
de vérification des données. 


 
1- Force du système de gestion et de notification des données basée sur l’analyse du 
système de collecte et de notification des données du programme/projet comprenant les 
réponses aux questions sur la bonne conception et la bonne mise en œuvre du système. 


 
2- Exactitude des données transmises à travers le calcul des facteurs de vérification 
générés à partir de l’exercice de recherche et de recomptage de vérification entrepris à 
chaque niveau du système de transmission (c’est-à-dire, le ratio de la valeur recomptée de 
l’indicateur sur la valeur transmise). 
 
3- Rapports de disponibilité, exhaustivité et opportunité à travers les pourcentages 
calculés au(x) niveau(x) intermédiaire(s) d’agrégation et de l’Unité de S&E.  


 
Ces statistiques sommaires, qui sont automatiquement générées sur des fichiers Excel, 
sont élaborées à partir des protocoles d’évaluation et de vérifications des données du 
système.  
 


 Toute communication relative au suivi avec le programme/projet et l’organisation 
commanditaire de l’EQD relative aux résultats et recommandations de la vérification de la 
qualité des données. 


 
 
G- CONSIDERATIONS ETHIQUES 
 
Les vérifications de la qualité des données doivent se faire en adéquation totale avec les normes 
éthiques du pays et, si nécessaire, de l’organisation commanditaire de l’EQD.  Bien que les 
équipes de vérification puissent avoir besoin d’accéder aux informations personnelles (par 
exemple dossiers médicaux) pour les besoins du recomptage et de vérification par recoupement 
des résultats transmis, sous aucune circonstance, des informations personnelles ne seront 
divulguées en relation avec la réalisation de la vérification ou la transmission des résultats et des 
recommandations.  Les équipes de vérification n’ont pas le droit de photocopier ou d’emporter des 
documents du site. 
 
En plus, le vérificateur n’acceptera ni ne sollicitera directement ou indirectement un bien de valeur 
économique comme présent, pourboire, faveur, loisir ou prêt qui pourrait sembler être destiné de quelque 
manière que ce soit à l’influencer dans son travail officiel, plus particulièrement venant de quelqu’un dont les 
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intérêts peuvent être sérieusement affectés par l’accomplissement ou le non-accomplissement du travail du 
vérificateur.   Cette clause n’interdit pas l’acceptation de nourriture ou de rafraîchissements de valeur 
insignifiante reçues occasionnellement pendant une réunion, conférence ou autres rencontres auxquelles le 
vérificateur participe, ni l’acceptation de matériel promotionnel non sollicité tels que stylos, calendriers, 
et/ou autres articles de valeur nominale intrinsèque. 
 
 
H- MISE EN ŒUVRE  
 
La vérification de la qualité des données sera mise en œuvre de manière chronologique en 19 
étapes conduites en six phases, comme indiqué en Introduction Figure 1. 
 


 
 
 PHASE 1- les étapes 1-5 sont réalisées par l’Organisation commanditaire de l’EQD et dans 


le bureau de L’équipe d’audit. 


 L’organisation commanditaire de l’EQD détermine le pays et le(s) programme/projet(s) 
à auditer. L’équipe d’audit  et/ou l’organisation commanditaire(s) de l’EQD 
sélectionne(nt) alors les indicateurs correspondant et la période de transmission (étape 
1). 


 L’organisation commanditaire de l’EQD est chargée d’obtenir l’autorisation nationale 
d’entreprendre la vérification, si nécessaire, et d’informer formellement du  
programme/projet de l’EQD   Avant de visiter le programme/projet, L’équipe d’audit  fait 


Préparation et 
commencement 
(sites multiples) 


PHASE 1 


1- Sélectionner les 
indicateurs et la 


période de 
transmission du 


pays, 
Programme/projet 


5- Revue de la 
Documentation 


2- Informer le 
Programme, 
demander la 


Documentation et 
Obtenir les 


autorisations 


 


Unité de 
gestion M&E 


 


PHASE 2 


6- Evaluation des 
systèmes de gestion 


des données 


3- Sélectionner les 
sites à verifier  


Niveaux 
intermédiaires 


de 
rassemblement


(ex :district) 


PHASE 3


8- Evaluation des 
systèmes de collecte 
et de notification des 


données 


9- Rechercher et 
vérifier les résultats 


des sites de 
fourniture de 


Service  


 


 Sites de 
fourniture de 


service / 
Organisations


PHASE 4


10- Evaluation des 
systèmes de 


rassemblement et de 
notification des 


données


11- Rechercher et 
vérifier les résultats 


à partir des 
document source 


Unité de 
gestion M&E 


 


PHASE 5 


12- Consolider 
l’évaluation des 


systèmes de gestion 
des données. 


13-Projet de rapport 
de notes de 
résultats et 


recommandations 
préliminaires 
14- Tenir une 


réunion de clôture 


Fin 
(sites multiples)


PHASE 6


15- Rédiger un projet 
de rapport de 


vérification 


16- Analyser et 
collecter le 


feedback du pays 
et de l’Organisation 
commanditaire du 


DQA


17- Finalize Audit 
Report


19- Proposer un 
suivi des actions 
recommandées


Assess Data Management and Reporting System


Rechercher et vérifier les données des  
indicateurs


Introduction - Figure 1. Phases et étapes de vérification de la qualité des données


18- Communiquer 
avec le 


Programme/projet


7- Rechercher et 
vérifier les résultats 


des sites de 
rassemblement 
intermédiaires 


R t


4-Se  Préparer pour 
des visites de 


vérification sur le 
terrain: 1) Timing, 2) 


Constitution de 
l’équipe; et 3) 
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suivre une demande de documentation pour sa revue, comprenant des informations 
desquelles seront tirées les exemples de sites (étape 2). 


 L’équipe d’audit, en collaboration avec l’organisation commanditaire de l’EQD identifie 
le nombre et la localisation des sites de fourniture de service et des niveaux 
intermédiaires d’agrégation qui y sont liés (c’est-à-dire districts ou régions) auprès 
desquels les évaluations de système ainsi que la vérification des données seront 
entreprises (étape 3). 


 L’équipe d’audit se prépare pour des visites sur le terrain ; cela consiste à faire un 
programme de visites, constituer L’équipe d’audit  et régler les questions logistiques qui 
y sont  relatives (étape 4).  


 L’équipe d’audit fait une revue de la documentation fournie par le programme/projet. 
(étape 5) 


 


 PHASE 2 - Les étapes 6-7 sont réalisées au niveau de l’Unité de S&E du 
programme/projet.  


 L’équipe d’audit évalue le système de gestion et de notification des données au niveau 
de l’Unité de S&E (étape 6). L’évaluation a pour but d’identifier les défis potentiels liés à 
la qualité des données crées par le système de gestion et de notification des données 
du programme/projet. 


 L’équipe d’audit  commence par retrouver et vérifier le(s) indicateur(s) sélectionné(s) en 
faisant la revue des rapports soumis par les niveaux inférieurs de transmission (tels que 
le bureau au niveau régional ou du district), pour la période de transmission 
sélectionnée (étape 7).  


 


 PHASE 3- les étapes 8-9 sont réalisées aux niveaux intermédiaires d’agrégation (tels que 
le bureau régional ou de district), si le dans système de gestion des données du 
programme/projet, il existe de tels niveaux.   


 L’équipe d’audit  évalue le système de gestion et de notification des données en 
déterminant comment les données transmises par les niveaux inférieurs (par exemple 
les sites de fourniture de service) sont rassemblées et transmises à l’Unité de S&E du 
programme/projet (étape 8).   


 L’équipe d’audit  continue à rechercher et vérifier les nombres transmis des sites de 
fourniture de service aux niveaux intermédiaires (étape 9). 


 


 PHASE 4- Les étapes 10-11 sont réalisées au niveau des sites de fourniture de service (par 
exemple, dans une structure sanitaire ou une communauté). 


 L’équipe d’audit  continue l’évaluation du système de gestion et de notification des 
données au niveau des sites de fourniture de service en déterminant si un système qui 
fonctionne est en place pour collecter, vérifier et transmettre les données au niveau 
suivant d’agrégation (étape 10).   


 L’équipe d’audit  recherche et vérifie aussi les données pour l’indicateur(s) 
sélectionné(s) des documents source jusqu’aux résultats transmis par les sites de 
fourniture de service (étape 11). 


 


 PHASE 5- Les étapes 12-14 sont encore réalisées au niveau de l’Unité de S&E du 
programme/projet.   
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 L’équipe d’audit  finalise l’évaluation du système de gestion et de notification des 
données en répondant aux dernières questions sommaires de vérification (Etape 12).   


 L’équipe d’audit  rédige alors l’avant-projet des résultats et recommandations 
préliminaires de l’EQD (étape 13) et les partage avec les représentants du 
programme/projet de S&E pendant une réunion fermée de vérification (étape 14).  
L’accent est mis sur l’atteinte d’un consensus avec les cadres du S&E sur les mesures 
à prendre pour améliorer la qualité des données.  


 


 PHASE 6 - Les étapes 15-19 sont réalisées au niveau du bureau de L’équipe d’audit  et à 
travers des réunions avec l’organisation commanditaire de l'EQD et le bureau du 
programme/projet.   


 L’équipe d’audit  termine une ébauche de  rapport d’audit (étape 15) qui est 
communiquée à l’organisation commanditaire de l’EQD et le programme/projet (étape 
16).   


 En fonction du feedback reçu, L’équipe d’audit  termine le rapport final d’audit (étape 
17) et communique le rapport au programme/projet. 


 A l’étape de la vérification finale, on pourrait demander à L’équipe d’audit  de proposer 
un processus de suivi afin de permettre de s’assurer que les améliorations identifiées 
dans le rapport final d’audit sont mises en œuvre. (Etape 19) 
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PHASE 1: PREPARATION ET COMMENCEMENT 


 
 


 
 
 
 
 
 
 
 
 
 
 


La première phase de l’EQD a lieu  avant la rencontre entre L’équipe 
d’audit  et le programme/projet. La responsabilité de la phase 1 
repose en partie sur l’organisation commanditaire de l’EQD et en 
partie sur l’agence d’Audit.  
 


1. L’identification du pays et du programme/projet, de(s) 
indicateur(s) sélectionné(s) et de la période de transmission 
seront les points focaux du travail réel de vérification des 
données au niveau de quelques sites de fourniture de service.   


 
2. Notifier au programme/projet(s) sélectionné  du projet 


d’Evaluation de la Qualité des Données et leur demander la 
documentation relative au système de gestion et de 
notification des données que L’équipe d’audit  peut consulter 
avant les visites des sites.  Obtenir si besoin les autorisations 
nationales pour entreprendre les vérifications, informer les 
autorités  compétentes, coordonner avec les autres 
organisations telles que les donateurs, impliquer  les 
partenaires et les agences nationales de vérification si 
nécessaire. 


 
3. Déterminer le type d’échantillon et le nombre de sites qui 


seront soumis aux vérifications de la qualité des données sur 
le terrain et communiquer la liste des sites au 
programme/projet. 


 
4. Se préparer pour les visites des sites en déterminant le 


programme de la visite, en constituant L’équipe d’audit  et en 
réglant les questions logistiques. 


 
5. Faire la revue de la documentation fournie pour commencer à 


déterminer si le système de gestion et de notification des 
données programme/projet est capable de transmettre des 
données de qualité, s’il est implémenté fidèlement à sa 
conception. 


 
La durée des étapes suivantes de la PHASE 1 est estimée entre 
quatre et six semaines.  


Préparation et 
commencement 
(sites multiples) 


PHASE 1 


1- Sélectionner les 
indicateurs et la 


période de notification 
d’un pays, 


Programme/projet(s)   


5- Revue de la  
Documentation 


2- Informer le  
Programme, demander  


la Documentation et 
Obtenir les 


autorisations  
Nationales  


3- Sélectionner les 
Sites à vérifier 


4- Se Préparer pour 
des visites de 


vérification sur le 
terrain:  1) Timing; 2) 


Constitution de 
l’équipe; 3) Logistique 
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L’étape 1 peut être accomplie par l’Organisation Commanditaire de L’EQD et/ou l’Equipe d’Audit. 


  
A- PROCEDER A LA SELECTION DU PAYS ET DU (DES) PROGRAMME/PROJET(S) 
 
Selon toute probabilité, l’Organisation commanditaire de l’EQD décidera du pays ainsi que du 
Programme/projet qui devrait faire l’objet d’une Evaluation de la Qualité des Données. Cet outil 
d’EQD présente  certaines stratégies relatives à la sélection d’un (de) Programme/projet(s) pour un 
audit à travers la fourniture d’une liste de critères pertinents et d’autres questions à prendre en 
compte. De toute évidence il n’existe pas de règle unique relative à la sélection du (des) 
Programme/projet(s) à auditer; des circonstances internationales, locales et programmatiques 
doivent être prises en compte lors de la prise de décision. La documentation de l’audit  devrait 
inclure des informations sur l’identité de la personne ayant procédé à la sélection et, dans la 
mesure où elles sont connues, les raisons qui ont motivé cette décision. 
 
Une liste représentative des critères à utiliser pour la sélection d’un pays et d’un Programme/projet 
est montrée ci-dessous au niveau de l’Etape 1 - Tableau 1. Si un Programme National fait 
effectuer l’audit, il peut également utiliser ces critères pour procéder à la sélection des aspects du 
programme (ex. les indicateurs) qui seront audités.  
 


Etape 1 - Tableau 1. Critères Illustratifs pour la Sélection du Pays, du Secteur des 
Maladies /de la Santé et du Programme/projet 


 


1 Le montant du financement investi au niveau des pays et des programmes/projets 
au sein du secteur des maladies/de la santé. 


2 Les Résultats ciblés ou notifiés  issus des pays et des Programmes/projets (tel que 
le nombre de personnes sous traitement ART, de MII distribuées  ou les Nombres 
de cas Détectés avec le programme DOTS).   


3 Les  grandes différences au niveau de la notification des résultats d’une période à 
l’autre au sein d’un pays ou d’un Programme/projet. 


4 Les Ecarts entre les résultats programmatiques et les autres sources de données 
(ex., dépenses liées à l’achat de produits sanitaires qui ne correspondent pas au 
nombre de personnes sous traitement ARV notifié). 


5 Les écarts entre les données notifiées  issues d’un projet particulier et les résultats 
nationaux (ex., le nombre notifié de MII distribuées  ne correspond pas aux chiffres 
à l’échelle nationale). 


6 Les conclusions  issues des évaluations de S&E précédentes indiquant des écarts  
au niveau des systèmes de gestion et de notification des données au sein  du ( 
des) Programme/projet(s). 


ETAPE 1. SELECTIONNER LE PAYS, LE (S) PROGRAMME/PROJET(S), LE/LES 
INDICATEUR(S) ET LA PERIODE VISEE PAR L’AUDIT 
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7 Les Opinions/références relatives aux faiblesses perçues de la qualité des 
données et/ou aux risques au sein d’un Programme/projet. 


8 Un calendrier d’audit périodique associé au financement ou aux examens de 
renouvellement. 


9 La volonté de choisir au hasard certains pays et programmes/projets devant faire 
l’objet d’un audit. 


 
Quand les Organisations Chargées de l’EQD sélectionnent le pays et le Programme/projet devant 
faire l’objet d’une Evaluation de la qualité des données, elles pourraient juger utile de classer les 
pays (ou les Programmes/projets) en fonction du montant qu’elles y ont investi et/ou des 
conclusions qui ont été rapportées (résultats).  Ce classement pourrait se faire dans l’ordre 
suivant : 


 Tout d’abord, classer les pays ou le (les) Programme/projet(s) en fonction du 
montant de l’investissement pour une maladie spécifique ; 


 En second lieu, identifier les indicateurs nécessaires pour le classement des pays 
(ou des Programmes/projets) en fonction des résultats  notifiés  (cette liste sera en 
général réservée à l’Organisation particulière commanditaire de l’EQD) ; 


 En troisième lieu, déterminer le classement de chaque pays ou Programme/projet 
pour chacun des indicateurs identifiés. 


 
Cette liste devrait aider l’Organisation Commanditaire de l’EQD à de classer les pays ou  
Programme/projet(s) par priorité. ANNEXE 2, Etape 1 – Le Modèle 1 sert à illustrer une telle 
analyse. 
 
 
B- PROCEDER A LA SELECTION DE(S) L’INDICATEUR(S) 
 


D’autres décisions importantes à prendre lorsqu’on se prépare pour une Evaluation de la Qualité 
des Données consistent à décider: (1) des indicateurs qui seront inclus dans l’audit; et (2) de la 
(des) période(s) pendant laquelle (lesquelles) effectuer l’audit. Dans certains cas, il peut être 
demandé à l’Agence d’Audit de faire cette sélection. Il est recommandé de sélectionner jusqu’à 
deux indicateurs au sein d’un Secteur des Maladies /de la Santé et d’inclure quatre 
indicateurs au maximum si plusieurs Secteurs des maladies/de la Santé sont associés à 
une Evaluation de la Qualité des Données.  La sélection de plus de quatre indicateurs pourrait 
aboutir à l’obtention d’un nombre excessif de sites à évaluer. 


 
La décision relative aux indicateurs à inclure sera en général prise par l’Organisation Chargée 
d’effectuer l ‘EQD et peut être basée sur un nombre de critères, y compris une analyse des 
niveaux de financement concernant divers Secteurs du Programme (ex., ARV, PTME, MII, DOTS, 
BCC) ainsi que les résultats notifiés relatifs aux indicateurs associés  En outre, le facteur 
déterminant pourrait être les Secteurs du Programme qui préoccupent l’Organisation Chargée 
d’effectuer l’EQD et/ou le Programme National (ex. les programmes communautaires qui peuvent 
être plus difficiles à suivre que les programmes infrastructurels).  L’analyse effectuée au niveau de 
l’Etape 1 peut contribuer à guider la sélection des indicateurs à inclure dans l’Evaluation de la 
Qualité des Données. 
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Les critères pour la sélection des indicateurs relatifs à l’Evaluation de la Qualité des Données 
pourraient être les suivants : 
 
1.  Indicateurs “à Examiner Nécessairement ”.  Selon le(s) programme/projet(s) sélectionné pour 


faire l’objet d’un audit, l’Organisation Commanditaire de l’EQD peut avoir une liste des 
indicateurs “à revoir absolument” et qui devraient être sélectionnés en premier (ex les 
indicateurs relatifs aux personnes sous Traitement ARV, aux MII distribuées ou (Retraitées) et 
aux Nombres de cas Détectés avec le programme DOTS) Ceux-ci constituent en général les 
indicateurs qui sont utilisés à l’échelle internationale pour mesurer la réaction mondiale face à 
la maladie. Par exemple, en ce qui concerne les audits effectués par le biais du Fonds Mondial, 
les indicateurs devant faire l’objet d’un audit proviendront en général de sa liste des “10 
premiers indicateurs”.  Sous le PEPFAR, la liste proviendra probablement d’indicateurs qui se 
rapportent pour la plupart directement aux objectifs consistant à placer 2 millions de personnes 
sous traitement tout en offrant à 10 millions de personnes un appui et des soins médicaux. 
D’autres bailleurs de fonds et Programmes Nationaux peuvent avoir des listes différentes 
d’indicateurs importants à prendre en compte.   


 
2.  Importance Relative des Indicateurs. 


a) Importance Relative de l’Investissement en Ressource dans les Activités Liées à  
l’Indicateur.  Par exemple, si le Programme/projet investit plus de 25 pour cent de son 
financement dans un secteur spécifique du programme, alors l’indicateur clé présent au 
niveau de ce secteur pourrait être sélectionné. 


 
b) Chiffre rapporté pour un Indicateur Relatif à l’objectif par Pays.  Si le Programme/projet 


identifié a une activité notifiée  “considérable” au sein d’un pays pour un indicateur, cet 
indicateur devrait être pris en compte pour un audit.  Le terme considérable pourrait être 
défini comme le fait de générer plus de 25 pour cent des chiffres globaux du pays rapportés  
pour cet indicateur.   


 
 
3. Sélection intentionnelle au “Cas par Cas”  Dans certains cas, l’Organisation Chargée 


d’effectuer l’EQD peut avoir d’autres raisons motivant l’inclusion d’un indicateur dans 
l’EQD. Ceci pourrait être dû au fait qu’il y’a des indicateurs pour lesquels il existe des 
incertitudes concernant la qualité des données. Tel pourrait également être le cas des 
indicateurs qui sont censés être vérifiés régulièrement et pour lesquels l'Organisation 
commanditaire de l’EQD veut un audit indépendant. Ces raisons devraient être 
documentées en tant que justificatifs de l’inclusion. 


 
ANNEXE 2 Etape 1 Modèle 2 contient un modèle illustratif pour l’analyse de l’importance relative 
des investissements et des résultats de l’indicateur par Secteur du Programme.  
 
 
C- SELECTIONNER LA PERIODE DE L’AUDIT 
 
Il est également important d’identifier la période visée par l’audit associée à (aux) l’indicateur (s) 
devant faire l’objet d’un audit. Idéalement, la période devrait correspondre à la période la plus 
proche  qui est pertinente pour le système national ou pour les activités du Programme/projet 
associées à l'Organisation Commanditaire de l’EQD.  Si les circonstances le justifient, la durée de 
l'audit pourrait être moindre (par exemple, une fraction de la période visée par l’audit, tel que le 
dernier trimestre ou mois de la période visée ).  Par exemple, le nombre de pièces justificatives 
dans un site de CDV où il y’a beaucoup de monde pourrait être important, les ressources du 
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personnel d’audit peuvent être limitées ou les Sites de Fourniture de Service du Programme/projet 
pourraient produire des rapports mensuels ou trimestriels relatifs aux pièces justificatives en 
question. Dans d'autres cas, la période pourrait correspondre à une période visée plus récente au 
cours de laquelle des résultats significatifs ont été notifiés par le(les) programme/projet(s).   
 
 
D - DOCUMENTER LA SELECTION  
 
ANNEXE 2, Etape 1 – Le Modèle 3 fournit un outil qui peut être utilisé pour documenter la 
sélection du pays, du (des) programme(s)/projet(s), de l’indicateur (des indicateurs) et de la 
période visée faisant l’objet de l'audit. 
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L’Etape 2 est typiquement accomplie par l’Organisation Commanditaire de l’EQD. 
 
A - INFORMER LE PROGRAMME ET DEMANDER LA DOCUMENTATION 
 
L'Organisation Commanditaire de l’EQD devrait aviser le programme/projet de l'imminence de 
l’Evaluation de la Qualité des Données dès que possible et obtenir les autorisations nécessaires à 
l’échelle nationale et ailleurs. Elle devrait également  aviser les autres organisations, au besoin, de 
l’audit et demander une coopération, si nécessaire. On s’attend à ce que l’Equipe d’Audit suive 
les réglementations nationales relatives à la confidentialité des données et à l’éthique. Il 
incombe à l’Equipe d’Audit d'identifier ces réglementations nationales et de les respecter.   
 
ANNEXE 2, Etape 2 – Modèle 1 contient une ébauche du  langage pour la lettre de notification. 
Cette lettre peut être modifiée, si nécessaire, en collaboration avec les parties prenantes locales 
(par exemple, la Commission Nationale des Maladies, le Ministère de la Santé, le CCM, les 
bailleurs de fonds concernés). La lettre doit être accompagnée de la demande de documentation 
initiale provenant de l’Unité de S&E, qui se situe au niveau de l’Etape 2 - Tableau 1. Il est 
important que l'Organisation Commanditaire de l’EQD souligne la nécessité pour le(s) membre(s) 
du personnel de l’Unité de S&E en question d’accompagner l'Equipe d’Audit lors de ses visites de 
sites. 
 
Une fois la lettre de notification envoyée, l'Organisation Commanditaire de l’EQD devrait envoyer 
une copie de la lettre de notification à toutes les parties prenantes concernées, y compris, par 
exemple :    
 


 Les agents du pays d’audit en relation avec le programme/projet en cours d’audit; 
 L’agence nationale d’audit, au besoin, et   
 Les bailleurs de fonds, les partenaires au développement, les organisations internationales 


partenaires d'exécution et les représentants concernés du groupe de travail de S&E.   
 
L’Agence d’Audit devrait suivre avec le Programme/projet sélectionné concernant l’audit en cours, 
les calendriers, les points de contact et la nécessité de fournir à l’avance certaines informations et 
documentations. 
 
L'Equipe d’Audit aura besoin de quatre types de documents au moins deux semaines avant la 
mission de pays.   


 


1) Une liste de tous les points de service avec les derniers résultats notifiés, relatifs à (aux) 
l’indicateur(s) ; 


2) Une description des systèmes de collecte et de notification des données ; 


3) Les modèles des formulaires de collecte et de notification des données; et  


4) Les autres documents disponibles relatifs aux systèmes de gestion et de notification des 
données et à la description du programme/projet (par exemple, un manuel des 
procédures).    


 


ETAPE 2.  INFORMER LE PROGRAMME, DEMANDER LA DOCUMENTATION ET OBTENIR 
DES AUTORISATIONS NATIONALES  
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1) Liste des Sites de Fourniture de Services qui offrent des services en rapport avec 
l’indicateur(les indicateurs).  L'Equipe d’Audit devrait recevoir une liste de tous les Sites de 
Fourniture de Service à partir de laquelle un échantillon des sites à auditer sera sélectionné.  Cette 
liste de sites de fourniture de services devrait inclure :  
 


 La localisation –région, district, etc. et déterminer si la zone est urbaine ou rurale. 


 Le type d'infrastructure - si le site de fourniture de service est une infrastructure sanitaire 
(et de quel type par exemple, hôpital, centre de soins de santé primaires) ou un site de 
service communautaire.  


 Les dernières annonces des résultats pour chacun des Sites de Fourniture de Services 
(par exemple, le nombre de personnes sous traitement ou de cas traités avec succès)  


 Des informations sur d'autres éléments (si nécessaire) - l'Organisation Commanditaire de 
l’EQD peut définir d'autres caractéristiques qui définissent l'échantillon de sites à tirer.  Par 
exemple, la sélection peut inclure des sites du secteur public et privé ou peut se focaliser 
sur les sites soutenus par des organisations religieuses ou non gouvernementales.   


 
Une fois les Sites de Fourniture de Services et les Niveaux d'Agrégation Intermédiaires associés 
sélectionnés pour l’audit, il est essentiel que l'Equipe d’Audit travaille dans le cadre du 
Programme/projet afin d’aviser les sites  et de leur fournir les fiches d'information qui figurent au 
niveau de l’annexe 3, Etape 2 – Modèles 1, 2, 3. Cette démarche vise à s'assurer que le 
personnel concerné est disponible et que les pièces justificatives sont accessibles pour l’indicateur 
(les indicateurs) et la période visée pour l’audit. 
 


2) Description du système de collecte et de notification des données relatif à l’indicateur 
(aux indicateurs).  L'Equipe d’Audit devrait recevoir le(s) modèle(s) achevé(s) qui figure au niveau 
de l'annexe 2, Étape 2 – Modèle 2 décrivant le système de collecte et de notification des données 
ayant un rapport avec l'indicateur (les indicateurs)en cours d’audit. 


 


3) Les modèles  des formulaires de collecte et de notification des données. L'Equipe d’Audit 
devrait recevoir tous les modèles des formulaires de collecte et de notification des données utilisés 
à tous les niveaux du système de gestion de données pour l'indicateur (les indicateurs) auquel ils 
sont liés (par exemple, les dossiers des patients, les fiches d'admission des clients, les registres, 
les rapports mensuels, etc.) 


 


4) Autres documents pour la revue des systèmes.  Les autres documents requis sont 
nécessaires pour que l'Equipe d’Audit puisse commencer l'évaluation du système de collecte et de 
notification des données pour l’indicateur(les indicateurs) sélectionné(s) . Ces documents sont 
énumérés ci-dessous au niveau de l'Etape 2 - Tableau 1. Dans le cas où le Programme/projet ne 
dispose pas de ces documents, l'Equipe d’Audit devrait se préparer pour le faire suivre de la 
gestion du Programme/projet, une fois dans le pays.  
 
En outre, l'Organisation Commanditaire de l’EQD devrait également fournir à l'Equipe d’Audit des 
documents de base pertinents concernant le pays et le programme/projet en cours d’audit. 
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Étape 2 - Tableau 1. Liste des Secteurs Opérationnels d’Audit et de Documents à 
Demander au Programme /projet pour l’Examen sur Place (si disponible)


 
 
Secteurs 
Opérationnels 


 
Documentation générale requise 


Vérifier 
s’ils 
sont 


fournis


 Informations 
de Contact 


 Noms et coordonnées des agents clés du Programme/projet, y 
compris le personnel clé chargé des activités de gestion des 
données.   


 


I –Structures 
de S&E, Rôles 
et Capacités,  


 Organigramme représentant les responsabilités de S&E.  


 Liste des postes et des statuts de S&E ( ex à plein temps ou 
partiel, pourvus ou vacants).   


 


 Plan de formation de S&E, s’il en existe un. 
 


II – Définitions 
des 
Indicateurs et 
Directives de 
rédaction des 
rapports 


 Instructions aux sites de notification concernant les  besoins 
de notification et les délais. 


 


 Description de la manière dont la fourniture de service est 
enregistrée  sur les pièces justificatives, et sur les autres 
documents tels que les registres cliniques et les rapports 
périodiques des sites. 


 


 Un organigramme détaillé de données y compris: 
o des sites de fourniture de service aux Niveaux 


d’Agrégation Intermédiaires (ex les bureaux de 
district, les bureaux provinciaux, etc.),  


o Des niveaux d’Agrégation Intermédiaires (s’il y’en a ) 
à l’Unité de S&E. 


 


 Plan National de S&E, s’il en existe un. 
 


 Des définitions opérationnelles des indicateurs en 
cours d’audit.  


 


III -  
Formulaires et 
Outils de 
collecte et de 
notification 
des Données 


 Un formulaire (des formulaires) de collecte des 
données pour l’indicateur(les indicateurs) en 
cours d’audit. 


 


 Un formulaire (des formulaires) de notification de 
données pour l’indicateur (les indicateurs) 
faisant l’objet de l’audit. 


 


 Des instructions pour remplir les formulaires de 
collecte et de notification des données. 
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Étape 2 - Tableau 1. Liste des Secteurs Opérationnels d’Audit et de Documents à 
Demander au Programme /projet pour l’Examen sur Place (si disponible)


 
 
Secteurs 
Opérationnels 


 
Documentation générale requise 


Vérifier 
s’ils 
sont 


fournis


IV - Processus 
de Gestion des 
Données  


 Une documentation écrite des processus de 
gestion des données comprenant une 
description de toutes les étapes de vérifications 
d’agrégation et de manipulation des données 
accomplies à chaque niveau du système de 
notification des données. 


 


 Des procédures écrites en vue de relever les 
défis spécifiques de la qualité des données (ex 
le double comptage, “perdu pour  le suivi”), y 
compris des instructions envoyées aux sites de 
notification des données. 


 


 
 Des directives et des calendriers pour les visites 


de surveillance de routine des sites. 


 


V –Liens avec 
le Système 
National de 
Notification   


 Des liens documentés entre le système de 
notification des données du Programme/projet et 
le système  national de notification des données 
concerné.  


 


 
 
La revue des systèmes sera effectuée en répondant aux questions situées au niveau du 
Protocole 1 de l’EQD  Protocole d’Evaluation du Système  Le protocole est élaboré en cinq 
secteurs opérationnels avec treize questions clés récapitulatives qui sont essentielles pour évaluer 
la conception et la mise en œuvre du système de gestion des données du (des) 
programme(s)/projet(s)afin de produire des données de qualité. Effectuer la vérification sur place 
avec la documentation fournie avant la visite du Programme/projet allégera le fardeau que l’audit 
fera peser sur le personnel chargé de la gestion des données au niveau de l’Unité de S&E.   
 
 
B- OBTENIR L’AUTORISATION NATIONALE 
 
Dans certains cas, une autorisation spéciale pour effectuer l’EQD peut être requise auprès d’un 
autre organisme national, telle que l’Agence d’Audit Nationale.  L’ANNEXE 2, Etape 2 – Modèle 3 
fournit un texte pour la lettre exigeant cette autorisation supplémentaire en vue d’effectuer l’EQD.  
Cette lettre devrait être envoyée à l’Organisation Commanditaire de l’EQD. Le(s) destinataire(s) de 
la lettre d’autorisation variera( varieront) en fonction le Programme/projet en cours d’audit. 
L'autorisation nationale ainsi que toute autre autorisation appropriée pour effectuer l’EQD auprès 
des bailleurs de fonds appuyant les sites audités ou des agents du Programme/projet devraient 
être incluse dans le Rapport Final d’Audit en tant que  pièce jointe.   
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L’étape 3 peut être accomplie par l’Organisation Chargée de LEQD et/ou l’Equipe d’Audit. 
 
Dans cette partie quatre alternatives sont présentées pour la sélection des sites au sein desquels 
les équipes d’Evaluation de la Qualité des Données effectueront le travail.  Les alternatives sont 
présentées par ordre de complexité, de la Stratégie d'Echantillonnage A qui est complètement non 
statistique, à la Stratégie d'Echantillonnage D qui est une méthode d’échantillonnage en grappes à 
plusieurs degrés qui peut être utilisée pour faire des inférences statistiques sur la qualité des 
données à l’échelle nationale. Les Stratégies d'Echantillonnage B et C représentent des points 
centraux entre les approches non statistiques et statistiques et offrent à l'équipe d’audit la 
possibilité d'adapter l’audit à un ensemble spécifique de sites en fonction des besoins ou des 
intérêts. 
 
L'Organisation Commanditaire de l’EQD devrait décider de la Stratégie d'Echantillonnage en se 
basant sur l'objectif de l’EQD et les ressources disponibles. L'Agence d’Audit décidera, sur la base 
du type d'échantillon utilisé, des sites devant faire l’objet de l'audit. Il se peut que l’Organisation 
Commanditaire de l’EQD souhaite être impliquée dans la prise des décisions relatives à la 
sélection du site, en particulier si l'échantillonnage n'est pas aléatoire. 
 
 
A - METHODE DE SELECTION A 
 
Il s'agit d'un échantillon prédéterminé que l'Organisation Commanditaire de l’EQD impose à 
l'Equipe d’Evaluation de la Qualité des Données.  Dans certains cas, il peut s’avérer nécessaire 
d'effectuer une Evaluation de la Qualité des Données afin de se concentrer en particulier sur un 
ensemble de points de fourniture de services qui sont prédéterminés.  Dans ce cas, il n’est pas 
nécessaire d’élaborer un plan d'échantillonnage. Toutefois, les résultats de l’Evaluation de la 
Qualité des Données produites à partir d'un tel échantillon “choisi à dessein” ou ciblé ne 
peuvent pas être utilisés pour faire des déclarations généralisées (ou des inférences 
statistiques) sur la population totale des sites dans ce pays.  Les résultats seront limités à ces 
sites visités par l'équipe d'audit. 
 
 
B- METHODE DE SELECTION B 
 
La Stratégie d'Echantillonnage B est aussi appelée un plan de site sensible.  Il est communément 
utilisé comme substitut pour l'échantillonnage probabiliste (basé sur un algorithme aléatoire) et 
constitue un bon plan de comparaison des résultats d'audit sur plusieurs périodes.  Au niveau du 
Plan de Site Sensible, l'équipe d’audit sélectionne un site où se dérouleront tous les travaux.  
L'avantage de cette approche est que l'équipe peut maximiser ses efforts dans un seul site et avoir 
un haut degré de contrôle sur l'élaboration des protocoles d’audit ainsi qu’une connaissance des 
systèmes spécifiques au site d’où proviennent les résultats.  La Stratégie d'échantillonnage B 
est idéale pour évaluer les effets d'une intervention afin d’améliorer la qualité des données.  
Par exemple, l’EQD est appliqué à un site, et constitue une mesure de base.  Une 
intervention est menée (par exemple la formation), et l’EQD est exécuté une seconde fois.  
Étant donné que tous les facteurs susceptibles d’influencer la qualité des données sont les 
mêmes pour le pré et post-test (le même site est utilisé), toute différence dans la qualité des 
données notée au cours du post-test peut probablement être attribuée à l'intervention.  Une 
telle approche de mesure répétée utilisant l’outil d’Evaluation de la Qualité des Données pourrait 


ETAPE 3.  SELECTIONNER LES SITES DEVANT FAIRE L’OBJET D’UN AUDIT 
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être hors de prix si elle est utilisée conjointement avec un plan d'échantillonnage qui implique 
plusieurs sites. 
 
 
 
 
 
C- METHODE DE SELECTION C 
 
Cet échantillon est tiré par l'Equipe d’Evaluation de la Qualité des Données dans le but de 
maximiser l'exposition aux sites importants, tout en minimisant le temps et la somme d'argent  
investis dans l’exécution effective de l’audit.  Dans la plupart des cas, la Stratégie 
d'Echantillonnage C implique la sélection aléatoire des sites au sein d'un groupe particulier, où 
l’appartenance au groupe est définie par un attribut d'intérêt.  Parmi les exemples de ces attributs, 
on peut citer la localisation(par exemple, zone urbaine/rurale, région/district), le volume du service, 
le type d'organisation (par exemple, religieuse, non gouvernementale), ou la performance sur les 
évaluations du système(par exemple les sites qui ont obtenu de faibles résultats avec l’Outil de 
Renforcement des Systèmes de S&E). 
 
L'échantillonnage aléatoire stratifié utilisé au niveau de la Stratégie d'Echantillonnage C 
permet à l'équipe d’audit de faire des inférences, à partir des résultats de l'audit, à tous les 
sites qui appartiennent à l'attribut d’intérêt de stratification  (comme tous les sites ruraux, 
tous les très grands sites, tous les sites religieux, etc.).  Ainsi, les résultats de l'audit peuvent 
être généralisés, partant du panel de sites vers une plus grande "population" de sites à qui 
appartiennent les sites échantillonnés.  Cette capacité à générer des statistiques et à faire de telles 
généralisations peut être importante et est discutée de manière plus détaillée dans la partie ci-
dessous qui décrit la Stratégie d'Echantillonnage D. 
 
L'Echantillonnage Stratifié utilisé au niveau de la Stratégie d'Echantillonnage C est sous national : 
Les auditeurs de la qualité des données n’essaient pas de faire des généralisations sur les 
programmes nationaux.  En ce sens, la stratégie diffère de la Stratégie d'Echantillonnage D (ci-
dessous), principalement en ce qui concerne sa plus petite portée.  Les deux stratégies utilisent un 
échantillonnage aléatoire (expliqué plus en détail dans l'Annexe 4), ce qui signifie qu'au sein d’un 
groupement particulier de sites (base d’échantillonnage), chaque site a une chance égale d'être 
sélectionné dans l'échantillon d’audit.  
 
IL est possible de calculer un facteur de vérification qui indique la qualité des données pour le 
groupe avec l'attribut d'intérêt, mais qui n'a pas une portée nationale.   
 
 
D- METHODE DE SELECTION D 
 
La Stratégie d'Echantillonnage D est utilisée pour obtenir un Facteur de Vérification à l’Echelle 
Nationale pour les indicateurs au niveau du programme, elle est complexe et requiert des 
informations complètes et actualisées sur la répartition géographique des sites (quels que soient 
les indicateurs qui ont été sélectionnés), ainsi que les résultats spécifiques du site qui ont été 
annoncés (dénombrements)pour l'indicateur qui est en cours d'évaluation.  La Stratégie 
d'échantillonnage D pourrait également être considérée comme un échantillon en grappes à deux 
phases modifié(modifié dans la mesure où un échantillon aléatoire stratifié de sites, au lieu d'un 
échantillon aléatoire simple, est pris au sein des grappes sélectionnées). 
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L'échantillonnage en grappes constitue une variation sur l'échantillonnage aléatoire simple (où 
tous les sites seraient choisis au hasard) qui permet à un groupe de sites plus facile à gérer de 
faire l’objet d’un audit.  Si tous les sites étaient choisis au hasard, ils seraient probablement 
dispersés au niveau de tout le pays et demanderaient beaucoup de temps et de ressources pour 
l'audit.  L’échantillonnage en grappes prévoit la sélection de quelques districts réduisant ainsi le 
nombre de Voyages requis par les auditeurs. 
 
Un plan d'échantillonnage scientifique suppose l'utilisation de la théorie des probabilités et implique 
des statistiques.  L'objectif des statistiques dans ce contexte est de permettre aux auditeurs de 
produire des conclusions quantitatives relatives à la qualité des données et qui peuvent être 
considérées comme des prévisions de la qualité des données pour l'ensemble du 
Programme/projet, et pas simplement comme la qualité des données au niveau des sites 
sélectionnés.  En outre, un échantillon scientifique prévoit la quantification de la certitude des 
estimations d'exactitude trouvées par l’audit(c'est-à-dire les intervalles de confiance). Les 
avantages d'un tel plan d'échantillonnage proportionnellement représentatif vont au-delà du calcul 
des Facteurs de Vérification et s'appliquent à tous les résultats empiriques issus de l’Evaluation de 
la Qualité des Données. 
   
La principale unité d'échantillonnage pour la Stratégie d'Echantillonnage D est une grappe, qui 
renvoie à l'unité administrative politique ou géographique dans laquelle se situent les Sites de 
Fourniture de Service.  En pratique, la sélection d’une grappe est généralement une unité 
géographique, comme un district.  En fin de compte, la sélection d'une grappe permet à l'équipe 
d’audit d'adapter le plan d'échantillonnage en fonction de ce à quoi ressemble le programme du 
pays.    
 
La stratégie soulignée ici utilise la probabilité proportionnelle à la taille (PPT) pour obtenir la 
dernière série de sites que l'équipe d’audit visitera.   La Stratégie d'Echantillonnage D génère une 
sélection de sites devant être visités par l'équipe d’audit qui est proportionnellement représentatif 
de TOUS les sites où des activités appuyant l'indicateur(les indicateurs) à l'étude sont en cours 
d’exécution.   
 
Les grappes sont sélectionnées dans la première phase en utilisant un échantillonnage aléatoire 
systématique, tandis que les grappes avec des programmes actifs établissant des rapports sur 
l'indicateur d'intérêt sont inscrites dans une base d’échantillonnage.  Dans la deuxième phase les 
Sites de Fourniture de service issus des grappes sélectionnées sont choisis en utilisant un 
échantillonnage aléatoire stratifié, alors que les sites sont stratifiés en fonction du volume de 
service.   
 
Le nombre de sites sélectionnés pour un EQD donné dépendra des ressources disponibles pour 
effectuer l’audit et le niveau  de précision désiré pour l’évaluation du facteur de vérification à 
l’échelle nationale.  Les Equipes d’Audit devraient travailler avec l'Organisation Commanditaire de 
l’EQD pour déterminer le nombre exact de sites pour un programme et un indicateur donnés.  
L'Annexe 4 contient une discussion détaillée et un exemple illustratif de la Stratégie 
d'Echantillonnage D pour la sélection des grappes et des sites pour l’EQD.   
 
Remarque: L’exactitude des estimations du facteur de vérification trouvé par  l’utilisation de la 
méthode d'échantillonnage GAVI employée ici a été mise en doute. Il est fortement conseillé à 
l'Agence d'Audit d’entrer en contact avec un spécialiste de l'échantillonnage qui peut guider 
l'élaboration des échantillons représentatifs et que les facteurs de vérification générés à travers 
l’utilisation de ces méthodes soient interprétés avec prudence. 
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L’Etape 4 est accomplie par l’Equipe d’Audit. 


 
L’Agence d’Audit devra se préparer pour les visites d’audit sur site. En plus d’informer le 
Programme/projet, d’obtenir une liste des sites en question et de demander une documentation 
(Etapes 2-3), l’Agence d’Audit devra : (1) estimer le temps requis pour effectuer l’audit ( et 
travailler avec le Programme/projet pour se mettre d’accord sur les dates); (2) constituer une 
Equipe d’Audit avec les compétences requises; et (3) préparer le matériel pour les visites de site.  
Finalement, l’Agence d’Audit devra élaborer des programmes de voyage pour les visites de sites.   


  
A -  ESTIMER LE TEMPS  
 
En fonction du nombre et de l’emplacement des sites échantillonnés à visiter, l'Agence d'Audit 
devra estimer le temps requis pour effectuer l'audit.  Indications : 
 


 L’Unité de S&E prendra normalement 2 jours (1 jour au début et 1 jour à la fin des visites 
de sites) ; 


 Chaque Niveau d’Agrégation Intermédiaire (ex les Bureaux de District ou 
Provinciaux)  prendront entre une demi-journée et un jour ; 


 Chaque Site de Fourniture de Service prendra entre une 1/2 journée et deux jours (ce qui 
veut dire qu'il est possible de demander plus d’un jour lorsqu’il s’agit de grands sites avec 
des nombres se situant dans les centaines ou de sites qui comprennent des centres 
satellites ou quand “des contrôles au hasard” sont effectués). 


 L’Equipe d’Audit devrait également prévoir une journée de travail supplémentaire à la fin 
des visites de sites pour se préparer à la réunion avec l’Unité de S&E. 


 
L’Etape 4 – Tableau 1 fournit un calendrier quotidien illustratif pour les visites de sites qui aidera 
l’Agence d’Audit  à estimer le temps total requis.   
 
 
Etape 4 – Tableau 1  Calendrier Quotidien Illustratif pour les Visites d’Evaluation sur Sites  


de la Qualité des Données et les Réunions
 
Pays :  Indicateur :  
Date :  Maladie : Equipe : 


Activité Temps
Estimé


Remarques


Remarque: ajouter le voyage et les journées de 
travail de  l’équipe de l’EQD, nécessaires 


   


 
UNITE DE S&E (Début) - 1 jour    


ETAPE  4.    SE PREPARER POUR LES VISITES D’AUDIT SUR SITE  
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Etape 4 – Tableau 1  Calendrier Quotidien Illustratif pour les Visites d’Evaluation sur Sites  
de la Qualité des Données et les Réunions


 
Pays :  Indicateur :  
Date :  Maladie : Equipe : 


Activité Temps
Estimé


Remarques


1 Introduction et présentation du processus d’EQD 30min Matin –jour 1 


2 Questions et réponses 15 min Matin –jour 1 


3 Confirmer la période visée par l’audit 15 min Matin –jour 1 


4 


Compléter le Protocole 1 de l’EQD: Protocole 
d’Evaluation du Système 
a  Demander une documentation supplémentaire 


( si nécessaire)   
Discutez et obtenez les réponses aux questions 
relatives aux  protocoles 


2 heures Matin –jour 1 


5 Compléter le Protocole 2 de l’EQD: Protocole de 
Vérification des Données 


2-4 
heures Après midi –jour 1 


 
POINT DE FOURNITURE DE SERVICE – entre ½-
journée 2 jours 


   


1 Introduction et présentation du processus d’EQD 30 min Matin –jour 1 


2 Questions et réponses 15 min Matin –jour 1 


3 Discuter de la période visée par le rapport et du 
temps d’observation du service 15 min Matin –jour 1 


4 


Compléter le Protocole 1 de l’EQD: Protocole 
d’Evaluation du Système 
a. Demander une documentation supplémentaire 


(si nécessaire)   
b. Discutez et obtenez les réponses aux 
questions sur les protocoles 


1-2 
heures Matin –jour 1 


5 Compléter le Protocole 2 de l’EQD:  Protocole de 
Vérification des Données 


4-15 
heures  


   Observation/Description 1 heure Après midi –jour 1 


  Révision de la documentation 1-2 
heures Après midi –jour 1 


   Trace et vérification 1-4 
heures Après midi –jour 1 


   Vérifications par recoupement  1-2 
heures Après midi –jour 1 
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Etape 4 – Tableau 1  Calendrier Quotidien Illustratif pour les Visites d’Evaluation sur Sites  
de la Qualité des Données et les Réunions


 
Pays :  Indicateur :  
Date :  Maladie : Equipe : 


Activité Temps
Estimé


Remarques


   Contrôles inopinés 0-6 
heures Jour 2 (dans le cas échéant) 


 
NIVEAU D’AGREGATION INTERMEDIAIRE –entre ½ journée 
et 1 jour 


  


1 Introduction et présentation du processus d’EQD 30 min Matin –jour 1 


2 Questions et réponses 15 min Matin –jour 1 


3 Discuter de la période visée par l’audit 15 min Matin –jour 1 


4 


Compléter le Protocole 1 de l’EQD: Protocole 
d’Evaluation du Système 
a. Demander une documentation supplémentaire 


(si nécessaire)   
b. Discutez et obtenez les réponses aux 
questions relatives aux protocoles  


1-2 
heures Matin –jour 1 


5 Compléter le Protocole 2 de l’EQD:  Protocole de 
Vérification des Données 


2-4 
heures Après midi –jour 1 


 


JOURNEE DE TRAVAIL DE L’EQUIPE D’AUDIT   


1 Examiner et consolider les protocoles 1 & 2 de 
l’EQD 


1-2 
heures Matin 


2 Compléter les résultats  préliminaires et les notes 
de recommandation 3 heures Matin 


3 Préparer un exposé final pour la réunion avec 
l’Unité de S&E  4 heures Après midi 


 


UNITE DE S&E (Fin) - 1 jour   


1 Tenir une réunion de clôture 2-3 
heures Matin 


 


 
B- CONSTITUER L’EQUIPE D’AUDIT  
 
Au moment où l’Organisation Commanditaire de l’EQD procédera à la sélection de l’organisation 
devant effectuer l’Evaluation de la Qualité des Données, il est recommandé que les compétences 
suivantes soient représentées au niveau des équipes d’audit : 
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 Santé Publique (étroitement liée au secteur des maladies et à l’indicateur(aux indicateurs) 


en cours d’audit) 
 Audit de Programme 
 Evaluation de Programme (ex les systèmes d’information sanitaires, la conception des 


systèmes de S&E, l’établissement de rapport sur l’indicateur)  
 Gestion des Données (ex, une compréhension et des connaissances solides en modèles 


de données et en interrogation/analyse des bases de données) 
 Excel (de solides aptitudes préférables à manipuler, modifier et/ou créer des fichiers et des 


feuilles de programmation) 
 Expérience Pertinente des Pays, préférable 


 
Les membres de l’Equipe d’Audit peuvent avoir un mélange des compétences citées ci-dessus.  
Lorsque le nombre total des membres de l’équipe variera selon l’ampleur de l’audit, il est 
recommandé que l’Equipe d’Audit compte en son sein 2-4 conseillers au minimum y compris au 
moins un Conseiller Hors Classe. L’équipe peut être composée de conseillers internationaux et/ou 
régionaux. De plus, si les conseillers ne parlent pas la langue du pays, un ou plusieurs traducteurs 
indépendants devraient être embauchés par l'Equipe d'Audit. 
 
Lors des visites des sites, l’Equipe d’Audit devra se scinder en sous-équipes et faire équipe avec 
au moins un représentant du programme/projet.  Chaque sous-équipe sera chargée de visiter un 
nombre de sites relatifs à l’audit (par exemple, une sous-équipe visiterait les sites A, B, et C, au 
moment où la seconde sous-équipe visiterait les sites D, E et F).  Pour les sous-équipes qui 
visitent les systèmes informatisés, un membre de l’équipe devrait être en mesure d'interroger la 
base de donnée en question. 
 
Finalement, l’Organisation Commanditaire de l’EQD peut poser d’autres conditions relatives aux 
membres de l’équipe ou aux compétences. Il sera important pour tous les membres de l’Equipe 
d’Audit de connaître les protocoles spécifiques de l’indicateur actuellement utilisés dans l’audit et 
de se familiariser avec le Programme/projet en cours d’audit. 


 
 
C - PREPARER LA LOGISTIQUE   
 
Le Matériel à Emporter lors des Visites d’Audit 
 
Lorsque l’Equipe d’Audit visite le Programme/projet, elle devrait se doter de tout le matériel 
nécessaire pour accomplir les étapes de l’audit sur site.  Une liste du matériel que l’Equipe d’Audit 
devrait se doter est montrée dans l’Annexe 3, Etape 4 – Modèle 4. 
 
Remarque: Lorsque les protocoles de l'EQD sont des fichiers Excel automatisés, l’Equipe d’Audit 
devrait se doter de versions papier de tous les protocoles nécessaires.  Dans certains cas, il peut 
être possible d’utiliser des ordinateurs au cours des visites de sites, mais dans d’autres cas 
l’Equipe d’Audit devra remplir les protocoles sur les versions papier et ensuite transcrire les 
résultats vers le fichier Excel.   
 
Planifier le Voyage 
 
L’Equipe d’Audit devrait collaborer avec le Programme/projet pour planifier un voyage au niveau 
du pays (si l’Equipe d’Audit est externe) et  des sites échantillonnés  à la fois pour fixer des 
rendez-vous et coordonner avec le personnel du Programme/projet qui accompagnera l’équipe 
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d’audit au cours des visites de sites.   L’Equipe d’Audit devrait prendre les arrangements 
nécessaires pour assurer le transport vers les sites échantillonnés et le logement de l’équipe.   
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.  


 
L’étape 5 est exécutée par l’Equipe d’audit. 


   
 
L’objectif de la révision et de l’évaluation de la conception du système de gestion et de 
modification des données du Programme/projet est de voir si le système est capable de produire 
des rapports avec de bonnes données de qualité s’il est mis en œuvre comme prévu. La révision 
et l’évaluation sont faites en plusieurs étapes, dont une révision documentaire des informations 
fournies à l’avance par le Programme/projet, des études de suivi de l’Unité S&E du 
Programme/projet,  des sites de collecte de données choisis et des Niveaux Intermédiaires de 
compilation. Pendant la révision documentaire sommaire hors site, l’Equipe d’audit va œuvrer à 
commencer à poser des questions sur le Protocole 1 EQD : Protocole d’Evaluation du Système  
basé sur la documentation fournie. L’Equipe d’audit devrait néanmoins prévoir que toute la 
documentation requise ne sera pas  soumise, à l’avance, par le Programme/projet de la mission du 
pays. 


 
L’idéal serait que l’examen documentaire donne à l’Equipe d’audit une bonne compréhension de 
l’organisation du système d’enregistrement des données – son exhaustivité et la disponibilité de la 
documentation relative au système et qui vient en appui aux procédés de vérification.  Pour le 
moins, l’examen documentaire va identifier les zones et les interrogations que l’Equipe d’audit aura 
besoin de suivre dans l’Unité S&E du  Programme/projet  (PHASE 2). 
 
 
Du fait que le système de S&E peut varier au sein des indicateurs et peut être plus fort pour 
certains indicateurs que pour d’autres, l’Equipe d’audit aura besoin de remplir séparément le 
Protocole 1 EQD :   Protocole d’Evaluation du Système  pour chaque indicateur vérifié pour le 
Programme/projet sélectionné. Cependant, si les indicateurs sélectionnés pour vérification sont 
collectés dans les mêmes formes et systèmes de reproduction de données (ex. les nombres TAR 
et Ol ou les nombres de Détection TB traités avec succès), Seul un Protocole 1 EQD :   
Protocole d’Evaluation du Système peut être complété pour ces indicateurs. 
 
 
L’ANNEXE 1 présente la liste de 39 questions contenues dans le Protocole 1 EQD :   Protocole 
d’Evaluation du Système, que l’Equipe d’audit va compléter, sur la base de  sa révision de la 
documentation et des sites de vérification visités.     
 
  
 
Pendant qu’elle travaille,  l’Equipe d’audit devrait avoir suffisamment  de notes détaillées ou des 
«documents de travail» relatifs aux étapes de la vérification qui soutiendront les conclusions 
finales de l’Equipe d’audit.  Un espace est réservé dans le protocole pour des notes lors des 
réunions avec le personnel du Programme/projet. De plus, si davantage de notes détaillées sont 
nécessaires à tous les niveaux de vérification pour étayer les conclusions et recommandations, 
l’Equipe d’audit devra identifier ces notes comme «documents de travail» et le nombre adéquat de 
«documents de travail» doit être mentionné sur une colonne appropriée sur tous les modèles et 
protocoles d’EQD. Par exemple, les «documents de travail» pourraient être numérotés et le 


STEP 5.  REVOIR LA DOCUMENTATION 
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numéro de référence noté sur une colonne appropriée des modèles et protocoles EQD. Il est 
également important de garder les notes des principaux entretiens ou des réunions avec les 
administrateurs et le personnel du S&E pendant la phase de vérification.  L’annexe 3, Etape 5 – 
Modèle 1  fournit un format des notes de ces entretiens.   
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PHASE 2: PROGRAMME/PROJET DE L’UNITE DE S&E 


 
 
 
 


 


La deuxième phase de l’EQD menée à l’Unité de S&E du 
Programme/projet à être audité. Les étapes de la PHASE 2 
sont : 
 


6. Evaluation de la conception et de la mise en œuvre du 
système de gestion et de modification des données à 
l’Unité S&E   


 
7. Début du suivi et de la vérification des résultats 
rapportés des Niveaux Intermédiaires de compilation (ou 
des Sites de collectes de données) à l’Unité de S&E. 


 
Pendant la PHASE 2, l’Equipe d’audit devrait rencontrer le chef 
et les autres principaux responsables de l’Unité de S&E 
impliqués dans la gestion et la communication des données 
 
Ces étapes de la PHASE 2 sont prévues pour un jour. 
 


 
 


Gestion de 
l’Unité de S&E 


 


PHASE 2 


6 – Evaluation des 
Systèmes de 
gestions des 


données  


7- Suivi et  
vérification des 
résultats des 
rapports des Sites 
Intermédiaires de 
compilation 







 


 40


 
 


 
L’étape 6 est exécutée par l’Equipe d’audit. 


 
Tandis que l’Equipe d’audit de la qualité des données peut être très déterminante concernant la 
conception du système de gestion de modification des données basé sur l’examen documentaire 
hors site, il sera nécessaire de procéder à un suivi sur site à trois niveaux (l’Unité de S&E), les 
Niveaux Intermédiaires de compilation et les Points de collecte de données)) avant qu’une 
évaluation finale ne puisse être faite sur la capacité de l’ensemble du système à collecter et à 
informer de la qualité des données.  L’Equipe d’audit doit aussi prévoir la possibilité que le 
Programme/projet puisse avoir des systèmes puissants d’information des données  pour certains 
indicateurs et non pour d’autres.  Par exemple, un Programme/projet peut avoir un  système 
puissant de collecte de données de traitement ART et un faible système de collecte de données 
sur les activités communautaires de prévention. 
 
  .    
 
Protocole 1 de l’EQD basé sur le programme Excel : Protocole du Système d’Evaluation 
contient une fiche de travail à compléter par l’Equipe d’audit au niveau de l’Unité de S&E. L’Equipe 
d’audit aura besoin de compléter le protocole de même qu’obtenir un appui documentaire pour les 
réponses obtenues au niveau de l’Unité S&E du Programme/projet.  Le moyen le plus expéditif de 
le faire est d’interroger le ou les principaux responsables de la gestion des données et le personnel 
du Programme/projet et de modeler les questions de l’entretien sur les questions non résolues des 
systèmes de conception selon l’examen de la documentation fournie.  Avec un peu de chance, une 
réunion permettra à l’Equipe d’audit de compléter Protocole 1 EQD : la section (fiche de travail) 
de l’Unité S&E du Protocole du Système d’Evaluation. 
 
Il est important que l’Equipe d’audit inclue des notes et commentaires sur  le Protocole 1 EQD : 
Protocole du Système d’Evaluation afin de documenter de manière formelle l’ensemble de la 
conception (et la mise en œuvre) du système de gestion et de modification des données du 
Programme/projet  et d’identifier les zones nécessitant une amélioration.  Les réponses aux 
questions et les notes qui leur sont associées vont aider l’Equipe d’audit à répondre aux 13 
questions primordiales de la liste récapitulative de l’Equipe d’audit vers la fin de l’EQD (Voir Etape 
12 –Tableau 2 pour la liste récapitulative des questions qui trouveront entièrement des réponses 
dans la PHASE 5 – Etape 12). 
 
A mesure que l’Equipe d’audit complète le Protocole 1 EQD :  Protocole du Système 
d’Evaluation, elle devrait garder à l’esprit les deux questions suivantes qui vont déterminer les 
conclusions partielles (Etape 13) et le rapport de vérification (ébauché dans l’Etape 15 et finalisé 
dans l’Etape 17). 


 


      


1. La conception de l’ensemble du système de gestion et de modification des données du 
Programme/projet va-t-elle assurer que s’il est mis en œuvre comme prévu, il va collecter 
et communiquer des données de qualité ?   Pourquoi/pourquoi pas ? 


ETAPE 6. SYSTEMES D’EVALUATION  ET DE GESTION DES DONNEES  
(A L’UNITE DE S&E) 
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2. Quelles conclusions du système de gestion de modification des données justifient les 


notes de recommandations et les changements à la conception  afin d’améliorer la qualité 
des données ?  Elles devront être consignées dans le Protocole 1 EQD : Protocole du 
Système d’Evaluation.  


 
 
N.B.: Pendant que l’Equipe d’Evaluation rencontre l’Unité de S&E, elle devrait déterminer la 
manière dont les conclusions de la vérification seront partagées avec le personnel aux niveaux les 
plus bas en cours de vérification. Les pays ont différents protocoles de communications ; par 
conséquent, dans certains pays, l’Equipe d’audit pourra partager les conclusions partielles à 
chaque niveau alors que dans d’autres l’Unité de S&E va préférer partager les conclusions à la fin 
de la vérification Il est important pour l’Equipe d’audit de se conformer au protocole de 
communication local. Le plan de communication devrait être partagé à tous les niveaux. 
 
 


 
L’étape 7 est exécutée par l’Equipe d’audit. 


 
L’Etape 7 est la premières de trois étapes de vérification des données qui vont évaluer, sur une 
échelle limitée, si des Sites de collectes de données, des Niveaux de Compilation Intermédiaires 
(par exemple : districts ou régions) et l’Unité de S&E sont en train de collecter, de compiler et de 
communiquer, correctement et à temps, des données relatives aux indicateurs vérifiés.  
 
.  
 
L’Equipe d’audit va utiliser la version adéquate du Protocole 2 de l’EQD : Protocole de 
Vérification des données – pour le(s) indicateur(s) à vérifier – afin de déterminer si les sites 
prélevés ont correctement enregistré la collecte des données sur les documents sources.  Ils vont 
alors suivre ces données pour déterminer si les nombres ont été correctement compilés et/ou, par 
contre, manipulés as mesure qu’ils sont transmis à partir des premiers Sites de collectes de 
données, à travers les Niveaux Intermédiaires de Compilation, à l’Unité de S&E. Le protocole a 
des actions spécifiques à entreprendre par l’Equipe d’audit au niveau de l’Unité de S&E, aux 
Niveaux Intermédiaires de compilation et sur les Sites de collecte de données (pour plus de détails 
sur le Protocole 2 de l’EQD : Protocole de Vérification des données, voir Etapes 9 et 11). 
Cependant, dans certains pays les Sites de collecte de données peuvent faire leur communication 
directement à l’Unité centrale de S&E sans passer par les Niveaux Intermédiaires de compilation 
(exemple : districts ou régions). Dans ces instances, la vérification au niveau de l’Unité S&E devrait 
être basée sur les rapports directement soumis par les Sites de collecte de données. 
 
 .    .    
 
Alors que l’exercice de vérification des données implique un nouveau décompte des nombres du 
niveau de la première collecte, à des fins de logistiques, la feuille de travail de l’Unité de S&E du 
Protocole 2 de l’EQD : Le Protocole de Vérification des données peut être d’abord complété.  


 
ETAPE 7. SUIVRE ET VERIFIER LES RESULTATS DES NIVEAUX INTERMEDIAIRES


DE COMPILATION (A L’UNITE DE S&E) 
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Cela fournit à l’Equipe d’audit les nombres reçus, compilés et communiqués par l’Unité de S&E et 
ainsi, un repère pour les nombres que l’Equipe d’audit aurait à compter à nouveau au niveau des 
Sites de collecte de données et aux Niveaux Intermédiaires de compilation.  
 
 . .     
 
Au niveau de l’Unité de S&E, les étapes entreprises par l’Equipe d’audit sur le Protocole 2 EQD : 
Protocole de Vérification des données, sont :   
 
  
 
1. Compiler à nouveau les nombres rapportés de tous les Sites intermédiaires de 


compilation: Les résultats communiqués à partir de tous les Sites Intermédiaires de 
compilation (exemple : districts et régions) devraient être compilés à nouveau et le total 
comparé au nombre contenu dans le rapport sommaire préparé par l’Unité de S&E.  L’Equipe 
d’audit devrait voir les raisons possibles de toutes les différences entre les nombres vérifiés et 
ceux donnés. 


 
1.  . 
 
 STATISTIQUES : Calculer le Ratio de Vérification du Résultat de l’Unité de S&E. 
 


 
Somme des décomptes rapportés de tous les Sites intermédiaires de compilation 
Le décompte total contenu dans le rapport sommaire préparé par l’Unité de M&E. 


 
  


 
2. Copier les résultats des Sites Intermédiaires de compilation vérifiés tels qu’observés 


dans le rapport sommaire préparé par l’Unité de S&E.  Pour calculer le facteur d’ajustement 
(qui est nécessaire pour déduire un Facteur de Vérification Composé – voir ANNEX 5), 
l’Equipe d’audit aura besoin de trouver les nombre disponibles à l’Unité M&E pour les Sites 
Intermédiaires de compilation vérifiés.  Ils seront susceptibles d’être contenus dans le rapport 
sommaire préparé par l’Unité de S&E ou dans une base de données. 


 
3. Revoir la disponibilité, l’exhaustivité et le respect des délais des rapports reçus de tous 


les sites de compilation. Combien de rapports devraient alors venir des Sites Intermédiaires 
de Compilation ?  Combien y a en a-t-il ?  Ont-ils été reçus à temps ? Sont-ils complets ? 


   
 
 STATISTIQUES : Calculer le pourcentage de tous les rapports qui sont A) disponibles; B) 
reçus à temps et C) complets.   


 
A)  Le pourcentage de rapports disponibles (disponible pour l’Equipe d’audit) = 


Somme des décomptes rapportés de tous les Sites intermédiaires de compilation 
Nombre de rapports attendus de tous les sites intermédiaires de compilation 
 


B)  Le pourcentage de rapports reçus à temps  (reçus à la date prévue) = 


Le nombre de rapports reçus à temps de tous les Sites intermédiaires de compilation 
Nombre de rapports attendus de tous les sites intermédiaires de compilation 
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C)  Le pourcentage de rapports complets = 


Nombre de rapports complets de tous les sites intermédiaires de compilation 
Nombre de rapports attendus de tous les sites intermédiaires de compilation 
 


  


 
 


C'est-à-dire que pour qu’un rapport soit considéré comme complet, il devra contenir au 
moins (1) le décompte rapporté relatif à l’indicateur, (2) la période de transmission des 
données ; (3) la date de remise du rapport et (4) une signature du personnel qui a remis 
le rapport. 
 
.  


 
Attention : S’il y a une indication que certains des rapports ont été confectionnés (pour les buts de 
la vérification), l’Equipe d’audit devrait enregistrer ces rapports comme «non disponibles» et 
chercher d’autres sources de données pour confirmer le décompte communiqué (par exemple, un 
rapport de fin d’année du site contenant des résultats de la période objet de la vérification). En 
dernier recours, l’Equipe d’audit peut décider de visiter le(s) site(e) pour lesquels les rapports 
semblent confectionnés pour obtenir la confirmation des décomptes communiqués. Dans tous les 
cas, si ces décomptes communiqués ne peuvent être confirmés, l’Equipe d’audit devra rejeter les 
décomptes communiqués et enregistrer «0» pour ces sites dans le Protocole 2 de l’EQD : 
Protocole de Vérification de données. 
 
    
 
N.B.: En aucun cas, l’Equipe d’audit ne devrait enregistrer des informations personnelles, une 
photocopie ou enlever des documents de l’Unité de S&E. 
  
.  
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PHASE 3: NIVEAU(X) INTERMEDIAIRE(S) DE COMPILATION 


 
 


La troisième 
phase de 
l’EQD se 
déroule là où 
elle est 
applicable, à 
un ou 
davantage de 
niveaux  
intermédiaires 
de compilation  
(indiqués) où 
des données 
ont été 
communiquée
s par les Sites 
de collecte de 
données 
sélectionnés. 
Les Sites de 
fourniture de 
service 
peuvent être 
agrégés avec 
des données 
d’autres sites 
et/ou, par 


contre, manipulées avant 
qu’elles ne soient 
communiqués au siège du 
Programme/projet.  
 
 
Les Etapes de cette phase 
de vérification sont : 
 
   
 
8. Déterminer si les 
éléments clés du système 
de gestion et de 
modification des données 
du Programme/projet sont 
mis en œuvre au niveau 
des sites intermédiaires 


considérés (ex., districts ou Régions). 
 
9.   Suivre et vérifier les chiffres rapportés du (des) Site (s) 


de collecte de données à travers n’importe quelle 
compilation ou autre procédé de manipulation réalisés 
sur les sites intermédiaires (si ces sites existent). 


 
Pendant la PHASE 3, l’Equipe d’audit devrait s’entretenir avec 
les principaux responsables impliqués dans le 
Programme/projet de S&E au Niveau Intermédiaire de 
compilation approprié – dont le(s) membre(s) de l’équipe 
chargé(s) du S&E et d’autres membres de l’équipe qui 
contribuent à la compilation des données reçues des Sites de 
collecte de données (ou par contre manipulées), 
communiquant les résultats au niveau suivant de 
communication.   
 
La durée des étapes suivantes de la PHASE 3 est prévue 
pour être d'une demi-journée à un jour. 


 Niveaux 
Intermédiaires 
de Compilation   
(ex. district, région) 


PHASE 3 


8- Evaluation 


des Système de 


9- Suivi et vérification 
des résultats des 
rapports de Site 
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L’étape 8 est exécutée par l’Equipe d’audit.   
 


 
Dans les Etapes 5 et 6 (des PHASE 1 et 2), l’Equipe d’audit a évalué la conception et la mise en 
oeuvre du système de gestion et de modification des données du Programme/projet à travers un 
examen documentaire d’une documentation fournie et des révisions au niveau de l’Unité de S&E 
du Programme/projet.  Dans les Etapes 8 et 10, l’Equipe d’audit continue d’évaluer si le système 
de gestion et de modification des données est mis en œuvre comme prévu sur les Sites 
Intermédiaires de compilation et les Sites de collecte de données  Dans l’Etape 8, l’Equipe d’audit 
devrait compléter la fiche du Site Intermédiaire de compilation du Protocole 1 de l’EQD :  
Protocole du Système d’Evaluation. 
 
 
Les vérifications suivantes (Etape 8 – Tableau 1) sont faites aux Niveaux Intermédiaires de 
compilation. Des vérifications semblables sont faites à l’Unité de S&E. 
 
   
 
 


Etape 8 – Tableau 1 Niveaux Intermédiaires de compilation – 2 Types de Vérifications des 
données 


  


 


Vérifications Description  Besoin 


Revue de la 
Documentation 


  


Vérifier la disponibilité, l’opportunité et l’exhaustivité de tous les 
rapports des sites de collecte de données pour les périodes de 
collecte choisies. 


 


Dans tous 
les cas 
 


2 – Suivi et 
Vérification 


Suivre et vérifier les nombres collectés : (1) Compiler de nouveau les 
nombres fournis par les Sites de collecte de données ; (2) Comparer 
les décomptes vérifiés aux nombres fournis au niveau suivant 
(Programme/projet Unité de S&E) ; (3) Identifier les raisons de toute 
différence. 


 


Dans tous 
les cas 
 
 


 
Dans l’Etape 8, l’Equipe d’audit continue d’évaluer le système de gestion et de modification des 
données aux Niveaux Intermédiaires de compilation auquel sont jointes et manipulées les données 
des Sites de collectes avant d’être transmises à l’unité de S&E du Programme/projet.  Des 
instructions spécifiques pour compléter la fiche du Niveau Intermédiaire de compilation du 


 
ETAPE 8. SYSTEMES D’EVALUATION ET DE GESTION DES DONNEES (AUX 


NIVEAUX INTERMEDIAIRES DE COMPILATION) 
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Protocole 1 de l’EQD :  Protocole de Système d’Evaluation, se trouvent dans le fichier Excel du 
protocole.  
 
       
 
 
 


 
L’étape 9 est exécutée par l’Equipe d’audit.  


 
l’Equipe d’audit va continuer avec le Protocole 2 de l’EQD :  Protocole de Vérification des 
données, pour les Etapes 9 et 11. 
 
 
Comme le montre l’Introduction – Figure 3, la Vérification de la Qualité des Données cherche à 
déterminer si les sites intermédiaires de collectes rapportent les résultats de la compilation ou des 
étapes de la manipulation des données  faite sur les rapports reçus des Points de collecte de 
données, avec exactitude et à temps opportun. 
 
.  
 
Comme indiqué plus haut, dans certains pays les Sites de collecte de données peuvent faire leur 
communication directement à l’Unité centrale de S&E sans passer par les Niveaux Intermédiaires 
de compilation. Dans de telles instances, l’Equipe d’audit ne devrait pas réaliser l’Etape 9. 
 
 L’équipe d’audit va réaliser la vérification de la qualité des données suivantes pour chacun des 
indicateurs sélectionnés au(x) Niveau(x) Intermédiaire(s) de compilation.   
 
.    
 
1. Compiler à nouveau les nombres rapportés de tous les Points de Collecte des Données:  


Les résultats communiqués à partir de tous les Points de Collecte des Données devraient être 
compilés à nouveau et le total comparé au nombre contenu dans le rapport sommaire préparé 
par le Site de compilation Intermédiaire.  L’Equipe d’audit devrait identifier les raisons possibles 
de toutes les différences entre les nombres vérifiés et les résultats communiqués. 


 
 
 STATISTIQUES : Calculer le ratio de vérification du résultat du Site de Compilation 


Intermédiaire. 
 


La somme des données rapportées de tous les Points de collecte  
Le décompte total contenu dans le rapport sommaire préparé par le Site Intermédiaire de 


Compilation. 
 


 
 


1. Revoir la disponibilité, l’exhaustivité et le respect des délais des rapports reçus de 
tous les Points de Collecte des Données.  Combien de rapports proviendraient alors des 


ETAPE 9. SUIVI ET VERIFICATION DES RESULTATS DES RAPPORTS DE SITE 
(AUX NIVEAUX INTERMEDIAIRE DE COMPILATION) 
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Points de Collecte des Données ?  Combien y a en a-t-il ?  Ont-ils été reçus à temps ? 
Sont-ils complets ? 


 
 STATISTIQUES : Calculer le pourcentage de tous les rapports qui sont A) disponibles; B) 
reçus à temps et C) complets.   


i. Pourcentage de rapports disponibles (disponible pour l’Equipe d’audit) = 


                 


                                      Le Nombre de rapports reçus de tous les Points de collecte  
Nombre de rapports attendus de tous les Points de Collecte des Données: 


 
                           


ii. pourcentage de rapports reçus à temps  (reçus à la date prévue) = 


 
Nombre de rapports reçus à temps de tous les Points de Collecte des Données 


Nombre de rapports attendus de tous les Points de Collecte des Données: 
 


 
iii. Pourcentage de rapports complets (c à d : qui contiennent toutes les données 


appropriées pour mesurer l’indicateur) = 


 


Nombre de rapports complets reçus de tous les Points de Collecte des Données: 
Nombre de rapports attendus de tous les Points de Collecte des Données: 


 
 


C'est-à-dire que pour qu’un rapport soit considéré comme complet, il devra contenir au 
moins (1) le décompte rapporté relatif à l’indicateur, (2) la période de transmission des 
données ; (3) la date de remise du rapport et (4) une signature du personnel qui a remis 
le rapport. 
 


 
Attention : S’il y a une indication que certains des rapports ont été confectionnés (pour les buts de 
la vérification), l’Equipe d’audit devrait enregistrer ces rapports comme «non disponibles» et 
chercher d’autres sources de données pour confirmer le décompte communiqué (par exemple, un 
rapport de fin d’année du site contenant des résultats de la période objet de la vérification). En 
dernier recours, l’Equipe d’audit peut décider de visiter le(s) site(e) pour lesquels les rapports 
semblent confectionnés pour obtenir la confirmation des décomptes communiqués. Dans tous les 
cas, si ces décomptes communiqués ne peuvent être confirmés, l’Equipe d’audit devra rejeter les 
décomptes communiqués et enregistrer «0» pour ces sites dans le Protocole 2 de l’EQD :  
Protocole de Vérification de données. 
 
 
N.B.: En aucun cas, l’Equipe d’audit ne devrait enregistrer des informations personnelles, une 
photocopie ou enlever des documents des Sites Intermédiaires de Compilation. 
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PHASE 4 : SITES DE COLLECTE DE DONNEES 


 
 
 
 


 


La quatrième phase de l’EQD a lieu sur les Sites de 
collectes sélectionnés où sont réalisées les étapes 
suivantes de vérification de la qualité des données 
 
10. Déterminer si les éléments clés du système de 
gestion et de modification des données du 
Programme/projet sont mis en œuvre sur les Sites de 
collectes. 


 
11.   Suivi et vérification des données tirées des 


documents sources pour les indicateurs 
sélectionnés.    


 
Pendant la PHASE 4, l’Equipe d’audit devra 
s’entretenir avec les principaux responsables de la 
collecte et de la gestion des données du Site de 
collecte – y compris le personnel impliqué dans le 
complément des documents sources, la compilation 
des données et la vérification des rapports avant leur 
remise au prochain niveau administratif.  
 
La durée prévue pour les étapes suivantes de la 
PHASE 4 est d'une demi-journée et deux jours. 
Les grands sites (les nombres communiqués par 
plusieurs centaines), les sites qui englobent des 
centres satellites ou bien destinés à la réalisation 
«contrôles ciblés» peuvent nécessiter plus d’un 
jour. 
 


 
 


 
Sites de 


collecte de 
données / 


Organisations 


PHASE 4 


10- Système 
d’évaluation et de 


diffusion des 
données collectées 


 


11- Suivi et 
vérification des 


résultats venant des 
Documents  Sources 
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L’Etape 10 est réalisée par l’Equipe d’audit 
 
 
Dans l’Etape 10, l’Equipe d’audit devra compléter la fiche du Point de Collecte du Protocole 1 de 
l’EQD :  Protocole du Système d’Evaluation. 
 
 


ETAPE 10. EVALUATION DU SYSTEME DE COLLECTE ET DE DIFFUSION DES 
DONNEES 


(AUX POINTS DE COLLECTE)  







 


 50
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L’étape 11 est exécutée par l’Equipe d’audit.  


 
 
Au niveau du Site de collecte des données, chaque protocole d’indicateur spécifique commence 
avec la description  du (des) service(s)  fournis afin d’orienter l’Equipe d’audit vers ce qui est en 
train d’être «compté» et communiqué. Cela va aider à conduire l’Equipe d’audit aux documents 
sources appropriés au niveau du Point de collecte qui peuvent être considérablement différents 
pour divers indicateurs (exemple : carnets de santé, registres, numéro d’identification). 
 
Sans tenir compte du fait que les indicateurs sont vérifiés ou de la nature du Site de collecte (au 
niveau sanitaire/ clinique ou communautaire), l’Equipe d’audit va réaliser certaines ou toutes les 
étapes  de vérification de données suivantes (Etape 11 – Tableau 1) pour chaque indicateur 
sélectionné. 
 
. 
 
  


Etape 11 – Tableau 1. Site de Collecte – 5 Types de Vérifications des données 


 


 


Vérifications Description Besoin 


1 - Description Décrire le rapport entre la fourniture des services/produits et 
l’achèvement du document source qui enregistre ce service fourni. 


.  


Dans tous 
les cas  


2 –Revue de la  
Documentation 


Vérifier la disponibilité et l’exhaustivité de tous les documents sources 
des indicateurs pour la période de diffusion des rapports choisie. 


 


Dans tous 
les cas 


3 – Suivi et 
Vérification 


Suivre et vérifier les nombres collectés : 1) Compter de nouveau les 
nombres fournis par les documents sources disponibles; (2) 
Comparer les nombres vérifiés aux nombres fournis par le site; 
(3) Identifier les raisons de toute différence. 


  


Dans tous 
les cas 


4 - Recoupements Procéder à des “recoupements” des totaux vérifiés des rapports avec 
d’autres sources de données (par exemple relevés d’inventaires, 
rapports de  laboratoires, autres registres, etc.) 


 


Dans tous 
les cas  


5 – “Contrôle ciblé” Procéder à des “contrôles ponctuels ” pour vérifier  la fourniture réelle 
de services ou de produits aux populations cibles. 


 


Si faisable 


ETAPE 11. SUIVI ET VERIFICATION DES RESULTATS TIRES  DES DOCUMENTS 
SOURCES    


(AUX POINTS DE COLLECTE) 
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Avant de commencer la vérification des données, l’Equipe d’audit aura besoin de comprendre et 
de décrire le système d’enregistrement et diffusion relatif à l’indicateur en vérification au niveau du 
Site de collecte (c à d : du premier enregistrement de collecte des données sur les documents 
sources à la diffusion des nombres compilés au prochain niveau d’administration). 
 
    
 
1. [Dans tous les cas] DESCRIPTION - Décrire le rapport entre la fourniture de service et 


l’achèvement du document source.  Cette Etape va fournir à l’Equipe d’audit un “cadre de 
référence” pour le lien entre la fourniture de service et le processus d’enregistrement, et obtenir 
des indices pour voir si des facteurs externes tels que les délais et/ou des activités 
concurrentes peuvent compromettre l’enregistrement correct et opportun des activités du 
programme.  
 
 
1. .   


 
 


2. [Dans tous les cas] REVUE DE LA DOCUMENTATION – Vérifier la disponibilité et 
l’exhaustivité de tout indicateur de documents sources pour la période de diffusion 
retenue.  


2.  . 


o Revoir un modèle du document source (en obtenant une copie vierge) et déterminer si 
le site dispose de documents sources vierges suffisantes; 


o  


 


o Vérifier la disponibilité et l’exhaustivité des documents sources et s’assurer que tous les 
documents sources complétés entrent dans la période de diffusion à vérifier ; 


 


o   


 


o Vérifier que les procédures sont en place pour empêcher le report d’erreurs (ex : double 
décompte de patients transférés à l’intérieur/ extérieur, décédé ou qui ont échappé au 
suivi (si c’est applicable). 


 
o  
 
Noter que les protocoles spécifiques d’indicateurs  sont listés comme de(s) document(s) 
source(s). Si l’Equipe d’audit détermine que d’autres documents sources sont utilisés, elle 
peut modifier le(s) protocole(s) en conséquence mentionner sur ses fiches de travail le 
changement opéré sur le protocole.   L’Equipe d’audit devra strictement garder la 
confidentialité des documents sources.   
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3. [Dans tous les cas] SUIVI ET VERIFICATION – Compter à nouveau les  résultats 
provenant des documents sources, Comparer les nombres vérifiés à ceux collectés 
des sites et expliquer les différences.   


 
3.  
 
 STATISTIQUES :  Calculer le Ratio de Vérification de Résultat pour le Site de collecte de 
données. 
 
 
 


Nombres vérifiés sur le Site de collecte de données 
Décompte communiqué du Site de collecte de données sélectionné 
 
 


Les raisons possibles des différences peuvent comprendre de simples saisies de données ou 
des erreurs d’addition  qui peuvent être découvertes en comparant les étapes de l’Equipe 
d’audit au travail fait par le site.  L’Equipe d’audit peut également avoir besoin de parler au 
personnel qui communique les données sur des explications possibles et un suivi avec les 
responsables de la qualité des données du programme si nécessaire. L’étape est cruciale 
dans l’identification des moyens d’améliorer la qualité des données sur les Sites de collecte. 
Il est important de noter que l’Equipe d’audit pourrait trouver de graves erreurs sur un site 
«dans les deux sens» (c à d : excès et défaut de communication des données)  qui 
aboutissent à une différence négligeable entre les chiffres communiqués et ceux qui sont 
comptés à nouveau –mais qui sont indicatifs de grands problèmes de la qualité des données.  
De même, une seule erreur mathématique pourrait engendrer une grande différence.  Ainsi, 
en plus du facteur de vérification calculé pour le site, l’Equipe d’audit aura besoin de prendre 
en compte la nature des résultats avant de tirer des conclusions sur la qualité des données 
du site. 
 


 
3. [Dans tous les cas, faire des recoupements possibles] RECOUPEMENTS – Faire des 


recoupements possibles des totaux des rapports vérifiés avec d’autres sources de 
données.  Par exemple, l’équipe pourrait examiner séparément les relevés d’inventaires 
consignant les quantités de médicaments de traitement, les trousses d’analyse ou des INT 
achetés et livrés pendant la période d’élaboration des rapports pour voir si ces nombres 
corroborent les résultats communiqués.  D’autres recoupements pourraient inclure, par 
exemple, la comparaison des fiches de santé aux registres de laboratoire ou de pharmacie 
de l’unité.  L’Equipe d’audit peut ajouter les recoupements au protocole, comme il convient. 


 
  3.       
 


 
 STATISTIQUES :  Calculer le pourcentage de différence pour chaque recoupement 
 


 
 


5. [Si possible] “CONTROLES CIBLES” – “Contrôles ciblés» pour vérifier que la 
fourniture des services ou de produits peuvent également être faits si le temps et les 
ressources le permettent.  Les  «Contrôles ciblés” supposent le choix d’un nombre de 
patients (ex: 3-5) à partir des documents sources et vérifier s’ils reçoivent effectivement les 
services enregistrés.  Les contrôle ciblés peuvent être fait de deux manières:  (1) l’Equipe 
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d’audit obtient les noms et adresses de personnes dans la communauté et fait les efforts de les 
localiser; ou (2) l’Equipe d’audit demande aux représentants du site de prendre contact avec 
des patients et de leur demander de venir au point de ravitaillement (par exemple le jour 
suivant). Pour des raisons de confidentialité, les contrôles ciblés ne seront pas possibles pour 
des indicateurs relatifs à certains services médicaux tels que les ARV pour le traitement du 
VIH.  
 
5.       


 
Comme noté ci-dessus, alors que les cinq étapes de vérification des données du Protocole de 
l’EQD 2  : Le Protocole de Vérification des données ne devrait pas changer (1- description, 2- 
revue de la documentation, 3- suivi et vérification, 4– recoupements, 5-contrôles ciblés), au sein de 
chaque étape de vérification, le protocole peut être modifié pour mieux convenir au contexte du 
programme (ex : ajouter des contrôles ciblés, modifier le document de référence source).  Des 
modifications importantes devraient être discutées avec l’organisation commanditaire de l'EQD.  
 
   
 
Note : En aucun cas, l’Equipe d’audit ne devrait enregistrer des informations personnelles, 
photocopie, ou enlever des documents des sites.-{}- 
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PHASE 5: UNITE DE S&E 


   
 
 
 
 


 


Dans la quatrième phase de l’EQD, l’Equipe d’audit va 
retourner à l’Unité de S&E au niveau du 
Programme/projet.  Les Etapes de la PHASE 5 ont 
pour but de : 
 


12. Compléter l’évaluation du  système de gestion 
et de modification des données en répondant 
aux 13 questions primordiales du résumé de 
vérification. 


 
13. Développer une vérification préliminaire des 


résultats et formuler des recommandations. 
 
14. Communiquer les résultats préliminaires aux 


agents de S&E du Programme/projet et aux 
responsables de la gestion pendant la 
réunion de clôture des vérifications. 


 
La durée prévue pour les étapes suivantes de la 
PHASE 5 est de deux jours 
 
 
 


 
Gestion de 


l’Unité de S&E  
 


PHASE 5 


 12- Systèmes  
Consolidés 
d’Evaluation et de 
gestions des 
données


13- Ebauches 
préliminaires des 


découvertes et notes 
de recommandations  


14- Conduire la 
réunion de clôture 
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L’Etape 12 est réalisée par l’Equipe d’audit  


 
Par le moyen de l’Etape 10, feuilles de calcul de Excel du Protocole 1 EQD :  Protocole du 
Système d’Evaluation relatif à l’Unité de S&E, les Niveaux Intermédiaires de compilation et les 
Sites de collecte de données seront complétés.   Sur la base des réponses à toutes les questions, 
un tableau récapitulatif (Etape 12 – Tableau 1) sera automatiquement généré, de même qu’ un 
graphique sommaire des forces du Système de gestion et de modification des données (Etape 12 
– Figure 1).  Les  résultats produits seront basés sur le nombre de «Oui,  entièrement», 
«Partiellement» et «Non, pas du tout», des réponses aux questions sur le Protocole 1 de l’EQD : 
Protocole du Système d’Evaluation. 
 
   
 


Etape 12 – Tableau 1.  Tableau Récapitulatif :  Evaluation du Système de gestion et de  
modification des données  (Illustration) 


 
 


I II III IV V 
Structure M&E 
Fonctions et  


Capacités


Definitions des Indicateu
et Indication 


De 
difi ti


Collection de données et 
Processus de gestion Liens avec le Système 


- 1,80 1,83 1,80 1,82 1,67 1,78


1 2,67 2,50 1,67 1,78 2,00 2,12


2 3,00 2.25 1,33 1,67 2,50 2,15


3 2,33 2,00 1,67 1,90 2,50 2,08


1.1 2,67 2,00 1,67 1,86 2,00 2,04


1.2 2,00 2,25 1,67 2,13 2,00 2,01


1.3 2,67 1,75 1,67 2,00 2,25 2,07


2.1 2,33 2,00 2,00 1,86 2,50 2,14


2.2 2,67 2,25 1,67 1,88 2,50 2,19


2.3 2,67 2,75 1,67 1,88 2,75 2,34


3.1 2,33 2.00 2,00 1,86 2,25 2,09


3.2 2,33 2,25 1,67 2,00 2,25 2,10


3.3 2,67 2,25 1,67 1,88 2,50 2,19


Collines 


Atakora 


Borgu 


Savalou 


Kandi 


M
o


(p
ar 
sit
e) 


Unité M&E  


Sites Niv eau Intermédiaire d’Agrégation


Points de collecte/Organisations 


Unité nationale M&E 
U it


TABLEAU SOMMAIRE 
Evaluation des Systèmes de gestion et de


difi ti d d é


Penjari 


Ouake 


Parakou 
Tanagou 


Tchetti 


Djalloukou 


Kalale 
 


Code clé de couleur 


ver 2,5 - 3.0 Oui, complètement  


jaune 1,5 - 2.5 Partiellement 


rouge < 1,5 No n- pas du tout 


ETAPE 12. EVALUATION CONSOLIDEE DES SYSTEMES DE GESTION DES 
DONNEES
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Etape 12 – Figure 1.  Evaluation du Système de gestion et de modification des données 
(Illustration) 


 
 
 


Tout – Evaluation des Systèmes de gestion et de modification


0,00


1,00


2,00


3,00
Structure M&E, Fonctions et Capacités


Instruction des Définitions et modification 
d’indicateur 


Formes de collecte et de modification des 
données/Outilsorms / Tools 


 Processus de gestion des 
données 


Liens avec le Système national de 
modffication  


 
 
 
Interprétation des résultats : Les notes générées pour chaque zone fonctionnelle sur le Site de 
collecte, le Site Intermédiaire de compilation et l’Unité de S&E sont des moyennes des réponses 
qui sont codifiées 3 pour «Oui, entièrement», 2 pour «Partiellement» et 1 pour «Non, pas du tout».   
Les réponses codifiées «N/A» ou «Non applicable» ne sont pas prises en compte dans la notation. 
La valeur numérique de la notation n’est pas importante, les notes sont destinées à être comparés 
à travers des zones fonctionnelles comme un moyen de mettre en priorité des activités de 
renforcement du système . C’est dire que les notes sont liées les uns aux autres et sont davantage 
significatifs dans la comparaison du rendement d’une zone fonctionnelle à une autre.   Par 
exemple, si le système est noté en moyenne 2,5 pour la «Structure de S&E, Fonctions et 
Capacités» et 1,5 pour «les formulaires/outils de collecte et modification des données», on pourrait 
logiquement conclure que les ressources seront utilisées de manière plus efficace dans le 
renforcement des «Formulaires/outils de collecte et modification des données» plutôt que dans la 
«Structure de S&E, Fonctions et Capacités».  Par conséquent, les scores ne devront pas être 
exclusivement utilisés pour évaluer le système d’information. Ils devront plutôt être interprétés 
dans un contexte d’entretiens, de revues de documentation, de vérification et d’observations des 
données faites pendant l’exercice de l’EQD. 
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En utilisant ces résumés de statistiques, l’Equipe d’audit devrait répondre aux 13 questions 
fondamentales sur la fiche de vérification des questions du protocole. (voir Etape 12 – tableau 2).   
Pour répondre à ces questions, l’Equipe d’audit aura les fiches complétées du Protocole 1 de 
l’EQD : Fiches du Protocole du système d’évaluation pour chaque site et niveau visité ainsi que 
le tableau récapitulatif et le graphique des résultats provenant du protocole (voir Etape 12 – 
Tableau 1 et Figure 1).   Partant de ces deux sources d’information, l’Equipe d’audit aura besoin 
d’utiliser son jugement pour donner une réponse globale au résumé des questions de l’évaluation. 
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Etape 12 – Tableau 2. Résumé des Questions de l’Evaluation 
 


13 RESUME DES QUESTIONS FONDAMENTALES DE L’EVALUATION 
 


Zone du Programme:   


Indicateur:   


Question 


Réponse 


Commentaires


Oui - 
entièrement 


Partiellement 
Non – pas du 


tout 
 


N/A 


1 


Les principaux agents de S&E et de la gestion des données sont-ils 
identifiés avec des responsabilités clairement attribuées ? 
 
  


    


2 


La majorité des principaux agents de S&E et de la gestion des données 
ont-ils reçu la formation requise ? 
 
  


    


3 


Le Programme/projet a-t-il clairement décrit (par écrit) ce qui est 
attribué à chacun  et quand et comment ces rapports doivent être 
élaborés ? 
 
 


    


4 


Y'a-t-il des définitions des indicateurs opérationnels qui répondent aux 
normes requises systématiquement respectées par tous les services ? 
 
 


    


5 


Y a-t-il des formulaires types de collecte et de modification de données 
qui sont systématiquement utilisés ? 
 
 


    


6 


Les données sont-elles enregistrées avec suffisamment de 
précisions/détails pour mesurer les indicateurs adéquats ?  
 
 


  


7 


Les données sont-elles gardées conformément aux directives 
nationales ou internationales de confidentialité? 
 
  


  


8 


Les documents sources sont-ils gardés et disponibles conformément à 
la politique consignée par écrit ?  
 
  


    


9 


Existe-il des étapes spécifiques de documentation de collecte, de 
compilation et de manipulation ?   
 
 


    


10 


Les défis de qualité des données sont-ils identifiés et des mécanismes 
mis en place pour les relever ?   
 
 


    


11 


Y a-t-il des procédures clairement définies et suivies pour identifier et 
concilier les différences dans les rapports ?    
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12 


Y a-t-il des procédures clairement définies et suivies pour vérifier 
périodiquement la source de données ?   
 
 


    


13 


Le système de collecte et de modification des données du 
Programme/projet est-t-il lié au Système national de communication? 
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L’Etape 13 est accomplie par l’Equipe d’Audit. 
 
A l’Etape 12, l’équipe d’Audit aura déjà effectué l’évaluation du système d’information et du 
système de gestion des données, mais aussi, les protocoles de vérification des données à partir 
des indicateurs sélectionnés.  En préparation de sa réunion de clôture avec l’unité de Suivi et 
Evaluation (S&E), l’Equipe d’audit rédige des conclusions préliminaires dans l’Etape 13 de 
l’Evaluation de la Qualité des Données, avec des notes de recommandations sur les problèmes 
ayant trait à la qualité des données révélées par l’audit. En Annexe 3, Etape 13-Tableau 1 on 
trouve un modèle (format) de ces Notes de Recommandations. Ces conclusions et problèmes sont 
transmis à l’unité M&E du Programme/projet (Etape 14) et constituent la base du Rapport Final 
d’Audit (Etapes 15 et 17). L’Equipe d’audit devra aussi envoyer une copie des conclusions 
préliminaires et des notes de recommandations à l’organisation qui a demandé l’Evaluation de la 
Qualité des Données (EQD). 
 
Les conclusions et notes de recommandations préliminaires seront tirées des résultats provenant 
du Protocole EQD 1 :  Protocole d’évaluation du système et le protocole 2 de l’EQD 
Protocole de Vérification des Données et seront définis par L’Equipe d’audit sur la base des 
éléments suivants 
 
 Les rubriques de notes des Protocoles dans lesquelles L’Equipe d’audit a expliqué les 


conclusions relatives à : (1) L'évaluation du système de gestion et de notification des données; 
et (2) la vérification d’un échantillon de données rapportées par le système..  . Dans chaque 
protocole, la dernière colonne peut être cochée avec la marque () pour toute conclusion où 
une note de recommandation est nécessaire   


 
 Les documents de travail qui donnent plus de preuves sur les conclusions de l’EQD menée 


par l’Equipe d’audit. 
 
Les conclusions devront mettre en évidence les aspects positifs du système de S&E du 
programme/ projet et leur rapport avec la gestion et diffusion des données, mais aussi avec les 
faiblesses identifiées par l’équipe d’audit.  Il est important d’insister sur le fait que toute conclusion 
ne signifie pas forcément la défaillance du Programme / Projet dans l’élaboration ou la mise en 
œuvre de son système de  collecte de données.  Le projet/Programme peut disposer de la 
capacité de mettre en place un certain nombre de contrôles innovantes et de démarches efficaces 
pour garantir une collecte cohérente et fiable. Il lui est possible, par exemple, de disposer d’un 
système fort de S&E qui produise des données de qualité, sans pour autant que celui ci 
n’apparaisse en version  clairement documentée et éditée   
 
Toutefois, le but de l’Evaluation de la Qualité des Données est d’améliorer la qualité des données. 
Ainsi, pendant que L’Equipe d’audit élabore son système de gestion des données et ses rapports 
de vérification, elle devra clairement identifier  les preuves et conclusions qui indiquent le besoin 
d’améliorations dans le but de renforcer la mise en œuvre et l’élaboration du système de S&E. 
Toutes les conclusions devraient s’appuyer sur des documents de preuves que L’Equipe d’audit 
peut citer et fournir en même temps que les Notes de Recommandations  
 


ETAPE 13.  EBAUCHE DE CONCLUSIONS PRELIMINAIRES ET NOTES DE 
RECOMMANDATIONS
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Au nombre des exemples de conclusions relatives à la l’élaboration et à la mise en œuvre du 
système d’information, de collecte et de gestion de données, on peut citer:.   
 


 Le manque de documents décrivant les différentes étapes de stockage et de manipulation 
des données. 


 L’absence de directives claires et/ou cohérentes à l’endroit des sites d’information 
concernant l’opportunité ou la destination de transmission des rapports.  


 Le manque de personnel désigné pour passer en revue et questionner les rapports soumis 
par les divers sites. 


 L’absence de processus formel pour pallier aux rapports incomplets ou inexacts soumis par 
les divers sites. 


 L’absence d’un programme de formation appropriée pour les collecteurs et gestionnaires 
de l’information dans les divers sites. 


 L’existence de différences entre les définitions de l’indicateur du programme et la même 
définition telle que citée dans les formulaires de collecte de données du programme/projet. 


 L’absence de formulaires standard de collecte de données. 
 
Quelques exemples de conclusions issues du système et relatives à la vérification des données:   
 


 Un manque de coordination entre la fourniture de services et l’édition de documents 
sources. 


 Des documents sources incomplets ou inexacts. 
 Erreurs dans l’enregistrement et/ou la manipulation des données.  
 Mauvaise interprétation ou application inexacte de la définition de l’indicateur. 


 
Ebauche de note(s) de Recommandations    


Dans le projet de Notes de Recommandation, L’Equipe d’audit devra donner la preuve manifeste 
indiquant une menace à la qualité des données. L’équipe devra aussi donner une ou plusieurs 
recommandations pour empêcher la récurrence. L’Equipe d’audit pourrait proposer un délai 
d’exécution des actions recommandées et demander l’agrément du programme/projet et de 
l’Organisme demandeur de l’EQD. L’Etape 13 – Tableau 1 donne une idée du contenu des Notes 
de Recommandation.     


Etape 13 – Tableau 1.  Conclusions Illustratives et Recommandations pour le Programme de 
traitement de TB  dans un pays X,  


- Nombre de Cas de tuberculose enregistrés sous DOTS qui ont été traitées avec succès - 


 


Un pays x mène un programme organisé et durable de traitement de la Tuberculose sur la base de 
standards et protocoles internationaux. Les procédés et exigences pour rendre compte des resultats du 
programme de Tuberculose sont explicitement identifiés et recommandés dans son Manuel du Pogramme 
National de Tuberculose et de Lèpre. Le Manuel identifie les formulaires nécessaires et les exigences 
d’information selon les sites de fourniture de services, les districts et les régions.  


 


  Un pays x mène un programme organisé et durable de traitement de la Tuberculose sur la base de 
standards et protocoles internationaux. Les procédés et exigences pour rendre compte des résultats du 
programme de Tuberculose sont explicitement identifiés et recommandés dans son Manuel du Programme 
National de Tuberculose et de Lèpre. Le Manuel identifie les formulaires nécessaires et les exigences 
d’information selon les sites de fourniture de services, les districts et les régions.  
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Etape 13 – Tableau 1.  Conclusions Illustratives et Recommandations pour le Programme de 
traitement de TB  dans un pays X,  


- Nombre de Cas de tuberculose enregistrés sous DOTS qui ont été traitées avec succès - 


 
Sur la base des informations recueillies à travers les interviews avec les principales autorités et à partir des 
documents examinés, L’Equipe d’audit a identifié les éléments suivants en rapport avec l’amélioration de la 
Qualité des Données  dans le programme de traitement de TB dans un pays X donné. 


Conclusions et Recommandations pour l’Unité S&E 


1) Formation S&E  
 
 CONCLUSION : L’Equipe d’audit a décelé l’absence d’un programme systématique et documenté de 


formation en matière de gestion des données qui identifie les besoins en formation. Elle a aussi décelé 
un manque de compétences nécessaires en matière de gestion des données à tous les niveaux du 
programme, depuis les travailleurs de la santé dans les Sites de Fourniture de Services jusqu’aux 
coordinateurs de districts, les recruteurs régionaux et les gestionnaires de données au sein des unités 
de S&E. Actuellement la formation est ouverte, mise en oeuvre, et financée par différents bureaux à 
divers niveaux du programme de Tuberculose (TB).     


RECOMMENDATION:  Il est recommandé à l’Unité S&E du Programme National de Tuberculose d’élaborer 
un programme pour coordonner les ressources en formation disponibles et d’identifier les besoins en 
formation à travers le système y compris ceux nécessaires pour  l’exécution efficace des exigences en 
matière de gestion des données. 


2) Les contrôles de supervision des rapports des Districts  
 
 CONCLUSION: L’absence de contrôles de supervision des fichiers utilisés pour la conservation des 


rapports trimestriels provenant des bureaux des districts peut mener à d’éventuelles erreurs de  
stockage. Par exemple l’exercice de vérification mené par L’Equipe d’audit a identifié des copies de 
rapports, des rapports  obsolètes et des rapports annuels plutôt que des rapports trimestriels dans ces 
fichiers, qui pourraient engendrer des erreurs dans l’enregistrement des données.   
 


RECOMMANDATION:   Il est recommandé la révision permanente des fichiers utilisés pour la conservation 
des  rapports régionaux par un superviseur du programme de gestion après leur transmission, mais avant 
même que ce ne soit l’étape d’enregistrement des données qui permette de réduire les possibilités 
d’erreurs.  


 
 CONCLUSION; Approximativement, il manquait la signature d’un superviseur dans 2% des rapports 


régionaux soumis au MOH.  Cette signature aide à renseigner que le dossier a fait l’objet d’un examen 
pour vérifier si les informations étaient complètes et déceler d’évidentes erreurs.  


 
RECOMMANDATION:  Il est recommandé au MOH de renforcer l’exigence que les rapports transmis 
portent la signature du superviseur, en rejettant, par exemple, les rapports qui n’ont pas été examinés.  


 


3)  Politique de Mémorisation des  Documents Sources. 
 
 CONCLUSION: Au sein du Programme de TB Il n’existe aucune politique de mémorisation des outils 


d’information, comme les fiches de traitement des malades, les registres et les formulaires relatifs au 
stockage des données. Bien que les documents soient systématiquement archivés pendant des 
années, Il est nécessaire d’asseoir une politique spéciale de mémorisation des documents pour une 
bonne gestion des données.   


 


RECOMMENDATION:  Il est recommandé au bureau du programme de déterminer dans son nouveau 
système d’information, une politique spécale de mémorisation des documents pour le programme de 
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Etape 13 – Tableau 1.  Conclusions Illustratives et Recommandations pour le Programme de 
traitement de TB  dans un pays X,  


- Nombre de Cas de tuberculose enregistrés sous DOTS qui ont été traitées avec succès - 


 
Tuberculose TB et pour les principaux outils de d’information.  


 


Conclusions et Recommandations pour les sites Intermédiaire de Stockage  


4) Le Contrôle de Qualité dans l’enregistrement des Données. 
 


 CONCLUSION: L’Equipe d’audit a découvert que des mesures limitées ont été prises pour éliminer les 
possibilités d’erreurs d’enregistrement des données au niveau du district. Alors des contrôles sont 
organisés au niveau du logiciel d’enregistrement pour identifier les entrées inappropriées, le personnel 
du district n’arrivait pas à élaborer toute autre documentation pour éliminer des erreurs d’insertion de 
données.  


 
RECOMMENDATION: Il est recommandé au programme de déterminer les différentes étapes 
d’élimination des erreurs d’enregistrement partout où un chiffre est inscrit dans le système d’information 
éléctronique. 


Conclusions et Recommandations pour les Sites de Fourniture de Services   


 
5)  La capacité à Récupérer des Documents Sources 
 
  TROUVAILLE: Dans tous les sites de fourniture de services, Il a été difficile à L’Equipe d’audit de 


mener à terme l’exercice de vérification des données parce que le personnel du site a été confronté à 
la difficulté ou s’est avérée incapable de récupérer ou de retrouver des documents sources. Par 
exemple, il a été difficile de retrouver les fiches de traitement des patients pour les patients qui avaient 
suivi le traitement de Tuberculose (TB). Lorsqu’ il n’est pas possible de faire une telle vérification, 
l’équipe d’audit qualité des données ne peut pas, à son tour, confirmer que le nombre rapporté de cas 
traités est exact et valable. 


 
RECOMMENDATION: Il est recommandé aux sites de fourniture de Services de classer et conserver 
systématiquement les documents sources de traitement de la Tuberculose durant les périodes spécifiques 
de collecte, afin qu’ils puissent  être facilement retrouvés pour des besoins d’audit.  
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L’Etape 14 est exécutée par l’équipe d’audit  
 
A la conclusion des visites de site, le Chef de L’Equipe d’audit devra tenir une réunion de clôture 
avec les cadres supérieurs de la cellule S&E du programme/projet et le Directeur/Chargé de 
programme pour entre autres:  


1. Partager les résultats de la vérification des données (exercice de décompte) et passer en 
revue le système; 


2. Présenter les conclusions préliminaires et les notes de recommandation; 
3. Discuter des éventuelles démarches pour améliorer la qualité des données. 
 
Une entrevue physique offre au personnel de gestion des données du programme/projet 
l’opportunité de discuter de la faisabilité d’améliorations éventuelles et des calendriers liés au 
projet. Le Chef de L’Equipe d’audit devra cependant souligner le fait que les conclusions tirées de 
l’audit à ce point sont préliminaires et sujettes au changement une fois que L’Equipe d’audit aura 
obtenu une meilleure opportunité d’examiner et de réfléchir sur les preuves collectées sur les 
protocoles et dans ses documents de travail.  
 
L’Equipe d’audit devra encourager le programme /projet à partager les conclusions pertinentes 
avec les bailleurs (porteurs de projets) appropriés au niveau du pays tels que les groupes de 
travail multipartenaires de S&E et le programme national, si nécessaire. L’Equipe d’audit devra 
aussi discuter de la manière dont les conclusions seront partagées avec les officiels S&E  du 
Programme/projet, avec les Points de fourniture de Service audités et les niveaux intermédiaires 


de stockage (ex, Régions, Districts) . 
 
Comme toujours, la réunion de clôture ainsi que tout accord sur 
l’identification des conclusions et des améliorations qui lui sont relatifs 
devront être consignés dans les documents de travail de L’Equipe d’audit 
en vue de figurer dans le Rapport Final d’Audit.   
 
 


PHASE 6: EXECUTION   
 


 
 


 
 
 
 
 
 
 
 
 
 
 
 
 


Execution 
(Sites multiples) 


PHASE 6 


15- Elaboration du 
rapport d’audit 


16- collecte et 
examen des 


remarques faites 
par le pays et 
l’Organisme 


demandeur de 
l’EQD


17- Elaboration du 
rapport d’audit final 


19- Mise en oeuvre 
du suivi des 


actions 
recommandées 


18-  Rencontre 
avec le 


Programme/projet 
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La dernière phase de l’EQD 
a pour théâtre les bureaux 
de l’équipe chargée de 
conduire l’EQD, mais aussi 
elle se déroule sous forme 
de rencontres physiques et 
sous forme de conférences 
téléphoniques entre 
l’Organisation qui demande 
l’EQD et le 
Programme/Projet. Dans la 
phase 6, l’équipe d’audit 
exécute les étapes 
suivantes: 
 


15.   Elaboration du 
rapport d’audit. 


 
16.   Remarques sur 


le rapport d’audit 
en rapport avec 
le Programme / 
projet et avec 
l’Organisme 
demandeur de 
l’EQD. 


 
17.   Elaboration du 


rapport d’audit 
final sur la base 
des discussions 
menées dans 
l’étape 16. 


 
18.    Transmission du 


rapport d’audit 
final ainsi que 
les 
recommandation
s et notes finales 
au Programme / 
Projet et à 
l’Organisme qui 
commande 
l’EQD. 


 
19. Si nécessaire, mise 


en oeuvre des 
procédures  de suivi 
en vue de garantir 
que les 
changements 


convenus sont bien intégrés. 
 
 


Dans la phase 5, la durée totale de ces étapes est estimée entre 
deux à quatre semaines. 
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L’Etape 15 est menée par l’équipe d’audit. 


 
Dans une période de une à deux semaines, l’équipe d’audit devra revoir tous les documents 
produits durant la mission et élaborer un rapport comprenant toutes les conclusions et 
améliorations suggérées. Tous les grands changements révélés par les conclusions de l’audit et 
effectuées après la réunion de clôture dans un pays donné devraient être communiquées de façon 
claire aux autorités du pays hôte du Programme / Projet. Le document d'audit sera envoyé à la 
Direction du Programme / Projet ainsi qu'à l'Organisme ayant commandé l’EQD. Dans l’ Etape 15 - 
tableau 1, on y démontre la démarche suggérée pour l'élaboration du rapport d'audit. 
 
 
 
Etape 15 - Tableau 1: Démarche suggérée pour l'élaboration du rapport final d'audit (FDQR). 
 
Section Table des matières 


I Sommaire 


II Introduction and Contexte 
 Objectif de l’EQD 
 Contexte du Program/project  
 Indicateurs et Période du rapport – Logique de sélection 
 Sites intermédiaires d’information et de prestation de service 
 Description du système d’information et de collecte des données (en rapport avec les 


indicateurs à vérifier) 
 


III Evaluation du système d’information et de gestion de données  
 Description de l’activité d'évaluation du système de gestion des données.  
 Résumé des statistiques du tableau de bord (tableau et graphe des régions fonctionnelles - Etape 12: 


Tableau 1 et  Figure 1) 


 Conclusions principales aux trois niveaux suivants: 
- Sites de prestation de service  
- Niveaux intermédiaires de répartition 
- Unité de S&E  


 Forces et faiblesses du système de gestion des données (sur la base de 13 (questions d’audit 
résumées)  


 


IV Verification des donées transmises  
 Description des étapes de vérification des données déjà exécutées   
 Exactitude des données – Facteur de vérification  
 Précision et confidentialité des données transmises  
 Disponibilité, état d’avancement et opportunité des rapports  
 Conclusions principales aux trois niveaux suivants: 


- Sites de prestation de service  
- Niveaux intermédiaires de répartition 
- Unité de S&E  


 Appréciation générale de la qualité des données (sur la base de la vérification des données transmises)  
 


ETAPE 15.   ELABORATION DU RAPPORT D’AUDIT 
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V 


 


Notes de recommandations et changements suggérés  


 


 


 


VI 


 


Classification finale de la Qualité des Données DQ (sur la base du système de gestion et de 
notification des données, mais aussi sur la base de la vérification des données). Cette section 
devrait se conformer aux spécifications fournies par l’Organisme qui commande l’audit. 


 


 


 


VII 


 


Réponse des autorités locales aux conclusions de l’Evaluation de la Qualité des Données EQD 


 


 


 


VIII 


 


Résumé et programme d’amélioration du système de gestion et de notification des données 
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L’Etape 16 est exécutée par l’Equipe d’audit. 


 
Pour parvenir à un consensus et faciliter les changements de qualité des données identifiées dans 
les notes de recommandation, l’équipe d’audit doit discuter du rapport avec l’Organisme 
demandeur de l’Evaluation de la Qualité des Données (DQA) et avec la Direction du Programme / 
Projet et la Direction en charge du Suivi et Evaluation (S&E). Le Programme / Projet aura  
l’occasion de réagir aux conclusions de l’audit. Cette réaction pourra être incluse dans le 
rapport d’audit final. 
 
 


 
L’Etape 17 est exécutée par l’Equipe d’audit. 


 
Une fois que le Programme / Projet et l’Organisme demandeur de l’EQD auront révisé le rapport 
d’audit (Dans un délai de 2 semaines, à moins d’un consensus autour d’une autre période) et 
convenu de mesures recommandées pour traiter des questions concernant la Qualité des 
Données, l’équipe d’audit écrira le rapport final d’audit. Quand bien même l’équipe d’audit va 
recevoir les réactions, il est important de noter que le contenu du rapport final d’audit est 
déterminé exclusivement par l’équipe d’audit.   
 
 


 
L’Etape 18 est exécutée par l’Equipe d’audit. 


 
 
 
L’équipe d’audit déposera officiellement le rapport d’audit final, avec la ou les notes de 
recommandation final(e) s, auprès du Programme / Projet et de l’Organisme demandeur de l’EQD 
dans une période maximum de quatre semaines après la fin de la mission dans un pays donné. 
 
 


 
L’Etape 19 peut être exécutée par l’Organisme demandeur de l’EQD et /ou par l’équipe d’audit. 


 


STEP 19.  MISE EN OEUVRE DES ACTIONS DE SUIVI RECOMMANDEES 


ETAPE 17.  ELABORATION DU RAPPORT FINAL D'AUDIT  


ETAPE  16.  REMARQUES SUR LE RAPPORT ET LA COLLECTE DE LA PART DU 
PAYS DEMANDEUR DE L’EQD 


ETAPE  18.  RENCONTRE AVEC LE PROGRAMME/PROJET  
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Le Programme / projet devra normalement envoyer des lettres de suivi, une fois que les 
changements / améliorations convenus sont intégrés. Si l’Organisme demandeur de l’EQD 
souhaite l’implication de l’équipe d’audit dans l’activité de suivi des mesures de renforcement 
identifiées par le Programme / Projet, il faudra alors trouver un accord approprié. L’Organisme 
demandeur de l’EQD et /ou l’équipe d’audit devront tenir un fichier de « rappel » pour rester 
vigilants sur la date à laquelle les notifications devront être faites (voir Annexe 3, étape 19 – 
Modèle 1). En général, les problèmes mineurs de Qualité des données devront être traitées 
dans le délai de un à six mois, alors qu’il faut six à douze mois pour les problèmes 
majeures.  
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ANNEXE 1: Les protocoles de l’EQD 
Protocole 1: Le Protocole de Vérification du Système 
Protocole 2: Le Protocole de Vérification des Données  
 







 


 73


Protocole 1: Le Protocole d’évaluation du Système (SIDA et Malaria) 
 


LISTE DE TOUTES LES QUESTIONS -Pour reference seulement (Protocole 1 – 
Evaluation du Systeme)  


Composante du système de S&E   


Les cases cochées 
indiquent le niveau 


du système 
d’information où la 
question est posée. 
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I - Structure, Fonctions and Capacites du S&E 


1  


 
Il existe un tableau / structure descriptif qui identifie clairement les postes ayant des 
responsabilités dans la gestion des données au niveau de l’unité de S&E. 
 
 


√  


  


Oui  


2  


 
 
Tous les postes réservés au S&E et aux systèmes de gestion des données ont été pourvus. 
 
 


√  


  


- 


3 


 
 
Il y a un programme de formation pour le compte du personnel concerné par la collecte et 
diffusion des données à tous les niveaux du processus d’information. 
  
 


√  


  


Oui  


4  
Tout le personnel approprie a ete forme aux outils et processus de gestion des données. 
 
All relevant staff have received training on the data management processes and tools.  


√  √  √  - 


5  


 
 
Un cadre du personnel (c a d le responsable du programme) est charge de l’examen des 
données statistiques regroupes avant transmission / communication des rapports provenant 
de l’unité S&E. 
 
 


√  


  


- 


6  


 
 
Il existe un personnel désigné pour examiner la qualité des données (c a d, la précision, 
exhaustivité, et l’opportunité) obtenues des sous niveaux d’information (c a d, les régions, 
districts et points de service). 
 
 


√  √  


 


- 


7  


 
 
Il existe un personnel désigné pour examiner les statistiques regroupées avant transmission 
au niveau suivant (c a d district, bureaux régionaux, Unité centrale de S&E). 
 
 


 


√  √  - 


8  


 
 
La responsabilité de l’enregistrement de la prestation de services sur les documents de 
source (originaux) est clairement assignée au personnel approprié. 
 
 


  


√  - 


II- Quelques Definitions sur les Indicateurs et Directives d’information  


9  


 
L’unité S&E a renseignée et partagée la définition des indicateur(s) avec tous les niveaux 
appropriés du système information (c a d, les régions, districts et points de services). 
 
 


√  


  


Oui 
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10  


 
 
A chaque indicateur mesuré par le Programme / Projet correspond une description de 
services. 
 
 


√  


  


Oui  


L’unité S&E a rédigé des pour tous les  sous niveaux d’information sur… 
The S&E Unit has provided written guidelines to each sub-reporting level on …  


11 


 
 
 …Le sujet sur lequel ils sont censés rendre compte  
 
 


√  √  √  Oui 


12 


 
 
 …La forme sous laquelle (c à d, sous quel format spécifique)  les rapports devaient être 
soumis. 
 
 


√  √  √  Oui  


13 


  
 
…Les personnes à qui les rapports devraient être soumis 
 
 


√  √  √  Oui  


14 


 
 
 …Le moment où les rapports devaient être soumis 
 
 


√  √  √  Oui  


15  


 
Il existe une politique éditée qui détermine la durée de conservation des documents source et 
des formulaires de collecte. 
 
 


√  


  


Oui  


III- Outils / Formulaires de collecte et diffusion des données   


16  


 
 
Pour tous les points de prestation de service, l’Unité S&E a identifié un document source 
standard (dossier médical, formulaire de consommation du client, registre, etc.) pour 
l’enregistrement des prestations. 
 
 


√  


  


Oui  


17  


 
 
L’unité S&E a identifie des outils et formulaires standard (d’édition) de diffusion des données 
utiles pour tous les niveaux d’information. 
  
 


√  


  


Oui  


18  


 
 
L’Unité S&E a donne des instructions claires sur la manière de remplir les outils / formulaires 
de collecte et diffusion des données. 
 
 


√  √  √  Oui  


19  


 
 
Les documents originaux ainsi que les outils / formulaires indiqués par l’Unité S&E sont utilisés a tous 
les niveaux d’information correspondant. 
 
 


 


√  √  - 


20  


 
 
Même si des organisations multiples mettent en oeuvre des activités sous l’égide du 
programme / Projet, ils utilisent tous les mêmes formulaires d’édition et rendent compte avec 
la même fréquence (délais). 
 
 


√  √  √  - 


21  


Les données collectées par le système de S&E ont autant de précision pour mesurer les 
indicateur(s) ( c a d des données pertinentes sont collectées par sexe, age, etc. si l’indicateur 
indique une mauvaise répartition par ces caractéristiques.  
 
 


√  


  


- 
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22  


Tous les documents et formulaires destines a la mesure des indicateur(s) sont disponibles 
pour les besoins de l’audit (y compris des imprimes datés pour s’adapter à une éventuelle 
informatisation du système) 
 
 


√  √  √  - 


IV- Les processus de gestion des donnees Data Management Processes  


23 


L’unité S&E a clairement renseignée le regroupement de données, l’analyse et/ou les étapes 
de la manipulation effectuées a chaque niveau du système d’édition (diffusion). 
 
 


√  


  
Oui  


24  


Il existe une procédure écrite pour faire face aux rapports en retard, incomplets, manquants 
(perdus), inexacts ; y compris le suivi des sous niveaux de gestion sur les problèmes de la 
qualité des données. 
 
 


√  √  


 


Oui  


25  


Dans le cas ou les divergences ne sont pas décelées dans les rapports des sous niveaux de 
gestion, l’unité S&E ou les niveaux intermédiaires de (regroupement) (traitement) (c a d, les 
districts et régions) renseignent sur la manière de pallier ces irrégularités. 
 
 


√  √  


 


- 


26  


Des remarques sont systématiquement faits à tous les  sous niveaux de traitement sur la 
qualité de leurs rapports (c a d, l’exactitude, exhaustivité et l’opportunité). 
 
 


√  √  


 
- 


27  


Des contrôles qualité sont effectues sur place pour les cas ou des données provenant de 
(consignes sur) formulaires sur support papier sont entrées dans un ordinateur (c a d, le 
double emploi, la vérification des enregistrements supplémentaires (vérification des 
enregistrements après l’entrée des données). 
 
 


√  √  √  - 


28  


Pour les systèmes automatisés, il existe une procédure bien établie, documentée et 
activement exécute d’administration des bases de données. Celle ci comprend les procédures 
de sauvegarde / réparation, d’administration de la sécurité, et d’administration de l’utilisateur. 
 
 


√  √  √  Oui  


29  


Il existe une édition de la procédure de sauvegarde pour les cas ou l’enregistrement ou le 
traitement des données sont informatises. 
 
 


√  √  √  Oui  


30  


Si la réponse est Oui, la de sauvegarde la plus récente est appropriée, étant donné la 
fréquence de mise a jour du système informatise (c a d les sauvegardes sont hebdomadaires 
ou mensuelles). 
 
 


√  √  √  - 


31  


Les informations personnelles utiles (pertinentes) (sensibles) sont conservées en accord avec 
les directives de confidentialité nationales et internationales. 
 
 


√  √  √ - 


Le système d’édition évite le double décompte de populations… 
 


32  


 
… Au niveau de chaque point de prestation de service / de chaque organisation (c a d une 
même personne qui reçoit le même service deux fois dans une période de gestion, une 
personne enregistrée comme recevant le même service dans deux différents endroits, etc.). 
 
  


√  √  √  - 


33  


…A travers les points de prestation de service / organisation (c a d, une personne enregistrée 
comme recevant le même service dans deux points de prestation de service / organisations 
différentes, etc.). 
 
 


√  √  √  - 


34  


Le système d’édition permet l’identification et l’enregistrement d’un « marginal », une 
personne « dont on ne parvient plus a assurer le suivi » et une personne décédée. 
 
The reporting system enables the identification and recording of a "drop out", a person "lost to follow-
up" and a person who died.  


√  √  √  - 


35  


L’unité S&E peut démontrer que des visites régulières pour la supervision des sites ont eu lieu 
et que la qualité des données a été examinée. 
 
 


√  


  
Oui  
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V- Links with National Reporting System  


36  


Lorsque disponible, les outils / formulaires nationaux appropries sont utilises pour la collecte 
et diffusion de données. 
 
 


√  √  √  Oui  


37  


Si possible, les données sont rapportées a travers un canal unique issu des systèmes 
nationaux d’information. 
 
 


√  √  √  - 


38  


Les délais de diffusion sont harmonises avec les prévisions du programme national (c a d, les 
raccourcis dates en prévision des rapports mensuels) 
 
 


√  √  √  - 


39  


Les sites de prestation de service sont identifies comme détenteurs de numéros 
d’identification répondant a un système national. 
 
 


√  √  √  - 
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Protocole 2: Protocole de Vérification des Données (Illustrations – Interventions a base 
communautaire) 


Service Delivery Point: 


Reporting Period (this is the period that is being verified from results 
reported from the Program/project):


From: To:


Yes/No
% 


or Number


1.1


Describe the source document for recording the delivery of the service 
(is it a standardized form following national guidelines or a tailored 
form?  If tailored, specify the source of the form, e.g. a project). Obtain 
a blank copy, if possible. 


1.2
Does the site/organization have sufficient supplies of blank source 
documents (prompt for experience of stock-outs of source 
documents)?


1.3
Are there indication that there are delays between delivery of the 
service and recording of the service on the source document?


1.4
If the service and recording of the service are not done at the same 
time, please describe how the disconnect might affect data quality.


Additional Comments (if any)


2.1


Review available source documents for the reporting period being 
verified. Is there any indication that source documents are missing?


If yes , determine how this might have affected reported numbers?


2.2
Are all available source documents complete?


If no , determine how this might have affected reported numbers?


2.3


Review the dates on the source documents.  Do all dates fall within the 
reporting period?


If no , determine how this might have affected reported numbers.


2.4
What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition? 


2.5
Is there a process to ensure proper registration of cases/people lost to 
follow-up?


2.6
Is there a process to ensure proper registration of people who have 
died?


Number of People benefiting from Community-based Programmes


Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.


   C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …) 


  A)  Check Availability and Completeness of Documentation


2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -


Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers 
counseled, facility-level register and/or client intake forms. 


1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service 
and the completion of the source document -


Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled 
in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.


Service Delivery Point (Protocol 2 - Data Verification)
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Answer
Auditor Notes


(include work paper reference number)
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2.7
Is there a process to ensure proper registration of people who have 
transferred in/out (including through referral)?


2.8


Is there a process to avoid double-counting of people who receive the 
service more than once during the reporting period?


If yes , please describe.


2.9


Is there a process to avoid double-counting of people who are enrolled 
in related services from the same organization (e.g. OVC receiving 
both school fees and nutritional support)?


If yes , please describe.


2.10 Are there any other instances with a risk of counting errors?


Additional Comments (if any)


3.1
Recount the number of people/cases/events recorded during the 
reporting period by reviewing the source document.


3.2
Copy the number of people/cases/events reported by the 
site/organization during the reporting period (from the site summary 
report).


-


3.3
What are the reasons for the discrepancy (if any) observed by the 
Audit Team (i.e., any data entry errors, arithmetic errors, missing 
source documents, other reason).                                                            


Additional Comments (if any)


4.1
List the type of commodity (e.g., bed net, condom, anti-malarial 
medication, etc) that was distributed during the service. 


4.2
Enter the number of commodities issued to the site during the 
reporting period.


4.3
Enter the number of commodities received by the site during the 
reporting period. 


-


4.4
If a discrepancy between issued and received commodities occurred 
during the reporting period, determine why, and if and how the store or 
site addressed this discrepancy.


4.5
Enter the number of commodities in stock at the site at the beginning 
of the reporting period (initial in stock).


Calculate % difference in cross check 1


CROSS-CHECK 2 :  Between stock movement and commodities 
distributed by the site.  Was this cross check performed?


4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -


Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, 
cross checks may be performed by comparing the number of persons receiving the service by the a


CROSS CHECK 1:  Between the distribution records from suppliers and 
the stock records at the site.  Was this cross check performed?


Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)


   B)  Identify possible reasons for any differences between the verified and reported results


   A)  Recount results from source documents and compare the verified numbers to the site reported numbers


3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -
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Service Delivery Point: 


Reporting Period (this is the period that is being verified from results 
reported from the Program/project):


From: To:


Yes/No
% 


or Number


1.1


Describe the source document for recording the delivery of the service 
(is it a standardized form following national guidelines or a tailored 
form?  If tailored, specify the source of the form, e.g. a project). Obtain 
a blank copy, if possible. 


1.2
Does the site/organization have sufficient supplies of blank source 
documents (prompt for experience of stock-outs of source 
documents)?


1.3
Are there indication that there are delays between delivery of the 
service and recording of the service on the source document?


1.4
If the service and recording of the service are not done at the same 
time, please describe how the disconnect might affect data quality.


Additional Comments (if any)


2.1


Review available source documents for the reporting period being 
verified. Is there any indication that source documents are missing?


If yes , determine how this might have affected reported numbers?


2.2
Are all available source documents complete?


If no , determine how this might have affected reported numbers?


2.3


Review the dates on the source documents.  Do all dates fall within the 
reporting period?


If no , determine how this might have affected reported numbers.


2.4
What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition? 


2.5
Is there a process to ensure proper registration of cases/people lost to 
follow-up?


2.6
Is there a process to ensure proper registration of people who have 
died?


2.7
Is there a process to ensure proper registration of people who have 
transferred in/out (including through referral)?


2.8


Is there a process to avoid double-counting of people who receive the 
service more than once during the reporting period?


If yes , please describe.


2.9


Is there a process to avoid double-counting of people who are enrolled 
in related services from the same organization (e.g. OVC receiving 
both school fees and nutritional support)?


If yes , please describe.


2.10 Are there any other instances with a risk of counting errors?


Additional Comments (if any)


3.1
Recount the number of people/cases/events recorded during the 
reporting period by reviewing the source document.


3.2
Copy the number of people/cases/events reported by the 
site/organization during the reporting period (from the site summary 
report).


-


3.3
What are the reasons for the discrepancy (if any) observed by the 
Audit Team (i.e., any data entry errors, arithmetic errors, missing 
source documents, other reason).                                                            


Additional Comments (if any)


4.1
List the type of commodity (e.g., bed net, condom, anti-malarial 
medication, etc) that was distributed during the service. 


4.2
Enter the number of commodities issued to the site during the 
reporting period.


4.3
Enter the number of commodities received by the site during the 
reporting period. 


-


4.4
If a discrepancy between issued and received commodities occurred 
during the reporting period, determine why, and if and how the store or 
site addressed this discrepancy.


4.5
Enter the number of commodities in stock at the site at the beginning 
of the reporting period (initial in stock).


4.6
Enter the number of commodities received by the site during the 
reporting period. 


4.7
Enter the number of commodities in stock at the site at the end of the 
reporting period (closing in stock).


4.8
Enter the number of commodities distributed by the site during the 
reporting period.


-


4.9
If there is a discrepancy between in stock and distributed commodities 
during the reporting period, determine why, and if and how the store or 
site addressed this discrepancy.


4.10 Any additional cross checking: (add as appropriate) 


Additional Comments (if any)


5.1 How many beneficiaries were visited?


5.2
How many of the beneficiaries contacted had actually received the 
service?


-


5.3 If there is a discrepancy, what issues did the spot check results raise?


Additional Comments (if any)


Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the 
service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to 
confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and 
feasibility of, spot checks.  


Calculate % difference between beneficiaries recorded as having 
received the service and those having actually received the service.


5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -


Number of People benefiting from Community-based Programmes


Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))


Calculate % difference in cross check 1


CROSS-CHECK 2 :  Between stock movement and commodities 
distributed by the site.  Was this cross check performed?


4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -


Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, 
cross checks may be performed by comparing the number of persons receiving the service by the a


CROSS CHECK 1:  Between the distribution records from suppliers and 
the stock records at the site.  Was this cross check performed?


Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)


   B)  Identify possible reasons for any differences between the verified and reported results


   A)  Recount results from source documents and compare the verified numbers to the site reported numbers


3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -


Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.


   C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …) 


  A)  Check Availability and Completeness of Documentation


2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -


Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers 
counseled, facility-level register and/or client intake forms. 


1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service 
and the completion of the source document -


Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled 
in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.


Service Delivery Point (Protocol 2 - Data Verification)
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ANNEXE 2: Quelques modèles pour 
l’Organisme Demandeur de 
l’EQD 
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Annexe 2, Etape 1 - Modèle 1.  Tableau Illustratif du classement des pays selon les investissements et selon les Résultats Rapportes 


 


Disease:  SIDA 


Countries (or 
Programs/projects) 


(classés par 
investissement en 


Dollar) 


Classement par Investissement 
en Dollar  


Classement des resultats rapportés  


Notes/commentair
es  


Zone du Programmme  
_Traitement_ 


Zone du Programme 


 _Communication pour le 
Changement de 
comportements  


Assistance 
communautaire_ 


Zone du Programme 


_OVC_ 


Indicateurr # 1 
Population sous ARV 


Indicateur # 2 


Nombre de Condoms 
Distribués 


Indicateur # 3 


Nombre de OVC Sous 
traitement et prise en 


charge 


County X $66 Million 
2 


(6,500) 
4  


(3 million) 
8  


(1,879) 
 


Country Y $52 Million 
1 


(7,000) 
NA 


10 


(1,254) 
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Annexe 2, Etape 1 - Modèle 2.  Analyse Illustrative de l’Importance Relative des Investissements et des résultats des indicateurs par zone de 
Programme  


 


Program/project:  _____________ 


Zone de 
Programme  


$ Investis dans la 
zone de 


Programme   


% Total des 
Investissements 


dans le 
Programme 


/projet 


Principal Indicateur 
dans la zone de 


Programme 


Résultats 
escomptés ou 
rapportés pour 


l’Indicateur 


% de Résultats 
escomptés ou 


rapportés à 
l’échelle du 


pays 


Notes/commentari
es 


Traitement ART  $2,000,000 80% Population sous ART 20,000 80%  
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Annexe 2, Etape 1 - Modèle 3.  Documentation of the selection of the Country, Disease/Health Area, Program/project(s), Program Area and 
Indicators 


 


Pays  
Zone de 
Maladie/ 


Santé   
Program/project 


Zone de 
Programme  


Indicateur (s) 


 
Période 


d’Information 
 


Critères en 
vigueur pour la  


sélection de 
l’Indicateur et la 


période 
d’information 


Personnes/Entité
concernées par 


la décision 
d’audit  
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Annexe 2, Etape 2 - Modèle 1. Lettre de Demande de Notification et de Documentation au 
Programme /projet Séléctionné   


 
Date 
Adresse 
Cher(e) _________________:  
 
[Votre organisation] a été choisie pour un Audit Qualité des Données par [nom de l’Organisation 
ayant Commandé l’Audit] en rapport avec le [nom du Programme/projet].  
 
Le but de cet audit est de : (1) évaluer la capacité des systèmes de gestion des données du 
programme/projet(s) pour lequel vous dressez un rapport qualité des données; et  de (2) vérifier la 
qualité des données transmises selon les indicateurs clés dans les sites sélectionnés.  [Nom du 
Cabinet d’Audit] mènera l’audit et  vous contactera bientôt dans le cadre de cet audit.    


 
Cet Audit Qualité des Données concerne  [Maladie], [zone d’implantation du programme] et les 
vérifications vont se concentrer sur les indicateurs suivants: 
 
1 [nom de l’indicateur] 


2 [nom de l’indicateur] 
 
L’audit va : 


1. Evaluer la forme des systèmes de gestion et de diffusion des données; 


2. Vérifier au niveau des sites de fourniture de service et des niveaux intermédiaires de stockage 
(ex, districts, régions) si le système est exécuté tel que défini ; 


3. Retrouver et vérifier dans quelques sites,  les chiffres précédemment transmis pour un nombre 
limité d’indicateurs et; 


4. Transmettre les conclusions de l’audit ainsi que les améliorations suggérées sous forme de 
Rapport d’Audit formel. 


 
Avant que l’audit ne démarre, [nom de l’Agence d’Audit] devra: 


- Une liste de tous les Sites de Fourniture de Service en même temps que les derniers résultats 
transmis (selon les indicateurs ci-dessus); 


- Le modèle 1 rempli (attaché à cette lettre) décrivant le système de collecte et diffusion des 
données (selon les indicateurs ci-dessus); 


- Des modèles de formulaires de collecte et diffusion des données (selon les indicateurs ci-
dessus). 


 
Cette information est essentielle au démarrage de l’audit, par conséquent elle est requise dans les 
deux semaines suivant la reception de cette lettre et devra être envoyée à [adresse du Cabinet 
d’Audit]. 
 
Pour permettre à L’Equipe d’audit d’exécuter la phase initiale d’examen de votre système global de 
gestion des données et de limiter, le moins possible, la présence de l’équipe sur le terrain, nous 
souhaiterions aussi que vous fournissiez à l’Agence d’Audit toute la documentation existante et 
disponible figurant au Tableau 1 (attaché à cette lettre). 
Merci de soumettre la documentation demandée à ______________ au ______ par _________.   
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Toute documentation disponible sous forme électronique pourra être envoyée par email à ______. 
 
 
Après examen par le service d’information de l’information et de la documentation fournies, le 
Cabinet d’Audit poursuivra l’audit dans le bureau qui fait office d’unité de Gestion du S&E pour le 
Programme/projet et dans un nombre réduit de vos sites de diffusion et bureaux intermédiaires de 
gestion de données (ex les bureaux ou districts régionaux). Pour faciliter les visites de sites, nous 
souhaiterions que L’Equipe d’audit soit accompagnée de deux membres du personnel de l’unité 
S&E, ou alors des personnels chargés de recevoir, examiner et / ou rédiger les rapports provenant 
des entités de diffusion.  
 
Du fait que le temps nécessaire pour l’audit dépend du nombre et de l’emplacement des sites 
sondés, vous serez contactés par l’Agence de vérification pour répondre à des questions plus 
spécifiques en rapport avec le calendrier, après la sélection de l’échantillon de sites.  Cependant, 
vous devez vous attendre à ce que l’audit dure entre 10 et 15 jours (avec deux jours de plus à 
l’Unité de S&E et autour d’un jour par Site de Fourniture de Service et par Niveau de Stockage 
Intermédiaire ex, Districts ou Régions).  
 
Enfin, puisque L’Equipe d’audit aura besoin d’obtenir et de passer en revue les documents sources 
(ex, dossiers des clients ou registres d’inscription), il est important d’obtenir une autorisation 
officielle pour avoir accès à ces documents. Cependant, nous voulons vous assurer qu’il ne sera 
retenu aucun détail concernant les personnes durant l’audit. L’équipe cherchera seulement à 
vérifier si les chiffres consignés dans les “documents sources” pour et en rapport avec le service 
ou l’activité sont exacts cette période de l’audit. Les dossiers personnels ne vont ni quitter le site, 
ni être photocopiées.  
 
Nous aimerions aussi souligner que nous ne ménagerons aucun effort pour limiter l’impact qu’aura 
notre audit sur votre personnel et sur les activités en cours. A cet égard, il serait appréciable si 
vous mettiez tout de suite à la disposition du Cabinet d’audit, un interlocuteur principal dans ce 
processus. (Votre principal responsable de gestion des données, par exemple) afin que nous nous 
contentions exclusivement d’échanger avec la bonne personne. Pour toute question prière de 
contacter ___________ à ____________.   
 
Sincèrement Vôtre   
 
 
cc:   Cabinet Gouvernemental d’Audit 


Bailleur/Partenaires au Développement et Partenaires dans la Mise en Oeuvre 
Autres, si nécessaire pour le pays et pour l’audit 
 


Tableau 1 -  Liste des Zones  Fonctionnelles d’Audit et  de la Documentation à exiger du 
Programme/projet de la part du service de traitement de l’information (si disponible) 


 
Zones 
Fonctionelless 


 
Documentation Générale Necessaire   


Est -elle 
fournie ? 


 


Information sur 
le Contact  


 Noms et informations sur les contacts nécessaires pour les principaux 
agents du programme/projet, y compris les personnes clés responsables 
des activités de gestion des données.   


 


I - Structures,  Organigramme démontrant les responsabilités au sein du S&E.  
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Tableau 1 -  Liste des Zones  Fonctionnelles d’Audit et  de la Documentation à exiger du 
Programme/projet de la part du service de traitement de l’information (si disponible) 


 
Zones 
Fonctionelless 


 
Documentation Générale Necessaire   


Est -elle 
fournie ? 


 


Rôles et   
Capacités du 
S&E 


 Liste des postes et statuts en S&E (ex., à plein temps, ou à temps partiel, 
pourvus ou vacants). 


 


 Plan de formation en S&E, s’il en existe un. 
 


II – Définitions 
d’indicateur et  
Indications pour 
la gestion des 
données 


 Instructions aux sites de diffusion sur les exigences et les délais. 
 


 Description de la manière dont la fourniture des services est enregistrée 
dans les documents sources et dans d’autres documents tels que les 
registres des cliniques et les rapports périodiques des sites. 


 


 Schéma détaillé sur la manière dont les données circulent : 


o Des Sites de Fourniture de Services aux Niveaux Intermédiaires de 
Stockage (ex bureaux de districts, bureaux provinciaux, etc.);  


o Des Niveaux Intermédiaires de Stockage (s’il en existe) à l’Unité de S&E. 


 


 Programme National de S&E, s’il en existe. 
 


 Définitions opérationnelles des indicateurs qui sont audités.   


III –Collecte de 
Données et  
Formulaires et 
outils de 
gestion 


 Formulaire(s) de Collecte des Données pour les indicateurs qui sont 
audités. 


 


 Formulaire(s) de collecte pour les indicateurs qui sont audités. 
 


 Instructions pour remplir les formulaires de collecte et gestion des 
données. 


 


IV – Les 
Processus de 
Gestion des 
Données  


 Documentation rédigée sur les processus de gestion des données avec 
toutes les démarches  accomplies sur la vérification de toutes les données, 
du stockage et de la manipulation à tous les niveaux du système de 
gestion. 


 


 Procédures rédigées pour faire face aux défis spécifiques de qualité des 
données (ex double décompte, “perdu à suivre”), y compris les instructions 
envoyées aux sites de gestion. 


 


  Indications et prévisions pour les visites régulières de supervision. 
 


V – Les rapports 
avec le Système 
National de 
Gestion  


 Rapports de renseignement entre le système de gestion des données du 
Programme/projet et le système national de gestion des données 
correspondant.  
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Annexe 2, Etape  2 – Modèle  2 - Description du Système de Collecte et de Diffusion des des Données 
 


 


A remplir - DESCRIPTION DU SYSTEME DE COLLECTE ET DIFFUSION DES DONNEES 
 


 
Prière de remplir ce modèle de formulaire pour chaque indicateur en vérification par l’Evaluation de la Qualité des Données (DQA) 


 


Nom de l’Indicateur  


Définition de l’Indicateur  


 


1- Y’a t–lI une personne chargée de l’analyse et  de la gestion des données dans l’Unité S&E au niveau Central ?  Oui Non 


 


 1.1- Si "Oui", prière de donner le nom et l’adresse email de la personne contact: Nom  


   e-mail  


 
 


ENREGISTREMENT DE LA FOURNITUREDE SERVICE SUR LES DOCUMENTS SOURCES (aux Points de Fourniture de Service) 


 


2- Y’a-t-il un formulaire standard au niveau national que tous les points de fourniture de service utilisent pour enregistrer la fourniture de 
service auprès des populations cibles? Oui Non 


 


 2.1- Si  "Non", combien de formulaires différents sont utilisés par les points de fourniture de services? Nombre  


 
 


3- Quel le nom du formulaire(s) utilisé par les points de fourniture de services? 


 Nom du Formulaire(s)  


 
 


4- Quels sont dans le formulaire les principaux domaines qui correspondent à l’indicateur ? Domaine 1  


 Domaine 2  


 Domaine 3  


 Domaine 4  


 Veuillez ajouter …  
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LA TRANSMISSION DES DONNEES, DEPUIS LES POINTS DE FOURNITURE DE SERVICES JUSQU’A L’UNITÉ NATIONALE DE S&E (En passant par tous 
niveaux intermédiaires – Districts, Régions, …) 


 


5- Prière d’utiliser ce tableau pour expliquer le processus de transmission des données dans votre pays. Dans la première ligne, fournir les informations sur les 
rapports qui sont reçus au bureau central. Indiquer la provenance de ces rapports, combien de rapports vous vous attendez à recevoir pour chaque période 
de l’audit, et combien de fois par an vous recevez ces rapports. 


 


Rapports reçus par by: Expéditeur 


Nombre d’expéditeurs  
(ex si les rapports sont envoyés par 


les districts, indiquer ici le nombre de 
districts) 


Quelle est la fréquence de 
réception des rapports dans 


l’année 
(ex : par trimestre=4fois par 


an) 


    
    
    
    
    
 
 


6- Quel est le niveau le plus bas au niveau central pour lequel vous recevez des données à l’Unité de Gestion du S&E ? 
 


     


 Patients individuels Infrastructures de Santé Districts Région Other … [please specify]  


 
 
 


7- A quel niveau les données sont informatisées pour la premiere fois (i.e., enregistrés dans l’ordinateur)? 
 


 Infrastructures de Santé    Districts Région National Other … [please specify]  


 
 


8- Prière de fournir tout autre commentaire (le cas échéant). 
 


  


 
 


Enfin, prière de joindre les modèles (1) document source; et (2) rapports reçus à chaque niveau. 


 







 


 89


 
Annexe 2, étape 2 – Modèle 3. Lettre de Demande d'Agrément National pour l’EQD    


 
Date  
 
Adresse de l'Agence Nationale d’Agrément  pour la Vérification de la Qualité des Données 
 
Cher__________________:  
 
En tant que partie intégrante de ses activités de supervision en cours [nom de l'organisation 
commanditaire de l'audit] a sélectionné  [programmes/projets] au/en [pays] pour une Vérification de 
la Qualité des Données.  Soumis à l'approbation, la Vérification de la Qualité des Données aura 
lieu entre [mois ___ et ____], [Année].  
 
Le but de cette vérification de la qualité des données est d'évaluer la capacité du système de 
gestion des données du programme de faire état des données de qualité et de suivre et vérifier les 
résultats rapportés des sites sélectionnés liés aux indicateurs suivants : 
 
1 [nom de l'indicateur] 


2 [nom de l'indicateur] 
 
[Nom du Cabinet d’audit] a été sélectionné par [nom de l’Organisation Commanditaire de l’Audit] 
pour exécuter la vérification de la qualité des données. 
 
La conduite de cette vérification de la qualité des données peut nécessiter l'accès aux données 
rapportées à travers le système d’information national sur [la maladie et la zone du programme]. 
La vérification va inclure la reprise des données collectées pendant les périodes d’élaboration des 
rapports, dont l’obtention et l’examen des documents source (par exemple des fiches/registres 
d’enregistrements ou d’inscriptions de client, des fiches de formation, des fiches de distribution des 
produits). Tandis que l'équipe de vérification aura besoin de manière potentielle de l'accès à 
l'information personnelle du patient, elle gardera ces informations dans le secret absolu et aucune 
documentation de la vérification ne contiendra ou ne révélera des informations personnelles. Le 
but de l'accès à une telle information est d’énumérer et de procéder à des vérifications en vue de 
l'audit. Si nécessaire, l'équipe de vérification devra avoir accès et utiliser de telles informations au 
niveau des sites de fourniture de service. Les informations personnelles ne devront ni être retirées 
du site ni photocopiées.    
 
Les résultats de la vérification de la qualité des données peuvent également être utilisés pour 
améliorer le Système suivi-évaluation (S&E) des programmes/projets.    
 
Pour toute information concernant cette vérification de la qualité des données, veuillez contacter 
______ au ________.   
 
[Nom de l'organisation commanditaire de l'audit] requière formellement par la présente 
l'approbation pour conduire cette vérification de la qualité de données. 
 
Veuillez indiquer ci-dessous approuvé ou non approuvé (en indiquant les raisons de la non-
approbation) et renvoyer cette lettre à _________ au ________.   
 
___________________      ____________________ 
Approuvé/Non approuvé (veuillez entourer l’une des options)      Date  
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Veuillez agréer l’expression de nos sentiments distingués.  
 
CC:   Le  Directeur du programme/projet, le Cabinet d’Audit de l’Etat,  les bailleurs/Partenaires au 
Développement et les Partenaires d’exécution  et  Autres, à la convenance de l'Audit. 
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ANNEXE 3: Modèles pour l’Agence et 


l’Equipe d’audit 







 
Annexe 3, étape 2 – Modèle 1. Fiche d'informations pour l'unité de S&E impliquée dans 
l’EQD 
 


1- Objectif du EQD 


Les objectifs de la vérification de la qualité des données sont de : 
 vérifier que les systèmes convenables de gestion des données sont mis en place et 
 vérifier la qualité des données collectées pour les indicateurs principaux dans les sites 


sélectionnés. 
  


2- Indicateur(s) Inclus dans l’Audit 


- à  compléter par l’Equipe d’audit  - 


3- Période d’élaboration des rapports examinée


- à  compléter par l’Equipe d’audit  - 


4- Tâches accomplies par l’Equipe d’audit au niveau de l’Unité de S&E.  


 Interroger le gestionnaire du programme et le personnel impliqué dans le S&E et la gestion des 
données. 
 Revoir la disponibilité, l’exhaustivité et le respect des délais des rapports reçus des sites de 


collecte. 
 Reprendre le décompte des nombres à partir des rapports reçus et comparer les résultats aux données 
collectées par l’unité de S&E. 
  


5-  Personnel à disposition au niveau de l’unité de S&E pendant le EQD


 Directeur du programme 
 Agent responsable de la gestion des données. 
 Personnel impliqué dans la révision et la compilation des rapports reçus des sites de collecte. 
 Personnel des TI impliqué dans la gestion des bases de données, si possible 
 Personnel approprié des organisations partenaires intervenant dans le renforcement des 
systèmes de S&E, si possible. 
  


6-   Documentation à préparer avant  l’arrivée de l’équipe d’audit 
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 Les résultats collectés par l'unité de S&E pour la période choisie pour l’élaboration des 
rapports (voir le point 3 - ci-dessus). 


 L'accès aux résumés des rapports de site soumis pour la période (voir le Point 3 - ci-
dessus). 


 L’organigramme présentant les responsabilités de S&E 
 La liste des postes et statuts de S&E (par exemple, à plein temps ou à temps partiel, pourvus ou 


vacants)   
 Le plan de formation en S&E, s’il existe. 
 Les ordres de service sur les sites de collecte concernant les exigences et délais d’élaboration 


des rapports. 
 La description de la manière dont la fourniture de services est enregistrée sur des documents 


sources et sur d'autres documents tels que des registres de consultation et des rapports 
périodiques de sites. 


 Le diagramme détaillé de la manière dont les données circulent des sites de fourniture de service 
à l'unité de S&E.  


 Le plan national de S&E, s’il existe. 
 Les définitions opérationnelles des indicateurs à vérifier (voir le point 2 - ci-dessus) 
 Le modèle de collecte de données et formulaires d’élaboration des rapports pour les 


indicateurs à  vérifier (avec les directives). 
 La documentation écrite des processus de gestion des données dont une description de toutes les 


étapes de vérification des données, de compilation et de manipulation mises en oeuvre à chaque 
niveau du système d’élaboration des rapports. 


 Les procédures écrites pour relever les défis spécifiques de la qualité de données (par exemple, 
double emploi, "perdu de vue "), dont des directives envoyées sur les sites de collecte. 


 Les directives et programmes pour les visites de routine de supervision des sites. 
  


7-Temps prévu pour l’Equipe d’audit au niveau de l’unité de S&E


 
- A  compléter par l’Equipe d’audit  [Directive : 2 jours - 1 jour au début et 1 jour à la fin du EQD] 


 
ATTENTION : En aucun cas les rapports ne devraient être confectionnés pour les buts de 
l’audit. 
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Annexe 3, étape 2 – Modèle 2. Fiche d'informations pour les niveaux de compilation 


intermédiaires choisis pour le EQD
 


1- Objectif du EQD 


Les objectifs de la vérification de la Qualité des Données sont de : 
 vérifier que les systèmes convenables de gestion des données sont mis en place 
 vérifier la qualité des données collectées pour les indicateurs principaux dans les sites 


sélectionnés. 


 
2- Indicateur(s) Inclus dans la vérification


- à  compléter par l’Equipe d’audit  - 


3- Période d’élaboration des rapports examinée


- à  compléter par l’Equipe d’audit  - 


4- Tâches accomplies par l’Equipe d’audit au niveau de la compilation intermédiaire.   


 Interroger le responsable du site et le personnel impliqué dans la gestion et la compilation des 
données. 
 Revoir la disponibilité, l’exhaustivité et le respect des délais des rapports reçus des sites de 


collecte. 
 Reprendre le décompte des nombres à partir des rapports reçus et comparer le résultat aux 
données collectées au niveau suivant. 
 Comparer les données communiquées avec d’autres sources de données (des relevés d’inventaires, 
des rapports de laboratoire, etc.) 
 Vérifier la véracité des services rendus à la population cible (si possible) 


 


5-  Personnel à disposition au niveau de la compilation intermédiaire lors de l’EQD 


 Le directeur du site 
 Le personnel impliqué dans la révision et la compilation des rapports reçus des sites de collecte. 
 le personnel des TI impliqué dans la gestion des bases de données, si  possible 
 


6-   Documentation à préparer avant  l’arrivée de l’équipe d’audit


 Les résultats collectés au niveau suivant pour la période choisie pour l’élaboration des 
rapports (voir le point 3 - ci-dessus). 
 L'accès aux résumés des rapports du site soumis pour la période (voir le Point 3 - ci-


dessus). 
 Description des étapes de compilation et/ou de manipulation faites sur les données soumises 
par les sites de collecte. 
  


7-Temps prévu pour l’Equipe d’audit au niveau de la compilation intermédiaire 


- à  compléter par l’Equipe d’audit  [Directive : entre 1/2 journée  et 1 jour à chaque site de niveau de 
compilation intermédiaire] 


 
ATTENTION : En aucun cas des documents sources ou des rapports ne devraient être 
confectionnés pour les buts de l’audit. 
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Annexe 3, étape 2 – Modèle 3. Fiche d'informations pour les sites de fourniture de services 


choisis pour le EQD
 


1- Objectif du EQD 


Les objectifs de la vérification de la Qualité des Données sont de : 
 vérifier que les systèmes convenables de gestion des données sont mis en place 
 vérifier la qualité des données collectées pour les principaux indicateurs dans les sites 


sélectionnés. 
 
2- Indicateur(s) Inclus dans la vérification


-à  compléter par l’Equipe d’audit - 


3- Période d’élaboration des rapports examinée


-à  compléter par l’Equipe d’audit - 


4- Tâches accomplies par l’Equipe d’audit au niveau du site de fourniture de services.   


 Interroger le responsable du site et le personnel impliqué dans la collecte et la compilation des 
données. 


 Comprendre comment et quand les documents sources sont complétés par rapport à la fourniture de 
services. 


 Vérifier la disponibilité et l’exhaustivité de tous les documents sources pour la période choisie pour 
l’élaboration des rapports. 


 Reprendre le décompte des données enregistrées à partir des documents sources disponibles et 
comparer les résultats aux chiffres collectés par le site. 


 Comparer les données collectées avec d’autres sources de données (par exemple des 
relevées d’inventaires, des rapports de  laboratoires, etc.) 


 Vérifier  la fourniture réelle de services ou de produits aux populations cibles (si possibles). 


 


5-  Personnel à disposition au niveau du site de fourniture de services lors du EQD 


 Le directeur du site. 


 Le personnel responsable pour remplir les documents sources (par exemple les fiches de traitement du 
patient, les registres de consultation, la feuille de pointage, etc.). 


 Le personnel responsable du report des données dans des registres ou le système informatique (selon 
la convenance). 


 Le personnel responsable de la compilation des rapports périodiques (par exemple mensuel, trimestriel, 
etc.). 


6-   Documentation à préparer avant  l’arrivée de l’équipe d’audit
 Les résultats collectés au niveau suivant pour la période choisie pour l’élaboration des 


rapports (voir le point 3 - ci-dessus). 
 Tous les documents sources pour la période de collecte choisie, dont les documents sources 


des sites auxiliaires/périphériques (voir le point 3 - ci-dessus). 
 Description des étapes de compilation et/ou de manipulation faites sur les données soumises au niveau 


suivant. 


7-Temps prévu pour l’Equipe d’audit au niveau du site de fourniture de services 
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-à  compléter par l’Equipe d’audit  [Directive : Entre  ½ journée et deux jours (plus d’un jour sera nécessaire 
pour des sites importants avec des données collectés en plusieurs centaines ou des sites qui comprennent 


des centres satellites ou lorsque des “contrôles locaux” sont faits.] 


 
ATTENTION : En aucun cas, des documents sources ou des rapports ne devraient être 


confectionnés pour les buts de l’audit. 
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Annexe 3, Etape 4 – Modèle 4.  Liste de contrôle pour la préparation de l’Equipe d’audit aux 
visites de vérification des Sites  


 


 
N° 


 
Article 


Cocher 
lorsque 


c’est 
complet )


1 Lettre d’agrément  


2 Directives de mise en oeuvre  


3 
Protocole 1 de l'EQD : Protocole d’évaluation du système (faire des copies de 
toutes les fiches de travail et fichiers informatiques concernés)   


4 
Protocole 2 de l'EQD  Protocoles de vérification des données (faire des copies de 
toutes les fiches de travail et fichiers informatiques concernés)  


5 Liste des sites et des contacts  


6 Programmation confirmée des visites de sites    


7 Ordinateur portable (au moins un par sous-équipe)  


8 Plan d’appui logistique pour l'audit  


9 
Documentation convenable fournie par le Programme/projet pour l’examen 
documentaire  


10 


 
Autres  
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Annexe 3, Etape 5 – Modèle 1.  Format des notes de recodification des 


Interviews/Réunions avec les responsables de S&E et le personnel 


 
Nom et adresse du Programme/projet (et de l’Organisation) :   


Numéro du contrat (si possible) :   


Noms des personnes interrogées :   


Auditeur : Date de l’interview : 


Zone du programme : Indicateur(s) concerné(s) :    


Référence du document de travail ou numéro de l’index : 


 


But de l’interview :   







 


 99


Description narrative des discussions :


  


Signature de l’auditeur :   Date : 
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Annexe 3, Etape 13 - Modèle 1.  Note de Recommandations  de la Vérification de la Qualité 


des Données 


 
Nom et adresse du Programme/projet (et de l’Organisation) :   


Numéro du contrat (si possible) :   


Personne contact :   


Auditeur : Date de l’audit : 


Situation : Indicateur(s) approprié(s) :    


Classification: Dominant/de moindre 
importance  


Dimension de la qualité des données : 


Explication des résultats (preuves comprises) : 


 


Action recommandée pour la correction (remplir avant la réunion de clôture avec le 
Programme/projet) :   


Notes des discussions de la réunion de clôture avec le Programme/projet :   
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Action finale recommandée ((remplir après la réunion de clôture avec le Programme/projet) :   


Date d’exécution prévue (si possible) :  


Signature de l’auditeur :   Date : 
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Annexe 3, Etape 19 - Modèle 1 :   Fichier de rappel pour l’activité de renforcement de la qualité 
des données de S&E du Programme/projet : 
 
Nom et adresse du Programme/projet (et de l’Organisation) :  
 
 
Numéro du contrat (si possible) :   
 


Personne contact :   
 


Auditeur : 
 


Date de l’audit :
 
 


Zone du programme : Indicateur(s) approprié : 


Désignation et 
description de 


l’activité 


Date d’exécution 
prévue 


Personne(s) 
responsable(s) 


Date vérifiée Résultat
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ANNEXE 4:   Site de sélection qui utilise 
des techniques de 


prélèvement groupé  
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Instructions pour le prélèvement par l’utilisation d’un prélèvement groupé double 
 


1. Déterminer le nombre de groupes et de sites  L’équipe d’audit devrait travailler avec 
l’organisation commanditaire du EQD pour déterminer le nombre de groupes et de sites au 
sein des groupes.                                                                                  
 


2. Plus d’un niveau intermédiaire.  Dans le cas où il existerait plus d’un niveau de compilation 
intermédiaire (c à d que les données vont des districts vers les régions avant d’arriver au 
niveau national), un prélèvement de groupe triple doit être matérialisé.  Cela signifie que 
deux régions devraient être prélevées et deux districts prélevés dans chaque région.   
 


3. Pas de niveau intermédiaire.  Si les données sont collectées directement du site de 
fourniture de services au niveau national (c à d pas de site intermédiaire de compilation), la 
sélection du site sera faite comme précédemment (prélèvement groupé avec le district 
comme unité `de prélèvement de base) mais le calcul du facteur de contrôle changera.  
Dans ce cas, il n’y a pas d’ajustement pour l’erreur qui apparaîtrait entre le district et le 
niveau national.   


 
4. Préparer le cadre de prélèvement . La première étape dans le choix des groupes pour la 


vérification sera de préparer un cadre de prélèvement ou une liste de toutes les zones (ou 
groupes) où l'activité est menée (par exemple des zones avec des sites de traitement 
d'ART).  La méthodologie pousse à choisir des groupes proportionnellement à la taille, 
c’est-à-dire . le volume de service.  Il est souvent utile d'étendre le cadre de prélèvement de 
sorte que chaque groupe soit énuméré proportionnellement à la taille du programme dans le 
groupe.  Par exemple, si un groupe donné est responsable pour 15% des patients qui 
reçoivent des services, ce groupe devrait comporter 15% des éléments dans le cadre de 
prélèvement.  Pour plus de détails, voir l'exemple d’illustration de la stratégie de 
prélèvement  D (annexe 4, tableau 3) ci-dessous.  Il faut veiller à ne pas classer un cadre de 
prélèvement de manière à polariser le choix des groupes.  Le classement des groupes peut 
introduire la périodicité ; par exemple chaque 10ème groupe est une zone rurale.  Le 
classement par ordre alphabétique est, en général, une manière passive de classer les 
groupes.  
 


5. Calculer l’intervalle de prélèvement. L'intervalle de prélèvement est obtenu en divisant le 
nombre d'éléments dans le cadre de prélèvement par le nombre d'éléments à prélever.  En 
utilisant un tableau de numérotation aléatoire (annexe 4, tableau 5) ou une méthode 
similaire, il faut choisir au hasard un point de départ sur le cadre de prélèvement.  C’est la 
première zone prélevée.  Continuer ensuite, par le moyen du cadre de prélèvement, à 
sélectionner les zones qui coïncident avec des intervalles de prélèvement multiples.   
 


6. Sélectionner au hasard un point de départ. Utiliser le tableau de numérotation aléatoire 
(annexe 4, tableau 5) pour déterminer au hasard un numéro de départ.  Sélectionner un 
point de départ sur le tableau en cherchant ailleurs et en marquant un point sur le tableau 
avec un crayon.  Tracer un trait au-dessus de la rangée la plus proche du point et un trait à la 
gauche de la colonne la plus proche du point.  En allant vers la bas et à droite de votre point 
de départ, il faudra choisir le premier nombre lu à partir du tableau dont les derniers chiffres 
X sont situés entre 0 et N. (où N = la taille de population, M = la taille du prélèvement, X = 
le nombre de chiffres de N.  Si N est un nombre à deux chiffres, alors X sera 2. Si N est un 
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nombre à quatre chiffres, X sera 4, etc.). 
 


 
Exemple : 


N = 300, M = 50,  le point de départ est la colonne 3, ligne 2 sur le Tableau de 
numérotation aléatoire  (lire en bas). Vous devrez sélectionner 043 comme nombre de 
départ.  


 
59468 
99699 
14043 
15013 
12600 
33122 
94169 


etc. 
 
 


7. Sélectionner les groupes. Descendre la liste des groupes classés et numérotés et s’arrêter au 
nombre de départ. C’est le premier groupe.  Continuer vers le bas du cadre de prélèvement 
jusqu’au nombre d’éléments égal à l’intervalle de prélèvement.  Le numéro de départ + 
l'intervalle de prélèvement = 2ème groupe.  Le numéro de départ + 2 (l'intervalle de 
prélèvement)  = 3ème groupe, etc.   


 
 
8. Stratifier les Points de Fourniture de Services . Classer les points de fourniture de services 


dans chacune des zones de prélèvement par volume de service, c.-à-d. la valeur de 
l'indicateur de la période d’élaboration des rapports auditée.  Diviser la liste en niveaux 
selon le nombre de sites à choisir.  Classer les sites par volume de service et les partager 
équitablement entre les niveaux.  Si possible, choisir un nom  nombre égal de sites à partir 
de chaque niveau.  Par exemple, si vous choisissez trois sites, créer trois niveaux (petit, 
moyen et grand).  Si vous sélectionnez deux sites, créer deux niveaux.  Pour six sites, créer 
trois niveaux et sélectionner deux sites par niveau et ainsi de suite.   


9. Sélectionner les Points de Fourniture de Services   Pour un grand nombre de sites vous 
pouvez utiliser un tableau de numérotation aléatoire et sélectionner systématiquement des 
sites  comme ci-dessus.  Pour un nombre restreint de sites, le prélèvement aléatoire simple 
peut être utilisé pour sélectionner des sites dans des groupes. 
 


10.  Sélection des  sites de ‘sauvegarde’.  Si possible, choisir un site de sauvegarde pour 
chaque niveau. Utiliser ce site uniquement si vous ne pouvez pas visiter les sites 
sélectionnés au départ pour des problèmes de sécurité ou d'autres facteurs.  Commencer par 
un nouveau cadre de prélèvement pour sélectionner ce site (les sites déjà sélectionnés étant 
exclus)  Ne pas remplacer des sites par complaisance.  Le remplacement des sites devrait 
être discuté, si possible, avec l'organisation commanditaire du EQD.  
 


11. Connaître sa méthodologie de prélèvement. Les sites sont supposés être sélectionnés pour 
une vérification autant que possible au hasard (et de manière équitable) tout en tirant profit 
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de la nature pratique et de l'économie liées au prélèvement de groupe.  Il vous sera peut-être 
demandé d’expliquer pourquoi un site donné a été sélectionné.  Attendez-vous à décrire les 
méthodes de prélèvement et à expliquer la sélection équitable des sites. 
 


  
 
Exemple d'illustration – Prélèvement de Groupes doubles 
 
Dans l'exemple qui suit, un prélèvement de groupes doubles modifié, est utilisé pour matérialiser un 
prélèvement d'ART dans «notre pays» afin de déduire une estimation de la qualité des données au 
niveau national. Dans une conception de groupe de prélèvement, le prélèvement final provient des 
niveaux. Chaque niveau est composé de deux activités : (1) l’énumération, (2) le prélèvement.  
L’énumération signifie l’élaboration d’une liste complète de tous les éléments à partir desquels un 
nombre sera sélectionné. On parle de prélèvement lorsqu’un nombre d’éléments déterminés au 
préalable est sélectionné au hasard à partir de l'énumération complète des éléments. Un 
prélèvement est juste aussi bon que la liste dont il provient.  La liste, également appelée cadre de 
prélèvement, est «bonne» (valide) si elle est complète, c.-à-d. si elle comprend tous les éléments 
connus qui comportent la population des éléments  Pour des sites ART d’un pays, un bon cadre de 
prélèvement signifie que chaque site ART du pays est correctement identifié dans la liste. 
Indicateur d'illustration pour cette application = nombre d'individus soumis à la  thérapie anti-
rétrovirale  (ART). Objectif de l'audit : vérifier la conformité des rapports nationaux de notre pays 
sur les  progrès des ART en se fondant sur les systèmes de suivi administratifs. Plan de 
prélèvement : la conception de groupe double est utilisée pour sélectionner  3 zones, ensuite 3 
sites d’ART dans chacune des zones sélectionnées. Niveau de prélèvement 1 : (a) énumérer 
toutes les zones, (b) sélectionner 3 zones.  Problème : l’énumération de toutes les zones est 
inefficace parce que les sites d’ART peuvent ne pas être localisés dans chaque zone de notre 
pays.  Par conséquent, pour rendre le prélèvement des zones plus efficace, il faut d’abord 
découvrir les zones disposant de sites ART. Dans la grille d'illustration ci-dessous, les cellules 
surlignées représentent ces zones (n=12) dans lesquelles des sites de ART sont localisés.  Ces 12 
zones surlignées comprennent le cadre initial de prélèvement (Annexe 4, Tableau 1). 


      


Annexe 4, Tableau 1.  Grille d’illustration 
- Présentation de toutes les zones dans 


notre pays 


1 2 3 4 5 


6 7 8 9 10 


11 12 13 14 15 


16 17 18 19 20 


21 22 23 24 25 
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26 27 28 29 30 


 


1. Cadre de prélèvement pour le niveau 1 : La liste en Annexe 4, Tableau 2 est appelée cadre 
de prélèvement.  Elle contient une liste complète des zones concernées pour la vérification 
des sites de ART, parce que seules les zones dans lesquelles les sites de ART sont 
localisés sont incluses dans la liste.   


2. La première colonne du cadre contient un plan de numérotation simple commençant par 1 
et se terminant avec le dernier élément de la liste, ce qui, dans ce cas, est 12, parce que 
seules 12 zones de «notre pays» contiennent des sites de ART. .   


3. La deuxième colonne du cadre contient le numéro de la zone qui correspond à la grille 
d'illustration présentée au tableau précédent. Il s’agissait des cellules surlignées qui ont 
montré les zones qui contenaient des sites d'ART.  La colonne 2 (numéro de zone) 
n'énumère pas les zones choisies. Par contre, elle énumère uniquement ces zones de «notre 
pays » où se trouvent des sites d'ART. Le prélèvement de 3 zones sera tiré de la colonne 2. 


4. La troisième colonne montre le nombre de sites d'ART situés dans chaque zone. Ceci est 
important parce que la sélection des zones sera proportionnelle au nombre d'individus qui 
reçoivent les ART dans chaque zone. 


Annexe 4, Tableau 2.  Cadre de prélèvement pour la sélection des districts dans 
notre pays 


Cadre de prélèvement 
numéro simple 


ascendant 


 
Numéro 
de zone 


Nombre de 
sites ART par 


zone 


Nombre d’individus qui 
reçoivent les ART par 


zone 


1 1 2 300 


2 3 1 100 


3 9 2 200 


4 12 3 500 


5 16 3 500 


6 19 1 60 


7 20 1 70 


8 21 2 300 


9 22 1 90 


10 26 5 600 
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11 27 1 80 


12 28 2 200 


Total 24 3000 


 
 


5. La prochaine étape de ce niveau du prélèvement est d'utiliser le cadre de prélèvement pour 
sélectionner les trois zones où les auditeurs vont mener la vérification dans des sites 
spécifiques des ART. Nous essayons d'estimer un paramètre (qualité des données) pour 
toutes les zones/sites dans le pays en utilisant quelques unes sélectionnées. Par conséquent 
nous voudrions que ces quelques-unes que nous sélectionnons soient autant que possible 
typiques pour fournir une estimation aussi proche de la valeur réelle que possible.  Quelques 
zones peuvent contribuer davantage, ou moins, à la moyenne de la qualité des données dans 
tout le pays. Puisque nous sommes intéressés par le choix des zones qui sont représentatives 
de toutes les zones avec des sites ART dans le pays, et que nous savons que quelques zones, 
avec des sites ART, peuvent ne pas être typiques (ou représentatives) de toutes les zones 
avec des sites ART. Nous devons nous assurer que des zones avec un grand volume de 
services (qui contribuent davantage à la qualité moyenne de données de toutes les zones) 
sont incluses dans notre prélèvement. Par conséquent, la technique de prélèvement va 
choisir des zones en utilisant la «probabilité proportion à la taille » 


6. En d'autres termes, la possibilité qu'une zone soit choisie pour l'audit dépend du nombre 
d'individus en traitement dans la zone.  Cette information peut être trouvée dans la colonne 4 
de l'Annexe 4, Tableau 2 : “Nombre d'individus qui reçoivent les ART par zone”.  
Habituellement, ce nombre correspond aux rapports trimestriels. 


7. Une manière de lier la probabilité de la sélection d'une zone au volume de service est de 
gonfler le cadre de prélèvement en fonction du nombre d'individus qui reçoivent les ART 
dans chaque zone.  Par exemple, si dans la zone #1 un nombre total de 300 individus 
reçoivent les ART, la zone #1 devrait alors être énumérée dans le cadre de prélèvement 300 
fois. 


8. Pour faciliter cela, il faut diviser les valeurs dans la colonne 4 (nombre d'individus recevant 
les ART) par 10. Par exemple, la zone #1 devrait apparaître maintenant 30 fois au lieu de 
300 fois.  La zone #3 devrait apparaître 10 fois au lieu de 100 fois, et ainsi de suite. Ce cadre 
de prélèvement gonflé est présenté dans le tableau 3 de cette section.  


9. En utilisant le cadre de prélèvement gonflé présenté en annexe 4, tableau 3, nous sommes 
prêts à utiliser le prélèvement  systématique aléatoire pour choisir trois zones. 


10. Dans le prélèvement systématique aléatoire, chaque élément KTH du cadre de prélèvement 
est choisi pour intégration dans le prélèvement final de l'audit.  Si la liste (le cadre de 
prélèvement) contient 1.000 éléments et que vous vouliez un prélèvement de 100 éléments, 
vous choisirez chaque 10ème élément pour votre prélèvement.  Pour s'assurer contre la 
polarisation, l'approche standard est de choisir le premier élément au hasard.  Dans ce cas-ci, 
il faut choisir au hasard un nombre compris entre 1 et 10. Ce nombre va représenter le 
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premier élément dans votre prélèvement.  En comptant 10 éléments au-delà de ce nombre 
vous aurez la représentation du deuxième élément dans votre prélèvement, et ainsi de suite. 


11. Dans cet exemple de site des ART, nous voulons choisir trois zones, ensuite au sein de 
chacune des ces trois zones choisies nous voulons sélectionner trois sites des ART.  Par 
conséquent la dimension souhaitée pour notre prélèvement est neuf sites d’ART.  C'est un 
prélèvement double : la première phase implique l'énumération et le prélèvement des zones.  
La seconde phase implique l'énumération et le prélèvement des sites ART.  


12. Notre cadre de prélèvement est organisé par une méthodologie de probabilité 
proportionnelle à la taille parce que la liste est alourdie par le nombre d'individus qui 
reçoivent les ART par zone. En d'autres termes, nous aurons une plus grande probabilité  de 
choisir une zone où un nombre élevé d'individus reçoivent les ART, parce que ces zones 
sont énumérées plus souvent (c’est à dire ce que «l’inflation » du cadre de prélèvement a 
accompli). 


13. Dans le prélèvement  systématique aléatoire, l'intervalle de prélèvement est calculé en 
divisant la taille souhaitée du prélèvement  (trois zones)  par le nombre d'éléments dans le 
cadre de prélèvement (300 dans le cadre présenté en Annexe 3, Tableau 3).  Ainsi, notre 
intervalle de prélèvement est de 300/3, qui est égal à 100. 
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Annexe 4, Tableau 3.  Cadre de prélèvement pour la sélection des zones sur la base d’une 
probabilité proportionnelle à la taille* 


# Zone # Zone # Zone # Zone # Zone # Zone # Zone
1 1 51 9 101 12 151 16 201 21 251 26 301  
2 1 52 9 102 12 152 16 202 21 252 26 302  
3 1 53 9 103 12 153 16 203 21 253 26 303  
4 1 54 9 104 12 154 16 204 22 254 26 304  
5 1 55 9 105 12 155 16 205 22 255 26 305  
6 1 56 9 106 12 156 16 206 22 256 26 306  
7 1 57 9 107 12 157 16 207 22 257 26 307  
8 1 58 9 108 12 158 16 208 22 258 26 308  
9 1 59 9 109 12 159 16 209 22 259 26 309  


10 1 60 9 110 12 160 16 210 22 260 26 310  
11 1 61 12 111 16 161 19 211 22 261 26 311  
12 1 62 12 112 16 162 19 212 22 262 26 312  
13 1 63 12 113 16 163 19 213 26 263 26 313  
14 1 64 12 114 16 164 19 214 26 264 26 314  
15 1 65 12 115 16 165 19 215 26 265 26 315  
16 1 66 12 116 16 166 19 216 26 266 26 316  
17 1 67 12 117 16 167 20 217 26 267 26 317  
18 1 68 12 118 16 168 20 218 26 268 26 318  
19 1 69 12 119 16 169 20 219 26 269 26 319  
20 1 70 12 120 16 170 20 220 26 270 26 320  
21 1 71 12 121 16 171 20 221 26 271 26 321  
22 1 72 12 122 16 172 20 222 26 272 26 322  
23 1 73 12 123 16 173 20 223 26 273 27 323  
24 1 74 12 124 16 174 21 224 26 274 27 324  
25 1 75 12 125 16 175 21 225 26 275 27 325  
26 1 76 12 126 16 176 21 226 26 276 27 326  
27 1 77 12 127 16 177 21 227 26 277 27 327  
28 1 78 12 128 16 178 21 228 26 278 27 328  
29 1 79 12 129 16 179 21 229 26 279 27 329  
30 1 80 12 130 16 180 21 230 26 280 27 330  
31 3 81 12 131 16 181 21 231 26 281 28 331  
32 3 82 12 132 16 182 21 232 26 282 28 332  
33 3 83 12 133 16 183 21 233 26 283 28 333  
34 3 84 12 134 16 184 21 234 26 284 28 334  
35 3 85 12 135 16 185 21 235 26 285 28 335  
36 3 86 12 136 16 186 21 236 26 286 28 336  
37 3 87 12 137 16 187 21 237 26 287 28 337  
38 3 88 12 138 16 188 21 238 26 288 28 338  
39 3 89 12 139 16 189 21 239 26 289 28 339  
40 3 90 12 140 16 190 21 240 26 290 28 340  
41 9 91 12 141 16 191 21 241 26 291 28 341  
42 9 92 12 142 16 192 21 242 26 292 28 342  
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43 9 93 12 143 16 193 21 243 26 293 28 343  
44 9 94 12 144 16 194 21 244 26 294 28 344  
45 9 95 12 145 16 195 21 245 26 295 28 345  
46 9 96 12 146 16 196 21 246 26 296 28 346  
47 9 97 12 147 16 197 21 247 26 297 28 347  
48 9 98 12 148 16 198 21 248 26 298 28 348  
49 9 99 12 149 16 199 21 249 26 299 28 349  
50 9 100 12 150 16 200 21 250 26 300 28 350  


14. En utilisant une méthodologie de démarrage aléatoire, sélectionnons maintenant un nombre 
au hasard entre 1 et 100.  Utiliser la table de numérotation aléatoire en Annexe 4, Tableau 5 
pour générer ce numéro aléatoire. Choisir un point de départ sur le tableau en cherchant 
ailleurs et en marquant un point sur le tableau avec un crayon.  Tracer une ligne au-dessus 
de la rangée la plus proche du point et une ligne gauche de la colonne la plus proche du 
point. A partir du point de départ (le point) descendre la colonne à droite du trait vertical 
jusqu'à un nombre inférieur à l'intervalle de prélèvement.  Ce nombre est votre point de 
départ et votre première zone prélevée. Dans ce cas le nombre aléatoire est égal à 14. Il 
devient maintenant le premier élément choisi à partir du cadre de prélèvement et correspond 
à la zone #1. 


15. Dans un prélèvement systématique aléatoire, nous nous déplaçons de manière systématique 
vers le bas de la liste sur la base de l'intervalle de prélèvement.  Notre intervalle de 
prélèvement calculé est 100.  Puisque notre point de départ aléatoire était 14, la tâche est 
maintenant de se déplacer 100 rangées vers le bas de la liste pour arriver à notre prochaine 
zone choisie.  14 plus 100 égal à 114. Cette position sur notre liste se rapporte à la zone #16.  
C'est notre prochaine zone choisie. 


16. Descendre la liste par notre intervalle de prélèvement  (100) à partir de 114 signifie que 
notre prochaine zone est 114 + 100 = 214, ce qui correspond à la zone #26.  C'est notre 
troisième zone sélectionnée. 


17. L'étape 1 de la stratégie de prélèvement a produit les trois zones dont les vrais sites des ART 
à vérifier seront tirés de l'étape 2. 


18. En utilisant exactement la même méthodologie qui a été utilisée dans l'étape 1 de cette 
stratégie de prélèvement, il faut énumérer tous les sites des ART dans le district #1, le 
district #16, et le district #26, (annexe 4, tableau 4) 


 


Annexe 4, Tableau 4.  Les quatre zones sélectionnées et l’énumération des sites des 
ART au sein du District #12 


 


 
Les 4 zones choisies dans le 


prélèvement de l’Audit 


 Enumération d’illustration des sites ART au 
sein des zones sélectionnées (le district #16 


est surligné) 
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19. La tâche consiste maintenant à choisir trois sites des ART dans chacun des districts 
sélectionnés. Mais, comme nous pouvons le voir à partir du tableau 4, le district #1 dispose 
seulement de 2 sites des ART; Le district #16, 3 sites et le district #26, 5 sites.   


20. Selon la distribution de la population du pays et de l'épidémiologie de la maladie concernée, 
il peut y avoir beaucoup de sites par zone, ou relativement peu. Etant donné la maturité 
relative des programmes de TB et de la distribution généralisée de la TB et du paludisme, 
les sites qui ont des programmes qui s’occupent de ces maladies sont susceptibles d'être 
assez nombreux par zone.  D’autre part, les sites qui ont des programmes VIH/SIDA seront 
relativement moins nombreux, particulièrement dans les pays avec une basse prédominance 
ou les pays à épidémies concentrées (c.-à-d. des cas trouvés principalement dans les groupes 
à haut risque).  Dans notre exemple des ART il y a très peu de sites par zone. Avec ces 
nombres restreints de sites par zone, n'importe quelle sorte de hasard (chance) peut être 
utilisé pour dériver les 9 sites des ART qui comporteront le prélèvement de l'audit. Il est 
peut-être plus facile d’utiliser un algorithme de prélèvement aléatoire simple dans ce cas-ci.  
Dans le cas où il y aurait beaucoup de sites par zone, les sites devraient être classés par zone 
selon le volume de service et trois sites choisis en utilisant le prélèvement aléatoire stratifié. 
C'est-à-dire, stratifier les sites dans le grand, le moyen et le petit volume (le nombre de 
patients traités, le nombre de produits distribués) et choisir un site au hasard à partir de 
chaque niveau. Ceci va assurer une représentation convenable de tous les sites en ce qui 
concerne le volume de service. 


21. A ce point, un prélèvement de neuf sites des ART a été matérialisé. Maintenant les 
vérificateurs de la qualité des données connaissent les zones à visiter et quels sites sont à 
vérifier dans ces zones, ainsi l'équipe peut planifier son travail en conséquence.  Après que 
l'équipe de vérification a terminé les travaux au niveau de ces neuf sites, la prochaine étape 
sera de calculer les facteurs de vérification.  


N.B : La combinaison du nombre de groupes et des sites dans les groupes n'est pas fixe, en 
revanche, cette combinaison devrait être basée sur la distribution des sites à travers un paysage qui 
est fonction des programmes. Peu de sites peuvent être sélectionnés par zone quand le volume de 
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Numéro 
du site. 


 
 


Décompte 
spécifique 
collecté du 


site : 


1 2 300   


16 3 500  16 500 #1 100


26 5 600 #2 350


   #3 50


   Total 3 500
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services est fortement concentré.  Par exemple, dans “ notre pays” nous aurions pu choisir 4 zones 
et ensuite 2 sites par zone afin d'assurer une représentation plus géographique des sites.  Tandis que 
l'augmentation du nombre de zones dans le prélèvement conduit à une plus grande puissance 
statistique de l'analyse (c.-à-d. une plus grande précision de l'évaluation de la qualité des 
données), les dépenses et le temps requis pour voyager vers les zones supplémentaires seront 
probablement supérieurs  à l'amélioration marginale de la précision (voir Woodard et Error! 
Bookmark not defined. pour une discussion sur la précision des évaluations en utilisant la 
méthodologie de prélèvement de GAVI EQD). 


 


Le nombre total de groupes et de sites sera déterminé par l'organisation commanditaire du EQD en 
consultation avec le cabinet d’audit, mais dépend finalement des ressources disponibles pour la 
conduite de la vérification de qualité de données. A cet égard, les  principales contraintes sont :  (1) 
le temps qu'une équipe de vérification peut consacrer au travail à l’intérieur du pays, (2) la 
composition (nombre et formation) de l'équipe de vérification à l’intérieur pays, et (3) le 
financement disponible pour soutenir l'exécution de l'audit. 


 


 


Quelle doit - être la taille de l'échantillon ?                                                                                     
Il n'y a pas une bonne ou une mauvaise réponse à cette question. La  vraie question qu`on doit poser 
est :  «quel nombre de groupe (par exemple, les districts) et combien de sites par groupe doit-on 
choisir en vue de produire des statistiques exactes?»  
 
Des Statistiques précises dans ce cas, signifient que les facteurs de vérification qui sont calculés 
pour les échantillons de districts représentent les facteurs de vérification de tous les districts qui 
n'ont pas été sélectionnés dans l'échantillon de vérification de la qualité des données.  
 
En d'autres termes, l'échantillonnage aléatoire permet à l'équipe EQD d`estimer un facteur de 
vérification national en contrôlant les chiffres recensés dans seulement une fraction du nombre total 
(national) de sites. Quel est le degré d’exactitude de cette estimation ? Quel est le pourcentage de 
similitude  entre les résultats trouvés par les auditeurs pour cette partie des sites et les résultats qui 
pourraient être trouvées pour l'ensemble des sites?  
 
La réponse réside dans les erreurs d'échantillonnage. Une erreur d'échantillonnage est une mesure 
de la probabilité d`écart entre les estimations de l'échantillon  et les supposées vraies valeurs. (Les 
vraies valeurs sont généralement appelées les paramètres.) Les erreurs d'échantillonnage 
représentent une fonction composée de deux choses: (1) la taille de l'échantillon, et (2) la variabilité 
de ce paramètre.  
 
Les erreurs d'échantillonnage diminuent à mesure que la taille de l'échantillon augmente. Plus 
l`échantillon est grand, moins il existe d`erreurs d'échantillonnage et plus les résultats sont exacts. 
Les erreurs d'échantillonnage dépendent aussi de la variabilité du paramètre. Par exemple, si le vrai 
facteur de vérification national (paramètre de la qualité des données) se trouve être 0,95, il est 
probablement un indicateur de bonnes pratiques en matière de rapports, dans la majorité des sites 
dans le pays. Par conséquent, il est probable qu’un échantillon aléatoire contienne des sites ayant de 
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bons rapports de performance. Dans cet échantillon, la qualité des données est uniformément bonne, 
donc on n'aura pas besoin d'un large échantillon pour le démontrer.  
 
D'autre part, si le vrai facteur de vérification national est 0,50, alors il reflète probablement une 
combinaison de bonnes et mauvaises qualités des données dans tous les sites du pays. Il faudrait un 
échantillon plus large pour s’assurer qu’un nombre suffisant de ces «bons» et «mauvais» sites sont 
représentés dans l'échantillon tout comme ils sont disposés dans l'ensemble du pays.  
 
L'erreur d'échantillonnage est un concept mathématique qui permet de calculer des intervalles de 
confiance. Il concerne spécifiquement le nombre d'écarts types (plus ou moins) qui existent entre les 
résultats  d’échantillon et les vrais chiffres (le paramètre). La plupart des manuels de statistiques ont 
des tableaux d’erreurs d'échantillonnage dans leur appendice où la valeur spécifique de l'erreur 
d'échantillonnage est indiquée en fonction de la taille de l'échantillon et de la variabilité du 
paramètre.  
 
La clé de la réduction des erreurs d'échantillonnage dans le cadre de la vérification de la qualité des 
données est de se rappeler que la taille de l'échantillon n'est pas le nombre de groupes (districts) 
dans l'échantillon, ni non plus le nombre de sites dans l'échantillon, mais la taille de l'échantillon 
porte sur le nombre de structures de service de santé  (lorsqu’un patient sous ARV se rend au site) 
recensées sur le site.  
 
Dans l'annexe 4, nous utilisons un cas où trois districts sont sélectionnés et trois sites choisis par 
district. Les auditeurs vérifient les chiffres des patients ARV  recensés recevant des services ARV 
sur les sites sélectionnés. Le nombre total de patients ARV recensés est 1400. C'est le nombre réel 
que les agents de contrôle de la qualité des données cherchent à vérifier et il constitue une taille 
effective de l'échantillon si l’on considère les questions statistiques de l’exactitude de l'échantillon.  
 
Quelle est la taille de cet échantillon ? En Ouganda, le nombre total de personnes sous ARV 
recensés recevant directement des soins à partir des sites en 2005 était de 49.600. Mille quatre cents 
personnes, soit environ trois pour cent de ce total, qui, dans la plupart des conditions, est une taille 
d'échantillon raisonnable pour cette population. Au Nigeria, le nombre total de personnes 
directement bénéficiaires des ARV était 18900 en 2005. Pour le Nigeria, la taille d'échantillon 
aléatoire de 1400 personnes, ce qui représente environ huit pour cent du total - 8% de l'échantillon 
est fort dans la plupart des applications.  
 
Sinon, à moins qu’un pays dispose d’un très grand nombre de sites où d e grands services de santé 
exercent (par exemple, l'Afrique du Sud, le Kenya, l’Ouganda), il est généralement possible de 
saisir une fraction solide de services en visitant 8 à 12 sites, en utilisant  une probabilité 
proportionnelle à la méthodologie de la taille.  
 
Toutefois, la définition mathématique de la technique d`échantillonnage des groupes, modifiée et en 
deux étapes décrites ici, indique que l`exactitude des estimations du facteur de vérification des 
données de couverture vaccinale est trop faible pour une utilisation réaliste à l'échelle nationale. 
Dans les simulations, Woodard et AL ont trouvé que  jusqu'à 30 districts devraient être 
échantillonnés pour parvenir à la précision d`environ + / -10%. Compte tenu de l'investissement en 
temps, en personnel et en ressources financières nécessaires pour visiter 30 districts, le calcul d'un 
facteur de vérification  national exact est peu probable.  
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Cela dit, il est possible d'avoir un aperçu de la qualité globale des données dans un programme / 
projet sans recours à l'estimation nationale du FV. Les aspects qualitatifs de l’EQD sont suffisants 
pour déterminer les forces et faiblesses d'un système de rapports. Par exemple, si  les définitions 
d'indicateurs sont mal comprises dans une majorité d'échantillon représentant des sites, il est fort 
probable que les définitions d'indicateurs soient aussi mal comprises dans les districts non choisis 
comme échantillon.  Le récit des indicateurs et  la comparaison avec les valeurs recensées d'un 
échantillon de sites sont également suffisants pour déterminer dans un sens général si la qualité des 
données est bonne, médiocre ou mauvaise, même sans bénéficier d'une estimation nationale précise. 
Les rapports manquants ou les grandes disparités entre les résultats communiqués et recensés dans 
une poignée de sites est le signe de l’existence des  disparités similaire.  
 
En fin de compte, le facteur de vérification  national doit être interprété avec prudence. Dans le but 
de la vérification de la qualité des données, il devrait être utilisé comme une indication de  qualité 
de données (ou absence de  qualité de données) plutôt que comme une mesure exacte. 
 


  


Annexe 4, Tableau 5.  : Tableau de Nombres Aléatoires 
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Extrait de Rand Corporation, A Million Random Digits with 100,000 Normal Deviates 
 (New York: The Free Press, 1955) 


 


ANNEXE 5:  Calcul du facteur de vérification 


Tableau de Nombres
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Dans une vérification de la qualité des données, l'une des questions les plus fondamentales est la 
mesure dans laquelle les résultats recensés correspondent à ceux inspectés. Plus précisément, «pour 
un indicateur examiné, quelle est la proportion de sites dans (nom du pays) qui a recensé des 
résultats exacts au cours de la période précédente ? ». Le facteur de vérification représente une 
façon de résumer la réponse à cette question dans une mesure standard et quantitative.  
 


L'utilisation de facteurs de vérification (FV) peut être appliquée à l'ensemble total des indicateurs de 
santé que l'outil de vérification de la qualité des données est destiné à couvrir - à condition que la 
stratégie d'échantillonnage utilisée par l'équipe de vérification soit statistiquement 
représentatif pour le programme dans l'ensemble du pays (ou dans une importante partie du 
programme dans le pays) et que le nombre réel de sites dans l'échantillon soit suffisamment 
important pour produire des estimations fiables pour la cohérence des rapports.  
 


Le facteur de vérification est un indicateur de cohérence des rapports qui est mesuré à 3 niveaux: (1) 
au niveau des prestations de services du site, (2) au niveau administratif du district et (3) au niveau 
administratif national. Il est souvent appelé indicateur de cohérence des rapports  au niveau du 
district parce que les entités de base de l'échantillonnage pour l’estimation des facteurs de 
vérification sont les districts (ou niveaux d'agrégation intermédiaire ). On peut également s’y référer  
comme  indicateur fondé sur le district parce que dans l'approche GAVI les facteurs de  vérification 
sont conçus à l’échelle du district et au niveau national.
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 Le calcul du facteur de vérification se compose de trois étapes. 


 Première étape 


 Diviser le facteur #1 par le facteur # 2 


Chiffres examinés au  niveau du site choisi 
Chiffres recensés au niveau du site choisi 


Le résultat est égal à la proportion de chiffres recensés au niveau du site choisi qui est inspecté par 
l’équipe d’audit. Ce résultat peut être appelé le nombre vérifié du site 


 Deuxième étape 


Diviser le facteur #3 par le facteur # 4 


 
Chiffres recensés provenant de tous les sites des groupes choisis 


L'équation pour calculer les facteurs de vérification se compose 
de quatre facteurs 


: 


Facteur #1 : Les chiffres examinés par l’équipe d’audit dans un site choisi 


Facteur #2 : les chiffres recensés et examinés dans un site de prestations de services choisi.  


Facteur #3 :  les chiffres recensés et examinés venant de tous les sites d’un groupe choisi (district). 


Factor #4 :  Les chiffres recensés des groupes choisis (districts) ainsi qu’ils ont été examinés à 
l’échelle nationale*.  


* les groupes font référence à une entité administrative/géographique comme un district, une province, 
une région, et 


** L’échelle nationale fait référence au lieu final ou se fait l’aggregation de chiffres recensés comme 
l’organe approprié du gouvernement du pays d’accueil ou l’agent de liaison stratégique du 
PEPFAR’equipe USG 
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Chiffres recensés à partir des groupes choisis (districts) ainsi qu’ils ont été examinés au niveau 
national. 
 
Ce résultat est égal à la proportion du groupe choisi ou des rapports du district qui sont entièrement 
consistants avec les rapports nationaux. Il est appelé pourcentage de cohérence  du groupe ou 
facteur d'ajustement.  
 
Le facteur d'ajustement répond à la question suivante : "Les résultats recensés au niveau des 
districts sélectionnés (pour tous les sites  dans le district choisi - et pas seulement les sites qui ont 
été visités par l'équipe de vérification) sont-ils  exactement les mêmes que ceux (pour le district ) 
qui ont été examinés au niveau national?  


 Troisième 


Pour chaque district sélectionné comme échantillon, il faudra faire la somme de valeurs recomptées 
des sites audités et la diviser par la somme des valeurs des sites audités. Multiplier ce résultat pour 
chaque district choisi comme échantillon par le facteur d'ajustement approprié pour chaque district. 
Lorsque ajusté plus tard  avec la pondération "du district" comme il est indiqué ci-dessous, ce 
résultat sera le facteur de vérification national.  
 
Il est important de se rappeler que les unités de temps devraient être équivalentes à travers chacun 
des facteurs utilisés pour calculer le FV. Cela signifie que  si l'auditeur effectue l’analyse et la 
vérification des résultats recensés pour les 12 derniers mois au niveau d’un site choisi, cette période 
(les 12 derniers mois) devrait être prise comme base pour les autres facteurs de l'équation.  
 
Le facteur de vérification peut être exprimé en utilisant la notation statistique comme suit : 


 


 


Là où : 


 i = district choisi  (i = 1, 2, 3) et 


 j = site  choisi (j = 1, 2, 3) 


 


 et où 


 Xij = Les chiffres validés de l’énième site de l’énième district  
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Rdi = au niveau du district, les chiffres recensés de tous les sites dans l’énième district, qui ont été 
traités pour soumission au niveau national  
Rni = au niveau national, les chiffres recensés et examinés selon des rapports de l’énième district.  
Afin d'obtenir un facteur de vérification national, il faut d'abord calculer les facteurs de vérification 
au niveau du district. Le FV est calculé comme la moyenne pondérée des facteurs de vérification du 
district. 


 
L'exemple montrant comment les facteurs de vérification sont obtenus suppose que l'équipe de 
vérification de la qualité des données travaille dans les trois districts qui ont été sélectionnés dans la 
section de l'échantillon aléatoire décrit ci-dessous. Ces trois districts (# 1, # 16 # 26) et les sites 
ARV intégrés entre eux sont exposés à l'annexe 5, tableau 1. 


 
 
 
 
 
 


 


Annexe 5, Tableau 1. Le flux de chiffres ARV indiqués  au niveau des sites 
choisis ( i = 1, 16, 26 ( i = 1, 16, 26) et jusqu’au niveau national 


 


Agrégation des chiffres recensés des districts ( N ) Niveau National  


(300) + (500) + (700) = 1.500 


Agrégation des chiffres recensés des sites ( n )  Au niveau  du district : 
Numéro d’identification du district ( I ) 


1 
(300) 


 16 
(500) 


 26 
(600) 


1 
(150


) 


2 
(150


) 


 3 
(100


) 


4 
(350


) 


5 
(50) 


 6 
(200) 


7 
(100


) 


8 
(100


) 


NA* 
(100


) 


9 
(100) 


Au niveau du site: Numéro d’identification du site choisi (j ) et les chiffres 
recensés des ARV ( y ) 


Il faut remarquer que les chiffres validés des ARV au  district 26 (600) sont 
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mal reporté  Niveau national (700) 


* NA = Les sites qui ne sont pas choisis dans l’échantillon aléatoire 


 
 L'échantillonnage à deux étapes des groupes, comme énoncé ci-dessus, a été trouvé dans trois 
districts et un total de 10 sites d'ARV. Conformément à l'approche de GAVI, cette stratégie 
nécessite un certain nombre de sites qui seront choisis par district. Dans cet exemple, trois sites sont 
choisis par district. Le problème est que puisque seul le district # 1 dispose de deux sites d'ARV, il 
n'est pas possible d’en sélectionner trois. 


Une solution a ce problème est de sélectionner les deux sites ARV du district #1, tous les 3 sites du 
district 16 et choisir au hasard 4 sites parmi les 5 du district 26. Il faut noter qu’il y a  un bon 
nombre d’alternatives disponibles pour aborder le problème d’échantillonnage cité ci-dessus.  


Une fois qu’une alternative à la question d’échantillonnage citée ci-dessous est identifiée, l’équipe 
d’audit peut commencer à remplir le tableau approprie pour le calcul des facteurs de vérification. Le 
tableau peut être illustré comme suit : 


Tableau Illustratif du calcul des facteurs de vérification 


I = district choisi (i = 1, i = 16, i = 26) 


j = site ARV Choisi situe à l’énième district 


x = chiffres examinés au  niveau du site choisi  N 


y = nombres recensés au niveau du site N 


L’annexe 5,  tableau 2 illustre les calculs obtenus à partir des calculs du tableau 


Annexe 5, Tableau 2.  Calcul de i, j, x et y 


i j x y x/y


1 1 145 150 0,96


1 2 130 150 0,86


Total: 2 275 300 0,91


16 3 100 100 1,00


16 4 355 350 1,01


16 5 45 50 0,90


Total: 3 500 500 1,00


26 6 100 200 0,50


26 7 50 100 0,50


26 8 75 100 0,75


26 9 40 100 0,40
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Total: 4 265 500 0,53


L'une des lignes du tableau est surlignée dans le but de mieux comprendre comment le FV est 
calculé. La ligne est associée au district 26 (i = 26) et au site numéro 7 (j = 7). La 3èmee colonne du 
tableau montre X, représentant le nombre de  patients sous ARV vérifiés que les auditeurs ont 
fourni au niveau du site (50). La 4ème colonne du tableau montre Y, représentant le nombre de 
patients sous ARV  recensés au niveau de ce site (100). Cette partie des facteurs de vérification est 
calculée en divisant tout simplement  le nombre vérifié  (50) par le nombre recensé (100) = (0,50). 
 
Le tableau montre comment les sites sont regroupés au sein des districts, parce que les facteurs de 
vérification sont calculés au niveau du district en mettant en commun les résultats de l'audit de 
chaque site sélectionné dans un district. Ainsi, le facteur de vérification du district #1 dans le 
tableau est de 0,91, ce qui est obtenu en regroupant les résultats [x / y] des deux sites du district #1. 
 
Le groupage des résultats est simple : le total de la colonne X (275) est divisé par le total de la 
colonne Y (300) pour le calcul du FV au niveau du district pour le district #1. Cette opération est 
effectuée pour chacun des districts choisis. 
 
A en juger par ces facteurs de vérification (sur la base des valeurs aléatoires inscrites dans la 
colonne X), le tableau indique que le district #26 a augmenté le nombre de patients sous ARV dans 
ses sites en les reportant. Ici, le nombre total de patients sous ARV recensés était de 500, tandis que 
le nombre total, examiné, qui a été calculé par l'équipe de vérification de la qualité des données 
chargée de l’examen des documents sources dans les quatre sites choisis était de 265. 265 divisés 
par 500 égale à 0,53, ce qui implique que les auditeurs n’ont pu vérifier que la moitié environ de 
tous les patients sous ART qui ont été recensés dans ce district. 
 
Les deux dernières étapes pour obtenir un facteur de vérification national sont (1) de calculer le 
facteur d'ajustement [Rdi/Rni] pour chaque groupe et (2) de  multiplier le facteur d'ajustement par 
les facteurs de vérifications pondérés au niveau du district. 
 
Calcul du facteur d'ajustement: L’annexe 5 tableau 1 montre le flux du nombre d’ARV recensé 
provenant du site choisi jusqu’au niveau des districts sélectionnés (ou groupes) et, enfin, jusqu’au 
niveau national  (ou niveau de validation final). Dans notre exemple, le tableau indique que le 
nombre d’ARV recensé et validé du district (District 26) ne se reflète pas au niveau national. Plus 
précisément, le nombre recensé de 600 patients sous ARV, comme indiqué dans les services de 
santé du district 26,  ne correspond pas au chiffre de 700 patients sous ARV recensé pour le district 
26 au bureau national de santé. 
 
Ce fait a été découvert par un membre de l'équipe de vérification de la qualité des données qui 
examinait les résultats au niveau du district par rapport à ce qui aurait pu être observé au niveau 
national. A la suite de ce travail de l'équipe de vérification de  la qualité des données qui s’effectue 
dans les niveaux d'agrégation plus élevée que le site (à savoir les niveaux d'agrégation intermédiaire 
et finale), on a maintenant ce dont on a besoin pour calculer le facteur d'ajustement. 


 


Rdi/Rni est égale à : 
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1. Les chiffres recensés validés provenant de tous les sites d’un district choisi comme ils ont 
été examinés par l'auditeur au niveau d'agrégation (ou intermédiaire)  du district : 


2.  Divisés par 
3. Les Chiffres recensés et validés provenant de tous les sites d’un district choisi comme ils ont 


été examinés par l’agent vérificateur au niveau d'agrégation nationale (ou plus élevé). 
 


Dans notre exemple, les facteurs d'ajustement de chaque district seront :  
 District 1 :  300/300 = 1,0 
 District 16 :  500/500 = 1,0 
 District 26 : 600/700 = 0,86  


 
 
Le facteur d'ajustement est appliqué en le multipliant avec le facteur de vérification pour chaque 
district. Ainsi, la «les facteurs de vérification ajustés» de chaque district sont : 


 District 1 :  0,91 x 1,0 = 0,91 
 District 16: 1,0 x 1,0 = 1,0 
 District 26:  0,53 x 0,86 = 0,46 


 
La prochaine étape du calcul est de mesurer les facteurs de vérification ajustés du district avec les 
chiffres examinés au niveau du district. On a mesuré les facteurs de vérification des districts parce 
qu’on veut accorder plus d'importance à un facteur de vérification qui représente un grand nombre 
de patients et proportionnellement moins d'importance à un facteur de vérification qui représente un  
nombre moins important de  patients. 
 
En d'autres termes, sur la base de notre exemple théorique des trois districts, il semble que le district 
16 a le plus grand nombre de patients sous ARV et que le district 26 a le plus petit nombre de 
patients sous ARV pendant cette période. Quand on conçoit un facteur de vérification standard pour 
l'ensemble des trois districts, idéalement, on aimait attribuer proportionnellement plus de poids à la 
vérification des résultats du district 16, corrélativement moins de poids au district 26, ainsi de suite. 


 


Le tableau de la page suivante présente les calculs intermédiaires et finaux qui sont nécessaires à 
l’établissement d'une moyenne pondérée de tous les facteurs de vérification du district. 


 


 


 


 


Annexe 5, Tableau 3.   Calcul de la moyenne et  la moyenne pondérée  
du district de vérification des facteurs 
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i = 1 


 
i = 16 


 
i = 26 


 
Total 


Nombre examiné au niveau du district X 275 500 265 1040


Nombre recensé au niveau du district Y 300 500 500 1300


Facteur de vérification du District X/Y  0,91 1,00 0,53 2,44


Facteur d’ajustement 1,0 1,0 0,86 


Facteur de vérification ajusté du district 0,91 1,0 0,46 2,37


Pondération 275 500 265 1040


FV (pondéré) 250,25 500,00 121,9 872,15


Moyenne de district  0,81


Pondération en moyenne du district  0.84


* La pondération utilisée ici est le nombre examiné de patients sous ARV (X) 


La moyenne du district est calculée en additionnant les trois facteurs de vérification pour chaque 
district (0,91 + 1,00 + 0,53 = 2,44), ensuite diviser le total par trois (2,44 : 3 = 0,813).  
 


La moyenne pondérée du district est calculée en multipliant d’abord chacun des trois facteurs de 
vérification ajustés du district par la pondération au niveau du district concernée. Dans cet exemple, 
la pondération est égale au  nombre examiné (x) à l’échelle du district. Dans le tableau, cette valeur 
est affichée dans la ligne intitulée FV (pondération). Ensuite on prend la somme des valeurs 
pondérées, ce qui est indiqué dans la dernière colonne de la ligne intitulée FV (pondération) = 
872,2, puis on divise cette valeur par la somme des pondérations (1040). Ainsi, 872.2 : 1040 = 0,84.  
  


Selon les calculs indiqués à l'annexe 5, tableau 3, la moyenne arithmétique simple  des facteurs de 
vérification combinés de l'ensemble des trois districts est de 0,813 alors que la moyenne pondérée 
est de 0,840. La moyenne pondérée est supérieure parce que son calcul prend en compte le fait que 
le district 16 avait plus de patients sous  ARV que les autres districts. Puisque le facteur de 
vérification pour le district 16 est de 1,00,  ce  (parfait) FV est applicable à d'autres patients sous 
ARV, donc il a plus d'influence sur la moyenne générale. 
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INSTRUCCIONES

		INSTRUCCIONES (Protocolo 2 - Verificación de los datos)

		Aviso:  El equipo de auditoría debe leer el documento titulado "Control de la calidad de los datos:  Pautas de implementación" además de estas instrucciones antes de administrar este protocolo.

		OBJETIVO

		El objetivo de este protocolo es (1) volver a contar y verificar la exactitud de los datos informados en instalaciones selectas; y  (2) revisar la puntualidad, totalidad y disponibilidad de los informes.

		CONTENIDO

		Este protocolo de verificación de los datos está relacionado con el indicador: Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados.  Ya que pueden existir diferencias significativas entre los tipos de indicadores y los puntos de entrega de servicios - p. ej., instalaciones médicas (clínicas) e instalaciones basadas en la comunidad, el sistema de control de la calidad de los datos (Data Quality Audit [DQA]) incluye Protocolos específicos a los indicadores que contienen información específica y los problemas de calidad de los datos relacionados con el indicador (p. ej., el riesgo de conteo doble). Esta información se incorpora en los 5 pasos del protocolo, los cuales se desglosan a continuación. 

El protocolo comienza con una descripción de los servicios asociados con el indicador para orientar al equipo de auditoría sobre el servicio que se provee y, por lo tanto, qué se "cuenta" para medir dicho indicador.  Eso ayudará a guiar al equipo de auditoría a los documentos fuente relevantes, que pueden ser bastante distintos para cada indicador (p. ej., expedientes de los pacientes, informes de laboratorio, registros de capacitación, etc.).

La verificación de los datos ocurre en dos etapas:

(1) Verificaciones detalladas en los puntos de entrega de servicios (Service Delivery Points [SDPs]); y
(2) Verificaciones de seguimiento en los niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]) y en la unidad de monitoreo y evaluación (M y E) del programa/proyecto. 
  
Por lo general, los programas tendrán un sistema de presentación de informes en 3 niveles; en otras palabras, los datos pasarán de los puntos de entrega de servicios (Service Delivery Points [SDPs]),
a un nivel intermedio de agregación (es decir, una región o un distrito) y de ahí a la unidad central de M y E.

No obstante, en algunos países, los SDPs podrían reportarse directamente a la unidad central de M y E, sin pasar por 
niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]). En otros países, podría haber dos (o más) IALs en los que se agregan los datos; por ejemplo,
al nivel de Distrito y luego al nivel de Provincia antes de llegar a la unidad central de M y E. En esos casos (es decir, un sistema de presentación de informes de 2 ó 4 niveles
), el Protocolo de verificación de los datos tendrá que ser adaptado (según se explica a continuación).

		Cómo editar el contenido de la plantilla Excel
Las plantillas Excel deben modificarse con cuidado.  Para poder activar la adición o remoción selectiva de lengüetas para las distintas instalaciones y 
niveles, las plantillas han sido programadas en el lenguaje VBA (Visual Basic for Applications).  Las modificaciones hechas a las hojas de cálculo pueden alterar el lenguaje de
programación y hacer que la plantilla no funcione.  No obstante, es posible hacer ciertos cambios para que la plantilla sea más 
útil durante el proceso de DQA y para que describa mejor el sistema de información.  Por ejemplo, se pueden añadir verificaciones cruzadas e inspecciones al azar
a las hojas individuales, siempre y cuando se añadan al pie de la hoja de cálculo. No 'inserte' hileras ni columnas a
 mitad de página ya que eso podría alterar el cálculo de ciertos indicadores de desempeño.  Se pueden añadir otros elementos a las hojas 
si se hacen al pie de la hoja de cálculo.

Se pueden seleccionar hasta seis puntos de entrega de servicios dentro de cuatro instalaciones intermedias de agregación (es decir, 24 instalaciones), de manera que es poco probable que haya que añadir
puntos de servicios o instalaciones intermedias en la "Página de información".   Sencillamente seleccione la cantidad que desee de cada uno de las
listas desplegables en la página titulada "HEADER" (ENCABEZAMIENTO).  Esas selecciones pueden modificarse más adelante si es necesario.

Es aceptable cambiar el nombre de las lengüetas de la hojas de cálculo según sea necesario.

Las hojas de cálculo están protegidas para evitar hacer cambios no intencionales al contenido.  Para editar el contenido de las celdas, desbloquee la protección
de las hojas de cálculo seleccionando 'Protection' (Protección) del menú desplegable 'Tools' (Herramientas).  Seleccione entonces 'Unprotect' (Desbloqueo de protección).  No olvide volver a proteger la hoja de cálculo
después de hacer las modificaciones.

		INSTRUCCIONES DE USO DEL PROTOCOLO PARA LOS AUDITORES

		Puntos de entrega de servicios – 5 tipos de verificación de los datos 

La primera etapa de verificación de los datos tiene lugar en los puntos de entrega de servicios. Hay cinco tipos de pasos estándar de verificación de datos que pueden realizarse en ese nivel:

1 - Descripción:  Describir la conexión entre la entrega de los servicios/suministros y cómo se llenó el documento fuente que registra dicha entrega de servicios.

2 - Revisión de la documentación:  Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período de informe seleccionado.

3 - Rastreo y verificación:  Rastrear y verificar las cantidades informadas: (1) Volver a contar las cantidades informadas de los documentos fuente disponibles; (2) Comparar las cifras verificadas con la cantidad informada por la instalación; (3) Identificar los motivos de cualquier diferencia. 

4 - Verificaciones cruzadas:  Realizar "verificaciones cruzadas" de los totales de informes verificados con otras fuentes de datos (p. ej., expedientes de inventario, informes de laboratorio, registros, etc.).

5 - Inspecciones al azar:  Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo.

		Niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]) y la unidad central de M y E – 2 tipos de verificación de los datos

La segunda etapa de la verificación de los datos ocurre en los niveles intermedios de agregación (p. ej., Distritos, Regiones) y en la unidad de M y E del programa/proyecto. 

1 - Revisión de la documentación:  Revisar la disponibilidad, puntualidad y totalidad de todos los informes que se espera recibir de los puntos de entrega de servicios durante el período de informe seleccionado.

2 - Rastreo y verificación:   Rastrear y verificar las cantidades informadas: (1) Volver a agregar las cantidades informadas por los puntos de entrega de servicios; (2) Comparar los conteos verificados con las cantidades presentadas al siguiente nivel (p. ej., unidad central de M y E); (3) Identificar los motivos de cualquier diferencia.

		Instrucciones para un sistema de informes de "2 niveles" o "4 niveles":

Selección de los niveles y las instalaciones
Protocolo 2:  La plantilla Excel de verificación de datos fue diseñada para seguir la metodología de muestreo de DQA en relación con la selección de los niveles intermedios de agregación y los puntos de entrega de servicios.  En la lengüeta "HEADER" (ENCABEZAMIENTO), el equipo de auditoría puede seleccionar la cantidad de instalaciones intermedias de agregación y la cantidad de puntos de entrega de servicios que se reportan a cada instalación intermedia de agregación, según el acuerdo hecho con la organización que solicitó el DQA.  En caso de haber más, o menos, de un nivel intermedio en el flujo de datos del nivel de entrega de servicios hacia el nivel nacional, puede seleccionarse la cantidad necesaria de niveles e instalaciones por nivel.  Primero seleccione la cantidad de niveles intermedios de agregación (p. ej., región o distrito).  Si los datos pasan tanto por la región como por el distrito, seleccione dos niveles.  Si los datos sólo pasan por el distrito antes de ser enviados al nivel nacional, seleccione un nivel.  En algunos países, los datos se informan desde el punto de entrega de servicios directamente al nivel nacional.  En este caso, seleccione cero niveles intermedios.  

Luego seleccione la cantidad de instalaciones dentro de cada nivel intermedio.  El esquema de muestreo más probable requiere que se seleccionen al azar tres agrupaciones (instalaciones intermedias) 
y tres puntos de entrega de servicios dentro de cada agrupación.  En el caso de dos niveles intermedios, el esquema de muestreo consistirá con mayor probabilidad en dos agrupaciones regionales con dos
agrupaciones de distritos dentro de cada región.  Luego se seleccionarán dos puntos de entrega de servicios dentro de cada agrupación de distritos para obtener un total de ocho instalaciones de entrega de servicios.  Podría ser necesario modificar
este esquema de muestreo debido a las limitaciones de tiempo, distancia y recursos.  Todos los cambios de metodología deben hacerse por medio de un acuerdo con la 
organización que solicitó el DQA antes de realizar las visitas de campo.

		Instrucciones para llenar las columnas de la lista de verificación:

A la izquierda de cada hoja de cálculo aparece una lista de preguntas (columna B).  El equipo de auditoría debe leer cada pregunta (declaración) y completar las columnas C/D, E, F y G.  La columna C tiene un menú desplegable (en la esquina inferior derecha) que contiene las siguientes categorías de respuesta para cada pregunta: "Sí, completamente", "En parte", "No, nada" y "N/A".  La columna D debe usarse para ingresar cifras o porcentajes (que se usarán en los cálculos). La columna E es para comentarios del auditor y la columna F debe responderse con "sí" si el equipo de auditoría considera que la respuesta a una pregunta (declaración) presenta asuntos que son suficientemente importantes como para requerir un "Aviso de recomendación" al programa/proyecto.

		PRODUCTOS

		Los siguientes Resúmenes de estadísticas serán producidos basándose en todas las respuestas a las preguntas:

- Precisión de los datos informados mediante el cálculo de factores de verificación  generados a partir del ejercicio de recuento realizado en cada nivel del sistema de presentación de informes (es decir, comparación del porcentaje de las cantidades informadas para los indicadores seleccionados con las cifras verificadas; 

- Informes de disponibilidad, totalidad y puntualidad mediante porcentajes calculados en los niveles intermedios de agregación y la unidad de M y E.

		Interpretación del producto:

Los modelos matemáticos de la técnica modificada de muestreo por agrupación en dos etapas utilizada por el DQA han determinado que la exactitud de las estimaciones del factor de verificación de los datos de cobertura de inmunizaciones es demasiado baja para poder usarla de manera realista a nivel nacional.  En simulaciones, Woodard y otros (1) encontraron que tendrían que tomarse muestras en hasta 30 distritos para poder lograr una exactitud de alrededor de +/-10%.  Debido a la inversión de tiempo, personal y recursos financieros necesaria para visitar 30 distritos, es poco probable poder calcular un factor de verificación nacional preciso.  

No obstante, es posible obtener una idea de la calidad general de los datos de un programa/proyecto sin depender de un factor de verificación de estimaciones a nivel nacional.  Los aspectos cualitativos del DQA son adecuados para determinar los puntos fuertes y débiles de un sistema dado de presentación de informes.  Por ejemplo, si las definiciones de los indicadores no se entienden bien en la mayor parte de una muestra representativa de instalaciones, es muy probable que las definiciones de los indicadores tampoco se entiendan bien en los distritos en los que no se tomaron muestras.  El recuento de indicadores y su comparación con los valores informados en una muestra de instalaciones es similarmente adecuado para determinar, en un sentido general, si la calidad de los datos es buena, mediocre o mala aun sin el
 beneficio de una estimación precisa a nivel nacional.   La falta de informes o las grandes discrepancias entre los resultados del recuento y los resultados informados en varios
lugares son indicios de discrepancias similares en otros lugares.  

Por último, el factor de verificación a nivel nacional debe interpretarse con cautela.  Para fines del control de la calidad de los datos, debe usarse  
como indicio de la calidad de los datos (o falta de calidad de los mismos), en lugar de como medida exacta.   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA) (Estudio de diseño y simulación de un control de la calidad de los datos sobre inmunización)
  Ann Epidemiol  2007;17:628–633.





DESCRIPCIÓN DEL SERVICIO

		DESCRIPCIÓN DEL SERVICIO (Protocolo 2 - Verificación de los datos)

		Información de trasfondo sobre la detección de casos de TB

Una persona con sospecha de tuberculosis pulmonar pudiera visitar una instalación de salud (departamento ambulatorio, clínica pulmonar, clínica de TB, instalación de cuidado primario, etc.) debido a tos persistente. Si el trabajador médico sospecha tuberculosis, se le informa al paciente que tiene que proveer tres muestras de esputo (saliva). En algunos países, el personal de salud inscribe entonces al paciente en el registro de sospecha de TB. El esputo se analizará en un laboratorio que realiza pruebas de microscopía de frotis.  Podrían aplicarse tres situaciones:

		1. El laboratorio está ubicado dentro o cerca de la instalación de salud a la que acudió la persona con sospecha de TB: En esta situación, el trabajador médico solicita que la persona con sospecha de TB provea la muestra de esputo en ese momento y la muestra se lleva al laboratorio. O bien, el personal de salud refiere a la persona con sospecha de TB al laboratorio, donde le darán instrucciones sobre cómo colectar muestras durante 3 días. Se le provee un recipiente a la persona y se le pide que tome una muestra de su esputo a la mañana siguiente y que lleve el recipiente de vuelta a la instalación ese mismo día. Al regresar a la instalación, se le pide que provea una tercera muestra de esputo en ese momento. Se le pide al paciente que regrese a la instalación al cabo de unos días para informarle los resultados de sus análisis. 
(Aviso: Los pacientes podrían no regresar a la instalación para obtener sus resultados.)

		2. No hay laboratorio en o cerca de la instalación de salud y el trabajador médico solicita que la persona con sospecha de TB acuda al laboratorio más cercano donde se pueda realizar la microscopía de frotis. También le informa que tendrá que proveer tres muestras de esputo al laboratorio. Se le pide también a la persona con sospecha de TB que regrese a la instalación cuando haya obtenido los resultados de la microscopía del laboratorio. (Aviso: Los pacientes podrían no acudir al laboratorio o no proveer al laboratorio el número solicitado de muestras, o podrían no regresar a la instalación e ir a otro lugar.

		3) No hay laboratorio dentro o cerca de la instalación de salud y la muestra de esputo se toma en la instalación de salud y se envía al laboratorio más cercano con capacidad de realizar microscopía de frotis.  Se le pide al paciente que regrese a la instalación para obtener los resultados.  (Aviso:  En estos casos, es posible que las muestras nunca lleguen al laboratorio o que se filtre el contenido, o bien los resultados podrían nunca entregarse a la instalación de salud.)

		La definición de la OMS de un caso nuevo de tuberculosis pulmonar con baciloscopía positiva es la siguiente:

   Dos o más análisis iniciales de frotis de esputo tienen resultados positivos a bacilos ácido resistentes (BAR), o
   Un análisis de frotis de esputo resulta positivo a BAR y se observan anormalidades radiográficas consistentes con TB pulmonar (TBP) activa según la determinación de un médico, o
   Una análisis de frotis de esputo positivo a BAR más una cultura de esputo positiva a M. tuberculosis.

La definición está bajo discusión, de manera que debe usarse la más reciente definición recomendada por la OMS.                                                                                                                                   Bajo las condiciones de un programa, cuando hay servicios de microscopía en laboratorio y los criterios de diagnóstico se aplican de manera correcta, los casos de TBP con baciloscopía positiva representan por lo menos 65% del total de casos de TBP en los adultos y 50% o más de todos los casos de TB (pulmonar y extrapulmonar). Estas proporciones podrían ser más bajas en las poblaciones con alta incidencia de VIH. Éste es el indicador de casos nuevos de tuberculosis con baciloscopía positiva ya que el diagnóstico está bien definido; son los casos más infecciosos y también figuran entre los indicadores de los Objetivos de Desarrollo del Milenio (ODM). Caso bacilífero nuevo reciente significa menos de un mes de tratamiento previo de tuberculosis.

		Registro y presentación de informes: Cuando el diagnóstico de TB con baciloscopía positiva se hace en un centro de diagnóstico de TB (con servicios de microscopía), el paciente puede comenzar el tratamiento en la misma instalación que será responsable de vigilar al paciente. El personal de salud llena una ficha de tratamiento e inscribe al paciente en el registro de UMB (Unidades de medida básica) cuando el paciente comienza su tratamiento. La ficha de tratamiento se usa para registrar la información de trasfondo necesaria sobre el paciente (p. ej., tipo de TB, frecuencia del régimen, etc.) y cuándo se administraron los medicamentos. Fecha de registro: Un caso de TB se considera "notificado" cuando el paciente es inscrito en el registro de UMB de TB, es decir, cuando recibe tratamiento por TB. El centro de diagnóstico donde está ubicado el registro de UMB podría tener, en algunos países, varios centros de tratamiento periféricos, cada uno con un registro de unidad. Por lo general, la ficha de tratamiento sigue al paciente al centro de tratamiento o podría mantenerse una copia en la instalación donde comenzó el tratamiento. El coordinador de TB de la UMB por lo general visita los centros de tratamiento regularmente y copia la información de los registros unitarios en el registro de UMB. Los informes trimestrales de hallazgo de casos se realizan únicamente basándose en el registro de UMB. Éstos se envían al nivel intermedio (de provincia o regional) o son recopilados por el nivel intermedio durante las visitas de supervisión para enviarlos de ahí al nivel central.

		Las dificultades al tratar de mejorar el rendimiento medido por estos indicadores incluyen el que médicos inician el tratamiento de TB sin solicitar un análisis microscópico de esputo o que el paciente dice que no tiene esputo, lo que resulta en muchos pacientes con resultados desconocidos de frotis de esputo. La calidad del laboratorio que realiza el análisis de microscopía de frotis podría ser baja. Es posible que los pacientes no regresen al laboratorio para obtener un resultado positivo del análisis. El personal del programa de TB debe comparar el registro de UMB regularmente con el registro del laboratorio para garantizar que todos los pacientes con sospecha que obtengan resultados bacilíferos positivos comiencen el tratamiento.

		Referencia:   Management of Tuberculosis: Training for Health Facility Staff (Manejo de la tuberculosis. Capacitación para el personal de una instalación de salud).  Ginebra: OMS, 2003.



Routine services

Routine services

Routine services

Routine services

Routine services

Servicios de rutina

Servicios de rutina

Servicios de rutina

Servicios de rutina

Servicios de rutina

Servicios de rutina

Servicios de rutina

Servicios de rutina

Servicios de rutina

Servicios de rutina



PÁGINA_INFORMACIÓN_2NIA

		INFORMACIÓN DE TRASFONDO PARA COMPLETAR EL PROTOCOLO DE DATOS DEL INDICADOR DE RASTREO Y VERIFICACIÓN

		Nombre de la organización que implementa el DQA

		País

		Área(s) del programa

		Indicador(es)

		Número(s) de la subvención

		Unidad de administración de M y E al nivel central

		Nombre de la instalación																Fecha de auditoría

		1-

		Instalaciones regionales de agregación

		Nombre de la instalación																Fecha de auditoría

		1

		2

		Instalaciones intermedias de agregación

		Nombre de la instalación																Fecha de auditoría

		1.1

		1.2

		1.3

		1.4

		2.1

		2.2

		2.3

		2.4

		Puntos de entrega de servicios

		Nombre de la instalación																Fecha de auditoría

		1.1.1

		1.1.2

		1.1.3

		1.1.4

		1.1.5

		1.2.1

		1.2.2

		1.2.3

		1.2.4

		1.2.5

		1.3.1

		1.3.2

		1.3.3

		1.3.4

		1.3.5

		1.4.1

		1.4.2

		1.4.3

		1.4.4

		1.4.5

		2.1.1

		2.1.2

		2.1.3

		2.1.4

		2.1.5

		2.2.1

		2.2.2

		2.2.3

		2.2.4

		2.2.5

		2.3.1

		2.3.2

		2.3.3

		2.3.4

		2.3.5

		2.4.1

		2.4.2

		2.4.3

		2.4.4

		2.4.5





PÁGINA_INFORMACIÓN

		INFORMACIÓN DE TRASFONDO PARA COMPLETAR EL PROTOCOLO DE DATOS DEL INDICADOR DE RASTREO Y VERIFICACIÓN

		Nombre de la organización que implementa el DQA												John Snow, Inc.

		País												Our Country

		Área(s) del programa												HIV/AIDS Treatment

		Indicador(es)												Number of Patients Currently on ART

		Número(s) de la subvención												HQ-GVA-07-039

		Unidad de administración de M y E al nivel central

		Nombre de la instalación																Fecha de auditoría

		1-		National UNIDAD DE M y E

		Instalaciones intermedias de agregación

		Nombre de la instalación																Fecha de auditoría

		1

		2

		3

		4

		Puntos de entrega de servicios

		Nombre de la instalación																Fecha de auditoría

		1.1

		1.2

		1.3

		1.4

		1.5

		2.1

		2.2

		2.3

		2.4

		2.5

		3.1

		3.2

		3.3

		3.4

		3.5

		4.1

		4.2

		4.3

		4.4

		4.5

		1		Savalou

		2		Tchetti

		3		Djalloukou

		4		Save

		5		Dassa

		6		Bante

		7		Penjari

		8		Ouake

		9		Tanagou

		10		Boukoumbe





UNIDAD DE M y E_2NIA

		UNIDAD DE M y E (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la unidad de M y E es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen de M y E; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Unidad de M y E:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		0.  Sistema de toma de registros y producción de informes de detección de casos de TB

		0		Describa el sistema de toma de registros y producción de informes relacionado con los casos nuevos de tuberculosis con baciloscopía positiva en la instalación de salud (es decir, desde la toma de registro inicial de los pacientes diagnosticados con casos nuevos de tuberculosis con baciloscopía positiva en los documentos fuente [Ficha de tratamiento y registro de unidades de medida básica UMB]) hasta la presentación de informes trimestrales de casos a la unidad de M y E). Describa cuándo tiene lugar el registro, en qué formularios y por cuáles miembros del personal.

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la unidad de M y E.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la unidad de M y E

		1.1		El resultado agregado contenido en el informe de resumen preparado por la unidad de M y E (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (unidad de M y E)
(es decir, relación de recuento a resultados informados)						-

		A)  Copie los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la unidad de M y E

		Avisos al auditor sobre indicadores específicos:   Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras utilizadas por la unidad de M y E para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la unidad de M y E o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la Instalación de agregación regional auditada no  1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la Instalación de agregación regional auditada no  2 ? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la unidad de M y E para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la unidad de M y E debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo signfica que el informe se pudo usar en el informe de resumen preparado por la unidad de M y E)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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UNIDAD DE M y E

		UNIDAD DE M y E (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la unidad de M y E es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen de M y E; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Unidad de M y E:		National UNIDAD DE M y E								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		0.  Sistema de toma de registros y producción de informes de detección de casos de TB

		0		Describa el sistema de toma de registros y producción de informes relacionado con los casos nuevos de tuberculosis con baciloscopía positiva en la instalación de salud (es decir, desde la toma de registro inicial de los pacientes diagnosticados con casos nuevos de tuberculosis con baciloscopía positiva en los documentos fuente [Ficha de tratamiento y registro de unidades de medida básica UMB]) hasta la presentación de informes trimestrales de casos a la unidad de M y E). Describa cuándo tiene lugar el registro, en qué formularios y por cuáles miembros del personal.

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la unidad de M y E.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la unidad de M y E

		1.1		El resultado agregado contenido en el informe de resumen preparado por la unidad de M y E (y entregado o presentado a la agencia que financia el proyecto)				4,500

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?				4,250

		Relación de verificación de los resultados (unidad de M y E)
(es decir, relación de recuento a resultados informados)						94.4%

		A)  Copie los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la unidad de M y E

		Avisos al auditor sobre indicadores específicos:   Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras utilizadas por la unidad de M y E para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la unidad de M y E o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la unidad de M y E para esas instalaciones intermedias de agregación.

		1.5		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la unidad de M y E debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?				12

		2.2		¿Cuántos informes hay?				11

		Calcule el % de informes  disponibles						91.7%

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo signfica que el informe se pudo usar en el informe de resumen preparado por la unidad de M y E)				9

		Calcule el % de informes  a tiempo						81.8%

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))				10

		Calcule el % de informes  completos						90.9%

				Comentarios adicionales (de haberlos)
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Nivel Regional 1

		Nivel regional de agregación (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la instalación regional de agregación es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen regional; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación regional de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia 
del documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación regional de agregación.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la instalación regional de agregación

		1.1		El resultado agregado contenido en el informe de resumen preparado por la instalación regional de agregación (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (instalación regional de agregación) 
(es decir, relación de recuento a resultados informados)						-

		A) Copiar los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la instalación regional de agregación.

		Avisos al auditor sobre indicadores específicos:     Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras informadas por la instalación regional de agregación para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la instalación regional de agregación o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la instalación regional de agregación para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación regional de agregación debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo significa que el informe se pudo usar en el informe de resumen preparado por la instalación regional de agregación)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 1

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.				150

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.				140

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						107.1%

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.				90

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.				110

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						81.8%

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.				90

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.				110

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						81.8%

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.				220

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.				250

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						88.0%

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.				300

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.				275

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						109.1%

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.				300

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.				275

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						109.1%

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.				150

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.				140

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						107.1%

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)



&A&RPage &P



Punto de Servicio 2.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.				190

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.				175

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						108.6%

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.				190

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.				175

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						108.6%

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.				150

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.				140

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						107.1%

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 3

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 4

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Regional 2

		Nivel regional de agregación (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la instalación regional de agregación es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen regional; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación regional de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia 
del documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación regional de agregación.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la instalación regional de agregación

		1.1		El resultado agregado contenido en el informe de resumen preparado por la instalación regional de agregación (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (instalación regional de agregación) 
(es decir, relación de recuento a resultados informados)						-

		A) Copiar los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la instalación regional de agregación.

		Avisos al auditor sobre indicadores específicos:     Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras informadas por la instalación regional de agregación para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la instalación regional de agregación o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la instalación regional de agregación para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación regional de agregación debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo significa que el informe se pudo usar en el informe de resumen preparado por la instalación regional de agregación)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2.1

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)



&A&RPage &P



Punto de Servicio 2.1.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)



&A&RPage &P



Nivel Intermedio 2.2

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2.3

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2.4

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de tuberculosis con baciloscopía positiva notificados

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN LOS DOCUMENTOS FUENTE – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) cuando se realiza el diagnóstico.

		1.1		Describa cuándo se ingresa la información el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que hay retrasos entre la fecha de registro en la ficha del paciente y el registro UMB (según las directrices de TB)?

		1.3		Si el diagnóstico de tuberculosis con baciloscopía positiva y su ingreso en el registro de UMB no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción en el registro de UMB.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.3		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como detectados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de casos informados como detectados por la instalación durante el período del informe del informe de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido diagnosticadas con baciloscopía positiva durante el trimestre (o un máximo de todas las fichas de pacientes de las personas diagnosticadas con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 fichas del registro de UMB de pacientes con baciloscopía positiva a la TB que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

Aviso: Los pacientes referidos a instalaciones periféricas para recibir seguimiento pueden excluirse de la selección en caso que la misión de DQA no visite los centros de salud periféricos.

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente con un diagnóstico de baciloscopía positiva?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 casos de baciloscopía positiva a la TB del registro de UMB que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.3:  Comparación del registro del laboratorio de TB con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido diagnosticados durante el trimestre (o un máximo de todos los casos de baciloscopía positiva a la TB detectados durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.6		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, sin motivos justificados (como áreas urbanas, centro de laboratorio conocido, estigma, casos transferidos, etc...), seleccione otros 10 casos de baciloscopía positiva a la TB del registro del laboratorio que han sido detectados durante el trimestre (o un máximo de todos los casos de TB con baciloscopía positiva durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes con baciloscopía positiva ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar la detección de casos según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron entrevistados en relación con la instalación visitada?

		5.2		¿Cuántos de los pacientes entrevistados en realidad habían recibido el servicio (es decir, con el nombre, la edad, el sexo, la dirección, la tarjeta de identificación de TB, la persona de contacto, etc. correspondiente)?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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TABLA DE RESUMEN_2NIA

		TABLA DE RESUMEN - Rastreo y verificación estadísticas sumarias

										Paso  1						Paso  2						Paso  3		Paso  4

		TABLA DE RESUMEN

Rastreo y verificación								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I								II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Conteos verificados en instalaciones auditadas		Conteos informados en instalaciones auditadas		Factores no ajustados de verificación de distritos e instalaciones		Conteo informado observado de todas las instalaciones en el "distrito"		Conteo informado por el "distrito" en la unidad de M y E (p. ej., a nivel nacional)		Factor de ajuste  Rdi/Rni		Factores ajustados de verificación de distritos		District         VF (Weight)		Weighted Regional Level Verification Factors		Region
VF Weight		Factor de verificación total		% de informes disponibles		%  de informes a tiempo		% de informes completos		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Límite inferior de IC 95%		Límite superior de IC 95%		number of districts		Degrees of freedom t-distribution

		Unidad de M y E																																																				df		P(2-tailed) = 0.025

		-		-						1830.00		1790.00		1.02										0.00				0.00		0.00		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Instalaciones de nivel intermedio de agregación y puntos de entrega de servicios																																																				2.00		4.30

		1		-						1830.00		1790.00		1.02		0.00		0.00		-		-		0.00		0.00		-				-		-		-		-		-		-		0.00		0.00		0.00		-				3.00		3.18

		1.1		-						850.00		885.00		0.96		0.00		0.00		-		-		-								-		-		-		-																4.00		2.78

		1.1.1		-						150.00		140.00		1.07																																								5.00		2.57

		1.1.2		-						90.00		110.00		0.82

		1.1.3		-						90.00		110.00		0.82

		1.1.4		-						220.00		250.00		0.88

		1.1.5		-						300.00		275.00		1.09

		1.2		-						980.00		905.00		1.08		0.00		0.00		-		-		-								-		-		-		-

		1.2.1		-						300.00		275.00		1.09

		1.2.2		-						150.00		140.00		1.07

		1.2.3		-						190.00		175.00		1.09

		1.2.4		-						190.00		175.00		1.09

		1.2.5		-						150.00		140.00		1.07

		1.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.3.1		-						0.00		0.00		-

		1.3.2		-						0.00		0.00		-

		1.3.3		-						0.00		0.00		-

		1.3.4		-						0.00		0.00		-

		1.3.5		-						0.00		0.00		-

		1.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.4.1		-						0.00		0.00		-

		1.4.2		-						0.00		0.00		-

		1.4.3		-						0.00		0.00		-

		1.4.4		-						0.00		0.00		-

		1.4.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-

		2.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.1.1		-						0.00		0.00		-

		2.1.2		-						0.00		0.00		-

		2.1.3		-						0.00		0.00		-

		2.1.4		-						0.00		0.00		-

		2.1.5		-						0.00		0.00		-

		2.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.2.1		-						0.00		0.00		-

		2.2.2		-						0.00		0.00		-

		2.2.3		-						0.00		0.00		-

		2.2.4		-						0.00		0.00		-

		2.2.5		-						0.00		0.00		-

		2.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.3.1		-						0.00		0.00		-

		2.3.2		-						0.00		0.00		-

		2.3.3		-						0.00		0.00		-

		2.3.4		-						0.00		0.00		-

		2.3.5		-						0.00		0.00		-

		2.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.4.1		-						0.00		0.00		-

		2.4.2		-						0.00		0.00		-

		2.4.3		-						0.00		0.00		-

		2.4.4		-						0.00		0.00		-

		2.4.5		-						0.00		0.00		-





TABLA DE RESUMEN

		TABLA DE RESUMEN - Rastreo y verificación estadísticas sumarias

										Paso  1						Paso  2						Paso  3		Paso  4

		TABLA DE RESUMEN

Rastreo y verificación								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Conteos verificados en instalaciones auditadas		Conteos informados en instalaciones auditadas		Factores no ajustados de verificación de distritos e instalaciones		Conteo informado observado de todas las instalaciones en el "distrito"		Conteo informado por el "distrito" en la unidad de M y E (p. ej., a nivel nacional)		Factor de ajuste  Rdi/Rni		Factores ajustados de verificación de distritos		VF (Weight)		Factor de verificación total		% de informes disponibles		%  de informes a tiempo		% de informes completos		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Límite inferior de IC 95%		Límite superior de IC 95%		number of districts		Degrees of freedom t-distribution

		Unidad de M y E																																																df		P(2-tailed) = 0.025

		-		National UNIDAD DE M y E						1830.00		1790.00												0.00		0.00		91.7%		81.8%		90.9%				-		-		0.00		0.00		0.00		-				1.00		12.71

		Instalaciones de nivel intermedio de agregación y puntos de entrega de servicios																																																2.00		4.30

		1		-						850.00		885.00		0.96		0.00		0.00		-		-		-				-		-		-		-																3.00		3.18

		1.1		-						150.00		140.00		1.07																																				4.00		2.78

		1.2		-						90.00		110.00		0.82																																				5.00		2.57

		1.3		-						90.00		110.00		0.82

		1.4		-						220.00		250.00		0.88

		1.5		-						300.00		275.00		1.09

		2		-						980.00		905.00		1.08		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						300.00		275.00		1.09

		2.2		-						150.00		140.00		1.07

		2.3		-						190.00		175.00		1.09

		2.4		-						190.00		175.00		1.09

		2.5		-						150.00		140.00		1.07

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

				Resumen del punto de servicio						1830.00		1790.00		1.02										0.00

		1		Savalou						150.00		140.00		1.07

		2		Tchetti						90.00		110.00		0.82

		3		Djalloukou						90.00		110.00		0.82

		4		Save						220.00		250.00		0.88

		5		Dassa						300.00		275.00		1.09

		6		Bante						300.00		275.00		1.09

		7		Penjari						150.00		140.00		1.07

		8		Ouake						190.00		175.00		1.09

		9		Tanagou						190.00		175.00		1.09

		10		Boukoumbe						150.00		140.00		1.07





RESUMEN DE ESTADÍSTICAS_0NIA

		Resumen de estadísticas de DQA (ningunos sitios de la agregación del intermedio)

																																																																																		% Disponible		%  a tiempo		% Completo

																																																																																-

																																																																																-

																																																																																-

																																																																																-

																																																																																National UNIDAD DE M y E		91.7%		81.8%		90.9%

																																																																																National UNIDAD DE M y E				1.02

																																																																																Savalou				1.07

																																																																																Tchetti				0.82

																																																																																Djalloukou				0.82

																																																																																Save				0.88

																																																																																Dassa				1.09

																																																																																Bante				1.09

																																																																																Penjari				1.07

																																																																																Ouake				1.09

																																																																																Tanagou				1.09

																																																																																Boukoumbe				1.07





RESUMEN DE ESTADÍSTICAS_0NIA

		0.9166666667		0.8181818182		0.9090909091



% Disponible

%  a tiempo

% Completo

Performance indicators

El por ciento

Resumen de la información de DQA



RESUMEN DE ESTADÍSTICAS_2NIA

		National UNIDAD DE M y E

		Savalou

		Tchetti

		Djalloukou

		Save

		Dassa

		Bante

		Penjari

		Ouake

		Tanagou

		Boukoumbe



Factores de verificación de sitios de DQA

1.0223463687

1.0714285714

0.8181818182

0.8181818182

0.88

1.0909090909

1.0909090909

1.0714285714

1.0857142857

1.0857142857

1.0714285714



RESUMEN DE ESTADÍSTICAS

		Resumen de estadísticas de DQA (dos niveles intermedios de la agregación)

																																																																																Accuracy		Availability		Timeliness		Completeness

																																																																												7		-		-		-		-		-

																																																																												6		-		-		-		-		-

																																																																												5		-		-		-		-		-

																																																																												4		-		-		-		-		-

																																																																												3		-		-		-		-		-

																																																																												2		-		-		-		-		-

																																																																												1		-		0%		-		-		-





RESUMEN DE ESTADÍSTICAS

		0		0		0		0		0		0		0



-

-

-

-

-

-

-

Factores totales y ajustados de verificación 
de distritos de DQA



		0		0		0		0		0		0



-

-

-

-

-

-

-

%  de informes disponibles de DQA



		0		0		0		0		0		0



-

-

-

-

-

-

-

%  de informes a tiempo de DQA



		0		0		0		0		0		0



-

-

-

-

-

-

-

%  de informes completos de DQA



		Resumen de estadísticas de DQA

																																																																																				Accuracy		Availability		Timeliness		Completeness

																																																																																5		-		-		-		-		-

																																																																																4		-		-		-		-		-

																																																																																3		-		-		-		-		-

																																																																																2		-		-		-		-		-

																																																																																1		National UNIDAD DE M y E		0%		92%		82%		91%





		0		1.0654888821		1.0208333333		0.9166666667		1.0144597862



-

Borgu

Atakora

Collines

National UNIDAD DE M y E

Factores totales y ajustados de verificación de distritos de DQA



		0		0.8461538462		0.75		0.9		0.8125



-

Borgu

Atakora

Collines

National UNIDAD DE M y E

%  de informes disponibles de DQA



		0		0.7272727273		0.6666666667		1		0.8



-

Borgu

Atakora

Collines

National UNIDAD DE M y E

%  de informes a tiempo de DQA



		0		0.9090909091		0.8333333333		0.4444444444		0.9384615385



-

Borgu

Atakora

Collines

National UNIDAD DE M y E

%  de informes completos de DQA





DQA Data Verification Templates/Spanish/011 DQA P2_Malaria_Treatment_Sp_2009.xls
COMIENZO

																												0		0		0		0		0		0

																												1		1		1		1		1		1

																												2		2		2		2		2		2

																												3		3		3		3		0		3

		Herramienta de Evaluación de la Calidad de los Datos																										4		4		4		4				4

								Protocolo 2:  Verificación de los datos																				0		5		5		0				5

						- Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA) -																						0		6		6						0

						Cantidad de niveles intermedios de agregación																								0		7

						Cantidad de instalaciones intermedias de agregación de nivel 
más alto (p. ej., regionales)																										8

						Cantidad de instalaciones intermedias de agregación (IIA)																										9

						Cantidad de puntos de entrega de servicios (por IIA)																										10

						Reiniciar la encuesta																										11

		Versión 1: Mayo de 2008																														12

		Avisos importantes sobre el uso de esta plantilla electrónica:																														0

		1.  Para poder usar las herramientas de Control de la Calidad de los Datos, tendrá que asegurarse de que su nivel de 'seguridad de macros' (macro security) esté fijado en menos de 'alto' (high).  Abra la plantilla electrónica, navegue hasta el menú desplegable de 'Herramientas' (Tools), seleccione 'Macro' y luego 'Seguridad' (Security).  Seleccione 'medium' (mediana).  Cierre el programa Excel y vuelva a abrir el archivo.  Al volver a abrir el archivo, tendrá que seleccionar 'Enable Macros' (Permitir macros) para que el programa funcione según fue diseñado.

		2.  En la página titulada 'HEADER' (esta página), seleccione la cantidad de niveles intermedios de agregación (de la lista desplegable) en los que se informan los datos, desde el punto de entrega de servicios hasta el nivel nacional.  En la próxima lista desplegable, seleccione la cantidad de instalaciones intermedias de agregación (intermediate aggregation sites [IAS]) en las que se tomaron muestras.   Por lo general, las unidades de salud de distrito del Ministerio de Salud son las instalaciones intermedias de agregación.  Entonces, ingrese la cantidad de puntos de entrega de servicios (service delivery points [SDP]) en los que se tomaron muestras; p. ej., las unidades o instalaciones de salud que se reportan a cada instalación intermedia.  Si tiene una cantidad desigual de SDP por distrito, seleccione la cantidad que corresponda al número más alto de SDP en los que se tomaron muestras dentro de un distrito muestreado.  Si los SDP se reportan directamente al nivel nacional, seleccione '0' de la lista desplegable de IAS.  Seleccione entonces la cantidad de SDP dentro de la muestra.  Consulte la página de INSTRUCCIONES para obtener más detalles.

		3.  Ingrese los nombres de los centros de salud, o instalaciones, en la hoja denominada 'Information Page' (Página de información).  Esos nombres se propagarán automáticamente en los formularios correspondientes dentro de la plantilla electrónica y ayudarán a garantizar que la evaluación quede bien organizada y los datos sean de buena calidad.
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INSTRUCCIONES

		INSTRUCCIONES (Protocolo 2 - Verificación de los datos)

		Aviso:  El equipo de auditoría debe leer el documento titulado "Control de la calidad de los datos:  Pautas de implementación" además de estas instrucciones antes de administrar este protocolo.

		OBJETIVO

		El objetivo de este protocolo es (1) volver a contar y verificar la exactitud de los datos informados en instalaciones selectas; y  (2) revisar la puntualidad, totalidad y disponibilidad de los informes.

		CONTENIDO

		Este protocolo de verificación de los datos está relacionado con el indicador:  Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA).   Ya que pueden existir diferencias significativas entre los tipos de indicadores y los puntos de entrega de servicios - p. ej., instalaciones médicas (clínicas) e instalaciones basadas en la comunidad, el sistema de control de la calidad de los datos (Data Quality Audit [DQA]) incluye Protocolos específicos a los indicadores que contienen información específica y los problemas de calidad de los datos relacionados con el indicador (p. ej., el riesgo de conteo doble). Esta información se incorpora en los 5 pasos del protocolo, los cuales se desglosan a continuación. 

El protocolo comienza con una descripción de los servicios asociados con el indicador para orientar al equipo de auditoría sobre el servicio que se provee y, por lo tanto, qué se "cuenta" para medir dicho indicador.  Eso ayudará a guiar al equipo de auditoría a los documentos fuente relevantes, que pueden ser bastante distintos para cada indicador (p. ej., expedientes de los pacientes, informes de laboratorio, registros de capacitación, etc.).

La verificación de los datos ocurre en dos etapas:

(1) Verificaciones detalladas en los puntos de entrega de servicios (Service Delivery Points [SDPs]); y
(2) Verificaciones de seguimiento en los niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]) y en la unidad de monitoreo y evaluación (M y E) del programa/proyecto. 
  
Por lo general, los programas tendrán un sistema de presentación de informes en 3 niveles; en otras palabras, los datos pasarán de los puntos de entrega de servicios (Service Delivery Points [SDPs]),
a un nivel intermedio de agregación (es decir, una región o un distrito) y de ahí a la unidad central de M y E.

No obstante, en algunos países, los SDPs podrían reportarse directamente a la unidad central de M y E, sin pasar por 
niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]). En otros países, podría haber dos (o más) IALs en los que se agregan los datos; por ejemplo,
al nivel de Distrito y luego al nivel de Provincia antes de llegar a la unidad central de M y E. En esos casos (es decir, un sistema de presentación de informes de 2 ó 4 niveles
), el Protocolo de verificación de los datos tendrá que ser adaptado (según se explica a continuación).

		Cómo editar el contenido de la plantilla Excel
Las plantillas Excel deben modificarse con cuidado.  Para poder activar la adición o remoción selectiva de lengüetas para las distintas instalaciones y 
niveles, las plantillas han sido programadas en el lenguaje VBA (Visual Basic for Applications).  Las modificaciones hechas a las hojas de cálculo pueden alterar el lenguaje de
programación y hacer que la plantilla no funcione.  No obstante, es posible hacer ciertos cambios para que la plantilla sea más 
útil durante el proceso de DQA y para que describa mejor el sistema de información.  Por ejemplo, se pueden añadir verificaciones cruzadas e inspecciones al azar
a las hojas individuales, siempre y cuando se añadan al pie de la hoja de cálculo. No 'inserte' hileras ni columnas a
 mitad de página ya que eso podría alterar el cálculo de ciertos indicadores de desempeño.  Se pueden añadir otros elementos a las hojas 
si se hacen al pie de la hoja de cálculo.

Se pueden seleccionar hasta seis puntos de entrega de servicios dentro de cuatro instalaciones intermedias de agregación (es decir, 24 instalaciones), de manera que es poco probable que haya que añadir
puntos de servicios o instalaciones intermedias en la "Página de información".   Sencillamente seleccione la cantidad que desee de cada uno de las
listas desplegables en la página titulada "HEADER" (ENCABEZAMIENTO).  Esas selecciones pueden modificarse más adelante si es necesario.

Es aceptable cambiar el nombre de las lengüetas de la hojas de cálculo según sea necesario.

Las hojas de cálculo están protegidas para evitar hacer cambios no intencionales al contenido.  Para editar el contenido de las celdas, desbloquee la protección
de las hojas de cálculo seleccionando 'Protection' (Protección) del menú desplegable 'Tools' (Herramientas).  Seleccione entonces 'Unprotect' (Desbloqueo de protección).  No olvide volver a proteger la hoja de cálculo
después de hacer las modificaciones.

		INSTRUCCIONES DE USO DEL PROTOCOLO PARA LOS AUDITORES

		Puntos de entrega de servicios – 5 tipos de verificación de los datos 

La primera etapa de verificación de los datos tiene lugar en los puntos de entrega de servicios. Hay cinco tipos de pasos estándar de verificación de datos que pueden realizarse en ese nivel:

1 - Descripción:  Describir la conexión entre la entrega de los servicios/suministros y cómo se llenó el documento fuente que registra dicha entrega de servicios.

2 - Revisión de la documentación:  Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período de informe seleccionado.

3 - Rastreo y verificación:  Rastrear y verificar las cantidades informadas: (1) Volver a contar las cantidades informadas de los documentos fuente disponibles; (2) Comparar las cifras verificadas con la cantidad informada por la instalación; (3) Identificar los motivos de cualquier diferencia. 

4 - Verificaciones cruzadas:  Realizar "verificaciones cruzadas" de los totales de informes verificados con otras fuentes de datos (p. ej., expedientes de inventario, informes de laboratorio, registros, etc.).

5 - Inspecciones al azar:  Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo.

		Niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]) y la unidad central de M y E – 2 tipos de verificación de los datos

La segunda etapa de la verificación de los datos ocurre en los niveles intermedios de agregación (p. ej., Distritos, Regiones) y en la unidad de M y E del programa/proyecto. 

1 - Revisión de la documentación:  Revisar la disponibilidad, puntualidad y totalidad de todos los informes que se espera recibir de los puntos de entrega de servicios durante el período de informe seleccionado.

2 - Rastreo y verificación:   Rastrear y verificar las cantidades informadas: (1) Volver a agregar las cantidades informadas por los puntos de entrega de servicios; (2) Comparar los conteos verificados con las cantidades presentadas al siguiente nivel (p. ej., unidad central de M y E); (3) Identificar los motivos de cualquier diferencia.

		Instrucciones para un sistema de informes de "2 niveles" o "4 niveles":

Selección de los niveles y las instalaciones
Protocolo 2:  La plantilla Excel de verificación de datos fue diseñada para seguir la metodología de muestreo de DQA en relación con la selección de los niveles intermedios de agregación y los puntos de entrega de servicios.  En la lengüeta "HEADER" (ENCABEZAMIENTO), el equipo de auditoría puede seleccionar la cantidad de instalaciones intermedias de agregación y la cantidad de puntos de entrega de servicios que se reportan a cada instalación intermedia de agregación, según el acuerdo hecho con la organización que solicitó el DQA.  En caso de haber más, o menos, de un nivel intermedio en el flujo de datos del nivel de entrega de servicios hacia el nivel nacional, puede seleccionarse la cantidad necesaria de niveles e instalaciones por nivel.  Primero seleccione la cantidad de niveles intermedios de agregación (p. ej., región o distrito).  Si los datos pasan tanto por la región como por el distrito, seleccione dos niveles.  Si los datos sólo pasan por el distrito antes de ser enviados al nivel nacional, seleccione un nivel.  En algunos países, los datos se informan desde el punto de entrega de servicios directamente al nivel nacional.  En este caso, seleccione cero niveles intermedios.  

Luego seleccione la cantidad de instalaciones dentro de cada nivel intermedio.  El esquema de muestreo más probable requiere que se seleccionen al azar tres agrupaciones (instalaciones intermedias) 
y tres puntos de entrega de servicios dentro de cada agrupación.  En el caso de dos niveles intermedios, el esquema de muestreo consistirá con mayor probabilidad en dos agrupaciones regionales con dos
agrupaciones de distritos dentro de cada región.  Luego se seleccionarán dos puntos de entrega de servicios dentro de cada agrupación de distritos para obtener un total de ocho instalaciones de entrega de servicios.  Podría ser necesario modificar
este esquema de muestreo debido a las limitaciones de tiempo, distancia y recursos.  Todos los cambios de metodología deben hacerse por medio de un acuerdo con la 
organización que solicitó el DQA antes de realizar las visitas de campo.

		Instrucciones para llenar las columnas de la lista de verificación:

A la izquierda de cada hoja de cálculo aparece una lista de preguntas (columna B).  El equipo de auditoría debe leer cada pregunta (declaración) y completar las columnas C/D, E, F y G.  La columna C tiene un menú desplegable (en la esquina inferior derecha) que contiene las siguientes categorías de respuesta para cada pregunta: "Sí, completamente", "En parte", "No, nada" y "N/A".  La columna D debe usarse para ingresar cifras o porcentajes (que se usarán en los cálculos). La columna E es para comentarios del auditor y la columna F debe responderse con "sí" si el equipo de auditoría considera que la respuesta a una pregunta (declaración) presenta asuntos que son suficientemente importantes como para requerir un "Aviso de recomendación" al programa/proyecto.

		PRODUCTOS

		Los siguientes Resúmenes de estadísticas serán producidos basándose en todas las respuestas a las preguntas:

- Precisión de los datos informados mediante el cálculo de factores de verificación  generados a partir del ejercicio de recuento realizado en cada nivel del sistema de presentación de informes (es decir, comparación del porcentaje de las cantidades informadas para los indicadores seleccionados con las cifras verificadas; 

- Informes de disponibilidad, totalidad y puntualidad mediante porcentajes calculados en los niveles intermedios de agregación y la unidad de M y E.

		Interpretación del producto:

Los modelos matemáticos de la técnica modificada de muestreo por agrupación en dos etapas utilizada por el DQA han determinado que la exactitud de las estimaciones del factor de verificación de los datos de cobertura de inmunizaciones es demasiado baja para poder usarla de manera realista a nivel nacional.  En simulaciones, Woodard y otros (1) encontraron que tendrían que tomarse muestras en hasta 30 distritos para poder lograr una exactitud de alrededor de +/-10%.  Debido a la inversión de tiempo, personal y recursos financieros necesaria para visitar 30 distritos, es poco probable poder calcular un factor de verificación nacional preciso.  

No obstante, es posible obtener una idea de la calidad general de los datos de un programa/proyecto sin depender de un factor de verificación de estimaciones a nivel nacional.  Los aspectos cualitativos del DQA son adecuados para determinar los puntos fuertes y débiles de un sistema dado de presentación de informes.  Por ejemplo, si las definiciones de los indicadores no se entienden bien en la mayor parte de una muestra representativa de instalaciones, es muy probable que las definiciones de los indicadores tampoco se entiendan bien en los distritos en los que no se tomaron muestras.  El recuento de indicadores y su comparación con los valores informados en una muestra de instalaciones es similarmente adecuado para determinar, en un sentido general, si la calidad de los datos es buena, mediocre o mala aun sin el
 beneficio de una estimación precisa a nivel nacional.   La falta de informes o las grandes discrepancias entre los resultados del recuento y los resultados informados en varios
lugares son indicios de discrepancias similares en otros lugares.  

Por último, el factor de verificación a nivel nacional debe interpretarse con cautela.  Para fines del control de la calidad de los datos, debe usarse  
como indicio de la calidad de los datos (o falta de calidad de los mismos), en lugar de como medida exacta.   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA) (Estudio de diseño y simulación de un control de la calidad de los datos sobre inmunización)
  Ann Epidemiol  2007;17:628–633.





DESCRIPCIÓN DEL SERVICIO

		DESCRIPCIÓN DEL SERVICIO (Protocolo 2 - Verificación de los datos)

		Trasfondo

El paludismo resulta de una picadura de la hembra infectada del mosquito anófeles.  Es ocasionado por la infección de los glóbulos rojos por parásitos protozoarios del género Plasmodium. Hay cuatro especies de Plasmodium- P. falciparum, P.vivax, P.ovale y P.malariae- que infectan a los seres humanos. 

Los síntomas iniciales del paludismo se parecen a los de un virus leve, con posibles dolores de cabeza, cansancio/agotamiento, malestar abdominal y dolores musculares y de las articulaciones.   Si se administra tratamiento oportuno y eficaz en esta etapa, la tasa de casos fatales es baja (0.1% para P.falciparum).   En cambio, demorar el tratamiento o el uso de tratamientos ineficaces en esta etapa puede resultar en paludismo grave que, de no recibir tratamiento, podría resultar en la muerte.  Los síntomas de empeoramiento del paludismo pueden incluir fiebre, escalofríos, sudores, anorexia, vómitos y empeoramiento del malestar.

		Diagnóstico de paludismo

El paludismo puede recibir un diagnóstico clínico y/o un diagnóstico parasitológico o de confirmación de parásitos en la sangre.  El diagnóstico parasitológico se realiza mediante análisis de microscopía de luz y pruebas de diagnóstico rápido (PDR).  El diagnóstico clínico no siempre es preciso ya que el paludismo presenta síntomas similares a los de otras enfermedades; además, en muchas áreas no está disponible el diagnóstico parasitológico.  La decisión de proveer tratamiento antipalúdico en estos casos debe basarse en la probabilidad de que la enfermedad sea paludismo.  El personal médico deberá pesar el riesgo de no proveer el tratamiento antipalúdico a un paciente de paludismo contra el riesgo relacionado con dárselo a un paciente que no sufre de paludismo.

Por lo general, el diagnóstico de paludismo y el comienzo del tratamiento de casos no complicados tiene lugar en las instalaciones de atención médica de primera línea.  Después del diagnóstico, el trabajador médico le dará al paciente la receta y las instrucciones sobre cómo tomar los medicamentos.  El paciente puede comprar los medicamentos en la farmacia de la instalación de salud o en una farmacia comercial. 

La mayoría de los tratamientos se administran en casa sin supervisión médica.

		Tratamiento del paludismo no complicado

Aviso:  Las normas nacionales sobre el tratamiento del paludismo pueden variar de país a país. Por lo tanto, deben estudiarse las normas antes de poder realizar el control de los datos. 

La OMS recomienda el uso de dos terapias combinadas antipalúdicas:  las terapias combinadas con artemisina (TCA) y las terapias no basadas en artemisina.   Ensayos recientes han demostrado que la TCA tiene más de un 90% de eficacia, con una recuperación del paludismo al cabo de tres días, especialmente en casos de P. falciparum resistente a la cloroquina. Por ese motivo, la OMS ha recomendado que se haga el cambio a TCA en todos los países en los que el parásito del paludismo ha desarrollado resistencia a la cloroquina.

		Terapia combinada con artemisina (TCA);

En la TCA se usa el fármaco artemisina para dar tratamientos a las cepas del falciparum palúdico resistentes a varios medicamentos.  Para poder reclamar eficacia, se usan frecuentemente derivados semisintéticos de la artemisina, entre ellos el artemetero y el artesunato.   La artemisina también se combina con lumefantrina.    

Actualmente, la OMS recomienda las siguientes TCA:

Artemetero – Lumefantrina       Dos veces al día por 3 días
Artesunato + Amodiaquinina    Una vez al día por 3 días
Artesunato + Artesunato de mefloquina      Administrado una vez al día por 3 días y mefloquina administrada por 2 ó 3 días
Artesunato + Sulfadoxina - Artesunato de pirimetamina      Administrado una vez al día por 3 días y administración de una dosis sencilla de sulfadoxina-pirimetamina el 1er día
Aviso: La cantidad de la dosis dependerá de la edad del paciente y, en el caso del artemetero-lumefantrina, además del peso del cuerpo.

Aviso: amodiaquina y sulfadoxina - pirimetamina podría considerarse como opción temporal cuando las TCA no pueden proveerse, siempre y cuando la eficacia de ambas sea alta.

		Terapia combinada sin artemisina:

Las terapias no TCA incluyen la sufadoxina - pirimetamina con cloroquina (SP+CQ) o amodiaquina (SP+AQ).  Sin embargo, los altos niveles de resistencia prevalentes han comprometido la eficacia de estas combinaciones. 

Tratamiento del paludismo grave

El paludismo grave es una emergencia médica.   Un paciente de paludismo grave tendrá que ser hospitalizado ya que el tratamiento se administra por inyección intravenosa o intramuscular.  Hay dos tipos de medicamentos disponibles actualmente para el tratamiento del paludismo grave: los alcaloides de quina (cinchona officinalis) (quinina y quinidina) y los derivados de artemisina (artesunato, artemetero y artemotil).

		Servicios de alcance comunitario

En algunos entornos, las instalaciones de salud usan equipos móviles para brindar servicios de alcance comunitario, entre ellos la identificación de casos de paludismo y su tratamiento. El equipo móvil puede referir a un paciente enfermo a una instalación cercana para recibir tratamiento o puede administrar los medicamentos durante la visita de alcance.  En otros casos, los trabajadores médicos locales proveen servicios relacionados con el paludismo basados en la comunidad; es decir, detección de casos, tratamiento, referidos y apoyo. Se espera que estos trabajadores de salud informen sobre sus actividades a la organización que administra el servicio de alcance. 

Fuente:    OMS.  2006.  Guidelines for Treatment of Malaria (Pautas para el tratamiento del paludismo).  Ginebra:     OMS.
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PÁGINA_INFORMACIÓN_2NIA

		INFORMACIÓN DE TRASFONDO PARA COMPLETAR EL PROTOCOLO DE DATOS DEL INDICADOR DE RASTREO Y VERIFICACIÓN

		Nombre de la organización que implementa el DQA

		País

		Área(s) del programa

		Indicador(es)

		Número(s) de la subvención

		Unidad de administración de M y E al nivel central

		Nombre de la instalación																Fecha de auditoría

		1-

		Instalaciones regionales de agregación

		Nombre de la instalación																Fecha de auditoría

		1

		2

		Instalaciones intermedias de agregación

		Nombre de la instalación																Fecha de auditoría

		1.1

		1.2

		1.3

		1.4

		2.1

		2.2

		2.3

		2.4

		Puntos de entrega de servicios

		Nombre de la instalación																Fecha de auditoría

		1.1.1

		1.1.2

		1.1.3

		1.1.4

		1.1.5

		1.2.1

		1.2.2

		1.2.3

		1.2.4

		1.2.5

		1.3.1

		1.3.2

		1.3.3

		1.3.4

		1.3.5

		1.4.1

		1.4.2

		1.4.3

		1.4.4

		1.4.5

		2.1.1

		2.1.2

		2.1.3

		2.1.4

		2.1.5

		2.2.1

		2.2.2

		2.2.3

		2.2.4

		2.2.5

		2.3.1

		2.3.2

		2.3.3

		2.3.4

		2.3.5

		2.4.1

		2.4.2

		2.4.3

		2.4.4

		2.4.5





PÁGINA_INFORMACIÓN

		INFORMACIÓN DE TRASFONDO PARA COMPLETAR EL PROTOCOLO DE DATOS DEL INDICADOR DE RASTREO Y VERIFICACIÓN

		Nombre de la organización que implementa el DQA

		País

		Área(s) del programa

		Indicador(es)

		Número(s) de la subvención

		Unidad de administración de M y E al nivel central

		Nombre de la instalación																Fecha de auditoría

		1-

		Instalaciones intermedias de agregación

		Nombre de la instalación																Fecha de auditoría

		1

		2

		3

		4

		Puntos de entrega de servicios

		Nombre de la instalación																Fecha de auditoría

		1.1

		1.2

		1.3

		1.4

		1.5

		2.1

		2.2

		2.3

		2.4

		2.5

		3.1

		3.2

		3.3

		3.4

		3.5

		4.1

		4.2

		4.3

		4.4

		4.5

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10





UNIDAD DE M y E_2NIA

		UNIDAD DE M y E (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la unidad de M y E es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen de M y E; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Unidad de M y E:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		0.  Sistema de toma de registros y producción de informes sobre el tratamiento del paludismo

		0		Describa el sistema de toma de registros y producción de informes relacionado con el tratamiento del paludismo (es decir, desde la toma de registro inicial de la entrega del servicio en los documentos fuente hasta la producción del informe de las cantidades agregadas para la unidad de M y E). Describa cuándo tiene lugar la toma de registro del servicio, en qué formularios y por cuáles miembros del personal.

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la unidad de M y E.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la unidad de M y E

		1.1		El resultado agregado contenido en el informe de resumen preparado por la unidad de M y E (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (unidad de M y E)
(es decir, relación de recuento a resultados informados)						-

		A)  Copie los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la unidad de M y E

		Avisos al auditor sobre indicadores específicos:   Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras utilizadas por la unidad de M y E para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la unidad de M y E o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la Instalación de agregación regional auditada no 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la Instalación de agregación regional auditada no 2 ? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la unidad de M y E para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la unidad de M y E debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo signfica que el informe se pudo usar en el informe de resumen preparado por la unidad de M y E)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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UNIDAD DE M y E

		UNIDAD DE M y E (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la unidad de M y E es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen de M y E; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Unidad de M y E:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		0.  Sistema de toma de registros y producción de informes sobre el tratamiento del paludismo

		0		Describa el sistema de toma de registros y producción de informes relacionado con el tratamiento del paludismo (es decir, desde la toma de registro inicial de la entrega del servicio en los documentos fuente hasta la producción del informe de las cantidades agregadas para la unidad de M y E). Describa cuándo tiene lugar la toma de registro del servicio, en qué formularios y por cuáles miembros del personal.

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la unidad de M y E.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la unidad de M y E

		1.1		El resultado agregado contenido en el informe de resumen preparado por la unidad de M y E (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (unidad de M y E)
(es decir, relación de recuento a resultados informados)						-

		A)  Copie los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la unidad de M y E

		Avisos al auditor sobre indicadores específicos:   Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras utilizadas por la unidad de M y E para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la unidad de M y E o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la unidad de M y E para esas instalaciones intermedias de agregación.

		1.5		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la unidad de M y E debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo signfica que el informe se pudo usar en el informe de resumen preparado por la unidad de M y E)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Nivel Regional 1

		Nivel regional de agregación (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la instalación regional de agregación es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen regional; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación regional de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia 
del documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación regional de agregación.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la instalación regional de agregación

		1.1		El resultado agregado contenido en el informe de resumen preparado por la instalación regional de agregación (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (instalación regional de agregación) 
(es decir, relación de recuento a resultados informados)						-

		A) Copiar los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la instalación regional de agregación.

		Avisos al auditor sobre indicadores específicos:     Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras informadas por la instalación regional de agregación para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la instalación regional de agregación o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la instalación regional de agregación para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación regional de agregación debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo significa que el informe se pudo usar en el informe de resumen preparado por la instalación regional de agregación)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 1

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 1.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 1.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 1.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 1.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Nivel Intermedio 2

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Nivel Intermedio 3

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 3.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.



&A&RPage &P



Punto de Servicio 3.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 3.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 3.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Nivel Intermedio 4

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 4.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.



&A&RPage &P



Punto de Servicio 4.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 4.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 4.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Nivel Regional 2

		Nivel regional de agregación (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la instalación regional de agregación es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen regional; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación regional de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia 
del documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación regional de agregación.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la instalación regional de agregación

		1.1		El resultado agregado contenido en el informe de resumen preparado por la instalación regional de agregación (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (instalación regional de agregación) 
(es decir, relación de recuento a resultados informados)						-

		A) Copiar los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la instalación regional de agregación.

		Avisos al auditor sobre indicadores específicos:     Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras informadas por la instalación regional de agregación para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la instalación regional de agregación o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la instalación regional de agregación para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación regional de agregación debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo significa que el informe se pudo usar en el informe de resumen preparado por la instalación regional de agregación)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2.1

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)



&A&RPage &P



Punto de Servicio 2.1.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.



&A&RPage &P



Punto de Servicio 2.1.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.1.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.1.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.1.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Nivel Intermedio 2.2

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.2.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.2.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.2.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.2.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Nivel Intermedio 2.3

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.3.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.3.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.



&A&RPage &P



Punto de Servicio 2.3.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.3.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Nivel Intermedio 2.4

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.4.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.4.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.4.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.4.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas con paludismo no complicado o grave que reciben tratamiento antipalúdico (TCA/no TCA)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de tratamiento del paludismo y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:   Los documentos fuente podrían consistir en registros y/o expedientes de los pacientes..  Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		1.1		Describa el documento fuente para registrar la entrega del tratamiento antipalúdico. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del tratamiento antipalúdico y el registro de ella en el documento fuente?

		1.4		Si la entrega del tratamiento antipalúdico y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) fecha; (3) régimen de tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:    Problemas de calidad de los datos: (1) Un conteo doble podría suceder cuando la clínica ambulatoria refiere al paciente a la clínica hospitalaria; (2) las actividades de las clínicas móviles afiliadas con una instalación médica podrían no registrarse/informarse, lo que resulta en que se informe de menos; (3) la adherencia al tratamiento podría no tener lugar ya que el paciente tiene que comprar los medicamentos fuera de la instalación de salud y administrarlos en casa.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas registradas como beneficiarias del tratamiento antipalúdico durante el período del informe revisando los documentos fuente (p. ej., fichas de tratamiento).

		3.2		Copie la cantidad de personas informadas como beneficiarias del tratamiento antipalúdico por la instalación durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada podría efectuarse mediante una comparación de (1) las fichas de tratamiento de pacientes y el registro de tratamiento del paludismo; y (2) los registros de la farmacia y el registro de tratamiento del paludismo. El código del régimen despachado al paciente se ingresa en el registro de tratamiento del paludismo. Por lo tanto, revisando el registro de tratamiento del paludismo puede contarse la cantidad exacta de pacientes que reciben cada régimen en la instalación en un momento dado.

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de tratamiento del paludismo. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de tratamiento de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de tratamiento del paludismo con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de tratamiento del paludismo (o por lo menos 20 pacientes). ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento del paludismo?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros de tratamiento del paludismo (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de tratamiento de los pacientes con los registros de las farmacias. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de tratamiento de pacientes (o por lo menos 20 fichas). Identifique el régimen de medicamentos de tratamiento del paludismo que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos de tratamiento del paludismo fueron entregados al paciente.

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de tratamiento de los  pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación del registro de la farmacia con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) como beneficiarios del tratamiento del paludismo.  ¿Cuántos pacientes fueron seleccionados?

		4.8		Verificación de las fichas de tratamiento de los pacientes. ¿Cuántos registros de farmacias coinciden con el régimen de medicamentos de tratamiento del paludismo recetado en la ficha de tratamiento?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de los registros de la farmacia (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Otras verificaciones cruzadas (añada renglones según sea necesario):

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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TABLA DE RESUMEN_2NIA

		TABLA DE RESUMEN - Rastreo y verificación estadísticas sumarias

										Paso  1						Paso  2						Paso  3		Paso  4

		TABLA DE RESUMEN

Rastreo y verificación								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I								II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Conteos verificados en instalaciones auditadas		Conteos informados en instalaciones auditadas		Factores no ajustados de verificación de distritos e instalaciones		Conteo informado observado de todas las instalaciones en el "distrito"		Conteo informado por el "distrito" en la unidad de M y E (p. ej., a nivel nacional)		Factor de ajuste  Rdi/Rni		Factores ajustados de verificación de distritos		District         VF (Weight)		Weighted Regional Level Verification Factors		Region
VF Weight		Factor de verificación total		% de informes disponibles		%  de informes a tiempo		% de informes completos		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Límite inferior de IC 95%		Límite superior de IC 95%		number of districts		Degrees of freedom t-distribution

		Unidad de M y E																																																				df		P(2-tailed) = 0.025

		-		-						0.00		0.00		-										0.00				0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Instalaciones de nivel intermedio de agregación y puntos de entrega de servicios																																																				2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-				3.00		3.18

		1.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-																4.00		2.78

		1.1.1		-						0.00		0.00		-																																								5.00		2.57

		1.1.2		-						0.00		0.00		-

		1.1.3		-						0.00		0.00		-

		1.1.4		-						0.00		0.00		-

		1.1.5		-						0.00		0.00		-

		1.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.2.1		-						0.00		0.00		-

		1.2.2		-						0.00		0.00		-

		1.2.3		-						0.00		0.00		-

		1.2.4		-						0.00		0.00		-

		1.2.5		-						0.00		0.00		-

		1.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.3.1		-						0.00		0.00		-

		1.3.2		-						0.00		0.00		-

		1.3.3		-						0.00		0.00		-

		1.3.4		-						0.00		0.00		-

		1.3.5		-						0.00		0.00		-

		1.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.4.1		-						0.00		0.00		-

		1.4.2		-						0.00		0.00		-

		1.4.3		-						0.00		0.00		-

		1.4.4		-						0.00		0.00		-

		1.4.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-

		2.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.1.1		-						0.00		0.00		-

		2.1.2		-						0.00		0.00		-

		2.1.3		-						0.00		0.00		-

		2.1.4		-						0.00		0.00		-

		2.1.5		-						0.00		0.00		-

		2.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.2.1		-						0.00		0.00		-

		2.2.2		-						0.00		0.00		-

		2.2.3		-						0.00		0.00		-

		2.2.4		-						0.00		0.00		-

		2.2.5		-						0.00		0.00		-

		2.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.3.1		-						0.00		0.00		-

		2.3.2		-						0.00		0.00		-

		2.3.3		-						0.00		0.00		-

		2.3.4		-						0.00		0.00		-

		2.3.5		-						0.00		0.00		-

		2.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.4.1		-						0.00		0.00		-

		2.4.2		-						0.00		0.00		-

		2.4.3		-						0.00		0.00		-

		2.4.4		-						0.00		0.00		-

		2.4.5		-						0.00		0.00		-





TABLA DE RESUMEN

		TABLA DE RESUMEN - Rastreo y verificación estadísticas sumarias

										Paso  1						Paso  2						Paso  3		Paso  4

		TABLA DE RESUMEN

Rastreo y verificación								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Conteos verificados en instalaciones auditadas		Conteos informados en instalaciones auditadas		Factores no ajustados de verificación de distritos e instalaciones		Conteo informado observado de todas las instalaciones en el "distrito"		Conteo informado por el "distrito" en la unidad de M y E (p. ej., a nivel nacional)		Factor de ajuste  Rdi/Rni		Factores ajustados de verificación de distritos		VF (Weight)		Factor de verificación total		% de informes disponibles		%  de informes a tiempo		% de informes completos		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Límite inferior de IC 95%		Límite superior de IC 95%		number of districts		Degrees of freedom t-distribution

		Unidad de M y E																																																df		P(2-tailed) = 0.025

		-		-						0.00		0.00												0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Instalaciones de nivel intermedio de agregación y puntos de entrega de servicios																																																2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-																3.00		3.18

		1.1		-						0.00		0.00		-																																				4.00		2.78

		1.2		-						0.00		0.00		-																																				5.00		2.57

		1.3		-						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						0.00		0.00		-

		2.2		-						0.00		0.00		-

		2.3		-						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

				Resumen del punto de servicio						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-





RESUMEN DE ESTADÍSTICAS_0NIA

		Resumen de estadísticas de DQA (ningunos sitios de la agregación del intermedio)

																																																																																		% Disponible		%  a tiempo		% Completo

																																																																																-

																																																																																-

																																																																																-

																																																																																-

																																																																																-		-		-		-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-





RESUMEN DE ESTADÍSTICAS_0NIA

		0		0		0
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%  a tiempo
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Performance indicators

El por ciento

Resumen de la información de DQA



RESUMEN DE ESTADÍSTICAS_2NIA

		-
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		-

		-
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		-



Factores de verificación de sitios de DQA

0

0

0

0

0

0

0

0

0

0

0



RESUMEN DE ESTADÍSTICAS

		Resumen de estadísticas de DQA (dos niveles intermedios de la agregación)

																																																																																Accuracy		Availability		Timeliness		Completeness

																																																																												7		-		-		-		-		-

																																																																												6		-		-		-		-		-

																																																																												5		-		-		-		-		-

																																																																												4		-		-		-		-		-

																																																																												3		-		-		-		-		-

																																																																												2		-		-		-		-		-

																																																																												1		-		-		-		-		-





RESUMEN DE ESTADÍSTICAS

		0		0		0		0		0		0		0



-

-

-

-

-

-

-

Factores totales y ajustados de verificación 
de distritos de DQA



		0		0		0		0		0		0



-

-

-

-

-

-

-

%  de informes disponibles de DQA



		0		0		0		0		0		0



-

-

-

-

-

-

-

%  de informes a tiempo de DQA



		0		0		0		0		0		0



-

-

-

-

-

-

-

%  de informes completos de DQA



		Resumen de estadísticas de DQA

																																																																																				Accuracy		Availability		Timeliness		Completeness

																																																																																5		-		-		-		-		-

																																																																																4		-		-		-		-		-

																																																																																3		-		-		-		-		-

																																																																																2		-		-		-		-		-

																																																																																1		-		-		-		-		-





		0		0		0		0		0



-

-

-

-

-

Factores totales y ajustados de verificación de distritos de DQA



		0		0		0		0		0



-

-

-

-

-

%  de informes disponibles de DQA



		0		0		0		0		0



-

-

-

-

-

%  de informes a tiempo de DQA



		0		0		0		0		0



-

-

-

-

-

%  de informes completos de DQA





DQA Data Verification Templates/Spanish/012 DQA P2_Malaria_ITN_Sp_2009.xls
COMIENZO

																												0		0		0		0		0		0

																												1		1		1		1		1		1

																												2		2		2		2		2		2

																												3		3		3		3		0		3

		Herramienta de Evaluación de la Calidad de los Datos																										4		4		4		4				4

								Protocolo 2:  Verificación de los datos																				0		5		5		0				5

						- Cantidad de mosquiteros impregnados con insecticida distribuidos -																						0		6		6						0

						Cantidad de niveles intermedios de agregación																								0		7

						Cantidad de instalaciones intermedias de agregación de nivel 
más alto (p. ej., regionales)																										8

						Cantidad de instalaciones intermedias de agregación (IIA)																										9

						Cantidad de puntos de entrega de servicios (por IIA)																										10

						Reiniciar la encuesta																										11

		Versión 1: Mayo de 2008																														12

		Avisos importantes sobre el uso de esta plantilla electrónica:																														0

		1.  Para poder usar las herramientas de Control de la Calidad de los Datos, tendrá que asegurarse de que su nivel de 'seguridad de macros' (macro security) esté fijado en menos de 'alto' (high).  Abra la plantilla electrónica, navegue hasta el menú desplegable de 'Herramientas' (Tools), seleccione 'Macro' y luego 'Seguridad' (Security).  Seleccione 'medium' (mediana).  Cierre el programa Excel y vuelva a abrir el archivo.  Al volver a abrir el archivo, tendrá que seleccionar 'Enable Macros' (Permitir macros) para que el programa funcione según fue diseñado.

		2.  En la página titulada 'HEADER' (esta página), seleccione la cantidad de niveles intermedios de agregación (de la lista desplegable) en los que se informan los datos, desde el punto de entrega de servicios hasta el nivel nacional.  En la próxima lista desplegable, seleccione la cantidad de instalaciones intermedias de agregación (intermediate aggregation sites [IAS]) en las que se tomaron muestras.   Por lo general, las unidades de salud de distrito del Ministerio de Salud son las instalaciones intermedias de agregación.  Entonces, ingrese la cantidad de puntos de entrega de servicios (service delivery points [SDP]) en los que se tomaron muestras; p. ej., las unidades o instalaciones de salud que se reportan a cada instalación intermedia.  Si tiene una cantidad desigual de SDP por distrito, seleccione la cantidad que corresponda al número más alto de SDP en los que se tomaron muestras dentro de un distrito muestreado.  Si los SDP se reportan directamente al nivel nacional, seleccione '0' de la lista desplegable de IAS.  Seleccione entonces la cantidad de SDP dentro de la muestra.  Consulte la página de INSTRUCCIONES para obtener más detalles.

		3.  Ingrese los nombres de los centros de salud, o instalaciones, en la hoja denominada 'Information Page' (Página de información).  Esos nombres se propagarán automáticamente en los formularios correspondientes dentro de la plantilla electrónica y ayudarán a garantizar que la evaluación quede bien organizada y los datos sean de buena calidad.
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INSTRUCCIONES

		INSTRUCCIONES (Protocolo 2 - Verificación de los datos)

		Aviso:  El equipo de auditoría debe leer el documento titulado "Control de la calidad de los datos:  Pautas de implementación" además de estas instrucciones antes de administrar este protocolo.

		OBJETIVO

		El objetivo de este protocolo es (1) volver a contar y verificar la exactitud de los datos informados en instalaciones selectas; y  (2) revisar la puntualidad, totalidad y disponibilidad de los informes.

		CONTENIDO

		Este protocolo de verificación de los datos está relacionado con el indicador: Cantidad de mosquiteros impregnados con insecticida distribuidos.   Ya que pueden existir diferencias significativas entre los tipos de indicadores y los puntos de entrega de servicios - p. ej., instalaciones médicas (clínicas) e instalaciones basadas en la comunidad, el sistema de control de la calidad de los datos (Data Quality Audit [DQA]) incluye Protocolos específicos a los indicadores que contienen información específica y los problemas de calidad de los datos relacionados con el indicador (p. ej., el riesgo de conteo doble). Esta información se incorpora en los 5 pasos del protocolo, los cuales se desglosan a continuación. 

El protocolo comienza con una descripción de los servicios asociados con el indicador para orientar al equipo de auditoría sobre el servicio que se provee y, por lo tanto, qué se "cuenta" para medir dicho indicador.  Eso ayudará a guiar al equipo de auditoría a los documentos fuente relevantes, que pueden ser bastante distintos para cada indicador (p. ej., expedientes de los pacientes, informes de laboratorio, registros de capacitación, etc.).

La verificación de los datos ocurre en dos etapas:

(1) Verificaciones detalladas en los puntos de entrega de servicios (Service Delivery Points [SDPs]); y
(2) Verificaciones de seguimiento en los niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]) y en la unidad de monitoreo y evaluación (M y E) del programa/proyecto. 
  
Por lo general, los programas tendrán un sistema de presentación de informes en 3 niveles; en otras palabras, los datos pasarán de los puntos de entrega de servicios (Service Delivery Points [SDPs]),
a un nivel intermedio de agregación (es decir, una región o un distrito) y de ahí a la unidad central de M y E.

No obstante, en algunos países, los SDPs podrían reportarse directamente a la unidad central de M y E, sin pasar por 
niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]). En otros países, podría haber dos (o más) IALs en los que se agregan los datos; por ejemplo,
al nivel de Distrito y luego al nivel de Provincia antes de llegar a la unidad central de M y E. En esos casos (es decir, un sistema de presentación de informes de 2 ó 4 niveles
), el Protocolo de verificación de los datos tendrá que ser adaptado (según se explica a continuación).

		Cómo editar el contenido de la plantilla Excel
Las plantillas Excel deben modificarse con cuidado.  Para poder activar la adición o remoción selectiva de lengüetas para las distintas instalaciones y 
niveles, las plantillas han sido programadas en el lenguaje VBA (Visual Basic for Applications).  Las modificaciones hechas a las hojas de cálculo pueden alterar el lenguaje de
programación y hacer que la plantilla no funcione.  No obstante, es posible hacer ciertos cambios para que la plantilla sea más 
útil durante el proceso de DQA y para que describa mejor el sistema de información.  Por ejemplo, se pueden añadir verificaciones cruzadas e inspecciones al azar
a las hojas individuales, siempre y cuando se añadan al pie de la hoja de cálculo. No 'inserte' hileras ni columnas a
 mitad de página ya que eso podría alterar el cálculo de ciertos indicadores de desempeño.  Se pueden añadir otros elementos a las hojas 
si se hacen al pie de la hoja de cálculo.

Se pueden seleccionar hasta seis puntos de entrega de servicios dentro de cuatro instalaciones intermedias de agregación (es decir, 24 instalaciones), de manera que es poco probable que haya que añadir
puntos de servicios o instalaciones intermedias en la "Página de información".   Sencillamente seleccione la cantidad que desee de cada uno de las
listas desplegables en la página titulada "HEADER" (ENCABEZAMIENTO).  Esas selecciones pueden modificarse más adelante si es necesario.

Es aceptable cambiar el nombre de las lengüetas de la hojas de cálculo según sea necesario.

Las hojas de cálculo están protegidas para evitar hacer cambios no intencionales al contenido.  Para editar el contenido de las celdas, desbloquee la protección
de las hojas de cálculo seleccionando 'Protection' (Protección) del menú desplegable 'Tools' (Herramientas).  Seleccione entonces 'Unprotect' (Desbloqueo de protección).  No olvide volver a proteger la hoja de cálculo
después de hacer las modificaciones.

		INSTRUCCIONES DE USO DEL PROTOCOLO PARA LOS AUDITORES

		Puntos de entrega de servicios – 5 tipos de verificación de los datos 

La primera etapa de verificación de los datos tiene lugar en los puntos de entrega de servicios. Hay cinco tipos de pasos estándar de verificación de datos que pueden realizarse en ese nivel:

1 - Descripción:  Describir la conexión entre la entrega de los servicios/suministros y cómo se llenó el documento fuente que registra dicha entrega de servicios.

2 - Revisión de la documentación:  Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período de informe seleccionado.

3 - Rastreo y verificación:  Rastrear y verificar las cantidades informadas: (1) Volver a contar las cantidades informadas de los documentos fuente disponibles; (2) Comparar las cifras verificadas con la cantidad informada por la instalación; (3) Identificar los motivos de cualquier diferencia. 

4 - Verificaciones cruzadas:  Realizar "verificaciones cruzadas" de los totales de informes verificados con otras fuentes de datos (p. ej., expedientes de inventario, informes de laboratorio, registros, etc.).

5 - Inspecciones al azar:  Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo.

		Niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]) y la unidad central de M y E – 2 tipos de verificación de los datos

La segunda etapa de la verificación de los datos ocurre en los niveles intermedios de agregación (p. ej., Distritos, Regiones) y en la unidad de M y E del programa/proyecto. 

1 - Revisión de la documentación:  Revisar la disponibilidad, puntualidad y totalidad de todos los informes que se espera recibir de los puntos de entrega de servicios durante el período de informe seleccionado.

2 - Rastreo y verificación:   Rastrear y verificar las cantidades informadas: (1) Volver a agregar las cantidades informadas por los puntos de entrega de servicios; (2) Comparar los conteos verificados con las cantidades presentadas al siguiente nivel (p. ej., unidad central de M y E); (3) Identificar los motivos de cualquier diferencia.

		Instrucciones para un sistema de informes de "2 niveles" o "4 niveles":

Selección de los niveles y las instalaciones
Protocolo 2:  La plantilla Excel de verificación de datos fue diseñada para seguir la metodología de muestreo de DQA en relación con la selección de los niveles intermedios de agregación y los puntos de entrega de servicios.  En la lengüeta "HEADER" (ENCABEZAMIENTO), el equipo de auditoría puede seleccionar la cantidad de instalaciones intermedias de agregación y la cantidad de puntos de entrega de servicios que se reportan a cada instalación intermedia de agregación, según el acuerdo hecho con la organización que solicitó el DQA.  En caso de haber más, o menos, de un nivel intermedio en el flujo de datos del nivel de entrega de servicios hacia el nivel nacional, puede seleccionarse la cantidad necesaria de niveles e instalaciones por nivel.  Primero seleccione la cantidad de niveles intermedios de agregación (p. ej., región o distrito).  Si los datos pasan tanto por la región como por el distrito, seleccione dos niveles.  Si los datos sólo pasan por el distrito antes de ser enviados al nivel nacional, seleccione un nivel.  En algunos países, los datos se informan desde el punto de entrega de servicios directamente al nivel nacional.  En este caso, seleccione cero niveles intermedios.  

Luego seleccione la cantidad de instalaciones dentro de cada nivel intermedio.  El esquema de muestreo más probable requiere que se seleccionen al azar tres agrupaciones (instalaciones intermedias) 
y tres puntos de entrega de servicios dentro de cada agrupación.  En el caso de dos niveles intermedios, el esquema de muestreo consistirá con mayor probabilidad en dos agrupaciones regionales con dos
agrupaciones de distritos dentro de cada región.  Luego se seleccionarán dos puntos de entrega de servicios dentro de cada agrupación de distritos para obtener un total de ocho instalaciones de entrega de servicios.  Podría ser necesario modificar
este esquema de muestreo debido a las limitaciones de tiempo, distancia y recursos.  Todos los cambios de metodología deben hacerse por medio de un acuerdo con la 
organización que solicitó el DQA antes de realizar las visitas de campo.

		Instrucciones para llenar las columnas de la lista de verificación:

A la izquierda de cada hoja de cálculo aparece una lista de preguntas (columna B).  El equipo de auditoría debe leer cada pregunta (declaración) y completar las columnas C/D, E, F y G.  La columna C tiene un menú desplegable (en la esquina inferior derecha) que contiene las siguientes categorías de respuesta para cada pregunta: "Sí, completamente", "En parte", "No, nada" y "N/A".  La columna D debe usarse para ingresar cifras o porcentajes (que se usarán en los cálculos). La columna E es para comentarios del auditor y la columna F debe responderse con "sí" si el equipo de auditoría considera que la respuesta a una pregunta (declaración) presenta asuntos que son suficientemente importantes como para requerir un "Aviso de recomendación" al programa/proyecto.

		PRODUCTOS

		Los siguientes Resúmenes de estadísticas serán producidos basándose en todas las respuestas a las preguntas:

- Precisión de los datos informados mediante el cálculo de factores de verificación  generados a partir del ejercicio de recuento realizado en cada nivel del sistema de presentación de informes (es decir, comparación del porcentaje de las cantidades informadas para los indicadores seleccionados con las cifras verificadas; 

- Informes de disponibilidad, totalidad y puntualidad mediante porcentajes calculados en los niveles intermedios de agregación y la unidad de M y E.

		Interpretación del producto:

Los modelos matemáticos de la técnica modificada de muestreo por agrupación en dos etapas utilizada por el DQA han determinado que la exactitud de las estimaciones del factor de verificación de los datos de cobertura de inmunizaciones es demasiado baja para poder usarla de manera realista a nivel nacional.  En simulaciones, Woodard y otros (1) encontraron que tendrían que tomarse muestras en hasta 30 distritos para poder lograr una exactitud de alrededor de +/-10%.  Debido a la inversión de tiempo, personal y recursos financieros necesaria para visitar 30 distritos, es poco probable poder calcular un factor de verificación nacional preciso.  

No obstante, es posible obtener una idea de la calidad general de los datos de un programa/proyecto sin depender de un factor de verificación de estimaciones a nivel nacional.  Los aspectos cualitativos del DQA son adecuados para determinar los puntos fuertes y débiles de un sistema dado de presentación de informes.  Por ejemplo, si las definiciones de los indicadores no se entienden bien en la mayor parte de una muestra representativa de instalaciones, es muy probable que las definiciones de los indicadores tampoco se entiendan bien en los distritos en los que no se tomaron muestras.  El recuento de indicadores y su comparación con los valores informados en una muestra de instalaciones es similarmente adecuado para determinar, en un sentido general, si la calidad de los datos es buena, mediocre o mala aun sin el
 beneficio de una estimación precisa a nivel nacional.   La falta de informes o las grandes discrepancias entre los resultados del recuento y los resultados informados en varios
lugares son indicios de discrepancias similares en otros lugares.  

Por último, el factor de verificación a nivel nacional debe interpretarse con cautela.  Para fines del control de la calidad de los datos, debe usarse  
como indicio de la calidad de los datos (o falta de calidad de los mismos), en lugar de como medida exacta.   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA) (Estudio de diseño y simulación de un control de la calidad de los datos sobre inmunización)
  Ann Epidemiol  2007;17:628–633.





DESCRIPCIÓN DEL SERVICIO

		DESCRIPCIÓN DEL SERVICIO (Protocolo 2 - Verificación de los datos)

		Información de trasfondo sobre la distribución de mosquiteros impregnados con insecticida

Cuando se usan correcta y consistentemente, y cuando se vuelven a impregnar de manera regular, los mosquiteros impregnados con insecticida (insecticide-treated mosquito nets [ITN]) reducen la transmisión del paludismo y las muertes infantiles.  Cuán frecuentemente se necesita volver a impregnar los mosquiteros depende del tipo de insecticida químico que se use y puede ser tan frecuentemente como cada 2 meses. En la mayoría de los programas, los mosquiteros se vuelven a impregnar cada 6 meses. 

Los grupos objetivo de distribución de mosquiteros son mujeres embarazadas y niños menores de cinco años de edad. 

Las recomendaciones actuales de la OMS sobre distribución de mosquiteros es integrar su entrega en el programa de inmunización. Sería posible aplicar varios modelos de entrega de mosquiteros:

		Integración de mosquiteros impregnados con insecticida en los servicios de inmunización rutinarios:  Las inmunizaciones de rutina se proveen a través de clínicas de RAN y clínicas de salud maternoinfantil. Ambos lugares tienen como objetivo a las mujeres embarazadas y los niños - el mismo grupo objetivo de distribución de mosquiteros. La entrega de mosquiteros a través de las clínicas de RAN ha implicado dos maneras de proveer el subsidio de mosquiteros: (1) entregar un mosquitero impregnado con insecticida con subsidio (p. ej., producto directo) o (2) entregar un vale de descuento que puede intercambiarse por un mosquitero en un establecimiento comercial o de otra índole predeterminado. 

Por lo general, el Programa Nacional de Control del Paludismo compra y procura los mosquiteros, y los distribuye a los distritos y a las instalaciones de salud periféricas.

		Integración de los mosquiteros impregnados con insecticida en los servicios de salud infantil rutinarios ampliados: Aunque las instalaciones permanentes y de alcance tienen el potencial de dar alcance a niños menores de 1 año de edad mediante intervenciones de programas de inmunización ampliados (Expanded Inmunization Programs [EPI]) y de otra índole, el potencial es reducido para niños de 12 meses de edad y mayores. Las semanas o días de salud infantil representan intervenciones intensificadas de entrega y promoción de salud infantil a través de servicios rutinarios.  Las semanas de salud infantil (Child Health Weeks [CHW]) cubren todas las áreas del país, no sólo las de alcance. Las CHW y los días de salud infantil (Child Health Days [CHD]) no son campañas sino servicios rutinarios ampliados. Las CHW se usan más comúnmente para proveer tratamiento repetido que para distribuir mosquiteros.

Integración en campañas de vacunación: Las campañas de inmunización, como las realizadas para el sarampión, polio, toxoide tetánico y fiebre amarilla, pueden usarse como conductos de entrega de mosquiteros impregnados con insecticida.

		Al proveer mosquiteros a través de los servicios de inmunización o de salud infantil ampliados rutinarios, algunas políticas rigen la distribución a mujeres embarazadas, algunas a los encargados del cuidado de los niños y otras a los niños individualmente.  Cabe notar que los trabajadores de salud algunas veces imponen sus propios criterios sobre quién recibirá un mosquitero, o cuántos, a pesar de las directrices de política.  Esos sistemas de trabajo impuestos por el personal de salud por lo general se deben a la escasez de suministros o a las percepciones de escasez debido a demoras de reabastecimiento.

		Fuente:   WHO/Global Malaria Programme.  (OMS/Programa Mundial de Malaria) 2006 (Borrador).  A Framework of Strategic Options for the Integrated Delivery of Insecticide-treated Nets and Immunization (Un marco de referencia sobre las opciones estratégicas de entrega integrada de mosquiteros impregnados con insecticida e inmunización).  Preparado por Jayne Webster (TARGETS Consortium, London School of Hygiene and Tropical Medicine) y Jenny Hill (Child and Reproductive Health Group, Liverpool School of Tropical Medicine and Hygiene).   http://www.who.int/malaria/docs/Frameworkstrategicoptions.pdf.   Accedido el 17 de octubre de 2006.
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PÁGINA_INFORMACIÓN_2NIA

		INFORMACIÓN DE TRASFONDO PARA COMPLETAR EL PROTOCOLO DE DATOS DEL INDICADOR DE RASTREO Y VERIFICACIÓN

		Nombre de la organización que implementa el DQA

		País

		Área(s) del programa

		Indicador(es)

		Número(s) de la subvención

		Unidad de administración de M y E al nivel central

		Nombre de la instalación																Fecha de auditoría

		1-

		Instalaciones regionales de agregación

		Nombre de la instalación																Fecha de auditoría

		1

		2

		Instalaciones intermedias de agregación

		Nombre de la instalación																Fecha de auditoría

		1.1

		1.2

		1.3

		1.4

		2.1

		2.2

		2.3

		2.4

		Puntos de entrega de servicios

		Nombre de la instalación																Fecha de auditoría

		1.1.1

		1.1.2

		1.1.3

		1.1.4

		1.1.5

		1.2.1

		1.2.2

		1.2.3

		1.2.4

		1.2.5

		1.3.1

		1.3.2

		1.3.3

		1.3.4

		1.3.5

		1.4.1

		1.4.2

		1.4.3

		1.4.4

		1.4.5

		2.1.1

		2.1.2

		2.1.3

		2.1.4

		2.1.5

		2.2.1

		2.2.2

		2.2.3

		2.2.4

		2.2.5

		2.3.1

		2.3.2

		2.3.3

		2.3.4

		2.3.5

		2.4.1

		2.4.2

		2.4.3

		2.4.4

		2.4.5





PÁGINA_INFORMACIÓN

		INFORMACIÓN DE TRASFONDO PARA COMPLETAR EL PROTOCOLO DE DATOS DEL INDICADOR DE RASTREO Y VERIFICACIÓN

		Nombre de la organización que implementa el DQA

		País

		Área(s) del programa

		Indicador(es)

		Número(s) de la subvención

		Unidad de administración de M y E al nivel central

		Nombre de la instalación																Fecha de auditoría

		1-

		Instalaciones intermedias de agregación

		Nombre de la instalación																Fecha de auditoría

		1

		2

		3

		4

		Puntos de entrega de servicios

		Nombre de la instalación																Fecha de auditoría

		1.1

		1.2

		1.3

		1.4

		1.5

		2.1

		2.2

		2.3

		2.4

		2.5

		3.1

		3.2

		3.3

		3.4

		3.5

		4.1

		4.2

		4.3

		4.4

		4.5

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10





UNIDAD DE M y E_2NIA

		UNIDAD DE M y E (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la unidad de M y E es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen de M y E; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Unidad de M y E:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		0.  Sistema de toma de registros y producción de informes sobre la distribución de mosquiteros impregnados con insecticida

		0.1		Provea una descripción breve del tipo de programa de distribución de mosquiteros impregnados con insecticida (canal de entrega) para el cual se verifican los datos (p. ej., ¿se distribuyen los mosquiteros a través de clínicas de recuento absoluto de neutrófilos (RAN)? ¿A través de campañas de vacunación?  Etc.)

		0.2		Describa el sistema de toma de registros y producción de informes relacionado con este programa/canal de distribución de mosquiteros impregnados con insecticida (es decir, desde la toma de registro inicial de la distribución de mosquiteros a una persona, de ser posible, según los documentos fuente disponibles, hasta la producción del informe de las cantidades agregadas para la unidad de M y E). Describa cuándo tiene lugar el registro de la distribución, en qué formularios y por cuáles miembros del personal.

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la unidad de M y E.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la unidad de M y E

		1.1		El resultado agregado contenido en el informe de resumen preparado por la unidad de M y E (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (unidad de M y E)
(es decir, relación de recuento a resultados informados)						-

		A)  Copie los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la unidad de M y E

		Avisos al auditor sobre indicadores específicos:   Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras utilizadas por la unidad de M y E para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la unidad de M y E o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la Instalación de agregación regional auditada no 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la Instalación de agregación regional auditada no 2 ? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la unidad de M y E para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la unidad de M y E debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo signfica que el informe se pudo usar en el informe de resumen preparado por la unidad de M y E)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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UNIDAD DE M y E

		UNIDAD DE M y E (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la unidad de M y E es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen de M y E; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Unidad de M y E:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		0.  Sistema de toma de registros y producción de informes sobre la distribución de mosquiteros impregnados con insecticida

		0.1		Provea una descripción breve del tipo de programa de distribución de mosquiteros impregnados con insecticida (canal de entrega) para el cual se verifican los datos (p. ej., ¿se distribuyen los mosquiteros a través de clínicas de recuento absoluto de neutrófilos (RAN)? ¿A través de campañas de vacunación?  Etc.)

		0.2		Describa el sistema de toma de registros y producción de informes relacionado con este programa/canal de distribución de mosquiteros impregnados con insecticida (es decir, desde la toma de registro inicial de la distribución de mosquiteros a una persona, de ser posible, según los documentos fuente disponibles, hasta la producción del informe de las cantidades agregadas para la unidad de M y E). Describa cuándo tiene lugar el registro de la distribución, en qué formularios y por cuáles miembros del personal.

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la unidad de M y E.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la unidad de M y E

		1.1		El resultado agregado contenido en el informe de resumen preparado por la unidad de M y E (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (unidad de M y E)
(es decir, relación de recuento a resultados informados)						-

		A)  Copie los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la unidad de M y E

		Avisos al auditor sobre indicadores específicos:   Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras utilizadas por la unidad de M y E para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la unidad de M y E o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la unidad de M y E para esas instalaciones intermedias de agregación.

		1.5		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la unidad de M y E debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo signfica que el informe se pudo usar en el informe de resumen preparado por la unidad de M y E)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Nivel Regional 1

		Nivel regional de agregación (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la instalación regional de agregación es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen regional; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación regional de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia 
del documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación regional de agregación.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la instalación regional de agregación

		1.1		El resultado agregado contenido en el informe de resumen preparado por la instalación regional de agregación (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (instalación regional de agregación) 
(es decir, relación de recuento a resultados informados)						-

		A) Copiar los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la instalación regional de agregación.

		Avisos al auditor sobre indicadores específicos:     Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras informadas por la instalación regional de agregación para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la instalación regional de agregación o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la instalación regional de agregación para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación regional de agregación debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo significa que el informe se pudo usar en el informe de resumen preparado por la instalación regional de agregación)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)



&A&RPage &P



Nivel Intermedio 1

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.1

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.2

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.3

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)



&A&RPage &P



Punto de Servicio 1.4

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.5

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.5

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 3

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.1

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.2

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.3

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.4

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.5

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 4

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.1

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.2

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.3

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.4

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.5

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Regional 2

		Nivel regional de agregación (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la instalación regional de agregación es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen regional; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación regional de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia 
del documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación regional de agregación.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la instalación regional de agregación

		1.1		El resultado agregado contenido en el informe de resumen preparado por la instalación regional de agregación (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (instalación regional de agregación) 
(es decir, relación de recuento a resultados informados)						-

		A) Copiar los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la instalación regional de agregación.

		Avisos al auditor sobre indicadores específicos:     Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras informadas por la instalación regional de agregación para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la instalación regional de agregación o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la instalación regional de agregación para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación regional de agregación debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo significa que el informe se pudo usar en el informe de resumen preparado por la instalación regional de agregación)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2.1

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.1

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.2

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.3

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.4

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.5

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2.2

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.1

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.2

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.3

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.4

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.5

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)



&A&RPage &P



Nivel Intermedio 2.3

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.1

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.2

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.3

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.4

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.5

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2.4

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.1

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.2

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.3

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.4

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.5

		Aviso:   Podría ser necesario modificar este protocolo dependiendo del método de entrega de los mosquiteros impregnados con insecticida.  Por ejemplo, el conteo de los mosquiteros entregados podría realizarse mediante el conteo de vales de adquisición de mosquiteros canjeados.

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de mosquiteros impregnados con insecticida (MII) distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE MOSQUITEROS IMPREGNADOS CON INSECTICIDA – Describir la conexión entre la distribución de los mosquiteros y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  Los mosquiteros pueden ser distribuidos en varios lugares - p. ej., clínicas de atención prenatal, clínicas de cuidado materno infantil o instalaciones del programa ampliado de inmunizaciones, durante campañas de salud pública (es decir, las realizadas para polio y sarampión) y/o en tiendas especialmente designadas.  En cada situación, las mujeres (o los encargados de la tutela de los niños) pueden recibir el producto directamente o canjear un vale de descuento por un mosquitero impregnado con insecticida.  Si se realiza una observación, antes de realizarla, obtenga de las mujeres que reciben los mosquiteros el consentimiento con conocimiento de causa.  De manera alternativa, el equipo de auditoría podría pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de mosquiteros impregnados con insecticida.

		1.1		Describa el documento fuente para registrar la distribución de los mosquiteros (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de los mosquiteros y el registro de la entrega en el documento fuente?

		1.4		Si la distribución de mosquiteros y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser cupones, tarjetas de cuidado prenatal, registros del programa ampliado de inmunizaciones o los registros de distribución de las tiendas .  El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: (1) Los mosquiteros podrían ser financiados por varios socios, lo que tal vez resulte en que la distribución de mosquiteros se informe de más o de menos. (2) Debido al valor comercial de los mosquiteros y los subsidios que se aplican, el fraude es motivo de preocupación para los programas de distribución de mosquiteros impregnados con insecticida.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de mosquiteros impregnados con insecticida registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de mosquiteros informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de mosquiteros entregados a la instalación por la tienda central/regional/de distrito con la cantidad de mosquiteros recibidos y distribuidos por ésta, y (2) evaluando cuántos mosquiteros hay en existencia. (Aviso: Los mosquiteros impregnados con insecticida podrían ser financiados por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los mosquiteros impregnados con insecticida entregados a la instalación y los recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de mosquiteros entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los mosquiteros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los mosquiteros distribuidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.4		Ingrese la cantidad de mosquiteros impregnados con insecticida en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de mosquiteros recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de mosquiteros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de mosquiteros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los mosquiteros impregnados con insecticida en existencia y los distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo -

		Avisos al auditor sobre indicadores específicos:   Podrían realizarse visitas a una muestra de casas que recibieron mosquiteros impregnados con insecticida de la instalación auditada.

		5.1		¿Cuántas casas fueron visitadas?

		5.2		¿Cuántas de las casas visitadas durante la inspección al azar habían recibido mosquiteros impregnados con insecticida?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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TABLA DE RESUMEN_2NIA

		TABLA DE RESUMEN - Rastreo y verificación estadísticas sumarias

										Paso  1						Paso  2						Paso  3		Paso  4

		TABLA DE RESUMEN

Rastreo y verificación								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I								II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Conteos verificados en instalaciones auditadas		Conteos informados en instalaciones auditadas		Factores no ajustados de verificación de distritos e instalaciones		Conteo informado observado de todas las instalaciones en el "distrito"		Conteo informado por el "distrito" en la unidad de M y E (p. ej., a nivel nacional)		Factor de ajuste  Rdi/Rni		Factores ajustados de verificación de distritos		District         VF (Weight)		Weighted Regional Level Verification Factors		Region
VF Weight		Factor de verificación total		% de informes disponibles		%  de informes a tiempo		% de informes completos		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Límite inferior de IC 95%		Límite superior de IC 95%		number of districts		Degrees of freedom t-distribution

		Unidad de M y E																																																				df		P(2-tailed) = 0.025

		-		-						0.00		0.00		-										0.00				0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Instalaciones de nivel intermedio de agregación y puntos de entrega de servicios																																																				2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-				3.00		3.18

		1.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-																4.00		2.78

		1.1.1		-						0.00		0.00		-																																								5.00		2.57

		1.1.2		-						0.00		0.00		-

		1.1.3		-						0.00		0.00		-

		1.1.4		-						0.00		0.00		-

		1.1.5		-						0.00		0.00		-

		1.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.2.1		-						0.00		0.00		-

		1.2.2		-						0.00		0.00		-

		1.2.3		-						0.00		0.00		-

		1.2.4		-						0.00		0.00		-

		1.2.5		-						0.00		0.00		-

		1.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.3.1		-						0.00		0.00		-

		1.3.2		-						0.00		0.00		-

		1.3.3		-						0.00		0.00		-

		1.3.4		-						0.00		0.00		-

		1.3.5		-						0.00		0.00		-

		1.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.4.1		-						0.00		0.00		-

		1.4.2		-						0.00		0.00		-

		1.4.3		-						0.00		0.00		-

		1.4.4		-						0.00		0.00		-

		1.4.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-

		2.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.1.1		-						0.00		0.00		-

		2.1.2		-						0.00		0.00		-

		2.1.3		-						0.00		0.00		-

		2.1.4		-						0.00		0.00		-

		2.1.5		-						0.00		0.00		-

		2.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.2.1		-						0.00		0.00		-

		2.2.2		-						0.00		0.00		-

		2.2.3		-						0.00		0.00		-

		2.2.4		-						0.00		0.00		-

		2.2.5		-						0.00		0.00		-

		2.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.3.1		-						0.00		0.00		-

		2.3.2		-						0.00		0.00		-

		2.3.3		-						0.00		0.00		-

		2.3.4		-						0.00		0.00		-

		2.3.5		-						0.00		0.00		-

		2.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.4.1		-						0.00		0.00		-

		2.4.2		-						0.00		0.00		-

		2.4.3		-						0.00		0.00		-

		2.4.4		-						0.00		0.00		-

		2.4.5		-						0.00		0.00		-





TABLA DE RESUMEN

		TABLA DE RESUMEN - Rastreo y verificación estadísticas sumarias

										Paso  1						Paso  2						Paso  3		Paso  4

		TABLA DE RESUMEN

Rastreo y verificación								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Conteos verificados en instalaciones auditadas		Conteos informados en instalaciones auditadas		Factores no ajustados de verificación de distritos e instalaciones		Conteo informado observado de todas las instalaciones en el "distrito"		Conteo informado por el "distrito" en la unidad de M y E (p. ej., a nivel nacional)		Factor de ajuste  Rdi/Rni		Factores ajustados de verificación de distritos		VF (Weight)		Factor de verificación total		% de informes disponibles		%  de informes a tiempo		% de informes completos		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Límite inferior de IC 95%		Límite superior de IC 95%		number of districts		Degrees of freedom t-distribution

		Unidad de M y E																																																df		P(2-tailed) = 0.025

		-		-						0.00		0.00												0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Instalaciones de nivel intermedio de agregación y puntos de entrega de servicios																																																2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-																3.00		3.18

		1.1		-						0.00		0.00		-																																				4.00		2.78

		1.2		-						0.00		0.00		-																																				5.00		2.57

		1.3		-						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						0.00		0.00		-

		2.2		-						0.00		0.00		-

		2.3		-						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

				Resumen del punto de servicio						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-





RESUMEN DE ESTADÍSTICAS_0NIA

		Resumen de estadísticas de DQA (ningunos sitios de la agregación del intermedio)

																																																																																		% Disponible		%  a tiempo		% Completo

																																																																																-

																																																																																-

																																																																																-

																																																																																-

																																																																																-		-		-		-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-





RESUMEN DE ESTADÍSTICAS_0NIA

		0		0		0
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Resumen de la información de DQA



RESUMEN DE ESTADÍSTICAS_2NIA
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Factores de verificación de sitios de DQA

0

0

0

0

0

0

0

0

0
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0



RESUMEN DE ESTADÍSTICAS

		Resumen de estadísticas de DQA (dos niveles intermedios de la agregación)

																																																																																Accuracy		Availability		Timeliness		Completeness

																																																																												7		-		-		-		-		-

																																																																												6		-		-		-		-		-

																																																																												5		-		-		-		-		-

																																																																												4		-		-		-		-		-

																																																																												3		-		-		-		-		-

																																																																												2		-		-		-		-		-

																																																																												1		-		-		-		-		-





RESUMEN DE ESTADÍSTICAS

		0		0		0		0		0		0		0



-

-

-

-

-

-
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Factores totales y ajustados de verificación 
de distritos de DQA



		0		0		0		0		0		0



-

-

-

-

-

-

-

%  de informes disponibles de DQA



		0		0		0		0		0		0



-

-

-

-

-

-

-

%  de informes a tiempo de DQA



		0		0		0		0		0		0



-

-

-

-

-

-

-

%  de informes completos de DQA



		Resumen de estadísticas de DQA

																																																																																				Accuracy		Availability		Timeliness		Completeness

																																																																																5		-		-		-		-		-

																																																																																4		-		-		-		-		-

																																																																																3		-		-		-		-		-

																																																																																2		-		-		-		-		-

																																																																																1		-		-		-		-		-





		0		0		0		0		0



-

-

-

-

-

Factores totales y ajustados de verificación de distritos de DQA



		0		0		0		0		0



-

-

-

-

-

%  de informes disponibles de DQA



		0		0		0		0		0



-

-

-

-

-

%  de informes a tiempo de DQA



		0		0		0		0		0



-

-

-

-

-

%  de informes completos de DQA





DQA Data Verification Templates/Spanish/013 DQA P2_Malaria_IRS_Sp_2009.xls
COMIENZO

																												0		0		0		0		0		0

																												1		1		1		1		1		1

																												2		2		2		2		2		2

																												3		3		3		3		0		3

		Herramienta de Evaluación de la Calidad de los Datos																										4		4		4		4				4

								Protocolo 2:  Verificación de los datos																				0		5		5		0				5

						- Fumigación residual de interiores (FRI) -																						0		6		6						0

						Cantidad de niveles intermedios de agregación																								0		7

						Cantidad de instalaciones intermedias de agregación de nivel 
más alto (p. ej., regionales)																										8

						Cantidad de instalaciones intermedias de agregación (IIA)																										9

						Cantidad de puntos de entrega de servicios (por IIA)																										10

						Reiniciar la encuesta																										11

		Versión 1: Mayo de 2008																														12

		Avisos importantes sobre el uso de esta plantilla electrónica:																														0

		1.  Para poder usar las herramientas de Control de la Calidad de los Datos, tendrá que asegurarse de que su nivel de 'seguridad de macros' (macro security) esté fijado en menos de 'alto' (high).  Abra la plantilla electrónica, navegue hasta el menú desplegable de 'Herramientas' (Tools), seleccione 'Macro' y luego 'Seguridad' (Security).  Seleccione 'medium' (mediana).  Cierre el programa Excel y vuelva a abrir el archivo.  Al volver a abrir el archivo, tendrá que seleccionar 'Enable Macros' (Permitir macros) para que el programa funcione según fue diseñado.

		2.  En la página titulada 'HEADER' (esta página), seleccione la cantidad de niveles intermedios de agregación (de la lista desplegable) en los que se informan los datos, desde el punto de entrega de servicios hasta el nivel nacional.  En la próxima lista desplegable, seleccione la cantidad de instalaciones intermedias de agregación (intermediate aggregation sites [IAS]) en las que se tomaron muestras.   Por lo general, las unidades de salud de distrito del Ministerio de Salud son las instalaciones intermedias de agregación.  Entonces, ingrese la cantidad de puntos de entrega de servicios (service delivery points [SDP]) en los que se tomaron muestras; p. ej., las unidades o instalaciones de salud que se reportan a cada instalación intermedia.  Si tiene una cantidad desigual de SDP por distrito, seleccione la cantidad que corresponda al número más alto de SDP en los que se tomaron muestras dentro de un distrito muestreado.  Si los SDP se reportan directamente al nivel nacional, seleccione '0' de la lista desplegable de IAS.  Seleccione entonces la cantidad de SDP dentro de la muestra.  Consulte la página de INSTRUCCIONES para obtener más detalles.

		3.  Ingrese los nombres de los centros de salud, o instalaciones, en la hoja denominada 'Information Page' (Página de información).  Esos nombres se propagarán automáticamente en los formularios correspondientes dentro de la plantilla electrónica y ayudarán a garantizar que la evaluación quede bien organizada y los datos sean de buena calidad.
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INSTRUCCIONES

		INSTRUCCIONES (Protocolo 2 - Verificación de los datos)

		Aviso:  El equipo de auditoría debe leer el documento titulado "Control de la calidad de los datos:  Pautas de implementación" además de estas instrucciones antes de administrar este protocolo.

		OBJETIVO

		El objetivo de este protocolo es (1) volver a contar y verificar la exactitud de los datos informados en instalaciones selectas; y  (2) revisar la puntualidad, totalidad y disponibilidad de los informes.

		CONTENIDO

		Este protocolo de verificación de los datos está relacionado con el indicador: Fumigación residual de interiores (FRI).  Ya que pueden existir diferencias significativas entre los tipos de indicadores y los puntos de entrega de servicios - p. ej., instalaciones médicas (clínicas) e instalaciones basadas en la comunidad, el sistema de control de la calidad de los datos (Data Quality Audit [DQA]) incluye Protocolos específicos a los indicadores que contienen información específica y los problemas de calidad de los datos relacionados con el indicador (p. ej., el riesgo de conteo doble). Esta información se incorpora en los 5 pasos del protocolo, los cuales se desglosan a continuación. 

El protocolo comienza con una descripción de los servicios asociados con el indicador para orientar al equipo de auditoría sobre el servicio que se provee y, por lo tanto, qué se "cuenta" para medir dicho indicador.  Eso ayudará a guiar al equipo de auditoría a los documentos fuente relevantes, que pueden ser bastante distintos para cada indicador (p. ej., expedientes de los pacientes, informes de laboratorio, registros de capacitación, etc.).

La verificación de los datos ocurre en dos etapas:

(1) Verificaciones detalladas en los puntos de entrega de servicios (Service Delivery Points [SDPs]); y
(2) Verificaciones de seguimiento en los niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]) y en la unidad de monitoreo y evaluación (M y E) del programa/proyecto. 
  
Por lo general, los programas tendrán un sistema de presentación de informes en 3 niveles; en otras palabras, los datos pasarán de los puntos de entrega de servicios (Service Delivery Points [SDPs]),
a un nivel intermedio de agregación (es decir, una región o un distrito) y de ahí a la unidad central de M y E.

No obstante, en algunos países, los SDPs podrían reportarse directamente a la unidad central de M y E, sin pasar por 
niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]). En otros países, podría haber dos (o más) IALs en los que se agregan los datos; por ejemplo,
al nivel de Distrito y luego al nivel de Provincia antes de llegar a la unidad central de M y E. En esos casos (es decir, un sistema de presentación de informes de 2 ó 4 niveles
), el Protocolo de verificación de los datos tendrá que ser adaptado (según se explica a continuación).

		Cómo editar el contenido de la plantilla Excel
Las plantillas Excel deben modificarse con cuidado.  Para poder activar la adición o remoción selectiva de lengüetas para las distintas instalaciones y 
niveles, las plantillas han sido programadas en el lenguaje VBA (Visual Basic for Applications).  Las modificaciones hechas a las hojas de cálculo pueden alterar el lenguaje de
programación y hacer que la plantilla no funcione.  No obstante, es posible hacer ciertos cambios para que la plantilla sea más 
útil durante el proceso de DQA y para que describa mejor el sistema de información.  Por ejemplo, se pueden añadir verificaciones cruzadas e inspecciones al azar
a las hojas individuales, siempre y cuando se añadan al pie de la hoja de cálculo. No 'inserte' hileras ni columnas a
 mitad de página ya que eso podría alterar el cálculo de ciertos indicadores de desempeño.  Se pueden añadir otros elementos a las hojas 
si se hacen al pie de la hoja de cálculo.

Se pueden seleccionar hasta seis puntos de entrega de servicios dentro de cuatro instalaciones intermedias de agregación (es decir, 24 instalaciones), de manera que es poco probable que haya que añadir
puntos de servicios o instalaciones intermedias en la "Página de información".   Sencillamente seleccione la cantidad que desee de cada uno de las
listas desplegables en la página titulada "HEADER" (ENCABEZAMIENTO).  Esas selecciones pueden modificarse más adelante si es necesario.

Es aceptable cambiar el nombre de las lengüetas de la hojas de cálculo según sea necesario.

Las hojas de cálculo están protegidas para evitar hacer cambios no intencionales al contenido.  Para editar el contenido de las celdas, desbloquee la protección
de las hojas de cálculo seleccionando 'Protection' (Protección) del menú desplegable 'Tools' (Herramientas).  Seleccione entonces 'Unprotect' (Desbloqueo de protección).  No olvide volver a proteger la hoja de cálculo
después de hacer las modificaciones.

		INSTRUCCIONES DE USO DEL PROTOCOLO PARA LOS AUDITORES

		Puntos de entrega de servicios – 5 tipos de verificación de los datos 

La primera etapa de verificación de los datos tiene lugar en los puntos de entrega de servicios. Hay cinco tipos de pasos estándar de verificación de datos que pueden realizarse en ese nivel:

1 - Descripción:  Describir la conexión entre la entrega de los servicios/suministros y cómo se llenó el documento fuente que registra dicha entrega de servicios.

2 - Revisión de la documentación:  Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período de informe seleccionado.

3 - Rastreo y verificación:  Rastrear y verificar las cantidades informadas: (1) Volver a contar las cantidades informadas de los documentos fuente disponibles; (2) Comparar las cifras verificadas con la cantidad informada por la instalación; (3) Identificar los motivos de cualquier diferencia. 

4 - Verificaciones cruzadas:  Realizar "verificaciones cruzadas" de los totales de informes verificados con otras fuentes de datos (p. ej., expedientes de inventario, informes de laboratorio, registros, etc.).

5 - Inspecciones al azar:  Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo.

		Niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]) y la unidad central de M y E – 2 tipos de verificación de los datos

La segunda etapa de la verificación de los datos ocurre en los niveles intermedios de agregación (p. ej., Distritos, Regiones) y en la unidad de M y E del programa/proyecto. 

1 - Revisión de la documentación:  Revisar la disponibilidad, puntualidad y totalidad de todos los informes que se espera recibir de los puntos de entrega de servicios durante el período de informe seleccionado.

2 - Rastreo y verificación:   Rastrear y verificar las cantidades informadas: (1) Volver a agregar las cantidades informadas por los puntos de entrega de servicios; (2) Comparar los conteos verificados con las cantidades presentadas al siguiente nivel (p. ej., unidad central de M y E); (3) Identificar los motivos de cualquier diferencia.

		Instrucciones para un sistema de informes de "2 niveles" o "4 niveles":

Selección de los niveles y las instalaciones
Protocolo 2:  La plantilla Excel de verificación de datos fue diseñada para seguir la metodología de muestreo de DQA en relación con la selección de los niveles intermedios de agregación y los puntos de entrega de servicios.  En la lengüeta "HEADER" (ENCABEZAMIENTO), el equipo de auditoría puede seleccionar la cantidad de instalaciones intermedias de agregación y la cantidad de puntos de entrega de servicios que se reportan a cada instalación intermedia de agregación, según el acuerdo hecho con la organización que solicitó el DQA.  En caso de haber más, o menos, de un nivel intermedio en el flujo de datos del nivel de entrega de servicios hacia el nivel nacional, puede seleccionarse la cantidad necesaria de niveles e instalaciones por nivel.  Primero seleccione la cantidad de niveles intermedios de agregación (p. ej., región o distrito).  Si los datos pasan tanto por la región como por el distrito, seleccione dos niveles.  Si los datos sólo pasan por el distrito antes de ser enviados al nivel nacional, seleccione un nivel.  En algunos países, los datos se informan desde el punto de entrega de servicios directamente al nivel nacional.  En este caso, seleccione cero niveles intermedios.  

Luego seleccione la cantidad de instalaciones dentro de cada nivel intermedio.  El esquema de muestreo más probable requiere que se seleccionen al azar tres agrupaciones (instalaciones intermedias) 
y tres puntos de entrega de servicios dentro de cada agrupación.  En el caso de dos niveles intermedios, el esquema de muestreo consistirá con mayor probabilidad en dos agrupaciones regionales con dos
agrupaciones de distritos dentro de cada región.  Luego se seleccionarán dos puntos de entrega de servicios dentro de cada agrupación de distritos para obtener un total de ocho instalaciones de entrega de servicios.  Podría ser necesario modificar
este esquema de muestreo debido a las limitaciones de tiempo, distancia y recursos.  Todos los cambios de metodología deben hacerse por medio de un acuerdo con la 
organización que solicitó el DQA antes de realizar las visitas de campo.

		Instrucciones para llenar las columnas de la lista de verificación:

A la izquierda de cada hoja de cálculo aparece una lista de preguntas (columna B).  El equipo de auditoría debe leer cada pregunta (declaración) y completar las columnas C/D, E, F y G.  La columna C tiene un menú desplegable (en la esquina inferior derecha) que contiene las siguientes categorías de respuesta para cada pregunta: "Sí, completamente", "En parte", "No, nada" y "N/A".  La columna D debe usarse para ingresar cifras o porcentajes (que se usarán en los cálculos). La columna E es para comentarios del auditor y la columna F debe responderse con "sí" si el equipo de auditoría considera que la respuesta a una pregunta (declaración) presenta asuntos que son suficientemente importantes como para requerir un "Aviso de recomendación" al programa/proyecto.

		PRODUCTOS

		Los siguientes Resúmenes de estadísticas serán producidos basándose en todas las respuestas a las preguntas:

- Precisión de los datos informados mediante el cálculo de factores de verificación  generados a partir del ejercicio de recuento realizado en cada nivel del sistema de presentación de informes (es decir, comparación del porcentaje de las cantidades informadas para los indicadores seleccionados con las cifras verificadas; 

- Informes de disponibilidad, totalidad y puntualidad mediante porcentajes calculados en los niveles intermedios de agregación y la unidad de M y E.

		Interpretación del producto:

Los modelos matemáticos de la técnica modificada de muestreo por agrupación en dos etapas utilizada por el DQA han determinado que la exactitud de las estimaciones del factor de verificación de los datos de cobertura de inmunizaciones es demasiado baja para poder usarla de manera realista a nivel nacional.  En simulaciones, Woodard y otros (1) encontraron que tendrían que tomarse muestras en hasta 30 distritos para poder lograr una exactitud de alrededor de +/-10%.  Debido a la inversión de tiempo, personal y recursos financieros necesaria para visitar 30 distritos, es poco probable poder calcular un factor de verificación nacional preciso.  

No obstante, es posible obtener una idea de la calidad general de los datos de un programa/proyecto sin depender de un factor de verificación de estimaciones a nivel nacional.  Los aspectos cualitativos del DQA son adecuados para determinar los puntos fuertes y débiles de un sistema dado de presentación de informes.  Por ejemplo, si las definiciones de los indicadores no se entienden bien en la mayor parte de una muestra representativa de instalaciones, es muy probable que las definiciones de los indicadores tampoco se entiendan bien en los distritos en los que no se tomaron muestras.  El recuento de indicadores y su comparación con los valores informados en una muestra de instalaciones es similarmente adecuado para determinar, en un sentido general, si la calidad de los datos es buena, mediocre o mala aun sin el
 beneficio de una estimación precisa a nivel nacional.   La falta de informes o las grandes discrepancias entre los resultados del recuento y los resultados informados en varios
lugares son indicios de discrepancias similares en otros lugares.  

Por último, el factor de verificación a nivel nacional debe interpretarse con cautela.  Para fines del control de la calidad de los datos, debe usarse  
como indicio de la calidad de los datos (o falta de calidad de los mismos), en lugar de como medida exacta.   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA) (Estudio de diseño y simulación de un control de la calidad de los datos sobre inmunización)
  Ann Epidemiol  2007;17:628–633.





DESCRIPCIÓN DEL SERVICIO

		DESCRIPCIÓN DEL SERVICIO (Protocolo 2 - Verificación de los datos)

		Información de trasfondo sobre la fumigación residual de interiores

La fumigación residual de interiores (FRI) implica cubrir las paredes y otras superficies de una casa con un insecticida residual. Por varios meses, el insecticida matará los mosquitos y otros insectos que entren en contacto con esas superficies.  Para que sea eficaz, la FRI debe aplicarse en una proporción muy alta de las viviendas de un área (normalmente >70%) y hacerse antes de la llegada de la temporada pico de transmisión del paludismo.

Para garantizar la seguridad de las personas durante la temporada de transmisión, el insecticida elegido idealmente debería tener un efecto residual que dure tanto como la temporada de transmisión, más el período de operación necesario para fumigar el área completa.

		La fumigación debe repetirse a intervalos regulares cuya duración dependerá del insecticida utilizado y la duración del período de transmisión. Cada fumigación de todas las casas correspondientes en un área durante un período se llama una "ronda de fumigación". La repetición de las operaciones de fumigación a intervalos regulares se denomina el "ciclo de fumigación". Un país podría proteger un área durante la temporada de transmisión con una sola ronda de fumigación, mientras que otra podría necesitar dos o más rondas. La ronda entera debe completarse antes de que comience la temporada de transmisión, pero el efecto residual en las primeras casas fumigadas no debe desvanecerse antes de que termine la temporada.

		Si hay una alta tasa de construcción nueva o renovación de las superficies fumigadas (como reenlucido o reempajado), habrá necesidad de volver a fumigar esas viviendas.  

Para lograr una calidad de fumigado aceptable se requiere un apoyo logístico eficaz, fumigadores bien capacitados y bien equipados, especialmente en situaciones en las que los insecticidas requieren el uso de equipo de protección. La necesidad de cubrir todas las casas en el área implica tener un conocimiento completo de la geografía de esa área y motivación suficiente por parte de los fumigadores para cubrir las casas apartadas del centro y las poblaciones aisladas.

		En el pasado, la fumigación era desempeñada por equipos organizados centralmente bajo estricta disciplina y supervisión. Antes de comenzar la fumigación, se realizaba un reconocimiento geográfico detallado para trazar un mapa de la ubicación de cada casa. Los equipos de fumigación seguían programas planificados por adelantado y la logística era garantizada por una organización vertical. En la mayoría de los países ha sido difícil mantener una disciplina tan estricta.  

Hoy en día, muchos países están descentralizando sus servicios sanitarios. En el caso de la fumigación en interiores, esas políticas están conduciendo a mayor demanda de participación de la comunidad. A menudo eso incluye el reclutamiento y la capacitación de fumigadores locales quienes operan bajo la supervisión de las autoridades locales, bajo la dirección general de equipos supervisores a nivel de distrito y/o central.

		Fuentes:   OMS.  2002.  Manual for Indoor Residual Spraying, Application of Residual Sprays for Vector Control (Manual de fumigación residual en interiores, aplicación de insecticidas residuales para el control de vectores).  Ginebra:  OMS. Pág. 35-49.

http://www.cdc.gov/malaria/control_prevention/vector_control.htm.  Accedido el 17 de octubre de 2006.
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PÁGINA_INFORMACIÓN_2NIA

		INFORMACIÓN DE TRASFONDO PARA COMPLETAR EL PROTOCOLO DE DATOS DEL INDICADOR DE RASTREO Y VERIFICACIÓN

		Nombre de la organización que implementa el DQA

		País

		Área(s) del programa

		Indicador(es)

		Número(s) de la subvención

		Unidad de administración de M y E al nivel central

		Nombre de la instalación																Fecha de auditoría

		1-

		Instalaciones regionales de agregación

		Nombre de la instalación																Fecha de auditoría

		1

		2

		Instalaciones intermedias de agregación

		Nombre de la instalación																Fecha de auditoría

		1.1

		1.2

		1.3

		1.4

		2.1

		2.2

		2.3

		2.4

		Puntos de entrega de servicios

		Nombre de la instalación																Fecha de auditoría

		1.1.1

		1.1.2

		1.1.3

		1.1.4

		1.1.5

		1.2.1

		1.2.2

		1.2.3

		1.2.4

		1.2.5

		1.3.1

		1.3.2

		1.3.3

		1.3.4

		1.3.5

		1.4.1

		1.4.2

		1.4.3

		1.4.4

		1.4.5

		2.1.1

		2.1.2

		2.1.3

		2.1.4

		2.1.5

		2.2.1

		2.2.2

		2.2.3

		2.2.4

		2.2.5

		2.3.1

		2.3.2

		2.3.3

		2.3.4

		2.3.5

		2.4.1

		2.4.2

		2.4.3

		2.4.4

		2.4.5





PÁGINA_INFORMACIÓN

		INFORMACIÓN DE TRASFONDO PARA COMPLETAR EL PROTOCOLO DE DATOS DEL INDICADOR DE RASTREO Y VERIFICACIÓN

		Nombre de la organización que implementa el DQA

		País

		Área(s) del programa

		Indicador(es)

		Número(s) de la subvención

		Unidad de administración de M y E al nivel central

		Nombre de la instalación																Fecha de auditoría

		1-

		Instalaciones intermedias de agregación

		Nombre de la instalación																Fecha de auditoría

		1

		2

		3

		4

		Puntos de entrega de servicios

		Nombre de la instalación																Fecha de auditoría

		1.1

		1.2

		1.3

		1.4

		1.5

		2.1

		2.2

		2.3

		2.4

		2.5

		3.1

		3.2

		3.3

		3.4

		3.5

		4.1

		4.2

		4.3

		4.4

		4.5

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10





UNIDAD DE M y E_2NIA

		UNIDAD DE M y E (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la unidad de M y E es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen de M y E; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Unidad de M y E:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		0.  Sistema de toma de registros y producción de informes sobre fumigación residual de interiores

		0		Describa el sistema de toma de registros y producción de informes relacionado con la fumigación residual de interiores (es decir, desde la toma de registro inicial de la entrega del servicio en los documentos fuente hasta la producción del informe de las cantidades agregadas para la unidad de M y E). Describa cuándo tiene lugar la toma de registro del servicio, en qué formularios y por cuáles miembros del personal.

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la unidad de M y E.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la unidad de M y E

		1.1		El resultado agregado contenido en el informe de resumen preparado por la unidad de M y E (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (unidad de M y E)
(es decir, relación de recuento a resultados informados)						-

		A)  Copie los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la unidad de M y E

		Avisos al auditor sobre indicadores específicos:   Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras utilizadas por la unidad de M y E para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la unidad de M y E o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la Instalación de agregación regional auditada no 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la Instalación de agregación regional auditada no 2 ? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la unidad de M y E para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la unidad de M y E debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo signfica que el informe se pudo usar en el informe de resumen preparado por la unidad de M y E)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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UNIDAD DE M y E

		UNIDAD DE M y E (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la unidad de M y E es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen de M y E; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Unidad de M y E:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		0.  Sistema de toma de registros y producción de informes sobre fumigación residual de interiores

		0		Describa el sistema de toma de registros y producción de informes relacionado con la fumigación residual de interiores (es decir, desde la toma de registro inicial de la entrega del servicio en los documentos fuente hasta la producción del informe de las cantidades agregadas para la unidad de M y E). Describa cuándo tiene lugar la toma de registro del servicio, en qué formularios y por cuáles miembros del personal.

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la unidad de M y E.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la unidad de M y E

		1.1		El resultado agregado contenido en el informe de resumen preparado por la unidad de M y E (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (unidad de M y E)
(es decir, relación de recuento a resultados informados)						-

		A)  Copie los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la unidad de M y E

		Avisos al auditor sobre indicadores específicos:   Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras utilizadas por la unidad de M y E para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la unidad de M y E o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la unidad de M y E para esas instalaciones intermedias de agregación.

		1.5		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la unidad de M y E debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo signfica que el informe se pudo usar en el informe de resumen preparado por la unidad de M y E)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Nivel Regional 1

		Nivel regional de agregación (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la instalación regional de agregación es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen regional; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación regional de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia 
del documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación regional de agregación.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la instalación regional de agregación

		1.1		El resultado agregado contenido en el informe de resumen preparado por la instalación regional de agregación (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (instalación regional de agregación) 
(es decir, relación de recuento a resultados informados)						-

		A) Copiar los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la instalación regional de agregación.

		Avisos al auditor sobre indicadores específicos:     Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras informadas por la instalación regional de agregación para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la instalación regional de agregación o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la instalación regional de agregación para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación regional de agregación debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo significa que el informe se pudo usar en el informe de resumen preparado por la instalación regional de agregación)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 1

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)



&A&RPage &P



Punto de Servicio 1.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 3

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 4

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Regional 2

		Nivel regional de agregación (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la instalación regional de agregación es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen regional; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación regional de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia 
del documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación regional de agregación.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la instalación regional de agregación

		1.1		El resultado agregado contenido en el informe de resumen preparado por la instalación regional de agregación (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (instalación regional de agregación) 
(es decir, relación de recuento a resultados informados)						-

		A) Copiar los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la instalación regional de agregación.

		Avisos al auditor sobre indicadores específicos:     Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras informadas por la instalación regional de agregación para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la instalación regional de agregación o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la instalación regional de agregación para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación regional de agregación debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo significa que el informe se pudo usar en el informe de resumen preparado por la instalación regional de agregación)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)



&A&RPage &P



Nivel Intermedio 2.1

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)



&A&RPage &P



Punto de Servicio 2.1.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)



&A&RPage &P



Punto de Servicio 2.1.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2.2

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2.3

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2.4

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Fumigación residual de interiores (FRI)

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la aplicación de FRI y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos:  El documento fuente deberá ser el informe diario del equipo de fumigación.

		1.1		Describa el documento fuente para registrar la FRI. (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?)  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.4		¿Existe algún indicio de que suceden retrasos entre la aplicación de FRI y el registro de ella en el documento fuente?

		1.5		Si la aplicación de FRI y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador de la instalación si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Seleccione por lo menos una comunidad que haya recibido una aplicación de FRI recientemente y revise los documentos fuente completados durante el período del informe (o durante la última/actual ronda de fumigación). ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha; (2) lugar preciso; (3) material utilizado para fumigar.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble).

		Avisos al auditor sobre indicadores específicos:  Problemas de calidad de los datos: El conteo doble supone un riesgo bajo, ya que los residentes de la vivienda deberán estar presentes durante la operación de fumigación después de sacar los muebles y otros objetos de las habitaciones. No obstante, los fumigadores no podrían tener suficiente motivación para fumigar todas las casas o habitaciones, en particular las ubicadas en áreas de acceso difícil.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al auditor sobre indicadores específicos: El tipo de informe que puede utilizarse para verificar las cifras dependerá de la fecha en que se programe la revisión de auditoría. Una revisión de auditoría que ocurra al comienzo de las operaciones de fumigación podría encontrar sólo informes diarios y semanales. Una que tenga lugar a mediados de las operaciones podría encontrar informes mensuales y al final de la operación encontraría informes de finalización de nivel local, por sector y finalización de la fumigación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casas registradas como fumigadas por FRI durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de casas informadas como fumigadas por FRI durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Las verificaciones cruzadas pueden realizarse comparando la cantidad esperada de bolsas (o recipientes de insecticida vacíos) utilizadas con la cantidad real de bolsas utilizadas.

		VERIFICACIÓN CRUZADA 1: Cantidad esperada vs. cantidad real de bolsas utilizadas.  ¿Se realizó esta verificación cruzada?

		4.1		Anote la cantidad estimada de bolsas utilizadas por estructura (esta información se puede obtener del administrador del programa.)

		4.2		Indique la cantidad de estructuras fumigadas en la comunidad durante el período del informe.

		Calcule la cantidad esperadas de bolsas utilizadas por estructura multiplicando la cifra del renglón 4.1 por la del 4.2.						0

		4.3		Determine la cantidad de bolsas utilizadas. Esta información puede obtenerse del administrador del programa. Las bolsas vacías podrían también estar almacenadas en la oficina del administrador del programa para desecharlas se manera segura más adelante.

		Calcule el % de discrepancia en la verificación cruzada 1.						-

		4.4		Determine el motivo de cualquier discrepancia que exista entre la cantidad esperada y la cantidad de bolsas utilizadas en realidad.

		4.5		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la aplicación de FRI -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de casas que recibieron una aplicación de FRI recientemente (durante la más reciente ronda de fumigación).

		5.1		De ser posible, visite de 5 a 10 casas en una comunidad que haya recibido una aplicación de FRI recientemente. ¿Cuántas casas fueron visitadas?

		5.2		De las casas visitadas, ¿cuántas recibieron aplicación de FRI durante la ronda de fumigación más reciente o actual?

		Calcule el % de casas fumigadas de las visitadas						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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TABLA DE RESUMEN_2NIA

		TABLA DE RESUMEN - Rastreo y verificación estadísticas sumarias

										Paso  1						Paso  2						Paso  3		Paso  4

		TABLA DE RESUMEN

Rastreo y verificación								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I								II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Conteos verificados en instalaciones auditadas		Conteos informados en instalaciones auditadas		Factores no ajustados de verificación de distritos e instalaciones		Conteo informado observado de todas las instalaciones en el "distrito"		Conteo informado por el "distrito" en la unidad de M y E (p. ej., a nivel nacional)		Factor de ajuste  Rdi/Rni		Factores ajustados de verificación de distritos		District         VF (Weight)		Weighted Regional Level Verification Factors		Region
VF Weight		Factor de verificación total		% de informes disponibles		%  de informes a tiempo		% de informes completos		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Límite inferior de IC 95%		Límite superior de IC 95%		number of districts		Degrees of freedom t-distribution

		Unidad de M y E																																																				df		P(2-tailed) = 0.025

		-		-						0.00		0.00		-										0.00				0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Instalaciones de nivel intermedio de agregación y puntos de entrega de servicios																																																				2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-				3.00		3.18

		1.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-																4.00		2.78

		1.1.1		-						0.00		0.00		-																																								5.00		2.57

		1.1.2		-						0.00		0.00		-

		1.1.3		-						0.00		0.00		-

		1.1.4		-						0.00		0.00		-

		1.1.5		-						0.00		0.00		-

		1.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.2.1		-						0.00		0.00		-

		1.2.2		-						0.00		0.00		-

		1.2.3		-						0.00		0.00		-

		1.2.4		-						0.00		0.00		-

		1.2.5		-						0.00		0.00		-

		1.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.3.1		-						0.00		0.00		-

		1.3.2		-						0.00		0.00		-

		1.3.3		-						0.00		0.00		-

		1.3.4		-						0.00		0.00		-

		1.3.5		-						0.00		0.00		-

		1.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.4.1		-						0.00		0.00		-

		1.4.2		-						0.00		0.00		-

		1.4.3		-						0.00		0.00		-

		1.4.4		-						0.00		0.00		-

		1.4.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-

		2.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.1.1		-						0.00		0.00		-

		2.1.2		-						0.00		0.00		-

		2.1.3		-						0.00		0.00		-

		2.1.4		-						0.00		0.00		-

		2.1.5		-						0.00		0.00		-

		2.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.2.1		-						0.00		0.00		-

		2.2.2		-						0.00		0.00		-

		2.2.3		-						0.00		0.00		-

		2.2.4		-						0.00		0.00		-

		2.2.5		-						0.00		0.00		-

		2.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.3.1		-						0.00		0.00		-

		2.3.2		-						0.00		0.00		-

		2.3.3		-						0.00		0.00		-

		2.3.4		-						0.00		0.00		-

		2.3.5		-						0.00		0.00		-

		2.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.4.1		-						0.00		0.00		-

		2.4.2		-						0.00		0.00		-

		2.4.3		-						0.00		0.00		-

		2.4.4		-						0.00		0.00		-

		2.4.5		-						0.00		0.00		-





TABLA DE RESUMEN

		TABLA DE RESUMEN - Rastreo y verificación estadísticas sumarias

										Paso  1						Paso  2						Paso  3		Paso  4

		TABLA DE RESUMEN

Rastreo y verificación								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Conteos verificados en instalaciones auditadas		Conteos informados en instalaciones auditadas		Factores no ajustados de verificación de distritos e instalaciones		Conteo informado observado de todas las instalaciones en el "distrito"		Conteo informado por el "distrito" en la unidad de M y E (p. ej., a nivel nacional)		Factor de ajuste  Rdi/Rni		Factores ajustados de verificación de distritos		VF (Weight)		Factor de verificación total		% de informes disponibles		%  de informes a tiempo		% de informes completos		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Límite inferior de IC 95%		Límite superior de IC 95%		number of districts		Degrees of freedom t-distribution

		Unidad de M y E																																																df		P(2-tailed) = 0.025

		-		-						0.00		0.00												0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Instalaciones de nivel intermedio de agregación y puntos de entrega de servicios																																																2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-																3.00		3.18

		1.1		-						0.00		0.00		-																																				4.00		2.78

		1.2		-						0.00		0.00		-																																				5.00		2.57

		1.3		-						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						0.00		0.00		-

		2.2		-						0.00		0.00		-

		2.3		-						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

				Resumen del punto de servicio						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-





RESUMEN DE ESTADÍSTICAS_0NIA

		Resumen de estadísticas de DQA (ningunos sitios de la agregación del intermedio)

																																																																																		% Disponible		%  a tiempo		% Completo

																																																																																-

																																																																																-

																																																																																-

																																																																																-

																																																																																-		-		-		-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-
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		0		0		0
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Resumen de la información de DQA
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Factores de verificación de sitios de DQA

0

0

0

0

0

0

0

0

0
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0



RESUMEN DE ESTADÍSTICAS

		Resumen de estadísticas de DQA (dos niveles intermedios de la agregación)

																																																																																Accuracy		Availability		Timeliness		Completeness

																																																																												7		-		-		-		-		-

																																																																												6		-		-		-		-		-

																																																																												5		-		-		-		-		-

																																																																												4		-		-		-		-		-

																																																																												3		-		-		-		-		-

																																																																												2		-		-		-		-		-

																																																																												1		-		-		-		-		-





RESUMEN DE ESTADÍSTICAS

		0		0		0		0		0		0		0
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-

-

-

-

-

-

Factores totales y ajustados de verificación 
de distritos de DQA



		0		0		0		0		0		0



-

-

-

-

-

-

-

%  de informes disponibles de DQA



		0		0		0		0		0		0



-

-

-

-

-

-

-

%  de informes a tiempo de DQA



		0		0		0		0		0		0



-

-

-

-

-

-

-

%  de informes completos de DQA



		Resumen de estadísticas de DQA

																																																																																				Accuracy		Availability		Timeliness		Completeness

																																																																																5		-		-		-		-		-

																																																																																4		-		-		-		-		-

																																																																																3		-		-		-		-		-

																																																																																2		-		-		-		-		-

																																																																																1		-		-		-		-		-





		0		0		0		0		0



-

-

-

-

-

Factores totales y ajustados de verificación de distritos de DQA



		0		0		0		0		0



-

-

-

-

-

%  de informes disponibles de DQA



		0		0		0		0		0



-

-

-

-

-

%  de informes a tiempo de DQA



		0		0		0		0		0



-

-

-

-

-

%  de informes completos de DQA





DQA Data Verification Templates/Spanish/014 DQA P2_HIV_T-C_Sp_2009.xls
COMIENZO

																												0		0		0		0		0		0

																												1		1		1		1		1		1

																												2		2		2		2		2		2

																												3		3		3		3		0		3

		Herramienta de Evaluación de la Calidad de los Datos																										4		4		4		4				4

								Protocolo 2:  Verificación de los datos																				0		5		5		0				5

						- Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados -																						0		6		6						0

						Cantidad de niveles intermedios de agregación																								0		7

						Cantidad de instalaciones intermedias de agregación de nivel 
más alto (p. ej., regionales)																										8

						Cantidad de instalaciones intermedias de agregación (IIA)																										9

						Cantidad de puntos de entrega de servicios (por IIA)																										10

						Reiniciar la encuesta																										11

		Versión 1: Mayo de 2008																														12

		Avisos importantes sobre el uso de esta plantilla electrónica:																														0

		1.  Para poder usar las herramientas de Control de la Calidad de los Datos, tendrá que asegurarse de que su nivel de 'seguridad de macros' (macro security) esté fijado en menos de 'alto' (high).  Abra la plantilla electrónica, navegue hasta el menú desplegable de 'Herramientas' (Tools), seleccione 'Macro' y luego 'Seguridad' (Security).  Seleccione 'medium' (mediana).  Cierre el programa Excel y vuelva a abrir el archivo.  Al volver a abrir el archivo, tendrá que seleccionar 'Enable Macros' (Permitir macros) para que el programa funcione según fue diseñado.

		2.  En la página titulada 'HEADER' (esta página), seleccione la cantidad de niveles intermedios de agregación (de la lista desplegable) en los que se informan los datos, desde el punto de entrega de servicios hasta el nivel nacional.  En la próxima lista desplegable, seleccione la cantidad de instalaciones intermedias de agregación (intermediate aggregation sites [IAS]) en las que se tomaron muestras.   Por lo general, las unidades de salud de distrito del Ministerio de Salud son las instalaciones intermedias de agregación.  Entonces, ingrese la cantidad de puntos de entrega de servicios (service delivery points [SDP]) en los que se tomaron muestras; p. ej., las unidades o instalaciones de salud que se reportan a cada instalación intermedia.  Si tiene una cantidad desigual de SDP por distrito, seleccione la cantidad que corresponda al número más alto de SDP en los que se tomaron muestras dentro de un distrito muestreado.  Si los SDP se reportan directamente al nivel nacional, seleccione '0' de la lista desplegable de IAS.  Seleccione entonces la cantidad de SDP dentro de la muestra.  Consulte la página de INSTRUCCIONES para obtener más detalles.

		3.  Ingrese los nombres de los centros de salud, o instalaciones, en la hoja denominada 'Information Page' (Página de información).  Esos nombres se propagarán automáticamente en los formularios correspondientes dentro de la plantilla electrónica y ayudarán a garantizar que la evaluación quede bien organizada y los datos sean de buena calidad.



Reset

Reiniciar



INSTRUCCIONES

		INSTRUCCIONES (Protocolo 2 - Verificación de los datos)

		Aviso:  El equipo de auditoría debe leer el documento titulado "Control de la calidad de los datos:  Pautas de implementación" además de estas instrucciones antes de administrar este protocolo.

		OBJETIVO

		El objetivo de este protocolo es (1) volver a contar y verificar la exactitud de los datos informados en instalaciones selectas; y  (2) revisar la puntualidad, totalidad y disponibilidad de los informes.

		CONTENIDO

		Este protocolo de verificación de los datos está relacionado con el indicador: Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados.  Ya que pueden existir diferencias significativas entre los tipos de indicadores y los puntos de entrega de servicios - p. ej., instalaciones médicas (clínicas) e instalaciones basadas en la comunidad, el sistema de control de la calidad de los datos (Data Quality Audit [DQA]) incluye Protocolos específicos a los indicadores que contienen información específica y los problemas de calidad de los datos relacionados con el indicador (p. ej., el riesgo de conteo doble). Esta información se incorpora en los 5 pasos del protocolo, los cuales se desglosan a continuación. 

El protocolo comienza con una descripción de los servicios asociados con el indicador para orientar al equipo de auditoría sobre el servicio que se provee y, por lo tanto, qué se "cuenta" para medir dicho indicador.  Eso ayudará a guiar al equipo de auditoría a los documentos fuente relevantes, que pueden ser bastante distintos para cada indicador (p. ej., expedientes de los pacientes, informes de laboratorio, registros de capacitación, etc.).

La verificación de los datos ocurre en dos etapas:

(1) Verificaciones detalladas en los puntos de entrega de servicios (Service Delivery Points [SDPs]); y
(2) Verificaciones de seguimiento en los niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]) y en la unidad de monitoreo y evaluación (M y E) del programa/proyecto. 
  
Por lo general, los programas tendrán un sistema de presentación de informes en 3 niveles; en otras palabras, los datos pasarán de los puntos de entrega de servicios (Service Delivery Points [SDPs]),
a un nivel intermedio de agregación (es decir, una región o un distrito) y de ahí a la unidad central de M y E.

No obstante, en algunos países, los SDPs podrían reportarse directamente a la unidad central de M y E, sin pasar por 
niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]). En otros países, podría haber dos (o más) IALs en los que se agregan los datos; por ejemplo,
al nivel de Distrito y luego al nivel de Provincia antes de llegar a la unidad central de M y E. En esos casos (es decir, un sistema de presentación de informes de 2 ó 4 niveles
), el Protocolo de verificación de los datos tendrá que ser adaptado (según se explica a continuación).

		Cómo editar el contenido de la plantilla Excel
Las plantillas Excel deben modificarse con cuidado.  Para poder activar la adición o remoción selectiva de lengüetas para las distintas instalaciones y 
niveles, las plantillas han sido programadas en el lenguaje VBA (Visual Basic for Applications).  Las modificaciones hechas a las hojas de cálculo pueden alterar el lenguaje de
programación y hacer que la plantilla no funcione.  No obstante, es posible hacer ciertos cambios para que la plantilla sea más 
útil durante el proceso de DQA y para que describa mejor el sistema de información.  Por ejemplo, se pueden añadir verificaciones cruzadas e inspecciones al azar
a las hojas individuales, siempre y cuando se añadan al pie de la hoja de cálculo. No 'inserte' hileras ni columnas a
 mitad de página ya que eso podría alterar el cálculo de ciertos indicadores de desempeño.  Se pueden añadir otros elementos a las hojas 
si se hacen al pie de la hoja de cálculo.

Se pueden seleccionar hasta seis puntos de entrega de servicios dentro de cuatro instalaciones intermedias de agregación (es decir, 24 instalaciones), de manera que es poco probable que haya que añadir
puntos de servicios o instalaciones intermedias en la "Página de información".   Sencillamente seleccione la cantidad que desee de cada uno de las
listas desplegables en la página titulada "HEADER" (ENCABEZAMIENTO).  Esas selecciones pueden modificarse más adelante si es necesario.

Es aceptable cambiar el nombre de las lengüetas de la hojas de cálculo según sea necesario.

Las hojas de cálculo están protegidas para evitar hacer cambios no intencionales al contenido.  Para editar el contenido de las celdas, desbloquee la protección
de las hojas de cálculo seleccionando 'Protection' (Protección) del menú desplegable 'Tools' (Herramientas).  Seleccione entonces 'Unprotect' (Desbloqueo de protección).  No olvide volver a proteger la hoja de cálculo
después de hacer las modificaciones.

		INSTRUCCIONES DE USO DEL PROTOCOLO PARA LOS AUDITORES

		Puntos de entrega de servicios – 5 tipos de verificación de los datos 

La primera etapa de verificación de los datos tiene lugar en los puntos de entrega de servicios. Hay cinco tipos de pasos estándar de verificación de datos que pueden realizarse en ese nivel:

1 - Descripción:  Describir la conexión entre la entrega de los servicios/suministros y cómo se llenó el documento fuente que registra dicha entrega de servicios.

2 - Revisión de la documentación:  Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período de informe seleccionado.

3 - Rastreo y verificación:  Rastrear y verificar las cantidades informadas: (1) Volver a contar las cantidades informadas de los documentos fuente disponibles; (2) Comparar las cifras verificadas con la cantidad informada por la instalación; (3) Identificar los motivos de cualquier diferencia. 

4 - Verificaciones cruzadas:  Realizar "verificaciones cruzadas" de los totales de informes verificados con otras fuentes de datos (p. ej., expedientes de inventario, informes de laboratorio, registros, etc.).

5 - Inspecciones al azar:  Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo.

		Niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]) y la unidad central de M y E – 2 tipos de verificación de los datos

La segunda etapa de la verificación de los datos ocurre en los niveles intermedios de agregación (p. ej., Distritos, Regiones) y en la unidad de M y E del programa/proyecto. 

1 - Revisión de la documentación:  Revisar la disponibilidad, puntualidad y totalidad de todos los informes que se espera recibir de los puntos de entrega de servicios durante el período de informe seleccionado.

2 - Rastreo y verificación:   Rastrear y verificar las cantidades informadas: (1) Volver a agregar las cantidades informadas por los puntos de entrega de servicios; (2) Comparar los conteos verificados con las cantidades presentadas al siguiente nivel (p. ej., unidad central de M y E); (3) Identificar los motivos de cualquier diferencia.

		Instrucciones para un sistema de informes de "2 niveles" o "4 niveles":

Selección de los niveles y las instalaciones
Protocolo 2:  La plantilla Excel de verificación de datos fue diseñada para seguir la metodología de muestreo de DQA en relación con la selección de los niveles intermedios de agregación y los puntos de entrega de servicios.  En la lengüeta "HEADER" (ENCABEZAMIENTO), el equipo de auditoría puede seleccionar la cantidad de instalaciones intermedias de agregación y la cantidad de puntos de entrega de servicios que se reportan a cada instalación intermedia de agregación, según el acuerdo hecho con la organización que solicitó el DQA.  En caso de haber más, o menos, de un nivel intermedio en el flujo de datos del nivel de entrega de servicios hacia el nivel nacional, puede seleccionarse la cantidad necesaria de niveles e instalaciones por nivel.  Primero seleccione la cantidad de niveles intermedios de agregación (p. ej., región o distrito).  Si los datos pasan tanto por la región como por el distrito, seleccione dos niveles.  Si los datos sólo pasan por el distrito antes de ser enviados al nivel nacional, seleccione un nivel.  En algunos países, los datos se informan desde el punto de entrega de servicios directamente al nivel nacional.  En este caso, seleccione cero niveles intermedios.  

Luego seleccione la cantidad de instalaciones dentro de cada nivel intermedio.  El esquema de muestreo más probable requiere que se seleccionen al azar tres agrupaciones (instalaciones intermedias) 
y tres puntos de entrega de servicios dentro de cada agrupación.  En el caso de dos niveles intermedios, el esquema de muestreo consistirá con mayor probabilidad en dos agrupaciones regionales con dos
agrupaciones de distritos dentro de cada región.  Luego se seleccionarán dos puntos de entrega de servicios dentro de cada agrupación de distritos para obtener un total de ocho instalaciones de entrega de servicios.  Podría ser necesario modificar
este esquema de muestreo debido a las limitaciones de tiempo, distancia y recursos.  Todos los cambios de metodología deben hacerse por medio de un acuerdo con la 
organización que solicitó el DQA antes de realizar las visitas de campo.

		Instrucciones para llenar las columnas de la lista de verificación:

A la izquierda de cada hoja de cálculo aparece una lista de preguntas (columna B).  El equipo de auditoría debe leer cada pregunta (declaración) y completar las columnas C/D, E, F y G.  La columna C tiene un menú desplegable (en la esquina inferior derecha) que contiene las siguientes categorías de respuesta para cada pregunta: "Sí, completamente", "En parte", "No, nada" y "N/A".  La columna D debe usarse para ingresar cifras o porcentajes (que se usarán en los cálculos). La columna E es para comentarios del auditor y la columna F debe responderse con "sí" si el equipo de auditoría considera que la respuesta a una pregunta (declaración) presenta asuntos que son suficientemente importantes como para requerir un "Aviso de recomendación" al programa/proyecto.

		PRODUCTOS

		Los siguientes Resúmenes de estadísticas serán producidos basándose en todas las respuestas a las preguntas:

- Precisión de los datos informados mediante el cálculo de factores de verificación  generados a partir del ejercicio de recuento realizado en cada nivel del sistema de presentación de informes (es decir, comparación del porcentaje de las cantidades informadas para los indicadores seleccionados con las cifras verificadas; 

- Informes de disponibilidad, totalidad y puntualidad mediante porcentajes calculados en los niveles intermedios de agregación y la unidad de M y E.

		Interpretación del producto:

Los modelos matemáticos de la técnica modificada de muestreo por agrupación en dos etapas utilizada por el DQA han determinado que la exactitud de las estimaciones del factor de verificación de los datos de cobertura de inmunizaciones es demasiado baja para poder usarla de manera realista a nivel nacional.  En simulaciones, Woodard y otros (1) encontraron que tendrían que tomarse muestras en hasta 30 distritos para poder lograr una exactitud de alrededor de +/-10%.  Debido a la inversión de tiempo, personal y recursos financieros necesaria para visitar 30 distritos, es poco probable poder calcular un factor de verificación nacional preciso.  

No obstante, es posible obtener una idea de la calidad general de los datos de un programa/proyecto sin depender de un factor de verificación de estimaciones a nivel nacional.  Los aspectos cualitativos del DQA son adecuados para determinar los puntos fuertes y débiles de un sistema dado de presentación de informes.  Por ejemplo, si las definiciones de los indicadores no se entienden bien en la mayor parte de una muestra representativa de instalaciones, es muy probable que las definiciones de los indicadores tampoco se entiendan bien en los distritos en los que no se tomaron muestras.  El recuento de indicadores y su comparación con los valores informados en una muestra de instalaciones es similarmente adecuado para determinar, en un sentido general, si la calidad de los datos es buena, mediocre o mala aun sin el
 beneficio de una estimación precisa a nivel nacional.   La falta de informes o las grandes discrepancias entre los resultados del recuento y los resultados informados en varios
lugares son indicios de discrepancias similares en otros lugares.  

Por último, el factor de verificación a nivel nacional debe interpretarse con cautela.  Para fines del control de la calidad de los datos, debe usarse  
como indicio de la calidad de los datos (o falta de calidad de los mismos), en lugar de como medida exacta.   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA) (Estudio de diseño y simulación de un control de la calidad de los datos sobre inmunización)
  Ann Epidemiol  2007;17:628–633.





DESCRIPCIÓN DEL SERVICIO

		DESCRIPCIÓN DEL SERVICIO (Protocolo 2 - Verificación de los datos)

		Descripción de trasfondo de Asesoramiento y Pruebas Voluntarias (APV)

Cinco modelos básicos de la entrega de servicios de APV:

1. Independientes: Por lo general, estas instalaciones están ubicadas en áreas de alta densidad poblacional en las que las tasas de infección por VIH son elevadas. A menudo no están vinculadas con ningún otro servicio médico/social. 

2. Integrados: Los servicios de APV están integrados a servicios existentes, por lo general del sector público, como hospitales, clínicas de ETS, clínicas de TB, clínicas de recuento absoluto de neutrófilos (RAN) o clínicas para pacientes ambulatorios. Por lo tanto, APV se vuelve parte de los servicios médicos de rutina. 

3. ONG: Las ONG existentes integran APV a los servicios o proveen servicios de APV en clínicas públicas. 

4. Sector privado:  APV está disponible a través de proveedores privados.    

5. Móvil/de alcance: En este modelo, que no se usa ampliamente, se proveen servicios temporales y rotativos mayormente a grupos de difícil alcance, como los usuarios de drogas por vía intravenosa, trabajadores sexuales y camioneros.

		Entrega de servicios de APV:

Un cliente que está considerando obtener asesoramiento y una prueba de VIH recorre los siguientes pasos en la instalación de APV: Primero recibe algo de información general sobre los procedimientos que sigue la instalación, cómo se garantiza la confidencialidad y algo de información general sobre el VIH/SIDA. En algunos lugares, al aceptar inscribirse como cliente, éste podría tener que pagar una cuota de usuario.  Segundo, el cliente recibe asesoramiento antes de realizarse la prueba durante el cual se le plantean los hechos básicos sobre el VIH/SIDA, entre ellos el significado de la prueba de VIH, y se realiza una evaluación de los riesgos. Las instalaciones de APV con grandes volúmenes de clientes podrían realizar el asesoramiento previo a la prueba en un entorno de grupo.  Tercero, si el cliente acepta someterse a la prueba, se le toma una muestra de sangre.

		• Si se usa una prueba rápida de VIH, el consejero explica y demuestra la aplicación correcta de un condón mientras esperan los resultados. Cuando los resultados están disponibles, el consejero habla sobre ellos con el cliente y le provee asesoramiento posterior a la prueba, independientmente del estado serológico del cliente. 

• Si se usan pruebas de anticuerpos, la muestra de sangre se envía a un laboratorio y se le pide al cliente que regrese a la instalación al cabo de unos días. El asesoramiento posterior a la prueba se realiza si y cuando el cliente regresa para obtener los resultados.

		Dos métodos para documentar la entrega de servicios:

La instalación inicia un formulario de ingreso de clientes en el que se documenta cuándo se realizó el asesoramiento, si se realizó una prueba y cuándo, y los resultados de la misma. 

La instalación usa dos registros. El primero es uno general en el que se inscribe el nombre del paciente y la información demográfica relevante. El cliente recibe un método de identificación, en la mayoría de los casos un código, que también se anota en este registro.   Entonces, el código del cliente se asienta en el registro de APV que, subsiguientemente, se usa para documentar la información relevante sobre la evaluación de riesgo del cliente, los servicios recibidos y los resultados de la prueba.

		Estrategias de realización de pruebas de VIH:

La mayor parte de las instalaciones de APV usarán las pruebas rápidas para diagnóstivo del VIH, lo que hace posible al centro informar los resultados al cliente y proveer el asesoramiento posterior a la prueba ese mismo día. Las demás pruebas requieren que el cliente regrese al centro para obtener sus resultados. Por ejemplo, con la prueba ELISA los clientes deben regresar al cabo de 72 horas.  Las experiencias en la mayoría de los centros de APV sugieren que un 20 a 40 por ciento de los clientes nunca regresan para obtener los resultados.  

Los centros de APV que envían muestras de sangre a un laboratorio para ser analizadas deben observar los reglamentos de confidencialidad. Hay dos métodos que se usan para ese fin:

		Pruebas vinculadas: en este caso la muestra de sangre enviada para análisis tiene un código de identificación que vincula la muestra con el cliente individual. El código de identificación podría ser un número de serie impreso en la solicitud de análisis de VIH. El laboratorio usa este código de identificación para informar a la clínica los resultados, pero no tiene la información del cliente. En cambio, la clínica mantiene copias de los formularios de laboratorio con el código de identificación y la información del cliente (normalmente archivados por separado bajo llave y accesibles sólo a ciertos miembros del personal).

		Pruebas anónimas vinculadas: no se registran nombres ni otros códigos de identificación. El cliente recibe un número único no vinculado de ninguna manera con ningún expediente médico, que concuerda con el número de la muestra de sangre enviada al laboratorio. El resultado de laboratorio se informa nuevamente a la clínica. El cliente debe ir a la clínica y presentar su número correcto. No se mantienen registros de los clientes que dieron muestras de sangre y no hay manera de encontrar al cliente si éste no regresa al centro para obtener los resultados de la prueba.

		(Fuente: Family Health International, VCT Toolkit: HIV Voluntary Counseling and Testing: A Reference Guide for Counselors and Trainers, January 2004 [Family Health International, Kit de Herramientas de APV: Asesoramiento y Pruebas Voluntarias de VIH: Una guía de referencia para los consejeros y capacitadores, enero de 2004])
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PÁGINA_INFORMACIÓN_2NIA

		INFORMACIÓN DE TRASFONDO PARA COMPLETAR EL PROTOCOLO DE DATOS DEL INDICADOR DE RASTREO Y VERIFICACIÓN

		Nombre de la organización que implementa el DQA

		País

		Área(s) del programa

		Indicador(es)

		Número(s) de la subvención

		Unidad de administración de M y E al nivel central

		Nombre de la instalación																Fecha de auditoría

		1-

		Instalaciones regionales de agregación

		Nombre de la instalación																Fecha de auditoría

		1

		2

		Instalaciones intermedias de agregación

		Nombre de la instalación																Fecha de auditoría

		1.1

		1.2

		1.3

		1.4

		2.1

		2.2

		2.3

		2.4

		Puntos de entrega de servicios

		Nombre de la instalación																Fecha de auditoría

		1.1.1

		1.1.2

		1.1.3

		1.1.4

		1.1.5

		1.2.1

		1.2.2

		1.2.3

		1.2.4

		1.2.5

		1.3.1

		1.3.2

		1.3.3

		1.3.4

		1.3.5

		1.4.1

		1.4.2

		1.4.3

		1.4.4

		1.4.5

		2.1.1

		2.1.2

		2.1.3

		2.1.4

		2.1.5

		2.2.1

		2.2.2

		2.2.3

		2.2.4

		2.2.5

		2.3.1

		2.3.2

		2.3.3

		2.3.4

		2.3.5

		2.4.1

		2.4.2

		2.4.3

		2.4.4

		2.4.5





PÁGINA_INFORMACIÓN

		INFORMACIÓN DE TRASFONDO PARA COMPLETAR EL PROTOCOLO DE DATOS DEL INDICADOR DE RASTREO Y VERIFICACIÓN

		Nombre de la organización que implementa el DQA

		País

		Área(s) del programa

		Indicador(es)

		Número(s) de la subvención

		Unidad de administración de M y E al nivel central

		Nombre de la instalación																Fecha de auditoría

		1-

		Instalaciones intermedias de agregación

		Nombre de la instalación																Fecha de auditoría

		1

		2

		3

		4

		Puntos de entrega de servicios

		Nombre de la instalación																Fecha de auditoría

		1.1

		1.2

		1.3

		1.4

		1.5

		2.1

		2.2

		2.3

		2.4

		2.5

		3.1

		3.2

		3.3

		3.4

		3.5

		4.1

		4.2

		4.3

		4.4

		4.5

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10





UNIDAD DE M y E_2NIA

		UNIDAD DE M y E (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la unidad de M y E es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen de M y E; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Unidad de M y E:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		0.  Sistema de toma de registros y producción de informes de asesoramiento sobre pruebas

		0		Describa el sistema de toma de registros y producción de informes relacionado con este indicador en la instalación de salud (es decir, desde la toma de registro inicial de la entrega del servicio en los documentos fuente hasta la producción del informe de las cantidades agregadas para el próximo nivel administrativo). Describa cuándo tiene lugar la toma de registro del servicio, en qué formularios y por cuáles miembros del personal.

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la unidad de M y E.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la unidad de M y E

		1.1		El resultado agregado contenido en el informe de resumen preparado por la unidad de M y E (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (unidad de M y E)
(es decir, relación de recuento a resultados informados)						-

		A)  Copie los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la unidad de M y E

		Avisos al auditor sobre indicadores específicos:   Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras utilizadas por la unidad de M y E para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la unidad de M y E o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la Instalación de agregación regional auditada no 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la Instalación de agregación regional auditada no 2 ? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la unidad de M y E para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la unidad de M y E debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo signfica que el informe se pudo usar en el informe de resumen preparado por la unidad de M y E)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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UNIDAD DE M y E

		UNIDAD DE M y E (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la unidad de M y E es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen de M y E; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Unidad de M y E:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		0.  Sistema de toma de registros y producción de informes de asesoramiento sobre pruebas

		0		Describa el sistema de toma de registros y producción de informes relacionado con este indicador en la instalación de salud (es decir, desde la toma de registro inicial de la entrega del servicio en los documentos fuente hasta la producción del informe de las cantidades agregadas para el próximo nivel administrativo). Describa cuándo tiene lugar la toma de registro del servicio, en qué formularios y por cuáles miembros del personal.

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la unidad de M y E.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la unidad de M y E

		1.1		El resultado agregado contenido en el informe de resumen preparado por la unidad de M y E (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (unidad de M y E)
(es decir, relación de recuento a resultados informados)						-

		A)  Copie los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la unidad de M y E

		Avisos al auditor sobre indicadores específicos:   Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras utilizadas por la unidad de M y E para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la unidad de M y E o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la unidad de M y E para esas instalaciones intermedias de agregación.

		1.5		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la unidad de M y E debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo signfica que el informe se pudo usar en el informe de resumen preparado por la unidad de M y E)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Nivel Regional 1

		Nivel regional de agregación (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la instalación regional de agregación es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen regional; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación regional de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia 
del documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación regional de agregación.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la instalación regional de agregación

		1.1		El resultado agregado contenido en el informe de resumen preparado por la instalación regional de agregación (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (instalación regional de agregación) 
(es decir, relación de recuento a resultados informados)						-

		A) Copiar los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la instalación regional de agregación.

		Avisos al auditor sobre indicadores específicos:     Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras informadas por la instalación regional de agregación para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la instalación regional de agregación o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la instalación regional de agregación para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación regional de agregación debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo significa que el informe se pudo usar en el informe de resumen preparado por la instalación regional de agregación)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 1

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 1.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.



&A&RPage &P



Punto de Servicio 1.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 1.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 1.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Nivel Intermedio 2

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Nivel Intermedio 3

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 3.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 3.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 3.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 3.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Nivel Intermedio 4

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 4.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 4.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 4.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 4.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Nivel Regional 2

		Nivel regional de agregación (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la instalación regional de agregación es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen regional; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación regional de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia 
del documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación regional de agregación.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la instalación regional de agregación

		1.1		El resultado agregado contenido en el informe de resumen preparado por la instalación regional de agregación (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (instalación regional de agregación) 
(es decir, relación de recuento a resultados informados)						-

		A) Copiar los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la instalación regional de agregación.

		Avisos al auditor sobre indicadores específicos:     Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras informadas por la instalación regional de agregación para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la instalación regional de agregación o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la instalación regional de agregación para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación regional de agregación debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo significa que el informe se pudo usar en el informe de resumen preparado por la instalación regional de agregación)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2.1

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.1.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.1.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.1.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.1.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Nivel Intermedio 2.2

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.2.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.2.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.2.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.2.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Nivel Intermedio 2.3

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.3.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.3.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.3.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.3.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Nivel Intermedio 2.4

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.4.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.4.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.4.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.4.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas asesoradas y sometidas a la prueba de VIH incluyendo la entrega de los resultados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de los resultados de las pruebas de VIH a las personas analizadas y cómo se llenó el documento fuente -

		Avisos al auditor sobre indicadores específicos: Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de resultados de pruebas de VIH realizadas a las personas (asesoramiento sobre pruebas). Determine cuál documento fuente se usa para registrar la entrega de resultados de pruebas en esta instalación. Los documentos fuente son formularios de inscripción de clientes o los registros en los que se asienta la entrega de los resultados de los análisis.

		1.1		Describa el documento fuente para registrar la entrega de resultados de las pruebas (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de los resultados de las pruebas y el registro de haberse entregado dichos resultados en el documento fuente?

		1.4		Si la entrega de los resultados y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Para garantizar que se observen los reglamentos de confidencialidad, el equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) ID del paciente; (2) la fecha de entrega de los resultados

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de los resultados de las pruebas en los documentos fuente. ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de resultados de pruebas entregados registrados durante el período del informe revisando los formularios de inscripción de los clientes o el registro en el que se ingresó el asesoramiento sobre pruebas.

		3.2		Copie la cantidad de resultados de pruebas informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  La verificación cruzada puede realizarse al comparar (1) el formulario de inscripción del paciente y el registro en el que se indica el asesoramiento de pruebas; y (2) la cantidad de pruebas informadas comparada con las existencias iniciales y los kits de prueba recibidos menos las existencias de cierre.

		VERIFICACIÓN CRUZADA 1.1:  Si se aplica, comparación de los formularios de inscripción de los clientes con el registro en el que se registra el asesoramiento de pruebas. ¿Se realizó esta verificación cruzada? (En casos en los que solo existen registros de la entrega de resultados de las pruebas y registros generales, se puede realizar una verificación cruzada entre los dos).

		4.1		De ser posible, seleccione 5% de los formularios de inscripción de pacientes (o por lo menos 20 fichas). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de asesoramiento sobre pruebas?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de formularios de inscripción de pacientes (o por lo menos otras 20 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del Registro en el que se asienta el asesoramiento sobre pruebas con los formularios de inscripción de pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de asesoramiento de pruebas (o por lo menos 20 pacientes) que recibieron asesoramiento sobre pruebas durante el período del informe. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían un formulario de ingreso de pacientes?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de registros del registro en el que figura el asesoramiento sobre pruebas (o por lo menos otros 20 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2:  Comparación de  kits de prueba en existencia y la cantidad de pruebas informadas por la instalación.

		4.5		Ingrese la cantidad de kits de prueba en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de kits de prueba recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de kits de prueba en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de kits de prueba utilizados por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los kits de prueba utilizados durante el período del informe, determine por qué y cómo la instalación abordó esta discrepancia.

		4.10		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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TABLA DE RESUMEN_2NIA

		TABLA DE RESUMEN - Rastreo y verificación estadísticas sumarias

										Paso  1						Paso  2						Paso  3		Paso  4

		TABLA DE RESUMEN

Rastreo y verificación								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I								II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Conteos verificados en instalaciones auditadas		Conteos informados en instalaciones auditadas		Factores no ajustados de verificación de distritos e instalaciones		Conteo informado observado de todas las instalaciones en el "distrito"		Conteo informado por el "distrito" en la unidad de M y E (p. ej., a nivel nacional)		Factor de ajuste  Rdi/Rni		Factores ajustados de verificación de distritos		District         VF (Weight)		Weighted Regional Level Verification Factors		Region
VF Weight		Factor de verificación total		% de informes disponibles		%  de informes a tiempo		% de informes completos		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Límite inferior de IC 95%		Límite superior de IC 95%		number of districts		Degrees of freedom t-distribution

		Unidad de M y E																																																				df		P(2-tailed) = 0.025

		-		-						0.00		0.00		-										0.00				0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Instalaciones de nivel intermedio de agregación y puntos de entrega de servicios																																																				2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-				3.00		3.18

		1.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-																4.00		2.78

		1.1.1		-						0.00		0.00		-																																								5.00		2.57

		1.1.2		-						0.00		0.00		-

		1.1.3		-						0.00		0.00		-

		1.1.4		-						0.00		0.00		-

		1.1.5		-						0.00		0.00		-

		1.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.2.1		-						0.00		0.00		-

		1.2.2		-						0.00		0.00		-

		1.2.3		-						0.00		0.00		-

		1.2.4		-						0.00		0.00		-

		1.2.5		-						0.00		0.00		-

		1.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.3.1		-						0.00		0.00		-

		1.3.2		-						0.00		0.00		-

		1.3.3		-						0.00		0.00		-

		1.3.4		-						0.00		0.00		-

		1.3.5		-						0.00		0.00		-

		1.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.4.1		-						0.00		0.00		-

		1.4.2		-						0.00		0.00		-

		1.4.3		-						0.00		0.00		-

		1.4.4		-						0.00		0.00		-

		1.4.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-

		2.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.1.1		-						0.00		0.00		-

		2.1.2		-						0.00		0.00		-

		2.1.3		-						0.00		0.00		-

		2.1.4		-						0.00		0.00		-

		2.1.5		-						0.00		0.00		-

		2.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.2.1		-						0.00		0.00		-

		2.2.2		-						0.00		0.00		-

		2.2.3		-						0.00		0.00		-

		2.2.4		-						0.00		0.00		-

		2.2.5		-						0.00		0.00		-

		2.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.3.1		-						0.00		0.00		-

		2.3.2		-						0.00		0.00		-

		2.3.3		-						0.00		0.00		-

		2.3.4		-						0.00		0.00		-

		2.3.5		-						0.00		0.00		-

		2.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.4.1		-						0.00		0.00		-

		2.4.2		-						0.00		0.00		-

		2.4.3		-						0.00		0.00		-

		2.4.4		-						0.00		0.00		-

		2.4.5		-						0.00		0.00		-





TABLA DE RESUMEN

		TABLA DE RESUMEN - Rastreo y verificación estadísticas sumarias

										Paso  1						Paso  2						Paso  3		Paso  4

		TABLA DE RESUMEN

Rastreo y verificación								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Conteos verificados en instalaciones auditadas		Conteos informados en instalaciones auditadas		Factores no ajustados de verificación de distritos e instalaciones		Conteo informado observado de todas las instalaciones en el "distrito"		Conteo informado por el "distrito" en la unidad de M y E (p. ej., a nivel nacional)		Factor de ajuste  Rdi/Rni		Factores ajustados de verificación de distritos		VF (Weight)		Factor de verificación total		% de informes disponibles		%  de informes a tiempo		% de informes completos		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Límite inferior de IC 95%		Límite superior de IC 95%		number of districts		Degrees of freedom t-distribution

		Unidad de M y E																																																df		P(2-tailed) = 0.025

		-		-						0.00		0.00												0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Instalaciones de nivel intermedio de agregación y puntos de entrega de servicios																																																2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-																3.00		3.18

		1.1		-						0.00		0.00		-																																				4.00		2.78

		1.2		-						0.00		0.00		-																																				5.00		2.57

		1.3		-						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						0.00		0.00		-

		2.2		-						0.00		0.00		-

		2.3		-						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

				Resumen del punto de servicio						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-





RESUMEN DE ESTADÍSTICAS_0NIA

		Resumen de estadísticas de DQA (ningunos sitios de la agregación del intermedio)

																																																																																		% Disponible		%  a tiempo		% Completo

																																																																																-

																																																																																-

																																																																																-

																																																																																-

																																																																																-		-		-		-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-





RESUMEN DE ESTADÍSTICAS_0NIA

		0		0		0
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RESUMEN DE ESTADÍSTICAS_2NIA
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Factores de verificación de sitios de DQA

0

0

0

0

0

0

0

0

0

0

0



RESUMEN DE ESTADÍSTICAS

		Resumen de estadísticas de DQA (dos niveles intermedios de la agregación)

																																																																																Accuracy		Availability		Timeliness		Completeness

																																																																												7		-		-		-		-		-

																																																																												6		-		-		-		-		-

																																																																												5		-		-		-		-		-

																																																																												4		-		-		-		-		-

																																																																												3		-		-		-		-		-

																																																																												2		-		-		-		-		-

																																																																												1		-		-		-		-		-





RESUMEN DE ESTADÍSTICAS

		0		0		0		0		0		0		0
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Factores totales y ajustados de verificación 
de distritos de DQA



		0		0		0		0		0		0
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-

-

-

-
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%  de informes disponibles de DQA



		0		0		0		0		0		0



-

-

-

-

-

-

-

%  de informes a tiempo de DQA



		0		0		0		0		0		0



-

-

-

-

-

-
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%  de informes completos de DQA



		Resumen de estadísticas de DQA

																																																																																				Accuracy		Availability		Timeliness		Completeness

																																																																																5		-		-		-		-		-

																																																																																4		-		-		-		-		-

																																																																																3		-		-		-		-		-

																																																																																2		-		-		-		-		-

																																																																																1		-		-		-		-		-





		0		0		0		0		0



-

-

-

-

-

Factores totales y ajustados de verificación de distritos de DQA



		0		0		0		0		0



-

-

-

-

-

%  de informes disponibles de DQA



		0		0		0		0		0



-

-

-

-

-

%  de informes a tiempo de DQA



		0		0		0		0		0



-

-

-

-

-

%  de informes completos de DQA





DQA Data Verification Templates/Spanish/015 DQA P2_HIV_Condoms_Sp_2009.xls
COMIENZO

																												0		0		0		0		0		0

																												1		1		1		1		1		1

																												2		2		2		2		2		2

																												3		3		3		3		0		3

		Herramienta de Evaluación de la Calidad de los Datos																										4		4		4		4				4

								Protocolo 2:  Verificación de los datos																				0		5		5		0				5

						- Cantidad de condones distribuidos -																						0		6		6						0

						Cantidad de niveles intermedios de agregación																								0		7

						Cantidad de instalaciones intermedias de agregación de nivel 
más alto (p. ej., regionales)																										8

						Cantidad de instalaciones intermedias de agregación (IIA)																										9

						Cantidad de puntos de entrega de servicios (por IIA)																										10

						Reiniciar la encuesta																										11

		Versión 1: Mayo de 2008																														12

		Avisos importantes sobre el uso de esta plantilla electrónica:																														0

		1.  Para poder usar las herramientas de Control de la Calidad de los Datos, tendrá que asegurarse de que su nivel de 'seguridad de macros' (macro security) esté fijado en menos de 'alto' (high).  Abra la plantilla electrónica, navegue hasta el menú desplegable de 'Herramientas' (Tools), seleccione 'Macro' y luego 'Seguridad' (Security).  Seleccione 'medium' (mediana).  Cierre el programa Excel y vuelva a abrir el archivo.  Al volver a abrir el archivo, tendrá que seleccionar 'Enable Macros' (Permitir macros) para que el programa funcione según fue diseñado.

		2.  En la página titulada 'HEADER' (esta página), seleccione la cantidad de niveles intermedios de agregación (de la lista desplegable) en los que se informan los datos, desde el punto de entrega de servicios hasta el nivel nacional.  En la próxima lista desplegable, seleccione la cantidad de instalaciones intermedias de agregación (intermediate aggregation sites [IAS]) en las que se tomaron muestras.   Por lo general, las unidades de salud de distrito del Ministerio de Salud son las instalaciones intermedias de agregación.  Entonces, ingrese la cantidad de puntos de entrega de servicios (service delivery points [SDP]) en los que se tomaron muestras; p. ej., las unidades o instalaciones de salud que se reportan a cada instalación intermedia.  Si tiene una cantidad desigual de SDP por distrito, seleccione la cantidad que corresponda al número más alto de SDP en los que se tomaron muestras dentro de un distrito muestreado.  Si los SDP se reportan directamente al nivel nacional, seleccione '0' de la lista desplegable de IAS.  Seleccione entonces la cantidad de SDP dentro de la muestra.  Consulte la página de INSTRUCCIONES para obtener más detalles.

		3.  Ingrese los nombres de los centros de salud, o instalaciones, en la hoja denominada 'Information Page' (Página de información).  Esos nombres se propagarán automáticamente en los formularios correspondientes dentro de la plantilla electrónica y ayudarán a garantizar que la evaluación quede bien organizada y los datos sean de buena calidad.



Reset

Reiniciar



INSTRUCCIONES

		INSTRUCCIONES (Protocolo 2 - Verificación de los datos)

		Aviso:  El equipo de auditoría debe leer el documento titulado "Control de la calidad de los datos:  Pautas de implementación" además de estas instrucciones antes de administrar este protocolo.

		OBJETIVO

		El objetivo de este protocolo es (1) volver a contar y verificar la exactitud de los datos informados en instalaciones selectas; y  (2) revisar la puntualidad, totalidad y disponibilidad de los informes.

		CONTENIDO

		Este protocolo de verificación de los datos está relacionado con el indicador: Cantidad de condones distribuidos.  Ya que pueden existir diferencias significativas entre los tipos de indicadores y los puntos de entrega de servicios - p. ej., instalaciones médicas (clínicas) e instalaciones basadas en la comunidad, el sistema de control de la calidad de los datos (Data Quality Audit [DQA]) incluye Protocolos específicos a los indicadores que contienen información específica y los problemas de calidad de los datos relacionados con el indicador (p. ej., el riesgo de conteo doble). Esta información se incorpora en los 5 pasos del protocolo, los cuales se desglosan a continuación. 

El protocolo comienza con una descripción de los servicios asociados con el indicador para orientar al equipo de auditoría sobre el servicio que se provee y, por lo tanto, qué se "cuenta" para medir dicho indicador.  Eso ayudará a guiar al equipo de auditoría a los documentos fuente relevantes, que pueden ser bastante distintos para cada indicador (p. ej., expedientes de los pacientes, informes de laboratorio, registros de capacitación, etc.).

La verificación de los datos ocurre en dos etapas:

(1) Verificaciones detalladas en los puntos de entrega de servicios (Service Delivery Points [SDPs]); y
(2) Verificaciones de seguimiento en los niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]) y en la unidad de monitoreo y evaluación (M y E) del programa/proyecto. 
  
Por lo general, los programas tendrán un sistema de presentación de informes en 3 niveles; en otras palabras, los datos pasarán de los puntos de entrega de servicios (Service Delivery Points [SDPs]),
a un nivel intermedio de agregación (es decir, una región o un distrito) y de ahí a la unidad central de M y E.

No obstante, en algunos países, los SDPs podrían reportarse directamente a la unidad central de M y E, sin pasar por 
niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]). En otros países, podría haber dos (o más) IALs en los que se agregan los datos; por ejemplo,
al nivel de Distrito y luego al nivel de Provincia antes de llegar a la unidad central de M y E. En esos casos (es decir, un sistema de presentación de informes de 2 ó 4 niveles
), el Protocolo de verificación de los datos tendrá que ser adaptado (según se explica a continuación).

		Cómo editar el contenido de la plantilla Excel
Las plantillas Excel deben modificarse con cuidado.  Para poder activar la adición o remoción selectiva de lengüetas para las distintas instalaciones y 
niveles, las plantillas han sido programadas en el lenguaje VBA (Visual Basic for Applications).  Las modificaciones hechas a las hojas de cálculo pueden alterar el lenguaje de
programación y hacer que la plantilla no funcione.  No obstante, es posible hacer ciertos cambios para que la plantilla sea más 
útil durante el proceso de DQA y para que describa mejor el sistema de información.  Por ejemplo, se pueden añadir verificaciones cruzadas e inspecciones al azar
a las hojas individuales, siempre y cuando se añadan al pie de la hoja de cálculo. No 'inserte' hileras ni columnas a
 mitad de página ya que eso podría alterar el cálculo de ciertos indicadores de desempeño.  Se pueden añadir otros elementos a las hojas 
si se hacen al pie de la hoja de cálculo.

Se pueden seleccionar hasta seis puntos de entrega de servicios dentro de cuatro instalaciones intermedias de agregación (es decir, 24 instalaciones), de manera que es poco probable que haya que añadir
puntos de servicios o instalaciones intermedias en la "Página de información".   Sencillamente seleccione la cantidad que desee de cada uno de las
listas desplegables en la página titulada "HEADER" (ENCABEZAMIENTO).  Esas selecciones pueden modificarse más adelante si es necesario.

Es aceptable cambiar el nombre de las lengüetas de la hojas de cálculo según sea necesario.

Las hojas de cálculo están protegidas para evitar hacer cambios no intencionales al contenido.  Para editar el contenido de las celdas, desbloquee la protección
de las hojas de cálculo seleccionando 'Protection' (Protección) del menú desplegable 'Tools' (Herramientas).  Seleccione entonces 'Unprotect' (Desbloqueo de protección).  No olvide volver a proteger la hoja de cálculo
después de hacer las modificaciones.

		INSTRUCCIONES DE USO DEL PROTOCOLO PARA LOS AUDITORES

		Puntos de entrega de servicios – 5 tipos de verificación de los datos 

La primera etapa de verificación de los datos tiene lugar en los puntos de entrega de servicios. Hay cinco tipos de pasos estándar de verificación de datos que pueden realizarse en ese nivel:

1 - Descripción:  Describir la conexión entre la entrega de los servicios/suministros y cómo se llenó el documento fuente que registra dicha entrega de servicios.

2 - Revisión de la documentación:  Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período de informe seleccionado.

3 - Rastreo y verificación:  Rastrear y verificar las cantidades informadas: (1) Volver a contar las cantidades informadas de los documentos fuente disponibles; (2) Comparar las cifras verificadas con la cantidad informada por la instalación; (3) Identificar los motivos de cualquier diferencia. 

4 - Verificaciones cruzadas:  Realizar "verificaciones cruzadas" de los totales de informes verificados con otras fuentes de datos (p. ej., expedientes de inventario, informes de laboratorio, registros, etc.).

5 - Inspecciones al azar:  Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo.

		Niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]) y la unidad central de M y E – 2 tipos de verificación de los datos

La segunda etapa de la verificación de los datos ocurre en los niveles intermedios de agregación (p. ej., Distritos, Regiones) y en la unidad de M y E del programa/proyecto. 

1 - Revisión de la documentación:  Revisar la disponibilidad, puntualidad y totalidad de todos los informes que se espera recibir de los puntos de entrega de servicios durante el período de informe seleccionado.

2 - Rastreo y verificación:   Rastrear y verificar las cantidades informadas: (1) Volver a agregar las cantidades informadas por los puntos de entrega de servicios; (2) Comparar los conteos verificados con las cantidades presentadas al siguiente nivel (p. ej., unidad central de M y E); (3) Identificar los motivos de cualquier diferencia.

		Instrucciones para un sistema de informes de "2 niveles" o "4 niveles":

Selección de los niveles y las instalaciones
Protocolo 2:  La plantilla Excel de verificación de datos fue diseñada para seguir la metodología de muestreo de DQA en relación con la selección de los niveles intermedios de agregación y los puntos de entrega de servicios.  En la lengüeta "HEADER" (ENCABEZAMIENTO), el equipo de auditoría puede seleccionar la cantidad de instalaciones intermedias de agregación y la cantidad de puntos de entrega de servicios que se reportan a cada instalación intermedia de agregación, según el acuerdo hecho con la organización que solicitó el DQA.  En caso de haber más, o menos, de un nivel intermedio en el flujo de datos del nivel de entrega de servicios hacia el nivel nacional, puede seleccionarse la cantidad necesaria de niveles e instalaciones por nivel.  Primero seleccione la cantidad de niveles intermedios de agregación (p. ej., región o distrito).  Si los datos pasan tanto por la región como por el distrito, seleccione dos niveles.  Si los datos sólo pasan por el distrito antes de ser enviados al nivel nacional, seleccione un nivel.  En algunos países, los datos se informan desde el punto de entrega de servicios directamente al nivel nacional.  En este caso, seleccione cero niveles intermedios.  

Luego seleccione la cantidad de instalaciones dentro de cada nivel intermedio.  El esquema de muestreo más probable requiere que se seleccionen al azar tres agrupaciones (instalaciones intermedias) 
y tres puntos de entrega de servicios dentro de cada agrupación.  En el caso de dos niveles intermedios, el esquema de muestreo consistirá con mayor probabilidad en dos agrupaciones regionales con dos
agrupaciones de distritos dentro de cada región.  Luego se seleccionarán dos puntos de entrega de servicios dentro de cada agrupación de distritos para obtener un total de ocho instalaciones de entrega de servicios.  Podría ser necesario modificar
este esquema de muestreo debido a las limitaciones de tiempo, distancia y recursos.  Todos los cambios de metodología deben hacerse por medio de un acuerdo con la 
organización que solicitó el DQA antes de realizar las visitas de campo.

		Instrucciones para llenar las columnas de la lista de verificación:

A la izquierda de cada hoja de cálculo aparece una lista de preguntas (columna B).  El equipo de auditoría debe leer cada pregunta (declaración) y completar las columnas C/D, E, F y G.  La columna C tiene un menú desplegable (en la esquina inferior derecha) que contiene las siguientes categorías de respuesta para cada pregunta: "Sí, completamente", "En parte", "No, nada" y "N/A".  La columna D debe usarse para ingresar cifras o porcentajes (que se usarán en los cálculos). La columna E es para comentarios del auditor y la columna F debe responderse con "sí" si el equipo de auditoría considera que la respuesta a una pregunta (declaración) presenta asuntos que son suficientemente importantes como para requerir un "Aviso de recomendación" al programa/proyecto.

		PRODUCTOS

		Los siguientes Resúmenes de estadísticas serán producidos basándose en todas las respuestas a las preguntas:

- Precisión de los datos informados mediante el cálculo de factores de verificación  generados a partir del ejercicio de recuento realizado en cada nivel del sistema de presentación de informes (es decir, comparación del porcentaje de las cantidades informadas para los indicadores seleccionados con las cifras verificadas; 

- Informes de disponibilidad, totalidad y puntualidad mediante porcentajes calculados en los niveles intermedios de agregación y la unidad de M y E.

		Interpretación del producto:

Los modelos matemáticos de la técnica modificada de muestreo por agrupación en dos etapas utilizada por el DQA han determinado que la exactitud de las estimaciones del factor de verificación de los datos de cobertura de inmunizaciones es demasiado baja para poder usarla de manera realista a nivel nacional.  En simulaciones, Woodard y otros (1) encontraron que tendrían que tomarse muestras en hasta 30 distritos para poder lograr una exactitud de alrededor de +/-10%.  Debido a la inversión de tiempo, personal y recursos financieros necesaria para visitar 30 distritos, es poco probable poder calcular un factor de verificación nacional preciso.  

No obstante, es posible obtener una idea de la calidad general de los datos de un programa/proyecto sin depender de un factor de verificación de estimaciones a nivel nacional.  Los aspectos cualitativos del DQA son adecuados para determinar los puntos fuertes y débiles de un sistema dado de presentación de informes.  Por ejemplo, si las definiciones de los indicadores no se entienden bien en la mayor parte de una muestra representativa de instalaciones, es muy probable que las definiciones de los indicadores tampoco se entiendan bien en los distritos en los que no se tomaron muestras.  El recuento de indicadores y su comparación con los valores informados en una muestra de instalaciones es similarmente adecuado para determinar, en un sentido general, si la calidad de los datos es buena, mediocre o mala aun sin el
 beneficio de una estimación precisa a nivel nacional.   La falta de informes o las grandes discrepancias entre los resultados del recuento y los resultados informados en varios
lugares son indicios de discrepancias similares en otros lugares.  

Por último, el factor de verificación a nivel nacional debe interpretarse con cautela.  Para fines del control de la calidad de los datos, debe usarse  
como indicio de la calidad de los datos (o falta de calidad de los mismos), en lugar de como medida exacta.   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA) (Estudio de diseño y simulación de un control de la calidad de los datos sobre inmunización)
  Ann Epidemiol  2007;17:628–633.





DESCRIPCIÓN DEL SERVICIO

		DESCRIPCIÓN DEL SERVICIO (Protocolo 2 - Verificación de los datos)

		Definición del indicador:  Cantidad de condones distribuidos a las personas

		Este indicador es una medida representativa de la cantidad de personas que usan condones. En el término más largo debe ser complementada por los hallazgos de encuestas de comportamiento sobre el uso de condones, desagregados por poblaciones objetivo y grupos etarios.

		Aviso:  Si la filtración de condones de programas oficiales al mercado extraoficial es motivo de preocupación, esta verificación de los datos podría ser complementada por un estudio especial.

		Tipos de condones

		La mayoría de los condones que se distribuyen para prevenir la transmisión de enfermedades son condones masculinos.   Durante la última década, varios condones nuevos han sido lanzados al mercado; el más prominente de ellos es el condón femenino que se usa en más de 30 países.

		Canales de distribución

Los condones pueden ser distribuidos por (1) el gobierno, (2) las ONG y (3) el sector comercial. 

En el sector público (el gobierno), los centros de entrega de condones basados en instalaciones incluyen clínicas de ETS, centros de asesoramiento y tratamiento voluntarios (ATV), clínicas de planificación familiar, instalaciones de recuento absoluto de neutrófilos (RAN) y farmacias.  Los condones pueden distribuirse a los pacientes o clientes mientras reciben un servicio de mayor alcance (p. ej., asesoramiento sobre PTMH o ATV), o en la farmacia o droguería ubicada en la instalación del servicio. 

Además, las ONG/OBC y OR pueden colaborar con las comunidades locales y las poblaciones en alto riesgo, como los trabajadores sexuales o los drogadictos por vía intravenosa, para reducir sus comportamientos arriesgados. Para facilitar el acceso de esas comunidades y grupos de alto riesgo a los condones, las ONG pueden colaborar con burdeles, hoteles, mercados, estadios deportivos y otros lugares de entretenimiento.

		El mercadeo social es un método común utilizado por los gobiernos, donantes y ONG mediante el cual los condones están disponibles en tiendas de venta al detalle - o en máquinas de venta - a precios reducidos por subsidios.   Además, los condones a precio regular commercial  por lo general están disponibles en una gama de centros de venta al detalle.  

Algunos programas de salud basados en el lugar de empleo podrían también distribuir condones a sus empleados, p. ej., trabajadores de hostelería, obreros y mineros migratorios, camioneros, policías,etc.

		P  Posibles documentos fuente para condones

		Los documentos fuente para el conteo de distribución de condones variarán según el canal de distribución y podrían incluso variar dentro de los mismos canales de distribución.

		Los documentos fuente de la distribución de condones a través de programas basados en instalaciones (p. ej., en clínicas de ETS, cuidado prenatal y planificación familiar, centros de ATV y como parte de los servicios de PTMH) incluirán tarjetas de tratamiento o tarjetas de contacto con clientes anotadas con la provisión de condones a los clientes.   En las farmacias o tiendas, la provisión se condones se anotará en los comprobantes de venta.   

Además, las ONG pueden colaborar con las comunidades locales mediante esfuerzos de alcance  a las poblaciones en alto riesgo, como los trabajadores sexuales o los drogadictos por vía intravenosa, para reducir sus comportamientos arriesgados. Para facilitar el acceso de esas comunidades y grupos de alto riesgo a los condones, las ONG pueden colaborar con burdeles, hoteles, mercados, estadios deportivos y otros lugares de entretenimiento para distribuir condones.   En esos casos, los trabajadores de alcance podrían asentar la distribución de condones en registros de distribución de condones.

		Fuente:  http://www.infoforhealth.org/pr/h9/h9chap5.shtml
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PÁGINA_INFORMACIÓN_2NIA

		INFORMACIÓN DE TRASFONDO PARA COMPLETAR EL PROTOCOLO DE DATOS DEL INDICADOR DE RASTREO Y VERIFICACIÓN

		Nombre de la organización que implementa el DQA

		País

		Área(s) del programa

		Indicador(es)

		Número(s) de la subvención

		Unidad de administración de M y E al nivel central

		Nombre de la instalación																Fecha de auditoría

		1-

		Instalaciones regionales de agregación

		Nombre de la instalación																Fecha de auditoría

		1

		2

		Instalaciones intermedias de agregación

		Nombre de la instalación																Fecha de auditoría

		1.1

		1.2

		1.3

		1.4

		2.1

		2.2

		2.3

		2.4

		Puntos de entrega de servicios

		Nombre de la instalación																Fecha de auditoría

		1.1.1

		1.1.2

		1.1.3

		1.1.4

		1.1.5

		1.2.1

		1.2.2

		1.2.3

		1.2.4

		1.2.5

		1.3.1

		1.3.2

		1.3.3

		1.3.4

		1.3.5

		1.4.1

		1.4.2

		1.4.3

		1.4.4

		1.4.5

		2.1.1

		2.1.2

		2.1.3

		2.1.4

		2.1.5

		2.2.1

		2.2.2

		2.2.3

		2.2.4

		2.2.5

		2.3.1

		2.3.2

		2.3.3

		2.3.4

		2.3.5

		2.4.1

		2.4.2

		2.4.3

		2.4.4

		2.4.5





PÁGINA_INFORMACIÓN

		INFORMACIÓN DE TRASFONDO PARA COMPLETAR EL PROTOCOLO DE DATOS DEL INDICADOR DE RASTREO Y VERIFICACIÓN

		Nombre de la organización que implementa el DQA

		País

		Área(s) del programa

		Indicador(es)

		Número(s) de la subvención

		Unidad de administración de M y E al nivel central

		Nombre de la instalación																Fecha de auditoría

		1-

		Instalaciones intermedias de agregación

		Nombre de la instalación																Fecha de auditoría

		1

		2

		3

		4

		Puntos de entrega de servicios

		Nombre de la instalación																Fecha de auditoría

		1.1

		1.2

		1.3

		1.4

		1.5

		2.1

		2.2

		2.3

		2.4

		2.5

		3.1

		3.2

		3.3

		3.4

		3.5

		4.1

		4.2

		4.3

		4.4

		4.5

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10





UNIDAD DE M y E_2NIA

		UNIDAD DE M y E (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la unidad de M y E es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen de M y E; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Unidad de M y E:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		0.  Sistema de toma de registros y producción de informes sobre condones

		0.1		Provea una descripción breve del tipo de programa de distribución de condones (canal de entrega) para el cual se verifican los datos (p. ej., ¿se distribuyen los condones mediante un progrma de mercadeo social en las farmacias? ¿En una clínica de ETS?  Etc.)

		0.2		Describa el sistema de toma de registros y producción de informes relacionado con este programa/canal de entrega de condones (es decir, desde la toma de registro inicial de la distribución de condones a una persona, de ser posible, según los documentos fuente disponibles, hasta la producción del informe de las cantidades agregadas para la unidad de M y E). Describa cuándo tiene lugar el registro de la distribución, en qué formularios y por cuáles miembros del personal.

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la unidad de M y E.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la unidad de M y E

		1.1		El resultado agregado contenido en el informe de resumen preparado por la unidad de M y E (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (unidad de M y E)
(es decir, relación de recuento a resultados informados)						-

		A)  Copie los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la unidad de M y E

		Avisos al auditor sobre indicadores específicos:   Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras utilizadas por la unidad de M y E para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la unidad de M y E o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la Instalación de agregación regional auditada no  1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la Instalación de agregación regional auditada no  2 ? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la unidad de M y E para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la unidad de M y E debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo signfica que el informe se pudo usar en el informe de resumen preparado por la unidad de M y E)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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UNIDAD DE M y E

		UNIDAD DE M y E (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la unidad de M y E es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen de M y E; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Unidad de M y E:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		0.  Sistema de toma de registros y producción de informes sobre condones

		0.1		Provea una descripción breve del tipo de programa de distribución de condones (canal de entrega) para el cual se verifican los datos (p. ej., ¿se distribuyen los condones mediante un progrma de mercadeo social en las farmacias? ¿En una clínica de ETS?  Etc.)

		0.2		Describa el sistema de toma de registros y producción de informes relacionado con este programa/canal de entrega de condones (es decir, desde la toma de registro inicial de la distribución de condones a una persona, de ser posible, según los documentos fuente disponibles, hasta la producción del informe de las cantidades agregadas para la unidad de M y E). Describa cuándo tiene lugar el registro de la distribución, en qué formularios y por cuáles miembros del personal.

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la unidad de M y E.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la unidad de M y E

		1.1		El resultado agregado contenido en el informe de resumen preparado por la unidad de M y E (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (unidad de M y E)
(es decir, relación de recuento a resultados informados)						-

		A)  Copie los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la unidad de M y E

		Avisos al auditor sobre indicadores específicos:   Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras utilizadas por la unidad de M y E para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la unidad de M y E o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la unidad de M y E para esas instalaciones intermedias de agregación.

		1.5		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la unidad de M y E debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo signfica que el informe se pudo usar en el informe de resumen preparado por la unidad de M y E)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Nivel Regional 1

		Nivel regional de agregación (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la instalación regional de agregación es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen regional; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación regional de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia 
del documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación regional de agregación.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la instalación regional de agregación

		1.1		El resultado agregado contenido en el informe de resumen preparado por la instalación regional de agregación (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (instalación regional de agregación) 
(es decir, relación de recuento a resultados informados)						-

		A) Copiar los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la instalación regional de agregación.

		Avisos al auditor sobre indicadores específicos:     Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras informadas por la instalación regional de agregación para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la instalación regional de agregación o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la instalación regional de agregación para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación regional de agregación debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo significa que el informe se pudo usar en el informe de resumen preparado por la instalación regional de agregación)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 1

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Punto de Servicio 1.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Punto de Servicio 1.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Punto de Servicio 1.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Punto de Servicio 1.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Nivel Intermedio 2

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Punto de Servicio 2.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Punto de Servicio 2.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Punto de Servicio 2.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Punto de Servicio 2.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Nivel Intermedio 3

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)



&A&RPage &P



Punto de Servicio 3.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Punto de Servicio 3.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Punto de Servicio 3.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Punto de Servicio 3.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Punto de Servicio 3.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Nivel Intermedio 4

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Punto de Servicio 4.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Punto de Servicio 4.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Punto de Servicio 4.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Punto de Servicio 4.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Nivel Regional 2

		Nivel regional de agregación (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la instalación regional de agregación es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen regional; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación regional de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia 
del documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación regional de agregación.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la instalación regional de agregación

		1.1		El resultado agregado contenido en el informe de resumen preparado por la instalación regional de agregación (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (instalación regional de agregación) 
(es decir, relación de recuento a resultados informados)						-

		A) Copiar los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la instalación regional de agregación.

		Avisos al auditor sobre indicadores específicos:     Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras informadas por la instalación regional de agregación para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la instalación regional de agregación o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la instalación regional de agregación para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación regional de agregación debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo significa que el informe se pudo usar en el informe de resumen preparado por la instalación regional de agregación)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)



&A&RPage &P



Nivel Intermedio 2.1

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Punto de Servicio 2.1.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Punto de Servicio 2.1.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Punto de Servicio 2.1.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Punto de Servicio 2.1.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Nivel Intermedio 2.2

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Punto de Servicio 2.2.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Punto de Servicio 2.2.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Punto de Servicio 2.2.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Punto de Servicio 2.2.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Nivel Intermedio 2.3

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Punto de Servicio 2.3.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Punto de Servicio 2.3.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Punto de Servicio 2.3.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Punto de Servicio 2.3.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Nivel Intermedio 2.4

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Punto de Servicio 2.4.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Punto de Servicio 2.4.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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Punto de Servicio 2.4.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.



&A&RPage &P



Punto de Servicio 2.4.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de condones distribuidos

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA DISTRIBUCIÓN DE CONDONES – Describir la conexión entre la distribución de condones y cómo se llenó el documento fuente -

		Avisos al equipo de verificación sobre indicadores específicos:    El equipo de auditoría deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la distribución de condones.

		1.1		Describa el documento fuente para registrar la distribución de condones (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la distribución de condones y el registro del servicio en el documento fuente?

		1.4		Si la distribución de condones y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de auditoría sobre indicadores específicos:  Los documentos fuente podrían ser los historiales de los pacientes, los formularios de ingreso para recibir asesoramiento, los registros de distribución de la farmacia/droguería. El equipo de auditoría deberá (1) solicitar permiso del administrador principal del centro para revisar los documentos y (2) darle al administrador la opción de que un miembro del personal esté presente durante la revisión.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) fecha de la distribución; (2) área de la distribución; (3) método de distribución;  (4) cantidad.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificación de los procedimientos de toma de registros para evitar los conteos dobles

		2.4		¿Hay alguna instancia en la que se corre el riesgo de conteo doble?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación sobre indicadores específicos:   Problemas de calidad de los datos - Las cantidades de condones distribuidos podrían informarse de más o de menos debido a que  (1) las instalaciones de entrega de servicios podrían distribuir los condones en varios puntos de entrega de servicios, p.ej., durante APV, RAN y servicios de planificación familiar, (2) los condones podrían estar financiados por múltiples socios.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de condones registrados como distribuidos durante el período del informe revisando los documentos fuente.

		3.2		Copie la cantidad de condones informados como distribuidos por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para determinar si existen discrepancias entre los documentos fuente y los informes presentados por la instalación al siguiente nivel de presentación de informes.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  La verificación cruzada podría realizarse (1) comparando la cantidad de condones entregados a la instalación por la tienda central/regional/de distrito con la cantidad de condones recibidos y distribuidos por ésta, y (2) evaluando cuántos condones hay en existencia. (Aviso: Los condones podrían ser financiaos por varios donantes).

		VERIFICACIÓN CRUZADA 1:  Entre los condones entregados a la instalación y los condones recibidos por la instalación. ¿Se realizó esta verificación cruzada?

		4.1		Ingrese la cantidad de condones entregados a la instalación durante el período del informe (por la tienda central/regional/de distrito).

		4.2		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.3		Si ocurrió una discrepancia entre los condones entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los condones distribuidos por la instalación.

		4.4		Ingrese la cantidad de condones en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.5		Ingrese la cantidad de condones recibidos por la instalación durante el período del informe.

		4.6		Ingrese la cantidad de condones en existencia en la instalación al final del período del informe (existencias de cierre).

		4.7		Ingrese la cantidad de condones distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.8		Si ocurrió una discrepancia entre los condones en existencia y los condones distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.9		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador) -

		Avisos al equipo de verificación sobre indicadores específicos:   Este paso podría no ser posible debido a la confidencialidad de los clientes.   Podría ser posible observar la distribución de condones por medio del canal para el cual se están verificando los datos - para ver si la distribución de condones en realidad está sucediendo.  No obstante, esta observación no constituiría una verificación al alzar de la entrega de condones durante el período del informe que está siendo verificado.
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TABLA DE RESUMEN_2NIA

		TABLA DE RESUMEN - Rastreo y verificación estadísticas sumarias

										Paso  1						Paso  2						Paso  3		Paso  4

		TABLA DE RESUMEN

Rastreo y verificación								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I								II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Conteos verificados en instalaciones auditadas		Conteos informados en instalaciones auditadas		Factores no ajustados de verificación de distritos e instalaciones		Conteo informado observado de todas las instalaciones en el "distrito"		Conteo informado por el "distrito" en la unidad de M y E (p. ej., a nivel nacional)		Factor de ajuste  Rdi/Rni		Factores ajustados de verificación de distritos		District         VF (Weight)		Weighted Regional Level Verification Factors		Region
VF Weight		Factor de verificación total		% de informes disponibles		%  de informes a tiempo		% de informes completos		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Límite inferior de IC 95%		Límite superior de IC 95%		number of districts		Degrees of freedom t-distribution

		Unidad de M y E																																																				df		P(2-tailed) = 0.025

		-		-						0.00		0.00		-										0.00				0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Instalaciones de nivel intermedio de agregación y puntos de entrega de servicios																																																				2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-				3.00		3.18

		1.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-																4.00		2.78

		1.1.1		-						0.00		0.00		-																																								5.00		2.57

		1.1.2		-						0.00		0.00		-

		1.1.3		-						0.00		0.00		-

		1.1.4		-						0.00		0.00		-

		1.1.5		-						0.00		0.00		-

		1.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.2.1		-						0.00		0.00		-

		1.2.2		-						0.00		0.00		-

		1.2.3		-						0.00		0.00		-

		1.2.4		-						0.00		0.00		-

		1.2.5		-						0.00		0.00		-

		1.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.3.1		-						0.00		0.00		-

		1.3.2		-						0.00		0.00		-

		1.3.3		-						0.00		0.00		-

		1.3.4		-						0.00		0.00		-

		1.3.5		-						0.00		0.00		-

		1.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.4.1		-						0.00		0.00		-

		1.4.2		-						0.00		0.00		-

		1.4.3		-						0.00		0.00		-

		1.4.4		-						0.00		0.00		-

		1.4.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-

		2.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.1.1		-						0.00		0.00		-

		2.1.2		-						0.00		0.00		-

		2.1.3		-						0.00		0.00		-

		2.1.4		-						0.00		0.00		-

		2.1.5		-						0.00		0.00		-

		2.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.2.1		-						0.00		0.00		-

		2.2.2		-						0.00		0.00		-

		2.2.3		-						0.00		0.00		-

		2.2.4		-						0.00		0.00		-

		2.2.5		-						0.00		0.00		-

		2.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.3.1		-						0.00		0.00		-

		2.3.2		-						0.00		0.00		-

		2.3.3		-						0.00		0.00		-

		2.3.4		-						0.00		0.00		-

		2.3.5		-						0.00		0.00		-

		2.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.4.1		-						0.00		0.00		-

		2.4.2		-						0.00		0.00		-

		2.4.3		-						0.00		0.00		-

		2.4.4		-						0.00		0.00		-

		2.4.5		-						0.00		0.00		-





TABLA DE RESUMEN

		TABLA DE RESUMEN - Rastreo y verificación estadísticas sumarias

										Paso  1						Paso  2						Paso  3		Paso  4

		TABLA DE RESUMEN

Rastreo y verificación								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Conteos verificados en instalaciones auditadas		Conteos informados en instalaciones auditadas		Factores no ajustados de verificación de distritos e instalaciones		Conteo informado observado de todas las instalaciones en el "distrito"		Conteo informado por el "distrito" en la unidad de M y E (p. ej., a nivel nacional)		Factor de ajuste  Rdi/Rni		Factores ajustados de verificación de distritos		VF (Weight)		Factor de verificación total		% de informes disponibles		%  de informes a tiempo		% de informes completos		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Límite inferior de IC 95%		Límite superior de IC 95%		number of districts		Degrees of freedom t-distribution

		Unidad de M y E																																																df		P(2-tailed) = 0.025

		-		-						0.00		0.00												0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Instalaciones de nivel intermedio de agregación y puntos de entrega de servicios																																																2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-																3.00		3.18

		1.1		-						0.00		0.00		-																																				4.00		2.78

		1.2		-						0.00		0.00		-																																				5.00		2.57

		1.3		-						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						0.00		0.00		-

		2.2		-						0.00		0.00		-

		2.3		-						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

				Resumen del punto de servicio						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-





RESUMEN DE ESTADÍSTICAS_0NIA

		Resumen de estadísticas de DQA (ningunos sitios de la agregación del intermedio)

																																																																																		% Disponible		%  a tiempo		% Completo

																																																																																-

																																																																																-

																																																																																-

																																																																																-

																																																																																-		-		-		-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-





RESUMEN DE ESTADÍSTICAS_0NIA

		0		0		0
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Factores de verificación de sitios de DQA

0

0

0

0

0

0

0

0

0

0

0



RESUMEN DE ESTADÍSTICAS

		Resumen de estadísticas de DQA (dos niveles intermedios de la agregación)

																																																																																Accuracy		Availability		Timeliness		Completeness

																																																																												7		-		-		-		-		-

																																																																												6		-		-		-		-		-

																																																																												5		-		-		-		-		-

																																																																												4		-		-		-		-		-

																																																																												3		-		-		-		-		-

																																																																												2		-		-		-		-		-

																																																																												1		-		-		-		-		-





RESUMEN DE ESTADÍSTICAS

		0		0		0		0		0		0		0



-

-

-

-

-

-

-

Factores totales y ajustados de verificación 
de distritos de DQA



		0		0		0		0		0		0



-

-

-

-

-

-

-

%  de informes disponibles de DQA



		0		0		0		0		0		0



-

-

-

-

-

-

-

%  de informes a tiempo de DQA



		0		0		0		0		0		0



-

-

-

-

-

-

-

%  de informes completos de DQA



		Resumen de estadísticas de DQA

																																																																																				Accuracy		Availability		Timeliness		Completeness

																																																																																5		-		-		-		-		-

																																																																																4		-		-		-		-		-

																																																																																3		-		-		-		-		-

																																																																																2		-		-		-		-		-

																																																																																1		-		-		-		-		-





		0		0		0		0		0



-

-

-

-

-

Factores totales y ajustados de verificación de distritos de DQA



		0		0		0		0		0



-

-

-

-

-

%  de informes disponibles de DQA



		0		0		0		0		0



-

-

-

-

-

%  de informes a tiempo de DQA



		0		0		0		0		0



-

-

-

-

-

%  de informes completos de DQA





DQA Data Verification Templates/Spanish/02 DQA P2_All Diseases_Community Interventions_Sp_2009.xls
COMIENZO

																												0		0		0		0		0		0

																												1		1		1		1		1		1

																												2		2		2		2		2		2

																												3		3		3		3		0		3

		Herramienta de Evaluación de la Calidad de los Datos																										4		4		4		4				4

								Protocolo 2:  Verificación de los datos																				0		5		5		0				5

						- Cantidad de personas que se benefician 
de los programas basados en la Comunidad -																						0		6		6						0

						Cantidad de niveles intermedios de agregación																								0		7

						Cantidad de instalaciones intermedias de agregación de nivel 
más alto (p. ej., regionales)																										8

						Cantidad de instalaciones intermedias de agregación (por región)																										9

						Cantidad de puntos de entrega de servicios (por IIA)																										10

						Reiniciar la encuesta																										11

		Versión 1: Mayo de 2008																														12

		Avisos importantes sobre el uso de esta plantilla electrónica:																														0

		1.  Para poder usar las herramientas de Control de la Calidad de los Datos, tendrá que asegurarse de que su nivel de 'seguridad de macros' (macro security) esté fijado en menos de 'alto' (high).  Abra la plantilla electrónica, navegue hasta el menú desplegable de 'Herramientas' (Tools), seleccione 'Macro' y luego 'Seguridad' (Security).  Seleccione 'medium' (mediana).  Cierre el programa Excel y vuelva a abrir el archivo.  Al volver a abrir el archivo, tendrá que seleccionar 'Enable Macros' (Permitir macros) para que el programa funcione según fue diseñado.

		2.  En la página titulada 'HEADER' (esta página), seleccione la cantidad de niveles intermedios de agregación (de la lista desplegable) en los que se informan los datos, desde el punto de entrega de servicios hasta el nivel nacional.  En la próxima lista desplegable, seleccione la cantidad de instalaciones intermedias de agregación (intermediate aggregation sites [IAS]) en las que se tomaron muestras.   Por lo general, las unidades de salud de distrito del Ministerio de Salud son las instalaciones intermedias de agregación.  Entonces, ingrese la cantidad de puntos de entrega de servicios (service delivery points [SDP]) en los que se tomaron muestras; p. ej., las unidades o instalaciones de salud que se reportan a cada instalación intermedia.  Si tiene una cantidad desigual de SDP por distrito, seleccione la cantidad que corresponda al número más alto de SDP en los que se tomaron muestras dentro de un distrito muestreado.  Si los SDP se reportan directamente al nivel nacional, seleccione '0' de la lista desplegable de IAS.  Seleccione entonces la cantidad de SDP dentro de la muestra.  Consulte la página de INSTRUCCIONES para obtener más detalles.

		3.  Ingrese los nombres de los centros de salud, o instalaciones, en la hoja denominada 'Information Page' (Página de información).  Esos nombres se propagarán automáticamente en los formularios correspondientes dentro de la plantilla electrónica y ayudarán a garantizar que la evaluación quede bien organizada y los datos sean de buena calidad.
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INSTRUCCIONES

		INSTRUCCIONES (Protocolo 2 - Verificación de los datos)

		Aviso:  El equipo de auditoría debe leer el documento titulado "Control de la calidad de los datos:  Pautas de implementación" además de estas instrucciones antes de administrar este protocolo.

		OBJETIVO

		El objetivo de este protocolo es (1) volver a contar y verificar la exactitud de los datos informados en instalaciones selectas; y  (2) revisar la puntualidad, totalidad y disponibilidad de los informes.

		CONTENIDO

		Este protocolo de verificación de los datos está relacionado con el indicador:  Cantidad de personas que se benefician de los programas basados en la comunidad.. Ya que pueden existir diferencias significativas entre los tipos de indicadores y los puntos de entrega de servicios - p. ej., instalaciones médicas (clínicas) e instalaciones basadas en la comunidad, el sistema de control de la calidad de los datos (Data Quality Audit [DQA]) incluye Protocolos específicos a los indicadores que contienen información específica y los problemas de calidad de los datos relacionados con el indicador (p. ej., el riesgo de conteo doble). Esta información se incorpora en los 5 pasos del protocolo, los cuales se desglosan a continuación. 

El protocolo comienza con una descripción de los servicios asociados con el indicador para orientar al equipo de auditoría sobre el servicio que se provee y, por lo tanto, qué se "cuenta" para medir dicho indicador.  Eso ayudará a guiar al equipo de auditoría a los documentos fuente relevantes, que pueden ser bastante distintos para cada indicador (p. ej., expedientes de los pacientes, informes de laboratorio, registros de capacitación, etc.).

La verificación de los datos ocurre en dos etapas:

(1) Verificaciones detalladas en los puntos de entrega de servicios (Service Delivery Points [SDPs]); y
(2) Verificaciones de seguimiento en los niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]) y en la unidad de monitoreo y evaluación (M y E) del programa/proyecto. 
  
Por lo general, los programas tendrán un sistema de presentación de informes en 3 niveles; en otras palabras, los datos pasarán de los puntos de entrega de servicios (Service Delivery Points [SDPs]),
a un nivel intermedio de agregación (es decir, una región o un distrito) y de ahí a la unidad central de M y E.

No obstante, en algunos países, los SDPs podrían reportarse directamente a la unidad central de M y E, sin pasar por 
niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]). En otros países, podría haber dos (o más) IALs en los que se agregan los datos; por ejemplo,
al nivel de Distrito y luego al nivel de Provincia antes de llegar a la unidad central de M y E. En esos casos (es decir, un sistema de presentación de informes de 2 ó 4 niveles
), el Protocolo de verificación de los datos tendrá que ser adaptado (según se explica a continuación).

		Cómo editar el contenido de la plantilla Excel
Las plantillas Excel deben modificarse con cuidado.  Para poder activar la adición o remoción selectiva de lengüetas para las distintas instalaciones y 
niveles, las plantillas han sido programadas en el lenguaje VBA (Visual Basic for Applications).  Las modificaciones hechas a las hojas de cálculo pueden alterar el lenguaje de
programación y hacer que la plantilla no funcione.  No obstante, es posible hacer ciertos cambios para que la plantilla sea más 
útil durante el proceso de DQA y para que describa mejor el sistema de información.  Por ejemplo, se pueden añadir verificaciones cruzadas e inspecciones al azar
a las hojas individuales, siempre y cuando se añadan al pie de la hoja de cálculo. No 'inserte' hileras ni columnas a
 mitad de página ya que eso podría alterar el cálculo de ciertos indicadores de desempeño.  Se pueden añadir otros elementos a las hojas 
si se hacen al pie de la hoja de cálculo.

Se pueden seleccionar hasta seis puntos de entrega de servicios dentro de cuatro instalaciones intermedias de agregación (es decir, 24 instalaciones), de manera que es poco probable que haya que añadir
puntos de servicios o instalaciones intermedias en la "Página de información".   Sencillamente seleccione la cantidad que desee de cada uno de las
listas desplegables en la página titulada "HEADER" (ENCABEZAMIENTO).  Esas selecciones pueden modificarse más adelante si es necesario.

Es aceptable cambiar el nombre de las lengüetas de la hojas de cálculo según sea necesario.

Las hojas de cálculo están protegidas para evitar hacer cambios no intencionales al contenido.  Para editar el contenido de las celdas, desbloquee la protección
de las hojas de cálculo seleccionando 'Protection' (Protección) del menú desplegable 'Tools' (Herramientas).  Seleccione entonces 'Unprotect' (Desbloqueo de protección).  No olvide volver a proteger la hoja de cálculo
después de hacer las modificaciones.

		INSTRUCCIONES DE USO DEL PROTOCOLO PARA LOS AUDITORES

		Puntos de entrega de servicios – 5 tipos de verificación de los datos 

La primera etapa de verificación de los datos tiene lugar en los puntos de entrega de servicios. Hay cinco tipos de pasos estándar de verificación de datos que pueden realizarse en ese nivel:

1 - Descripción:  Describir la conexión entre la entrega de los servicios/suministros y cómo se llenó el documento fuente que registra dicha entrega de servicios.

2 - Revisión de la documentación:  Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período de informe seleccionado.

3 - Rastreo y verificación:  Rastrear y verificar las cantidades informadas: (1) Volver a contar las cantidades informadas de los documentos fuente disponibles; (2) Comparar las cifras verificadas con la cantidad informada por la instalación; (3) Identificar los motivos de cualquier diferencia. 

4 - Verificaciones cruzadas:  Realizar "verificaciones cruzadas" de los totales de informes verificados con otras fuentes de datos (p. ej., expedientes de inventario, informes de laboratorio, registros, etc.).

5 - Inspecciones al azar:  Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo.

		Niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]) y la unidad central de M y E – 2 tipos de verificación de los datos

La segunda etapa de la verificación de los datos ocurre en los niveles intermedios de agregación (p. ej., Distritos, Regiones) y en la unidad de M y E del programa/proyecto. 

1 - Revisión de la documentación:  Revisar la disponibilidad, puntualidad y totalidad de todos los informes que se espera recibir de los puntos de entrega de servicios durante el período de informe seleccionado.

2 - Rastreo y verificación:   Rastrear y verificar las cantidades informadas: (1) Volver a agregar las cantidades informadas por los puntos de entrega de servicios; (2) Comparar los conteos verificados con las cantidades presentadas al siguiente nivel (p. ej., unidad central de M y E); (3) Identificar los motivos de cualquier diferencia.

		Instrucciones para un sistema de informes de "2 niveles" o "4 niveles":

Selección de los niveles y las instalaciones
Protocolo 2:  La plantilla Excel de verificación de datos fue diseñada para seguir la metodología de muestreo de DQA en relación con la selección de los niveles intermedios de agregación y los puntos de entrega de servicios.  En la lengüeta "HEADER" (ENCABEZAMIENTO), el equipo de auditoría puede seleccionar la cantidad de instalaciones intermedias de agregación y la cantidad de puntos de entrega de servicios que se reportan a cada instalación intermedia de agregación, según el acuerdo hecho con la organización que solicitó el DQA.  En caso de haber más, o menos, de un nivel intermedio en el flujo de datos del nivel de entrega de servicios hacia el nivel nacional, puede seleccionarse la cantidad necesaria de niveles e instalaciones por nivel.  Primero seleccione la cantidad de niveles intermedios de agregación (p. ej., región o distrito).  Si los datos pasan tanto por la región como por el distrito, seleccione dos niveles.  Si los datos sólo pasan por el distrito antes de ser enviados al nivel nacional, seleccione un nivel.  En algunos países, los datos se informan desde el punto de entrega de servicios directamente al nivel nacional.  En este caso, seleccione cero niveles intermedios.  

Luego seleccione la cantidad de instalaciones dentro de cada nivel intermedio.  El esquema de muestreo más probable requiere que se seleccionen al azar tres agrupaciones (instalaciones intermedias) 
y tres puntos de entrega de servicios dentro de cada agrupación.  En el caso de dos niveles intermedios, el esquema de muestreo consistirá con mayor probabilidad en dos agrupaciones regionales con dos
agrupaciones de distritos dentro de cada región.  Luego se seleccionarán dos puntos de entrega de servicios dentro de cada agrupación de distritos para obtener un total de ocho instalaciones de entrega de servicios.  Podría ser necesario modificar
este esquema de muestreo debido a las limitaciones de tiempo, distancia y recursos.  Todos los cambios de metodología deben hacerse por medio de un acuerdo con la 
organización que solicitó el DQA antes de realizar las visitas de campo.

		Instrucciones para llenar las columnas de la lista de verificación:

A la izquierda de cada hoja de cálculo aparece una lista de preguntas (columna B).  El equipo de auditoría debe leer cada pregunta (declaración) y completar las columnas C/D, E, F y G.  La columna C tiene un menú desplegable (en la esquina inferior derecha) que contiene las siguientes categorías de respuesta para cada pregunta: "Sí, completamente", "En parte", "No, nada" y "N/A".  La columna D debe usarse para ingresar cifras o porcentajes (que se usarán en los cálculos). La columna E es para comentarios del auditor y la columna F debe responderse con "sí" si el equipo de auditoría considera que la respuesta a una pregunta (declaración) presenta asuntos que son suficientemente importantes como para requerir un "Aviso de recomendación" al programa/proyecto.

		PRODUCTOS

		Los siguientes Resúmenes de estadísticas serán producidos basándose en todas las respuestas a las preguntas:

- Precisión de los datos informados mediante el cálculo de factores de verificación  generados a partir del ejercicio de recuento realizado en cada nivel del sistema de presentación de informes (es decir, comparación del porcentaje de las cantidades informadas para los indicadores seleccionados con las cifras verificadas; 

- Informes de disponibilidad, totalidad y puntualidad mediante porcentajes calculados en los niveles intermedios de agregación y la unidad de M y E.

		Interpretación del producto:

Los modelos matemáticos de la técnica modificada de muestreo por agrupación en dos etapas utilizada por el DQA han determinado que la exactitud de las estimaciones del factor de verificación de los datos de cobertura de inmunizaciones es demasiado baja para poder usarla de manera realista a nivel nacional.  En simulaciones, Woodard y otros (1) encontraron que tendrían que tomarse muestras en hasta 30 distritos para poder lograr una exactitud de alrededor de +/-10%.  Debido a la inversión de tiempo, personal y recursos financieros necesaria para visitar 30 distritos, es poco probable poder calcular un factor de verificación nacional preciso.  

No obstante, es posible obtener una idea de la calidad general de los datos de un programa/proyecto sin depender de un factor de verificación de estimaciones a nivel nacional.  Los aspectos cualitativos del DQA son adecuados para determinar los puntos fuertes y débiles de un sistema dado de presentación de informes.  Por ejemplo, si las definiciones de los indicadores no se entienden bien en la mayor parte de una muestra representativa de instalaciones, es muy probable que las definiciones de los indicadores tampoco se entiendan bien en los distritos en los que no se tomaron muestras.  El recuento de indicadores y su comparación con los valores informados en una muestra de instalaciones es similarmente adecuado para determinar, en un sentido general, si la calidad de los datos es buena, mediocre o mala aun sin el
 beneficio de una estimación precisa a nivel nacional.   La falta de informes o las grandes discrepancias entre los resultados del recuento y los resultados informados en varios
lugares son indicios de discrepancias similares en otros lugares.  

Por último, el factor de verificación a nivel nacional debe interpretarse con cautela.  Para fines del control de la calidad de los datos, debe usarse  
como indicio de la calidad de los datos (o falta de calidad de los mismos), en lugar de como medida exacta.   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA) (Estudio de diseño y simulación de un control de la calidad de los datos sobre inmunización)
  Ann Epidemiol  2007;17:628–633.





DESCRIPCIÓN DEL SERVICIO

		DESCRIPCIÓN DEL SERVICIO (Protocolo 2 - Verificación de los datos)

		Información de trasfondo sobre el alcance comunitario

		Cantidad de personas que se benefician de los programas basados en la comunidad (especificar a. prevención, b. sustento de huérfanos, c. cuidado y apoyo)

		Descripción general del servicio

		Por lo general, los programas basados en la comunidad son implementados por organizaciones no gubernamentales (ONG), organizaciones basadas en la comunidad (OBC) y organizaciones religiosas (OR) que proveen beneficios o servicios específicamente a una comunidad o segmento de la población. La gama y el alcance de estos servicios varía considerablemente; sin embargo, los relacionados con VIH/SIDA, tuberculosis y paludismo se proponen obtener uno o todos los siguientes resultados: 

1) Prevenir o reducir la transmisión de las respectivas enfermedades mediante la creación de conciencia pública, la movilización de las comunidades y el fomento de cambios del comportamiento (p. ej., práctica de abstinencia, monogamía o uso de condones para prevenir la transmisión del VIH, uso de mosquiteros para prevenir la infección por paludismo y seguimiento estricto de los regímenes de tratamiento).

		2)  Proveer tratamiento o servicios relacionados con el tratamiento a las personas infectadas por las respectivas enfermedades al enseñar a las familias cómo usar remedios caseros para tratar los casos de paludismo, o al capacitar a los familiares u otros tutores legales de las personas infectadas por TB sobre cómo seguir el tratamiento.   

3)   Proveer servicios de cuidado y apoyo a las personas afectadas por la enfermedad (la persona infectada por la enfermedad así como su familia y/o los miembros de la comunidad, entre ellos huérfanos y niños vulnerables) mediante la provisión de cuidado básico (en casa), apoyo emocional/espiritual, referidos a otros tipos de cuidado, y servicios de apoyo a las personas infectadas y sus familias y dependientes.

		Ejemplos de programas de alcance comunitario y posibles documentos fuente

		         Prevención

		Comunicación de cambio del comportamiento (CCC)

		CCC es un proceso mediante el cual se difunden mensajes y métodos específicos por varios canales de comunicación para promover y mantener comportamientos positivos entre individuos, comunidades y sociedades.   Se ha utilizado en programas para dar alcance a todos los grupos afectados por el VIH y el SIDA, así como en programas de TB y paludismo.  Por ejemplo, CCC podría usarse para fomentar la realización de pruebas de TB o el uso de mosquiteros para prevenir el paludismo.

		P  Posibles documentos fuente para CCC

  Podría depender del grupo objetivo (p. ej., jóvenes, trabajadores sexuales, HSH, UDI)

		Asesoramiento y pruebas en la comunidad.   Asegurarse de que las personas reciban asesoramiento y se hagan la prueba para conocer su estado serológico se considera un método importante de prevención y también de encauzar a las personas que necesitan tratamiento a acudir a las instalaciones y los programas adecuados.   Los métodos para ampliar el acceso al asesoramiento y la realización de pruebas incluyen programas móviles de asesoramiento y pruebas voluntarias (MAPV) y el establecimiento de instalaciones de asesoramiento y pruebas voluntarias en organizaciones basadas en la comunidad.

		P  Posibles documentos fuente sobre realización de pruebas en la comunidad

   Hojas de registro o registros de asesoramiento y pruebas

		Educación por pares 

La educación por pares, una estrategia de uso amplio para tratar el VIH y el SIDA, conlleva capacitar y apoyar a miembros de un grupo para lograr cambios entre otros miembros del mismo grupo.  La educación por pares provee a una persona los conocimientos y la habilidad de educar a sus pares mediante mensajes y educación de prevención.  Permite que obengan y desarrollen destrezas de oratoria, trabajo en equipo, liderazgo y la habilidad de lograr cambios positivos en los comportamientos y las actitudes.

Aunque la educación por pares se usa más a menudo para lograr cambios de conocimiento, actitudes, creencias y comportamientos entre los individuos, la técnica puede también usarse para cambiar las normas de un grupo o sociedad y animar la toma de acción colectiva.

		P  Posibles documentos fuente sobre la educación por pares

   Registro diario (periódico) del educador comunitario de pares sobre las personas aconsejadas

		Programas de intercambio de agujas/jeringas (PIJ) 

Los PIJ permiten que las personas intercambien jeringas usadas por jeringas estériles para reducir la propagación del VIH y otras enfermedades transmitidas por la sangre.   En estos programas, las personas llevan las jeringas usadas a un lugar designado y las intercambian por jeringas estériles.

		P  Posibles documentos fuente para PIJ

   Hojas de registro

		           Apoyo de huérfanos y niños vulnerables (HNV)

		Huérfanos y otros niños vulnerables debido al VIH/SIDA (HNV)

Estos programas fueron diseñados para satisfacer una gama de necesidades de los huérfanos y otros niños que han quedado vulnerables debido al VIH y el SIDA.  La definición de lo que se incluye en el paquete de apoyo, o cuántos servicios deben prestarse durante un período del informe para que un HNV pueda contarse como beneficiario del apoyo puede diferir según la agencia que financie la verificación de la calidad de los datos.  Por ejemplo, según el Programa del Presidente para Alivio del SIDA (President´s Program for AIDS Relief [PEPFAR]), las necesidades básicas o "núcleo" incluyen alimentos/nutrición, albergue y cuidado, protección, atención médica, apoyo psicológico y educación.  Los programas para HNV proveen apoyo a las familias u otras personas que cuidan de HNV y otros niños que han quedado vulnerables debido al VIH y el SIDA.   En la práctica, esos niños y los encargados de su cuidado pueden recibir apoyo de más de una organización o programa.  Para poder contarse durante un período de informe, deben haberse recibido por lo menos tres servicios relacionados con HNV.

		P  Posibles documentos fuente para HNV

   Hoja de cuidado de HNV
   Registro de HNV

		         Cuidado y apoyo

		Control del paludismo en el hogar (Home-based management of malaria [HHM])

Se ha reconocido que, en los países endémicos, la mayoría de los episodios de paludismo se tratan fuera de las instalaciones de salud pública, principalmente en el hogar. De hecho, el tratamiento basado en instalaciones médicas no es accesible a la mayor parte de la población. Como resultado, la disponibilidd de tratamientos mejorados basados en el hogar para casos no complejos de paludismo se ha vuelto una estrategia clave para alcanzar las metas por país de la Alianza para Hacer Retroceder el Paludismo (Roll Back Malaria [RBM]).  La capacitación en las comunidades ha abordado los temas de reconocimiento del paludismo, tratamiento adecuado y cambios del comportamiento de búsqueda de tratamiento, aunque las lecciones aprendidas de actividades eficaces al nivel local en entornos de investigación no han resultado en programas más grandes.

		P  Posibles documentos fuente sobre HHM
   
Registros periódicos de los trabajadores médicos comunitarios sobre los hogares visitados o las sesiones de información a la comunidad celebradas

		Participación comunitaria en el cuidado de TB

La participación comunitaria en el cuidado de TB implica establecer una asociación de trabajo entre el sector médico y la comunidad - la población local y los pacientes de TB, tanto enfermos como curados. Las experiencias de los pacientes de TB ayudan a otros pacientes a lidiar mejor con la enfermedad y a guiar a los programas nacionales de TB (PNTB) para proporcionar servicios que respondan a las necesidades de los pacientes. Asegurarse de que los pacientes y las comunidades estén informados sobre la TB, mejorar la conciencia general del público sobre la enfermedad y compartir la responsabilidad del cuidado de TB pueden resultar en un apoderamiento eficaz de los pacientes y en la participación de la comunidad, lo que aumenta la demanda de servicios médicos y lleva el cuidado más cerca a la comunidad.

		En general, aquéllos que prestan apoyo de TB en la comunidad contribuirán a la detección temprana de los casos al referir a los pacientes que se sospecha que padecen de TB a las instalaciones médicas más cercanas para obtener un diagnóstico.  Esos pacientes indicarán que han sido referidos por un voluntario de la comunidad, lo que se registra en la ficha de tratamiento de TB.  Después de hacer el diagnóstico, el personal médico referirá de otra parte a los pacientes de TB para que reciban más apoyo al tratamiento por parte de socios comunitarios, lo que se registra ingresando el nombre de la persona que presta apoyo al tratamiento en la ficha de tratamiento.  Los programas nacionales tienen la opción de transferir esta información al registro de TB de la unidad de medidas básicas (Basic Measurement Unit [BMU]) y al informe anual de administración del programa de TB.

		Para ese fin, los PNTB deben brindar apoyo a los trabajadores médicos de primera línea, por ejemplo, para facilitar la creación de grupos de pacientes, fomentar la educación y el apoyo por pares y hacer conexiones con otros grupos de autoayuda en la comunidad.  Los requisitos de capacitación de los voluntarios de la comunidad pueden variar según el entorno, variando desde instrucción "en el trabajo" hasta cursos cortos más formales provistos por el personal de PNTB. Los voluntarios de la comunidad también necesitan apoyo, motivación, instrucción y supervisión de manera regular. Donde ya existan sistemas más grandes - como en las iniciativas de VIH/SIDA basadas en la comunidad en África - deben ampliarse esas plataformas. Las pruebas señalan que el cuidado de TB basado en la comunidad es económico en comparación con el cuidado en hospitales y otros modelos de cuidado ambulatorio. Es esencial inspirar a las comunidades y obtener su apoyo continuo para identificar y proveer cuidado a pacientes de TB, para poder sustentar las iniciativas comunitarias relacionadas con TB.

		P Posibles documentos fuente para la participación de la comunidad en el cuidado de TB

   Fichas de tratamiento basado en instalaciones (para referidos)
   Registro comunitario de casos de TB referidos por instalaciones médicas

		Cuidado y apoyo de personas que viven con VIH y SIDA

Las actividades de cuidado y apoyo basados en la comunidad fueron diseñadas para conectar a las personas que viven con VIH y SIDA, y están afectadas por éstos, con la gama de servicios que necesitan.   Cuidado y apoyo se definen de varias maneras; por ejemplo, para incluir servicios de apoyo médico y social, apoyo de asesoramiento, cuidado paliativao y apoyo a dependientes y huérfanos.   También se incluye el cuidado postnatal de mujeres y bebés inscritos en programas de prevención de la transmisión de madre a hijo (PTMH).  Cuidado y apoyo incluyen también referidos y enlaces entre los servicios relacionados.  

Los programas de cuidado y apoyo se han desarrollado durante los años para enfocarse en cuatro áreas que 
enfrentan las PVVS y sus familias:  

          Médica (p. ej., infecciones oportunistas, cuidado paliativo, adherencia), 
          Psicológica (p. ej., asesoramiento y apoyo espiritual), 
          Socioeconómica (p. ej., sustento, nutrición), y
          Apoyo de derechos humanos y legal (p. ej., apoyo para mantener el trabajo y la propiedad).

		P  Posibles documentos fuente sobre el cuidado y apoyo de personas que viven con VIH y SIDA  
   
Registro diario de los hogares visitados por trabajadores médicos
Registro al nivel de la instalación 
Formularios de inscripción de clientes
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		INFORMACIÓN DE TRASFONDO PARA COMPLETAR EL PROTOCOLO DE DATOS DEL INDICADOR DE RASTREO Y VERIFICACIÓN

		Nombre de la organización que implementa el DQA

		País

		Área(s) del programa

		Indicador(es)

		Número(s) de la subvención

		Unidad de administración de M y E al nivel central

		Nombre de la instalación																Fecha de auditoría

		1-

		Instalaciones regionales de agregación

		Nombre de la instalación																Fecha de auditoría

		1

		2

		Instalaciones intermedias de agregación

		Nombre de la instalación																Fecha de auditoría

		1.1
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		2.4

		Puntos de entrega de servicios
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		1.3.1

		1.3.2

		1.3.3

		1.3.4

		1.3.5

		1.4.1

		1.4.2

		1.4.3

		1.4.4

		1.4.5

		2.1.1

		2.1.2

		2.1.3

		2.1.4

		2.1.5

		2.2.1

		2.2.2

		2.2.3

		2.2.4

		2.2.5

		2.3.1

		2.3.2

		2.3.3

		2.3.4

		2.3.5

		2.4.1

		2.4.2

		2.4.3

		2.4.4

		2.4.5





PÁGINA_INFORMACIÓN

		INFORMACIÓN DE TRASFONDO PARA COMPLETAR EL PROTOCOLO DE DATOS DEL INDICADOR DE RASTREO Y VERIFICACIÓN

		Nombre de la organización que implementa el DQA

		País

		Área(s) del programa

		Indicador(es)

		Número(s) de la subvención

		Unidad de administración de M y E al nivel central

		Nombre de la instalación																Fecha de auditoría

		1-

		Instalaciones intermedias de agregación

		Nombre de la instalación																Fecha de auditoría

		1

		2

		3

		4

		Puntos de entrega de servicios

		Nombre de la instalación																Fecha de auditoría

		1.1

		1.2

		1.3

		1.4

		1.5

		2.1

		2.2

		2.3

		2.4

		2.5

		3.1

		3.2

		3.3

		3.4

		3.5

		4.1

		4.2

		4.3

		4.4

		4.5

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10





UNIDAD DE M y E_2NIA

		UNIDAD DE M y E (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la unidad de M y E es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen de M y E; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Unidad de M y E:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		0.  Sistema de toma de registros y producción de informes sobre intervenciones basadas en la comunidad

		0.1		Describa el tipo de beneficiarios que el programa basado en la comunidad busca alcanzar y provea una breve descripción de la naturaleza de los servicios que ofrece el programa.

		0.2		Describa el sistema de toma de registros y producción de informes relacionado con este indicador (es decir, desde la toma de registro inicial de la entrega del servicio en los documentos fuente hasta la producción del informe de las cantidades agregadas para la unidad de M y E). Describa cuándo tiene lugar la toma de registro del servicio, en qué formularios y por cuáles miembros del personal.

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la unidad de M y E.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la unidad de M y E

		1.1		El resultado agregado contenido en el informe de resumen preparado por la unidad de M y E (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (unidad de M y E)
(es decir, relación de recuento a resultados informados)						-

		A)  Copie los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la unidad de M y E

		Avisos al auditor sobre indicadores específicos:   Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras utilizadas por la unidad de M y E para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la unidad de M y E o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la Instalación de agregación regional auditada no 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la Instalación de agregación regional auditada no 2 ? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la unidad de M y E para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la unidad de M y E debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo signfica que el informe se pudo usar en el informe de resumen preparado por la unidad de M y E)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)



&A&RPage &P



UNIDAD DE M y E

		UNIDAD DE M y E (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la unidad de M y E es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen de M y E; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Unidad de M y E:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		0.  Sistema de toma de registros y producción de informes sobre intervenciones basadas en la comunidad

		0.1		Describa el tipo de beneficiarios que el programa basado en la comunidad busca alcanzar y provea una breve descripción de la naturaleza de los servicios que ofrece el programa.

		0.2		Describa el sistema de toma de registros y producción de informes relacionado con este indicador (es decir, desde la toma de registro inicial de la entrega del servicio en los documentos fuente hasta la producción del informe de las cantidades agregadas para la unidad de M y E). Describa cuándo tiene lugar la toma de registro del servicio, en qué formularios y por cuáles miembros del personal.

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la unidad de M y E.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la unidad de M y E

		1.1		El resultado agregado contenido en el informe de resumen preparado por la unidad de M y E (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (unidad de M y E)
(es decir, relación de recuento a resultados informados)						-

		A)  Copie los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la unidad de M y E

		Avisos al auditor sobre indicadores específicos:   Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras utilizadas por la unidad de M y E para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la unidad de M y E o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la unidad de M y E para esas instalaciones intermedias de agregación.

		1.5		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la unidad de M y E debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo signfica que el informe se pudo usar en el informe de resumen preparado por la unidad de M y E)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Nivel Regional 1

		Nivel regional de agregación (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la instalación regional de agregación es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen regional; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación regional de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia 
del documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación regional de agregación.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la instalación regional de agregación

		1.1		El resultado agregado contenido en el informe de resumen preparado por la instalación regional de agregación (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (instalación regional de agregación) 
(es decir, relación de recuento a resultados informados)						-

		A) Copiar los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la instalación regional de agregación.

		Avisos al auditor sobre indicadores específicos:     Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras informadas por la instalación regional de agregación para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la instalación regional de agregación o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la instalación regional de agregación para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación regional de agregación debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo significa que el informe se pudo usar en el informe de resumen preparado por la instalación regional de agregación)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 1

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)



&A&RPage &P



Punto de Servicio 1.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 3

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 4

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)



&A&RPage &P



Punto de Servicio 4.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Regional 2

		Nivel regional de agregación (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la instalación regional de agregación es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen regional; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación regional de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia 
del documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación regional de agregación.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la instalación regional de agregación

		1.1		El resultado agregado contenido en el informe de resumen preparado por la instalación regional de agregación (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (instalación regional de agregación) 
(es decir, relación de recuento a resultados informados)						-

		A) Copiar los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la instalación regional de agregación.

		Avisos al auditor sobre indicadores específicos:     Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras informadas por la instalación regional de agregación para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la instalación regional de agregación o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la instalación regional de agregación para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación regional de agregación debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo significa que el informe se pudo usar en el informe de resumen preparado por la instalación regional de agregación)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2.1

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2.2

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2.3

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2.4

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de los programas basados en la comunidad.

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega del servicio y cómo se llenó el documento fuente -

		Avisos al equipo de auditoría sobre indicadores específicos: El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con el servicio prestado. Determine cuál documento fuente se usa para este indicador en esta instalación/organización.

		1.1		Describa el documento fuente para registrar la entrega del servicio (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación/organización suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega del servicio y el registro del servicio en el documento fuente?

		1.4		Si la entrega del servicio y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos:  Los documentos fuente podrían ser los registros diarios de los trabajadores de salud/educadores pares de los hogares visitados/personas aconsejadas, el registro al nivel de la instalación y/o los formularios de ingreso de los clientes.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe que está siendo verificado. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al equipo de auditoría sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las establecidas en la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las cantidades informadas por la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas/casos/eventos registrados durante el período del informe revisando el documento fuente.

		3.2		Copie la cantidad de personas/casos/eventos informados por la instalación/organización durante el período del informe (del informe de resumen).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al auditor sobre indicadores específicos:  Si el programa basado en la comunidad incluye distribución de suministros relevantes, p. ej., mosquiteros, condones o jeringas estériles, las verificaciones cruzadas pueden realizarse comparando la cantidad de personas que reciben el servicio con la cantidad de suministros relevantes que fueron (1) proporcionados a la instalación auditada, (2) distribuidos por la instalación auditada según los registros de suministros y (3) evaluando la disponibilidad de existencias del suministro especificado.

		VERIFICACIÓN CRUZADA 1:  Entre los registros de distribución de los proveedores y los registros de existencias en la instalación.  ¿Se realizó esta verificación cruzada?

		4.1		Indique el tipo de suministro (p. ej., mosquitero, condones, medicamento antipalúdico, etc.) que fue distribuido durante el servicio.

		4.2		Ingrese la cantidad de suministros entregados a la instalación durante el período del informe.

		4.3		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 1						-

		4.4		Si ocurrió una discrepancia entre los suministros entregados y recibidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		VERIFICACIÓN CRUZADA 2:  Entre la circulación de existencias y los suministros distribuidos por la instalación.  ¿Se realizó esta verificación cruzada?

		4.5		Ingrese la cantidad de suministros en existencia en la instalación al comienzo del período del informe (existencias iniciales).

		4.6		Ingrese la cantidad de suministros recibidos por la instalación durante el período del informe.

		4.7		Ingrese la cantidad de suministros en existencia en la instalación al final del período del informe (existencias de cierre).

		4.8		Ingrese la cantidad de suministros distribuidos por la instalación durante el período del informe.

		Calcule el % de discrepancia en la verificación cruzada 2. 
(es decir., Distribuidos / (Existencias iniciales + Existencias recibidas - Existencias de cierre))						-

		4.9		Si ocurrió una discrepancia entre los suministros en existencia y los suministros distribuidos durante el período del informe, determine por qué y cómo la tienda o instalación abordó esta discrepancia.

		4.1		Otras verificaciones cruzadas: (añadir según corresponda)

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de los servicios o suministros mediante programas basados en la comunidad -

		Avisos al equipo de auditoría sobre indicadores específicos:   Es posible comunicarse con una muestra de los beneficiarios de los servicios. El fin de las inspecciones al azar es confirmar que el servicio haya sido en efecto recibido por los beneficiarios indicados en los documentos fuente.  Para algunos servicios puede que no sea posible realizar inspecciones al azar debido a consideraciones de confidencialidad.  Si existe alguna duda, el equipo deberá verificar con la organización que solicitó la verificación de la calidad de los datos sobre la necesidad y factibilidad de realizar inspecciones al azar.

		5.1		¿Cuántos beneficiarios fueron visitados?

		5.2		¿Cuántos de los beneficiarios contactados en realidad habían recibido el servicio?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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TABLA DE RESUMEN_2NIA

		TABLA DE RESUMEN - Rastreo y verificación estadísticas sumarias

										Paso  1						Paso  2						Paso  3		Paso  4

		TABLA DE RESUMEN

Rastreo y verificación								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I								II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Conteos verificados en instalaciones auditadas		Conteos informados en instalaciones auditadas		Factores no ajustados de verificación de distritos e instalaciones		Conteo informado observado de todas las instalaciones en el "distrito"		Conteo informado por el "distrito" en la unidad de M y E (p. ej., a nivel nacional)		Factor de ajuste  Rdi/Rni		Factores ajustados de verificación de distritos		District         VF (Weight)		Weighted Regional Level Verification Factors		Region
VF Weight		Factor de verificación total		% de informes disponibles		%  de informes a tiempo		% de informes completos		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Límite inferior de IC 95%		Límite superior de IC 95%		number of districts		Degrees of freedom t-distribution

		Unidad de M y E																																																				df		P(2-tailed) = 0.025

		-		-						0.00		0.00		-										0.00				0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Instalaciones de nivel intermedio de agregación y puntos de entrega de servicios																																																				2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-				3.00		3.18

		1.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-																4.00		2.78

		1.1.1		-						0.00		0.00		-																																								5.00		2.57

		1.1.2		-						0.00		0.00		-

		1.1.3		-						0.00		0.00		-

		1.1.4		-						0.00		0.00		-

		1.1.5		-						0.00		0.00		-

		1.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.2.1		-						0.00		0.00		-

		1.2.2		-						0.00		0.00		-

		1.2.3		-						0.00		0.00		-

		1.2.4		-						0.00		0.00		-

		1.2.5		-						0.00		0.00		-

		1.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.3.1		-						0.00		0.00		-

		1.3.2		-						0.00		0.00		-

		1.3.3		-						0.00		0.00		-

		1.3.4		-						0.00		0.00		-

		1.3.5		-						0.00		0.00		-

		1.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.4.1		-						0.00		0.00		-

		1.4.2		-						0.00		0.00		-

		1.4.3		-						0.00		0.00		-

		1.4.4		-						0.00		0.00		-

		1.4.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-

		2.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.1.1		-						0.00		0.00		-

		2.1.2		-						0.00		0.00		-

		2.1.3		-						0.00		0.00		-

		2.1.4		-						0.00		0.00		-

		2.1.5		-						0.00		0.00		-

		2.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.2.1		-						0.00		0.00		-

		2.2.2		-						0.00		0.00		-

		2.2.3		-						0.00		0.00		-

		2.2.4		-						0.00		0.00		-

		2.2.5		-						0.00		0.00		-

		2.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.3.1		-						0.00		0.00		-

		2.3.2		-						0.00		0.00		-

		2.3.3		-						0.00		0.00		-

		2.3.4		-						0.00		0.00		-

		2.3.5		-						0.00		0.00		-

		2.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.4.1		-						0.00		0.00		-

		2.4.2		-						0.00		0.00		-

		2.4.3		-						0.00		0.00		-

		2.4.4		-						0.00		0.00		-

		2.4.5		-						0.00		0.00		-





TABLA DE RESUMEN

		TABLA DE RESUMEN - Rastreo y verificación estadísticas sumarias

										Paso  1						Paso  2						Paso  3		Paso  4

		TABLA DE RESUMEN

Rastreo y verificación								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Conteos verificados en instalaciones auditadas		Conteos informados en instalaciones auditadas		Factores no ajustados de verificación de distritos e instalaciones		Conteo informado observado de todas las instalaciones en el "distrito"		Conteo informado por el "distrito" en la unidad de M y E (p. ej., a nivel nacional)		Factor de ajuste  Rdi/Rni		Factores ajustados de verificación de distritos		VF (Weight)		Factor de verificación total		% de informes disponibles		%  de informes a tiempo		% de informes completos		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Límite inferior de IC 95%		Límite superior de IC 95%		number of districts		Degrees of freedom t-distribution

		Unidad de M y E																																																df		P(2-tailed) = 0.025

		-		-						0.00		0.00												0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Instalaciones de nivel intermedio de agregación y puntos de entrega de servicios																																																2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-																3.00		3.18

		1.1		-						0.00		0.00		-																																				4.00		2.78

		1.2		-						0.00		0.00		-																																				5.00		2.57

		1.3		-						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						0.00		0.00		-

		2.2		-						0.00		0.00		-

		2.3		-						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

				Resumen del punto de servicio						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-





RESUMEN DE ESTADÍSTICAS_0NIA

		Resumen de estadísticas de DQA (ningunos sitios de la agregación del intermedio)

																																																																																		% Disponible		%  a tiempo		% Completo

																																																																																-

																																																																																-

																																																																																-

																																																																																-

																																																																																-		-		-		-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-





RESUMEN DE ESTADÍSTICAS_0NIA

		0		0		0
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Resumen de la información de DQA



RESUMEN DE ESTADÍSTICAS_2NIA

		-
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		-
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Factores de verificación de sitios de DQA

0

0

0

0

0

0

0

0

0

0

0



RESUMEN DE ESTADÍSTICAS

		Resumen de estadísticas de DQA (dos niveles intermedios de la agregación)

																																																																																Accuracy		Availability		Timeliness		Completeness

																																																																												7		-		-		-		-		-

																																																																												6		-		-		-		-		-

																																																																												5		-		-		-		-		-

																																																																												4		-		-		-		-		-

																																																																												3		-		-		-		-		-

																																																																												2		-		-		-		-		-

																																																																												1		-		-		-		-		-





RESUMEN DE ESTADÍSTICAS

		0		0		0		0		0		0		0
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de distritos de DQA
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-

-

-

-

-
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%  de informes disponibles de DQA



		0		0		0		0		0		0



-

-

-

-

-

-

-

%  de informes a tiempo de DQA



		0		0		0		0		0		0



-

-

-

-

-

-
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%  de informes completos de DQA



		Resumen de estadísticas de DQA

																																																																																				Accuracy		Availability		Timeliness		Completeness

																																																																																5		-		-		-		-		-

																																																																																4		-		-		-		-		-

																																																																																3		-		-		-		-		-

																																																																																2		-		-		-		-		-

																																																																																1		-		-		-		-		-





		0		0		0		0		0



-

-

-

-

-

Factores totales y ajustados de verificación de distritos de DQA



		0		0		0		0		0



-

-

-

-

-

%  de informes disponibles de DQA



		0		0		0		0		0



-

-

-

-

-

%  de informes a tiempo de DQA



		0		0		0		0		0



-

-

-

-

-

%  de informes completos de DQA





DQA Data Verification Templates/Spanish/03 DQA P2_HIV_ART_Treatment_Sp_2009.xls
COMIENZO

																												0		0		0		0		0		0

																												1		1		1		1		1		1

																												2		2		2		2		2		2

																												3		3		3		3		0		3

		Herramienta de Evaluación de la Calidad de los Datos																										4		4		4		4				4

								Protocolo 2:  Verificación de los datos																				0		5		5		0				5

						Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)																						0		6		6						0

						Cantidad de niveles intermedios de agregación																								0		7

						Cantidad de instalaciones intermedias de agregación de nivel 
más alto (p. ej., regionales)																										8

						Cantidad de instalaciones intermedias de agregación (IIA)																										9

						Cantidad de puntos de entrega de servicios (por IIA)																										10

						Reiniciar la encuesta																										11

		Versión 1: Mayo de 2008																														12

		Avisos importantes sobre el uso de esta plantilla electrónica:																														0

		1.  Para poder usar las herramientas de Control de la Calidad de los Datos, tendrá que asegurarse de que su nivel de 'seguridad de macros' (macro security) esté fijado en menos de 'alto' (high).  Abra la plantilla electrónica, navegue hasta el menú desplegable de 'Herramientas' (Tools), seleccione 'Macro' y luego 'Seguridad' (Security).  Seleccione 'medium' (mediana).  Cierre el programa Excel y vuelva a abrir el archivo.  Al volver a abrir el archivo, tendrá que seleccionar 'Enable Macros' (Permitir macros) para que el programa funcione según fue diseñado.

		2.  En la página titulada 'HEADER' (esta página), seleccione la cantidad de niveles intermedios de agregación (de la lista desplegable) en los que se informan los datos, desde el punto de entrega de servicios hasta el nivel nacional.  En la próxima lista desplegable, seleccione la cantidad de instalaciones intermedias de agregación (intermediate aggregation sites [IAS]) en las que se tomaron muestras.   Por lo general, las unidades de salud de distrito del Ministerio de Salud son las instalaciones intermedias de agregación.  Entonces, ingrese la cantidad de puntos de entrega de servicios (service delivery points [SDP]) en los que se tomaron muestras; p. ej., las unidades o instalaciones de salud que se reportan a cada instalación intermedia.  Si tiene una cantidad desigual de SDP por distrito, seleccione la cantidad que corresponda al número más alto de SDP en los que se tomaron muestras dentro de un distrito muestreado.  Si los SDP se reportan directamente al nivel nacional, seleccione '0' de la lista desplegable de IAS.  Seleccione entonces la cantidad de SDP dentro de la muestra.  Consulte la página de INSTRUCCIONES para obtener más detalles.

		3.  Ingrese los nombres de los centros de salud, o instalaciones, en la hoja denominada 'Information Page' (Página de información).  Esos nombres se propagarán automáticamente en los formularios correspondientes dentro de la plantilla electrónica y ayudarán a garantizar que la evaluación quede bien organizada y los datos sean de buena calidad.



Reset

Reiniciar



INSTRUCCIONES

		INSTRUCCIONES (Protocolo 2 - Verificación de los datos)

		Aviso:  El equipo de auditoría debe leer el documento titulado "Control de la calidad de los datos:  Pautas de implementación" además de estas instrucciones antes de administrar este protocolo.

		OBJETIVO

		El objetivo de este protocolo es (1) volver a contar y verificar la exactitud de los datos informados en instalaciones selectas; y  (2) revisar la puntualidad, totalidad y disponibilidad de los informes.

		CONTENIDO

		Este protocolo de verificación de los datos está relacionado con el indicador: Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC). Ya que pueden existir diferencias significativas entre los tipos de indicadores y los puntos de entrega de servicios - p. ej., instalaciones médicas (clínicas) e instalaciones basadas en la comunidad, el sistema de control de la calidad de los datos (Data Quality Audit [DQA]) incluye Protocolos específicos a los indicadores que contienen información específica y los problemas de calidad de los datos relacionados con el indicador (p. ej., el riesgo de conteo doble). Esta información se incorpora en los 5 pasos del protocolo, los cuales se desglosan a continuación. 

El protocolo comienza con una descripción de los servicios asociados con el indicador para orientar al equipo de auditoría sobre el servicio que se provee y, por lo tanto, qué se "cuenta" para medir dicho indicador.  Eso ayudará a guiar al equipo de auditoría a los documentos fuente relevantes, que pueden ser bastante distintos para cada indicador (p. ej., expedientes de los pacientes, informes de laboratorio, registros de capacitación, etc.).

La verificación de los datos ocurre en dos etapas:

(1) Verificaciones detalladas en los puntos de entrega de servicios (Service Delivery Points [SDPs]); y
(2) Verificaciones de seguimiento en los niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]) y en la unidad de monitoreo y evaluación (M y E) del programa/proyecto. 
  
Por lo general, los programas tendrán un sistema de presentación de informes en 3 niveles; en otras palabras, los datos pasarán de los puntos de entrega de servicios (Service Delivery Points [SDPs]),
a un nivel intermedio de agregación (es decir, una región o un distrito) y de ahí a la unidad central de M y E.

No obstante, en algunos países, los SDPs podrían reportarse directamente a la unidad central de M y E, sin pasar por 
niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]). En otros países, podría haber dos (o más) IALs en los que se agregan los datos; por ejemplo,
al nivel de Distrito y luego al nivel de Provincia antes de llegar a la unidad central de M y E. En esos casos (es decir, un sistema de presentación de informes de 2 ó 4 niveles
), el Protocolo de verificación de los datos tendrá que ser adaptado (según se explica a continuación).

		Cómo editar el contenido de la plantilla Excel
Las plantillas Excel deben modificarse con cuidado.  Para poder activar la adición o remoción selectiva de lengüetas para las distintas instalaciones y 
niveles, las plantillas han sido programadas en el lenguaje VBA (Visual Basic for Applications).  Las modificaciones hechas a las hojas de cálculo pueden alterar el lenguaje de
programación y hacer que la plantilla no funcione.  No obstante, es posible hacer ciertos cambios para que la plantilla sea más 
útil durante el proceso de DQA y para que describa mejor el sistema de información.  Por ejemplo, se pueden añadir verificaciones cruzadas e inspecciones al azar
a las hojas individuales, siempre y cuando se añadan al pie de la hoja de cálculo. No 'inserte' hileras ni columnas a
 mitad de página ya que eso podría alterar el cálculo de ciertos indicadores de desempeño.  Se pueden añadir otros elementos a las hojas 
si se hacen al pie de la hoja de cálculo.

Se pueden seleccionar hasta seis puntos de entrega de servicios dentro de cuatro instalaciones intermedias de agregación (es decir, 24 instalaciones), de manera que es poco probable que haya que añadir
puntos de servicios o instalaciones intermedias en la "Página de información".   Sencillamente seleccione la cantidad que desee de cada uno de las
listas desplegables en la página titulada "HEADER" (ENCABEZAMIENTO).  Esas selecciones pueden modificarse más adelante si es necesario.

Es aceptable cambiar el nombre de las lengüetas de la hojas de cálculo según sea necesario.

Las hojas de cálculo están protegidas para evitar hacer cambios no intencionales al contenido.  Para editar el contenido de las celdas, desbloquee la protección
de las hojas de cálculo seleccionando 'Protection' (Protección) del menú desplegable 'Tools' (Herramientas).  Seleccione entonces 'Unprotect' (Desbloqueo de protección).  No olvide volver a proteger la hoja de cálculo
después de hacer las modificaciones.

		INSTRUCCIONES DE USO DEL PROTOCOLO PARA LOS AUDITORES

		Puntos de entrega de servicios – 5 tipos de verificación de los datos 

La primera etapa de verificación de los datos tiene lugar en los puntos de entrega de servicios. Hay cinco tipos de pasos estándar de verificación de datos que pueden realizarse en ese nivel:

1 - Descripción:  Describir la conexión entre la entrega de los servicios/suministros y cómo se llenó el documento fuente que registra dicha entrega de servicios.

2 - Revisión de la documentación:  Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período de informe seleccionado.

3 - Rastreo y verificación:  Rastrear y verificar las cantidades informadas: (1) Volver a contar las cantidades informadas de los documentos fuente disponibles; (2) Comparar las cifras verificadas con la cantidad informada por la instalación; (3) Identificar los motivos de cualquier diferencia. 

4 - Verificaciones cruzadas:  Realizar "verificaciones cruzadas" de los totales de informes verificados con otras fuentes de datos (p. ej., expedientes de inventario, informes de laboratorio, registros, etc.).

5 - Inspecciones al azar:  Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo.

		Niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]) y la unidad central de M y E – 2 tipos de verificación de los datos

La segunda etapa de la verificación de los datos ocurre en los niveles intermedios de agregación (p. ej., Distritos, Regiones) y en la unidad de M y E del programa/proyecto. 

1 - Revisión de la documentación:  Revisar la disponibilidad, puntualidad y totalidad de todos los informes que se espera recibir de los puntos de entrega de servicios durante el período de informe seleccionado.

2 - Rastreo y verificación:   Rastrear y verificar las cantidades informadas: (1) Volver a agregar las cantidades informadas por los puntos de entrega de servicios; (2) Comparar los conteos verificados con las cantidades presentadas al siguiente nivel (p. ej., unidad central de M y E); (3) Identificar los motivos de cualquier diferencia.

		Instrucciones para un sistema de informes de "2 niveles" o "4 niveles":

Selección de los niveles y las instalaciones
Protocolo 2:  La plantilla Excel de verificación de datos fue diseñada para seguir la metodología de muestreo de DQA en relación con la selección de los niveles intermedios de agregación y los puntos de entrega de servicios.  En la lengüeta "HEADER" (ENCABEZAMIENTO), el equipo de auditoría puede seleccionar la cantidad de instalaciones intermedias de agregación y la cantidad de puntos de entrega de servicios que se reportan a cada instalación intermedia de agregación, según el acuerdo hecho con la organización que solicitó el DQA.  En caso de haber más, o menos, de un nivel intermedio en el flujo de datos del nivel de entrega de servicios hacia el nivel nacional, puede seleccionarse la cantidad necesaria de niveles e instalaciones por nivel.  Primero seleccione la cantidad de niveles intermedios de agregación (p. ej., región o distrito).  Si los datos pasan tanto por la región como por el distrito, seleccione dos niveles.  Si los datos sólo pasan por el distrito antes de ser enviados al nivel nacional, seleccione un nivel.  En algunos países, los datos se informan desde el punto de entrega de servicios directamente al nivel nacional.  En este caso, seleccione cero niveles intermedios.  

Luego seleccione la cantidad de instalaciones dentro de cada nivel intermedio.  El esquema de muestreo más probable requiere que se seleccionen al azar tres agrupaciones (instalaciones intermedias) 
y tres puntos de entrega de servicios dentro de cada agrupación.  En el caso de dos niveles intermedios, el esquema de muestreo consistirá con mayor probabilidad en dos agrupaciones regionales con dos
agrupaciones de distritos dentro de cada región.  Luego se seleccionarán dos puntos de entrega de servicios dentro de cada agrupación de distritos para obtener un total de ocho instalaciones de entrega de servicios.  Podría ser necesario modificar
este esquema de muestreo debido a las limitaciones de tiempo, distancia y recursos.  Todos los cambios de metodología deben hacerse por medio de un acuerdo con la 
organización que solicitó el DQA antes de realizar las visitas de campo.

		Instrucciones para llenar las columnas de la lista de verificación:

A la izquierda de cada hoja de cálculo aparece una lista de preguntas (columna B).  El equipo de auditoría debe leer cada pregunta (declaración) y completar las columnas C/D, E, F y G.  La columna C tiene un menú desplegable (en la esquina inferior derecha) que contiene las siguientes categorías de respuesta para cada pregunta: "Sí, completamente", "En parte", "No, nada" y "N/A".  La columna D debe usarse para ingresar cifras o porcentajes (que se usarán en los cálculos). La columna E es para comentarios del auditor y la columna F debe responderse con "sí" si el equipo de auditoría considera que la respuesta a una pregunta (declaración) presenta asuntos que son suficientemente importantes como para requerir un "Aviso de recomendación" al programa/proyecto.

		PRODUCTOS

		Los siguientes Resúmenes de estadísticas serán producidos basándose en todas las respuestas a las preguntas:

- Precisión de los datos informados mediante el cálculo de factores de verificación  generados a partir del ejercicio de recuento realizado en cada nivel del sistema de presentación de informes (es decir, comparación del porcentaje de las cantidades informadas para los indicadores seleccionados con las cifras verificadas; 

- Informes de disponibilidad, totalidad y puntualidad mediante porcentajes calculados en los niveles intermedios de agregación y la unidad de M y E.

		Interpretación del producto:

Los modelos matemáticos de la técnica modificada de muestreo por agrupación en dos etapas utilizada por el DQA han determinado que la exactitud de las estimaciones del factor de verificación de los datos de cobertura de inmunizaciones es demasiado baja para poder usarla de manera realista a nivel nacional.  En simulaciones, Woodard y otros (1) encontraron que tendrían que tomarse muestras en hasta 30 distritos para poder lograr una exactitud de alrededor de +/-10%.  Debido a la inversión de tiempo, personal y recursos financieros necesaria para visitar 30 distritos, es poco probable poder calcular un factor de verificación nacional preciso.  

No obstante, es posible obtener una idea de la calidad general de los datos de un programa/proyecto sin depender de un factor de verificación de estimaciones a nivel nacional.  Los aspectos cualitativos del DQA son adecuados para determinar los puntos fuertes y débiles de un sistema dado de presentación de informes.  Por ejemplo, si las definiciones de los indicadores no se entienden bien en la mayor parte de una muestra representativa de instalaciones, es muy probable que las definiciones de los indicadores tampoco se entiendan bien en los distritos en los que no se tomaron muestras.  El recuento de indicadores y su comparación con los valores informados en una muestra de instalaciones es similarmente adecuado para determinar, en un sentido general, si la calidad de los datos es buena, mediocre o mala aun sin el
 beneficio de una estimación precisa a nivel nacional.   La falta de informes o las grandes discrepancias entre los resultados del recuento y los resultados informados en varios
lugares son indicios de discrepancias similares en otros lugares.  

Por último, el factor de verificación a nivel nacional debe interpretarse con cautela.  Para fines del control de la calidad de los datos, debe usarse  
como indicio de la calidad de los datos (o falta de calidad de los mismos), en lugar de como medida exacta.   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA) (Estudio de diseño y simulación de un control de la calidad de los datos sobre inmunización)
  Ann Epidemiol  2007;17:628–633.





DESCRIPCIÓN DEL SERVICIO

		DESCRIPCIÓN DEL SERVICIO (Protocolo 2 - Verificación de los datos)

		Información de trasfondo sobre la TAR

A continuación se presenta una breve descripción de las recomendaciones de la OMS sobre cómo monitorear a los pacientes que reciben TAR. No todos los países y/o instalaciones médicas seguirán estas recomendaciones y existirán variaciones tanto de procedimientos como de formularios de presentación de informes.

		Directrices de la OMS para la vigilancia de pacientes bajo cuidado por VIH y TAR: 

a. Tarjeta de paciente bajo cuidado por VIH

Cuando un paciente seropositivo al VIH se inscribe para recibir cuidado, debe iniciarse una tarjeta de paciente bajo cuidado por VIH u otro registro resumido para ese paciente. Se requiere documentación por escrito de un resultado positivo a la prueba del VIH.

La tarjeta de paciente bajo cuidado por VIH se inicia cuando los pacientes se inscriben para obtener cuidado or VIH crónico (no por ser seropositivos al VIH).  Un país podría elegir limitar la tarjeta únicamente a los pacientes listos para recibir TAR, pero eso constituiría una adaptación de las directrices de la OMS de vigilancia de pacientes específica a ese país. 

Existen muchos posibles formatos de la tarjeta de cuidado crónico en una instalación de salud u otros formatos de expedientes médicos de los pacientes. (El Anexo A incluye muestras de los formularios principales de vigilancia de pacientes que la OMS recomienda).  Algunos de ellos están disponible en formato electrónico.

En un formulario separado de revisión clínica, que podría ya estar en uso en muchas instalaciones, pueden registrarse comentarios detallados y relevantes al cuidado y el tratamiento de los pacientes. Esos formularios se archivarían con la tarjeta de paciente.

		b. Registro previo a TAR

La OMS recomienda que todos los pacientes inscritos en cuidado or VIH, independientemente de que reciban o no reciban TAR, se inscriban inicialmente en el registro previo a TAR. Los datos se anotan en el registro previo a TAR hasta que el paciente inicia la TAR. Una vez que el paciente inicia la terapia, el registro de TAR se usa para recopilar y asentar el historial del paciente y del tratamiento antirretroviral (ARV).

Todos los pacientes que se preparan para la adherencia a la TAR en la clínica ya tendrán una partida registrada en el registro previo a TAR. Cuando los pacientes inician la TAR, la fecha de inicio se anota en ambos registros, así como el número de TAR único. Después de eso no se hacen más asientos en el registro previo a TAR.

		c. Registro de TAR

El registro de TAR está organizado por grupos de inicio, o cohortes, de TAR designados por el mes y el año de comienzo de la terapia por el paciente. 

Cada mes, un trabajador sanitario registra cuál régimen ARV recibió el paciente. Por lo general, los regímenes están codificados. Es posible mirar la columna mensual y cuadrar los regímenes.

A fin de cada mes, el estado de seguimiento del paciente se asienta en el registro. Eso podría incluir: falleció, suspendió la TAR (continuó con otro cuidado), desapareció (no se vio el mes pasado), se dio de baja del suministro de medicamentos, reinició el tratamiento o se trasladó a otra instalación.

		Los pacientes que ingresan por traslado se inscriben de manera retroactiva en el registro de TAR en el mes que iniciaron la terapia. Los ingresos por traslado exigen que se transfieran los expedientes de alguna manera y que los pacientes hayan seguido los procedimientos de traslado fuera de la instalación anterior. Eso puede confirmarse por teléfono con la instalación anterior o por medio del coordinador de distrito. Los pacientes que "ingresan por traslado con expedientes" se añaden al registro al final de la lista de los pacientes que iniciarion la TAR ese mes originalmente en esa clínica.
Pacientes no oriundos que reciben TAR de otras fuentes (NO se trata de los mismos que ingresan por traslado de otras instalaciones y tienen expedientes). La política nacional dictará cómo se tratan estos pacientes. En general, los pacientes se inscriben en el registro de cuidado por VIH previo a TAR. Ellos deben reunir los requisitos (de elegibilidad médica y otros requisitos) y estar preparados para la adherencia. Estos pacientes no se tratan de la misma manera que un paciente que ingresa por traslado con expedientes, caso en el cual se hace todo esfuerzo y arreglo posible para garantizar una terapia continua.

		Reinicio después de interrumpir el tratamiento: este aspecto aún queda un tanto irresuelto y requiere hacer adaptaciones nacionales y llegar a acuerdos sobre cuándo se permitirá el reinicio. Si los pacientes vuelven a iniciar la TAR, eso debe indicarse en el mismo renglón en el registro. 

Pacientes desaparecidos o dados de baja: es necesario tomar decisiones a nivel nacional sobre cuándo los pacientes desaparecidos (temporalmente desaparecido ocurre cuando un paciente no acude a una cita o no recoge los medicamentos) se dan de baja (el paciente no se presenta por más de X número de meses, al cabo de X número de intentos de la instalación de salud de comunicarse con el paciente) y pueden darse de baja del pedido de medicamentos de TAR. Una sugerencia por defecto, pendiente de decisión, podría hacerse al cabo de 3 meses.

(Referencia: Patient Monitoring Guidelines for HIV Care and ART (Directrices de la OMS para la vigilancia de pacientes bajo cuidado por VIH y TAR), OMS 2006
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PÁGINA_INFORMACIÓN_2NIA

		INFORMACIÓN DE TRASFONDO PARA COMPLETAR EL PROTOCOLO DE DATOS DEL INDICADOR DE RASTREO Y VERIFICACIÓN

		Nombre de la organización que implementa el DQA

		País

		Área(s) del programa

		Indicador(es)

		Número(s) de la subvención

		Unidad de administración de M y E al nivel central

		Nombre de la instalación																Fecha de auditoría

		1-

		Instalaciones regionales de agregación

		Nombre de la instalación																Fecha de auditoría

		1

		2

		Instalaciones intermedias de agregación

		Nombre de la instalación																Fecha de auditoría

		1.1

		1.2

		1.3

		1.4

		2.1

		2.2

		2.3

		2.4

		Puntos de entrega de servicios

		Nombre de la instalación																Fecha de auditoría

		1.1.1

		1.1.2

		1.1.3

		1.1.4

		1.1.5

		1.2.1

		1.2.2

		1.2.3

		1.2.4

		1.2.5

		1.3.1

		1.3.2

		1.3.3

		1.3.4

		1.3.5

		1.4.1

		1.4.2

		1.4.3

		1.4.4

		1.4.5

		2.1.1

		2.1.2

		2.1.3

		2.1.4

		2.1.5

		2.2.1

		2.2.2

		2.2.3

		2.2.4

		2.2.5

		2.3.1

		2.3.2

		2.3.3

		2.3.4

		2.3.5

		2.4.1

		2.4.2

		2.4.3

		2.4.4

		2.4.5





PÁGINA_INFORMACIÓN

		INFORMACIÓN DE TRASFONDO PARA COMPLETAR EL PROTOCOLO DE DATOS DEL INDICADOR DE RASTREO Y VERIFICACIÓN

		Nombre de la organización que implementa el DQA												John Snow, Inc.

		País												Our Country

		Área(s) del programa												HIV/AIDS Treatment

		Indicador(es)												Number of Patients Currently on ART

		Número(s) de la subvención												HQ-GVA-07-039

		Unidad de administración de M y E al nivel central

		Nombre de la instalación																Fecha de auditoría

		1-		National UNIDAD DE M y E

		Instalaciones intermedias de agregación

		Nombre de la instalación																Fecha de auditoría

		1		Collines

		2		Atakora

		3		Borgu

		4

		Puntos de entrega de servicios

		Nombre de la instalación																Fecha de auditoría

		1.1		Savalou

		1.2		Tchetti

		1.3		Djalloukou

		1.4

		1.5

		2.1		Penjari

		2.2		Ouake

		2.3		Tanagou

		2.4

		2.5

		3.1		Parakou

		3.2		Kandi

		3.3		Kalale

		3.4

		3.5

		4.1

		4.2

		4.3

		4.4

		4.5

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10





UNIDAD DE M y E_2NIA

		UNIDAD DE M y E (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral (TAR) combinada

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la unidad de M y E es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen de M y E; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Unidad de M y E:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		0.  Sistema de toma de registros y producción de informes sobre TAR

		0		Describa el sistema de toma de registros y producción de informes relacionado con este indicador en la instalación de salud (es decir, desde la toma de registro inicial de la entrega del servicio en los documentos fuente hasta la producción del informe de las cantidades agregadas para el próximo nivel administrativo). Describa cuándo tiene lugar la toma de registro del servicio, en qué formularios y por cuáles miembros del personal.

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la unidad de M y E.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la unidad de M y E

		1.1		El resultado agregado contenido en el informe de resumen preparado por la unidad de M y E (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (unidad de M y E)
(es decir, relación de recuento a resultados informados)						-

		A)  Copie los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la unidad de M y E

		Avisos al auditor sobre indicadores específicos:   Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras utilizadas por la unidad de M y E para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la unidad de M y E o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la Instalación de agregación regional auditada no 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la Instalación de agregación regional auditada no 2 ? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la unidad de M y E para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la unidad de M y E debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo signfica que el informe se pudo usar en el informe de resumen preparado por la unidad de M y E)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)



&A&RPage &P



UNIDAD DE M y E

		UNIDAD DE M y E (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral (TAR) combinada

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la unidad de M y E es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen de M y E; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Unidad de M y E:		National UNIDAD DE M y E								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		0.  Sistema de toma de registros y producción de informes sobre TAR

		0		Describa el sistema de toma de registros y producción de informes relacionado con este indicador en la instalación de salud (es decir, desde la toma de registro inicial de la entrega del servicio en los documentos fuente hasta la producción del informe de las cantidades agregadas para el próximo nivel administrativo). Describa cuándo tiene lugar la toma de registro del servicio, en qué formularios y por cuáles miembros del personal.

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la unidad de M y E.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la unidad de M y E

		1.1		El resultado agregado contenido en el informe de resumen preparado por la unidad de M y E (y entregado o presentado a la agencia que financia el proyecto)				4,500

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?				4,250

		Relación de verificación de los resultados (unidad de M y E)
(es decir, relación de recuento a resultados informados)						94.4%

		A)  Copie los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la unidad de M y E

		Avisos al auditor sobre indicadores específicos:   Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras utilizadas por la unidad de M y E para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la unidad de M y E o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)				2,200

		1.3.2		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)				1,230

		1.3.3		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)				1,340

		1.3.4		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la unidad de M y E para esas instalaciones intermedias de agregación.

		1.5		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la unidad de M y E debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?				80

		2.2		¿Cuántos informes hay?				65

		Calcule el % de informes  disponibles						81.3%

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo signfica que el informe se pudo usar en el informe de resumen preparado por la unidad de M y E)				52

		Calcule el % de informes  a tiempo						80.0%

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))				61

		Calcule el % de informes  completos						93.8%

				Comentarios adicionales (de haberlos)
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Nivel Regional 1

		Nivel regional de agregación (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la instalación regional de agregación es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen regional; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación regional de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia 
del documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación regional de agregación.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la instalación regional de agregación

		1.1		El resultado agregado contenido en el informe de resumen preparado por la instalación regional de agregación (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (instalación regional de agregación) 
(es decir, relación de recuento a resultados informados)						-

		A) Copiar los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la instalación regional de agregación.

		Avisos al auditor sobre indicadores específicos:     Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras informadas por la instalación regional de agregación para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la instalación regional de agregación o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la instalación regional de agregación para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación regional de agregación debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo significa que el informe se pudo usar en el informe de resumen preparado por la instalación regional de agregación)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 1

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		Collines								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		Savalou								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 1.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		Tchetti								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 1.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		Djalloukou								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 1.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 1.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Nivel Intermedio 2

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		Atakora								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		Penjari								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		Ouake								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		Tanagou								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Nivel Intermedio 3

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		Borgu								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		Parakou								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 3.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		Kandi								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 3.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		Kalale								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 3.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 3.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.



&A&RPage &P



Nivel Intermedio 4

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 4.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 4.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 4.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 4.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Nivel Regional 2

		Nivel regional de agregación (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la instalación regional de agregación es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen regional; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación regional de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia 
del documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación regional de agregación.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la instalación regional de agregación

		1.1		El resultado agregado contenido en el informe de resumen preparado por la instalación regional de agregación (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (instalación regional de agregación) 
(es decir, relación de recuento a resultados informados)						-

		A) Copiar los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la instalación regional de agregación.

		Avisos al auditor sobre indicadores específicos:     Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras informadas por la instalación regional de agregación para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la instalación regional de agregación o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la instalación regional de agregación para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación regional de agregación debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo significa que el informe se pudo usar en el informe de resumen preparado por la instalación regional de agregación)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2.1

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.1.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.1.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.



&A&RPage &P



Punto de Servicio 2.1.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.1.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Nivel Intermedio 2.2

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.2.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.2.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.2.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.2.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Nivel Intermedio 2.3

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.3.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.



&A&RPage &P



Punto de Servicio 2.3.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.3.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.3.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Nivel Intermedio 2.4

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.4.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.4.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.4.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.4.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de personas en etapa avanzada de infección por VIH que reciben terapia antirretroviral combinada (TAC)

				Instalación de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA ENTREGA DE SERVICIOS – Describir la conexión entre la entrega de TAR y cómo se llenó el documento fuente

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llenan los documentos fuente relacionados con la entrega de TAR. Se debe determinar qué documento fuente se usa para este indicador en esa instalación. En el caso de este indicador, los documentos fuente son el primer lugar en el que se registra la entrega de TAR. Podría tratarse de fichas de cuidado de pacientes de VIH/TAR y/u otros registros o formularios de revisión clínica de los pacientes. Si no es posible obtener acceso a las fichas de tratamiento, el registro de TAR podría constituir un documento fuente alternativo.

		1.1		Describa el documento fuente para registrar la entrega de TAR (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la instalación suficientes cantidades de documentos en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		Describa cuándo tiene lugar la toma de registro de la entrega de TAR, en qué formularios y por cuáles miembros del personal.

		1.4		¿Existe algún indicio de que suceden retrasos entre la entrega de TAR y el registro de haberse suministrado la TAR en el documento fuente?

		1.5		Si la de TAR y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado

		Avisos al auditor sobre indicadores específicos:  Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están llenos todos los documentos fuente disponibles?, principalmente con la siguiente información: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de entrega de TAR en los documentos fuente.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Qué unidades se están contando (p. ej., personas, casos, eventos)?
¿Corresponden estas unidades con las de la definición del indicador?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con los informes de resumen de la instalación y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de personas que recibieron TAR registradas durante el período del informe revisando el documento fuente (p. ej., fichas de cuidado por VIH/TAR de los pacientes).

		3.2		Copie la cantidad de personas/casos/eventos que recibieron TAR informados por la instalación durante el período del informe (del informe de resumen de la instalación).

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del documento fuente.

		Avisos al auditor sobre indicadores específicos:  El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR y comparando el registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes).

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con el registro de TAR. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente. ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban registrados en el registro de TAR con toda la siguiente información coincidente?: (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		EJEMPLO DE VERIFICACIÓN CRUZADA 1.2:Comparación del registro de TAR con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 5% de los pacientes que figuran en el registro de TAR (o por lo menos 20 pacientes) que reciben tratamiento actualmente. ¿Cuántos pacientes fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de cuidado por VIH/TAR con la siguiente información coincidente?:  (1) información de identificación del paciente; (2) fecha del encuentro; (3) régimen ARV

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.1:  Comparación de las fichas de cuidado por VIH/TAR de los pacientes con los registros de la farmacia. ¿Se realizó esta verificación cruzada?

		4.5		De ser posible, seleccione 5% de las fichas de cuidado por VIH/TAR de los pacientes (o por lo menos 20 tarjetas) de pacientes que reciben tratamiento actualmente e identifique el régimen de medicamentos ARV que fue recetado.  ¿Cuántas fichas fueron seleccionadas?

		4.6		Verifique los registros de la farmacia para corroborar que los medicamentos ARV fueron entregados al paciente.  ¿Cuántos pacientes adquirieron sus recetas?

		Calcule el % de discrepancia para la verificación cruzada 2.1

Si la discrepancia es inferior al 90%, seleccione otro 5% de fichas de cuidado por VIH/TAR de los pacientes (o por lo menos otras 10 tarjetas) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		VERIFICACIÓN CRUZADA 2.2:  Comparación de los registros de la farmacia con las fichas de cuidado por VIH/TAR de los pacientes. ¿Se realizó esta verificación cruzada?

		4.7		De ser posible, seleccione 5% de los pacientes que figuran en los registros de la farmacia (o por lo menos 20 pacientes) que figuran como que han recibido TAR. ¿Cuántos pacientes fueron seleccionados?

		4.8		¿Cuantos de los registros coinciden con los registros de la farmacia para régimen de medicamentos ARV recetados en la ficha de cuidado por VIH/TAR de los pacientes?

		Calcule el % de discrepancia para la verificación cruzada 2.2

Si la discrepancia es inferior al 90%, seleccione otro 5% de pacientes que figuran en los registros de la farmacia (o por lo menos otros 10 pacientes) y vuelva a realizar el cálculo (SUME las cifras a las cantidades ya indicadas en las celdas anteriores); repita el proceso hasta tres veces.						-

		4.9		Cualquier otra verificación cruzada (agregue renglones para las verificaciones cruzadas adicionales relevantes).

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   Debido a los reglamentos de confidencialidad, no será posible realizar verificaciones al azar para este indicador.
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TABLA DE RESUMEN_2NIA

		TABLA DE RESUMEN - Rastreo y verificación estadísticas sumarias

										Paso  1						Paso  2						Paso  3		Paso  4

		TABLA DE RESUMEN

Rastreo y verificación								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I								II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Conteos verificados en instalaciones auditadas		Conteos informados en instalaciones auditadas		Factores no ajustados de verificación de distritos e instalaciones		Conteo informado observado de todas las instalaciones en el "distrito"		Conteo informado por el "distrito" en la unidad de M y E (p. ej., a nivel nacional)		Factor de ajuste  Rdi/Rni		Factores ajustados de verificación de distritos		District         VF (Weight)		Weighted Regional Level Verification Factors		Region
VF Weight		Factor de verificación total		% de informes disponibles		%  de informes a tiempo		% de informes completos		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Límite inferior de IC 95%		Límite superior de IC 95%		number of districts		Degrees of freedom t-distribution

		Unidad de M y E																																																				df		P(2-tailed) = 0.025

		-		-						0.00		0.00		-										0.00				0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Instalaciones de nivel intermedio de agregación y puntos de entrega de servicios																																																				2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-				3.00		3.18

		1.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-																4.00		2.78

		1.1.1		-						0.00		0.00		-																																								5.00		2.57

		1.1.2		-						0.00		0.00		-

		1.1.3		-						0.00		0.00		-

		1.1.4		-						0.00		0.00		-

		1.1.5		-						0.00		0.00		-

		1.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.2.1		-						0.00		0.00		-

		1.2.2		-						0.00		0.00		-

		1.2.3		-						0.00		0.00		-

		1.2.4		-						0.00		0.00		-

		1.2.5		-						0.00		0.00		-

		1.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.3.1		-						0.00		0.00		-

		1.3.2		-						0.00		0.00		-

		1.3.3		-						0.00		0.00		-

		1.3.4		-						0.00		0.00		-

		1.3.5		-						0.00		0.00		-

		1.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.4.1		-						0.00		0.00		-

		1.4.2		-						0.00		0.00		-

		1.4.3		-						0.00		0.00		-

		1.4.4		-						0.00		0.00		-

		1.4.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-

		2.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.1.1		-						0.00		0.00		-

		2.1.2		-						0.00		0.00		-

		2.1.3		-						0.00		0.00		-

		2.1.4		-						0.00		0.00		-

		2.1.5		-						0.00		0.00		-

		2.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.2.1		-						0.00		0.00		-

		2.2.2		-						0.00		0.00		-

		2.2.3		-						0.00		0.00		-

		2.2.4		-						0.00		0.00		-

		2.2.5		-						0.00		0.00		-

		2.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.3.1		-						0.00		0.00		-

		2.3.2		-						0.00		0.00		-

		2.3.3		-						0.00		0.00		-

		2.3.4		-						0.00		0.00		-

		2.3.5		-						0.00		0.00		-

		2.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.4.1		-						0.00		0.00		-

		2.4.2		-						0.00		0.00		-

		2.4.3		-						0.00		0.00		-

		2.4.4		-						0.00		0.00		-

		2.4.5		-						0.00		0.00		-





TABLA DE RESUMEN

		TABLA DE RESUMEN - Rastreo y verificación estadísticas sumarias

										Paso  1						Paso  2						Paso  3		Paso  4

		TABLA DE RESUMEN

Rastreo y verificación								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Conteos verificados en instalaciones auditadas		Conteos informados en instalaciones auditadas		Factores no ajustados de verificación de distritos e instalaciones		Conteo informado observado de todas las instalaciones en el "distrito"		Conteo informado por el "distrito" en la unidad de M y E (p. ej., a nivel nacional)		Factor de ajuste  Rdi/Rni		Factores ajustados de verificación de distritos		VF (Weight)		Factor de verificación total		% de informes disponibles		%  de informes a tiempo		% de informes completos		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Límite inferior de IC 95%		Límite superior de IC 95%		number of districts		Degrees of freedom t-distribution

		Unidad de M y E																																																df		P(2-tailed) = 0.025

		-		National UNIDAD DE M y E						0.00		0.00												0.00		-		81.3%		80.0%		93.8%				-		-		0.00		0.00		0.00		-				1.00		12.71

		Instalaciones de nivel intermedio de agregación y puntos de entrega de servicios																																																2.00		4.30

		1		Collines						0.00		0.00		-		0.00		2200.00		0.00		-		-				-		-		-		-																3.00		3.18

		1.1		Savalou						0.00		0.00		-																																				4.00		2.78

		1.2		Tchetti						0.00		0.00		-																																				5.00		2.57

		1.3		Djalloukou						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		2		Atakora						0.00		0.00		-		0.00		1230.00		0.00		-		-				-		-		-		-

		2.1		Penjari						0.00		0.00		-

		2.2		Ouake						0.00		0.00		-

		2.3		Tanagou						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		3		Borgu						0.00		0.00		-		0.00		1340.00		0.00		-		-				-		-		-		-

		3.1		Parakou						0.00		0.00		-

		3.2		Kandi						0.00		0.00		-

		3.3		Kalale						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

				Resumen del punto de servicio						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-





RESUMEN DE ESTADÍSTICAS_0NIA

		Resumen de estadísticas de DQA (ningunos sitios de la agregación del intermedio)

																																																																																		% Disponible		%  a tiempo		% Completo

																																																																																Collines

																																																																																Atakora

																																																																																Borgu

																																																																																-

																																																																																National UNIDAD DE M y E		81.3%		80.0%		93.8%

																																																																																National UNIDAD DE M y E				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-
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		0		0		0



% Disponible

%  a tiempo

% Completo

Performance indicators

El por ciento

Resumen de la información de DQA
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		-



Factores de verificación de sitios de DQA

0

0

0

0

0

0

0

0

0

0

0



RESUMEN DE ESTADÍSTICAS

		Resumen de estadísticas de DQA (dos niveles intermedios de la agregación)

																																																																																Accuracy		Availability		Timeliness		Completeness

																																																																												7		-		-		-		-		-

																																																																												6		-		-		-		-		-

																																																																												5		-		-		-		-		-

																																																																												4		-		-		-		-		-

																																																																												3		-		-		-		-		-

																																																																												2		-		-		-		-		-

																																																																												1		-		-		-		-		-





RESUMEN DE ESTADÍSTICAS

		0		0		0		0		0		0		0



-

-

-

-

-

-

-

Factores totales y ajustados de verificación 
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		0		0		0		0		0		0



-

-

-

-

-

-

-

%  de informes disponibles de DQA



		0		0		0		0		0		0



-

-

-

-

-

-

-

%  de informes a tiempo de DQA



		0		0		0		0		0		0



-

-

-

-

-

-

-

%  de informes completos de DQA



		Resumen de estadísticas de DQA

																																																																																				Accuracy		Availability		Timeliness		Completeness

																																																																																5		-		-		-		-		-

																																																																																4		Borgu		-		-		-		-

																																																																																3		Atakora		-		-		-		-

																																																																																2		Collines		-		-		-		-

																																																																																1		National UNIDAD DE M y E		-		81%		80%		94%





		0		0		0		0		0



-

Borgu

Atakora

Collines

National UNIDAD DE M y E

Factores totales y ajustados de verificación de distritos de DQA



		0		0.8461538462		0.75		0.9		0.8125



-

Borgu

Atakora

Collines

National UNIDAD DE M y E

%  de informes disponibles de DQA



		0		0.7272727273		0.6666666667		1		0.8



-

Borgu

Atakora

Collines

National UNIDAD DE M y E

%  de informes a tiempo de DQA



		0		0.9090909091		0.8333333333		0.4444444444		0.9384615385



-

Borgu

Atakora

Collines

National UNIDAD DE M y E

%  de informes completos de DQA





DQA Data Verification Templates/Spanish/04 DQA P2_All Diseases_Training_Sp_2009.xls
COMIENZO

																												0		0		0		0		0		0

																												1		1		1		1		1		1

																												2		2		2		2		2		2

																												3		3		3		3		0		3

		Herramienta de Evaluación de la Calidad de los Datos																										4		4		4		4				4

								Protocolo 2:  Verificación de los datos																				0		5		5		0				5

						- Cantidad de proveedores de servicios capacitados -
(a. servicios de salud, b. programas de pares y comunitarios)																						0		6		6						0

						Cantidad de niveles intermedios de agregación																								0		7

						Cantidad de instalaciones intermedias de agregación de nivel 
más alto (p. ej., regionales)																										8

						Cantidad de instalaciones intermedias de agregación (IIA)																										9

						Cantidad de puntos de entrega de servicios (por IIA)																										10

						Reiniciar la encuesta																										11

		Versión 1: Mayo de 2008																														12

		Avisos importantes sobre el uso de esta plantilla electrónica:																														0

		1.  Para poder usar las herramientas de Control de la Calidad de los Datos, tendrá que asegurarse de que su nivel de 'seguridad de macros' (macro security) esté fijado en menos de 'alto' (high).  Abra la plantilla electrónica, navegue hasta el menú desplegable de 'Herramientas' (Tools), seleccione 'Macro' y luego 'Seguridad' (Security).  Seleccione 'medium' (mediana).  Cierre el programa Excel y vuelva a abrir el archivo.  Al volver a abrir el archivo, tendrá que seleccionar 'Enable Macros' (Permitir macros) para que el programa funcione según fue diseñado.

		2.  En la página titulada 'HEADER' (esta página), seleccione la cantidad de niveles intermedios de agregación (de la lista desplegable) en los que se informan los datos, desde el punto de entrega de servicios hasta el nivel nacional.  En la próxima lista desplegable, seleccione la cantidad de instalaciones intermedias de agregación (intermediate aggregation sites [IAS]) en las que se tomaron muestras.   Por lo general, las unidades de salud de distrito del Ministerio de Salud son las instalaciones intermedias de agregación.  Entonces, ingrese la cantidad de puntos de entrega de servicios (service delivery points [SDP]) en los que se tomaron muestras; p. ej., las unidades o instalaciones de salud que se reportan a cada instalación intermedia.  Si tiene una cantidad desigual de SDP por distrito, seleccione la cantidad que corresponda al número más alto de SDP en los que se tomaron muestras dentro de un distrito muestreado.  Si los SDP se reportan directamente al nivel nacional, seleccione '0' de la lista desplegable de IAS.  Seleccione entonces la cantidad de SDP dentro de la muestra.  Consulte la página de INSTRUCCIONES para obtener más detalles.

		3.  Ingrese los nombres de los centros de salud, o instalaciones, en la hoja denominada 'Information Page' (Página de información).  Esos nombres se propagarán automáticamente en los formularios correspondientes dentro de la plantilla electrónica y ayudarán a garantizar que la evaluación quede bien organizada y los datos sean de buena calidad.



Reset

Reiniciar



INSTRUCCIONES

		INSTRUCCIONES (Protocolo 2 - Verificación de los datos)

		Aviso:  El equipo de auditoría debe leer el documento titulado "Control de la calidad de los datos:  Pautas de implementación" además de estas instrucciones antes de administrar este protocolo.

		OBJETIVO

		El objetivo de este protocolo es (1) volver a contar y verificar la exactitud de los datos informados en instalaciones selectas; y  (2) revisar la puntualidad, totalidad y disponibilidad de los informes.

		CONTENIDO

		Este protocolo de verificación de los datos está relacionado con el indicador: Cantidad de proveedores de servicios capacitados.  Ya que pueden existir diferencias significativas entre los tipos de indicadores y los puntos de entrega de servicios - p. ej., instalaciones médicas (clínicas) e instalaciones basadas en la comunidad, el sistema de control de la calidad de los datos (Data Quality Audit [DQA]) incluye Protocolos específicos a los indicadores que contienen información específica y los problemas de calidad de los datos relacionados con el indicador (p. ej., el riesgo de conteo doble). Esta información se incorpora en los 5 pasos del protocolo, los cuales se desglosan a continuación. 

El protocolo comienza con una descripción de los servicios asociados con el indicador para orientar al equipo de auditoría sobre el servicio que se provee y, por lo tanto, qué se "cuenta" para medir dicho indicador.  Eso ayudará a guiar al equipo de auditoría a los documentos fuente relevantes, que pueden ser bastante distintos para cada indicador (p. ej., expedientes de los pacientes, informes de laboratorio, registros de capacitación, etc.).

La verificación de los datos ocurre en dos etapas:

(1) Verificaciones detalladas en los puntos de entrega de servicios (Service Delivery Points [SDPs]); y
(2) Verificaciones de seguimiento en los niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]) y en la unidad de monitoreo y evaluación (M y E) del programa/proyecto. 
  
Por lo general, los programas tendrán un sistema de presentación de informes en 3 niveles; en otras palabras, los datos pasarán de los puntos de entrega de servicios (Service Delivery Points [SDPs]),
a un nivel intermedio de agregación (es decir, una región o un distrito) y de ahí a la unidad central de M y E.

No obstante, en algunos países, los SDPs podrían reportarse directamente a la unidad central de M y E, sin pasar por 
niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]). En otros países, podría haber dos (o más) IALs en los que se agregan los datos; por ejemplo,
al nivel de Distrito y luego al nivel de Provincia antes de llegar a la unidad central de M y E. En esos casos (es decir, un sistema de presentación de informes de 2 ó 4 niveles
), el Protocolo de verificación de los datos tendrá que ser adaptado (según se explica a continuación).

		Cómo editar el contenido de la plantilla Excel
Las plantillas Excel deben modificarse con cuidado.  Para poder activar la adición o remoción selectiva de lengüetas para las distintas instalaciones y 
niveles, las plantillas han sido programadas en el lenguaje VBA (Visual Basic for Applications).  Las modificaciones hechas a las hojas de cálculo pueden alterar el lenguaje de
programación y hacer que la plantilla no funcione.  No obstante, es posible hacer ciertos cambios para que la plantilla sea más 
útil durante el proceso de DQA y para que describa mejor el sistema de información.  Por ejemplo, se pueden añadir verificaciones cruzadas e inspecciones al azar
a las hojas individuales, siempre y cuando se añadan al pie de la hoja de cálculo. No 'inserte' hileras ni columnas a
 mitad de página ya que eso podría alterar el cálculo de ciertos indicadores de desempeño.  Se pueden añadir otros elementos a las hojas 
si se hacen al pie de la hoja de cálculo.

Se pueden seleccionar hasta seis puntos de entrega de servicios dentro de cuatro instalaciones intermedias de agregación (es decir, 24 instalaciones), de manera que es poco probable que haya que añadir
puntos de servicios o instalaciones intermedias en la "Página de información".   Sencillamente seleccione la cantidad que desee de cada uno de las
listas desplegables en la página titulada "HEADER" (ENCABEZAMIENTO).  Esas selecciones pueden modificarse más adelante si es necesario.

Es aceptable cambiar el nombre de las lengüetas de la hojas de cálculo según sea necesario.

Las hojas de cálculo están protegidas para evitar hacer cambios no intencionales al contenido.  Para editar el contenido de las celdas, desbloquee la protección
de las hojas de cálculo seleccionando 'Protection' (Protección) del menú desplegable 'Tools' (Herramientas).  Seleccione entonces 'Unprotect' (Desbloqueo de protección).  No olvide volver a proteger la hoja de cálculo
después de hacer las modificaciones.

		INSTRUCCIONES DE USO DEL PROTOCOLO PARA LOS AUDITORES

		Puntos de entrega de servicios – 5 tipos de verificación de los datos 

La primera etapa de verificación de los datos tiene lugar en los puntos de entrega de servicios. Hay cinco tipos de pasos estándar de verificación de datos que pueden realizarse en ese nivel:

1 - Descripción:  Describir la conexión entre la entrega de los servicios/suministros y cómo se llenó el documento fuente que registra dicha entrega de servicios.

2 - Revisión de la documentación:  Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período de informe seleccionado.

3 - Rastreo y verificación:  Rastrear y verificar las cantidades informadas: (1) Volver a contar las cantidades informadas de los documentos fuente disponibles; (2) Comparar las cifras verificadas con la cantidad informada por la instalación; (3) Identificar los motivos de cualquier diferencia. 

4 - Verificaciones cruzadas:  Realizar "verificaciones cruzadas" de los totales de informes verificados con otras fuentes de datos (p. ej., expedientes de inventario, informes de laboratorio, registros, etc.).

5 - Inspecciones al azar:  Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo.

		Niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]) y la unidad central de M y E – 2 tipos de verificación de los datos

La segunda etapa de la verificación de los datos ocurre en los niveles intermedios de agregación (p. ej., Distritos, Regiones) y en la unidad de M y E del programa/proyecto. 

1 - Revisión de la documentación:  Revisar la disponibilidad, puntualidad y totalidad de todos los informes que se espera recibir de los puntos de entrega de servicios durante el período de informe seleccionado.

2 - Rastreo y verificación:   Rastrear y verificar las cantidades informadas: (1) Volver a agregar las cantidades informadas por los puntos de entrega de servicios; (2) Comparar los conteos verificados con las cantidades presentadas al siguiente nivel (p. ej., unidad central de M y E); (3) Identificar los motivos de cualquier diferencia.

		Instrucciones para un sistema de informes de "2 niveles" o "4 niveles":

Selección de los niveles y las instalaciones
Protocolo 2:  La plantilla Excel de verificación de datos fue diseñada para seguir la metodología de muestreo de DQA en relación con la selección de los niveles intermedios de agregación y los puntos de entrega de servicios.  En la lengüeta "HEADER" (ENCABEZAMIENTO), el equipo de auditoría puede seleccionar la cantidad de instalaciones intermedias de agregación y la cantidad de puntos de entrega de servicios que se reportan a cada instalación intermedia de agregación, según el acuerdo hecho con la organización que solicitó el DQA.  En caso de haber más, o menos, de un nivel intermedio en el flujo de datos del nivel de entrega de servicios hacia el nivel nacional, puede seleccionarse la cantidad necesaria de niveles e instalaciones por nivel.  Primero seleccione la cantidad de niveles intermedios de agregación (p. ej., región o distrito).  Si los datos pasan tanto por la región como por el distrito, seleccione dos niveles.  Si los datos sólo pasan por el distrito antes de ser enviados al nivel nacional, seleccione un nivel.  En algunos países, los datos se informan desde el punto de entrega de servicios directamente al nivel nacional.  En este caso, seleccione cero niveles intermedios.  

Luego seleccione la cantidad de instalaciones dentro de cada nivel intermedio.  El esquema de muestreo más probable requiere que se seleccionen al azar tres agrupaciones (instalaciones intermedias) 
y tres puntos de entrega de servicios dentro de cada agrupación.  En el caso de dos niveles intermedios, el esquema de muestreo consistirá con mayor probabilidad en dos agrupaciones regionales con dos
agrupaciones de distritos dentro de cada región.  Luego se seleccionarán dos puntos de entrega de servicios dentro de cada agrupación de distritos para obtener un total de ocho instalaciones de entrega de servicios.  Podría ser necesario modificar
este esquema de muestreo debido a las limitaciones de tiempo, distancia y recursos.  Todos los cambios de metodología deben hacerse por medio de un acuerdo con la 
organización que solicitó el DQA antes de realizar las visitas de campo.

		Instrucciones para llenar las columnas de la lista de verificación:

A la izquierda de cada hoja de cálculo aparece una lista de preguntas (columna B).  El equipo de auditoría debe leer cada pregunta (declaración) y completar las columnas C/D, E, F y G.  La columna C tiene un menú desplegable (en la esquina inferior derecha) que contiene las siguientes categorías de respuesta para cada pregunta: "Sí, completamente", "En parte", "No, nada" y "N/A".  La columna D debe usarse para ingresar cifras o porcentajes (que se usarán en los cálculos). La columna E es para comentarios del auditor y la columna F debe responderse con "sí" si el equipo de auditoría considera que la respuesta a una pregunta (declaración) presenta asuntos que son suficientemente importantes como para requerir un "Aviso de recomendación" al programa/proyecto.

		PRODUCTOS

		Los siguientes Resúmenes de estadísticas serán producidos basándose en todas las respuestas a las preguntas:

- Precisión de los datos informados mediante el cálculo de factores de verificación  generados a partir del ejercicio de recuento realizado en cada nivel del sistema de presentación de informes (es decir, comparación del porcentaje de las cantidades informadas para los indicadores seleccionados con las cifras verificadas; 

- Informes de disponibilidad, totalidad y puntualidad mediante porcentajes calculados en los niveles intermedios de agregación y la unidad de M y E.

		Interpretación del producto:

Los modelos matemáticos de la técnica modificada de muestreo por agrupación en dos etapas utilizada por el DQA han determinado que la exactitud de las estimaciones del factor de verificación de los datos de cobertura de inmunizaciones es demasiado baja para poder usarla de manera realista a nivel nacional.  En simulaciones, Woodard y otros (1) encontraron que tendrían que tomarse muestras en hasta 30 distritos para poder lograr una exactitud de alrededor de +/-10%.  Debido a la inversión de tiempo, personal y recursos financieros necesaria para visitar 30 distritos, es poco probable poder calcular un factor de verificación nacional preciso.  

No obstante, es posible obtener una idea de la calidad general de los datos de un programa/proyecto sin depender de un factor de verificación de estimaciones a nivel nacional.  Los aspectos cualitativos del DQA son adecuados para determinar los puntos fuertes y débiles de un sistema dado de presentación de informes.  Por ejemplo, si las definiciones de los indicadores no se entienden bien en la mayor parte de una muestra representativa de instalaciones, es muy probable que las definiciones de los indicadores tampoco se entiendan bien en los distritos en los que no se tomaron muestras.  El recuento de indicadores y su comparación con los valores informados en una muestra de instalaciones es similarmente adecuado para determinar, en un sentido general, si la calidad de los datos es buena, mediocre o mala aun sin el
 beneficio de una estimación precisa a nivel nacional.   La falta de informes o las grandes discrepancias entre los resultados del recuento y los resultados informados en varios
lugares son indicios de discrepancias similares en otros lugares.  

Por último, el factor de verificación a nivel nacional debe interpretarse con cautela.  Para fines del control de la calidad de los datos, debe usarse  
como indicio de la calidad de los datos (o falta de calidad de los mismos), en lugar de como medida exacta.   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA) (Estudio de diseño y simulación de un control de la calidad de los datos sobre inmunización)
  Ann Epidemiol  2007;17:628–633.





DESCRIPCIÓN DEL SERVICIO

		DESCRIPCIÓN DEL SERVICIO (Protocolo 2 - Verificación de los datos)

		Información de trasfondo sobre los proveedores de servicios capacitados

Este indicador mide el progreso hacia la creación de un cuerpo de profesionales de salud y educadores pares/miembros de la comunidad/voluntarios capacitados para realizar actividades específicas y obtener el nivel de capacidad necesario para desempeñar sus deberes. 

Ésta se refiere a capacitación nueva o a la recapacitación de personas y supone que dicha capacitación se realizará de conformidad con normas nacionales o internacionales cuando éstas existan. La capacitación debe tener objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se espera que los participantes adquieran. Deberán contarse únicamente los participantes que hayan completado el curso de capacitación entero.

		Descripción de la capacitación

		La capacitación es una de las intervenciones principales para mejorar el desempeño de las personas que proveen o proveerán servicios como tratamiento, asesoramiento, administración de pruebas o análisis, referidos, etc. 

Se pueden usar varios métodos. Las sesiones de capacitación pueden realizarse por medio de un instructor, con tecnología de ayuda, en el trabajo o por aprendizaje remoto. Pueden llevarse a cabo en un salón de clase o implicar una visita de intercambio. 

La duración de las sesiones de capacitación puede variar considerablemente, desde pocas horas hasta varios años.

		La capacitación se aplica a través de una amplia gama de áreas de contenido, entre ellas políticas, administración, control de la calidad, logística, educación comunitaria y temas clínicos.

Ésta se refiere a capacitación nueva o a la recapacitación de personas y supone que dicha capacitación se realizará de conformidad con normas nacionales o internacionales cuando éstas existan. 

Las sesiones de capacitación deben tener las siguientes característics para que puedan considerarse como tal:
• Objetivos de aprendizaje
• Bosquejo o plan de estudios del curso
• Conocimientos, destrezas y/o capacidades que se espera que adquieran los participantes.

Deberán contarse únicamente los participantes que hayan completado el curso de capacitación entero.  Cabe notar que, al contar a las personas capacitadas, no se usan criterios basados en la capacidad para determinar si han completado la capacitación.

		Posibles documentos fuente para capacitación

		Las organizaciones que proveen capacitación mantienen varias formas de documentación de la misma.  El documento fuente principal podría ser alguna variante de una lista de asistencia que deberá contener las firmas originales de los participantes.   Algunas organizaciones mantienen bases de datos computarizadas de las personas que han capacitado.

		Para fines de verificación de los datos, las hojas de asistencia de los participantes en la capacitación también deben ir acompañadas del plan de estudios del curso, los objetivos de aprendizaje y los conocimientos, destrezas y/o capacidades que se espera que resulten de la capacitación. En la verificación de datos deben contarse únicamente esas tres características.

		Además, el documento fuente deberá proveer prueba de que los participantes completaron la capacitación entera.



Routine services

Routine services

Routine services

Routine services

Routine services

Servicios de rutina

Servicios de rutina

Servicios de rutina

Servicios de rutina

Servicios de rutina

Servicios de rutina

Servicios de rutina

Servicios de rutina

Servicios de rutina

Servicios de rutina



PÁGINA_INFORMACIÓN_2NIA

		INFORMACIÓN DE TRASFONDO PARA COMPLETAR EL PROTOCOLO DE DATOS DEL INDICADOR DE RASTREO Y VERIFICACIÓN

		Nombre de la organización que implementa el DQA

		País

		Área(s) del programa

		Indicador(es)

		Número(s) de la subvención

		Unidad de administración de M y E al nivel central

		Nombre de la instalación																Fecha de auditoría

		1-

		Instalaciones regionales de agregación

		Nombre de la instalación																Fecha de auditoría

		1

		2

		Instalaciones intermedias de agregación

		Nombre de la instalación																Fecha de auditoría

		1.1

		1.2

		1.3

		1.4

		2.1

		2.2

		2.3

		2.4

		Puntos de entrega de servicios

		Nombre de la instalación																Fecha de auditoría

		1.1.1

		1.1.2

		1.1.3

		1.1.4

		1.1.5

		1.2.1

		1.2.2

		1.2.3

		1.2.4

		1.2.5

		1.3.1

		1.3.2

		1.3.3

		1.3.4

		1.3.5

		1.4.1

		1.4.2

		1.4.3

		1.4.4

		1.4.5

		2.1.1

		2.1.2

		2.1.3

		2.1.4

		2.1.5

		2.2.1

		2.2.2

		2.2.3

		2.2.4

		2.2.5

		2.3.1

		2.3.2

		2.3.3

		2.3.4

		2.3.5

		2.4.1

		2.4.2

		2.4.3

		2.4.4

		2.4.5





PÁGINA_INFORMACIÓN

		INFORMACIÓN DE TRASFONDO PARA COMPLETAR EL PROTOCOLO DE DATOS DEL INDICADOR DE RASTREO Y VERIFICACIÓN

		Nombre de la organización que implementa el DQA

		País

		Área(s) del programa

		Indicador(es)

		Número(s) de la subvención

		Unidad de administración de M y E al nivel central

		Nombre de la instalación																Fecha de auditoría

		1-

		Instalaciones intermedias de agregación

		Nombre de la instalación																Fecha de auditoría

		1

		2

		3

		4

		Puntos de entrega de servicios

		Nombre de la instalación																Fecha de auditoría

		1.1

		1.2

		1.3

		1.4

		1.5

		2.1

		2.2

		2.3

		2.4

		2.5

		3.1

		3.2

		3.3

		3.4

		3.5

		4.1

		4.2

		4.3

		4.4

		4.5

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10





UNIDAD DE M y E_2NIA

		UNIDAD DE M y E (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la unidad de M y E es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen de M y E; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Unidad de M y E:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		0.  Sistema de toma de registros y producción de informes sobre capacitación

		0.1		Describa la capacitación que se controla.

		0.2		Describa el sistema de toma de registros y producción de informes relacionado con la capacitación (es decir, desde la toma de registro inicial en los documentos fuente hasta la producción del informe de las cantidades agregadas para la unidad de M y E). Describa cuándo tiene lugar la toma de registro del servicio, en qué formularios y por cuáles miembros del personal.

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la unidad de M y E.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la unidad de M y E

		1.1		El resultado agregado contenido en el informe de resumen preparado por la unidad de M y E (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (unidad de M y E)
(es decir, relación de recuento a resultados informados)						-

		A)  Copie los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la unidad de M y E

		Avisos al auditor sobre indicadores específicos:   Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras utilizadas por la unidad de M y E para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la unidad de M y E o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la Instalación de agregación regional auditada no 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la Instalación de agregación regional auditada no 2 ? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la unidad de M y E para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la unidad de M y E debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo signfica que el informe se pudo usar en el informe de resumen preparado por la unidad de M y E)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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UNIDAD DE M y E

		UNIDAD DE M y E (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la unidad de M y E es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen de M y E; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Unidad de M y E:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		0.  Sistema de toma de registros y producción de informes sobre capacitación

		0.1		Describa la capacitación que se controla.

		0.2		Describa el sistema de toma de registros y producción de informes relacionado con la capacitación (es decir, desde la toma de registro inicial en los documentos fuente hasta la producción del informe de las cantidades agregadas para la unidad de M y E). Describa cuándo tiene lugar la toma de registro del servicio, en qué formularios y por cuáles miembros del personal.

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la unidad de M y E.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la unidad de M y E

		1.1		El resultado agregado contenido en el informe de resumen preparado por la unidad de M y E (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (unidad de M y E)
(es decir, relación de recuento a resultados informados)						-

		A)  Copie los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la unidad de M y E

		Avisos al auditor sobre indicadores específicos:   Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras utilizadas por la unidad de M y E para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la unidad de M y E o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la unidad de M y E para esas instalaciones intermedias de agregación.

		1.5		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la unidad de M y E debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo signfica que el informe se pudo usar en el informe de resumen preparado por la unidad de M y E)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Nivel Regional 1

		Nivel regional de agregación (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la instalación regional de agregación es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen regional; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación regional de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia 
del documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación regional de agregación.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la instalación regional de agregación

		1.1		El resultado agregado contenido en el informe de resumen preparado por la instalación regional de agregación (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (instalación regional de agregación) 
(es decir, relación de recuento a resultados informados)						-

		A) Copiar los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la instalación regional de agregación.

		Avisos al auditor sobre indicadores específicos:     Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras informadas por la instalación regional de agregación para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la instalación regional de agregación o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la instalación regional de agregación para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación regional de agregación debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo significa que el informe se pudo usar en el informe de resumen preparado por la instalación regional de agregación)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 1

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)



&A&RPage &P



Punto de Servicio 1.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 3

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)



&A&RPage &P



Punto de Servicio 3.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 4

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Regional 2

		Nivel regional de agregación (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la instalación regional de agregación es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen regional; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación regional de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia 
del documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación regional de agregación.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la instalación regional de agregación

		1.1		El resultado agregado contenido en el informe de resumen preparado por la instalación regional de agregación (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (instalación regional de agregación) 
(es decir, relación de recuento a resultados informados)						-

		A) Copiar los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la instalación regional de agregación.

		Avisos al auditor sobre indicadores específicos:     Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras informadas por la instalación regional de agregación para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la instalación regional de agregación o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la instalación regional de agregación para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación regional de agregación debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo significa que el informe se pudo usar en el informe de resumen preparado por la instalación regional de agregación)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2.1

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2.2

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)



&A&RPage &P



Punto de Servicio 2.2.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2.3

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2.4

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.1

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.2

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.3

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.4

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.5

		Punto de entrega de servicios (Protocolo 2 - Verificación de los datos)

		Cantidad de proveedores de servicios capacitados

				Punto de entrega de servicios:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LA CAPACITACIÓN – Describir la conexión entre la entrega de la capacitación y cómo se llenó el documento fuente -

		Avisos al equipo de verificación de los datos sobre indicadores específicos:   El equipo de verificación deberá pedir al personal que describa el proceso mediante el cual se llenan los documentos fuente relacionados con la capacitación brindada. Determine qué documento fuente se utiliza para registrar la capacitación y la participación en ella en la instalación donde se ofrece.

		1.1		Describa el documento fuente para registrar la entrega de la capacitación (¿se trata de un formulario estandarizado según normas nacionales, o de un formulario ajustado a necesidades especiales?  Si ha sido ajustado a necesidades especiales, especifique la fuente del formulario, p.ej., un proyecto). Obtenga uno en blanco, si es posible.

		1.2		¿Tiene la organización que ofrece la capacitación suficientes cantidades de documentos fuente en blanco (indague sobre experiencias de agotamiento total de documentos fuente)?

		1.3		¿Existe algún indicio de que suceden retrasos entre la entrega de la capacitación y el registro de la sesión de capacitación en el documento fuente?

		1.4		Si la capacitación y su registro no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período del informe seleccionado-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Los documentos fuente podrían consistir en formularios/listas, hojas/formularios de asistencia o informes de capacitación.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente para el período del informe. ¿Hay algún indicio de que faltan documentos fuente del período que está siendo verificado?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Están completos todos los documentos fuente (p. ej., las hojas de asistencia a la capacitación coinciden con las del programa de estudio del curso)?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Verifique las fechas de los documentos fuente.  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.4		Describa los métodos que utiliza la organización que ofrece las sesiones de capacitación para calcular cuántas personas recibieron capacitación y qué herramientas, de haberlas, se usan para ese fin.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos de personas capacitadas que se informaron.

		2.5		¿Qué procedimientos (en términos de documentación) sigue el organizador de la capacitación cuando uno o más de los participantes no completan la capacitación por algún motivo?

		2.6		¿Tuvieron todas las sesiones de capacitación (realizadas durante el período del informe) objetivos de aprendizaje específicos, un bosquejo o plan de estudios del curso, así como los conocimientos, destrezas y/o capacidades que se esperaba que adquirieran los participantes?

(Aviso: si no es posible revisar todos los cursos de capacitación, seleccione aleatoriamente de 3 a 5 y revíselos de la manera correspondiente)

		2.7		Determine qué procedimientos, de haberlos, utilizó el organizador de la capacitación para abordar el asunto de conteo doble que podría resultar cuando (1) el evento de capacitación es organizado por una organización pero impartido por otra, ambas de las cuales presentan informes sobre sus actividades a la misma agencia donante, y (2) un participante asiste más de una vez a la misma sesión de capacitación.

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los documentos fuente, comparar las cifras verificadas con las informadas por la instalación y explicar las discrepancias-

		Avisos al equipo de verificación de los datos sobre indicadores específicos:  Problemas de calidad de los datos: Este indicador podría resultar inflado ya que (1) los talleres de trabajo podrían contarse como sesiones de capacitación aunque en realidad no cumplen con el criterio de tener un plan de estudios, objetivos de aprendizaje y conocimientos, así como destrezas y/o competencias que se espera que obtengan los participantes; (2) es posible que los participantes se cuenten dos veces ya que una organización brinda la capacitación mientras que los arreglos son hechos por otra organización, ambas de las cuales podrían informar este indicador al mismo donante; y (3) sería posible contar a los participantes como capacitados aunque en realidad no hayan completado la capacitación.

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Cuente la cantidad de personas que entregan servicios registradas como capacitadas durante el período del informe según los documentos fuente (las hojas de asistencia y las pruebas de que la capacitación cumple los criterios aceptables para poder contar como capacitación)

		3.2		Copie la cantidad de personas que entregan servicios que fueron capacitadas durante el período revisado como informadas por la instalación.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al equipo de verificación sobre indicadores específicos:  Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas de los totales informados verificados con otras fuentes de datos -

		Avisos al equipo de verificación sobre indicadores específicos:  Las verificaciones cruzadas se pueden realizar comparando los formularios de inscripción, de haberlos, con los informes de capacitación.

		VERIFICACIÓN CRUZADA 1:  Plan de estudio para la capacitación con fechas vs. Recibos de la instalación de capacitación ¿Se realizó esta verificación cruzada?

		4.1		Elija 5% de las sesiones de capacitación registradas como completas (o hasta un máximo de 10 sesiones de capacitación) y revise las fechas de capacitación.  ¿Cuántas sesiones de capacitación fueron seleccionadas?

		4.2		Encuentre los recibos de las instalaciones de capacitación y compare las fechas.  ¿Para cuántas sesiones de capacitación tenía recibos la instalación de capacitación?

		Calcule el % de discrepancia en la verificación cruzada 1.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realización de inspecciones al azar para verificar la entrega de la capacitación -

		Avisos al equipo de verificación sobre indicadores específicos:   Identificar a uno o más de los participantes de un evento de capacitación reciente y verificar si asistieron (y completaron) la sesión de capacitación.

		5.1		¿Cuántos antiguos participantes en la sesión de capacitación fueron visitados?

		5.2		¿Cuántos de ellos confirmaron que asistieron y completaron la sesión de capacitación?

		Cálculo del % de diferencia entre las personas registradas como capacitadas y las que indicaron que asistieron al evento.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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TABLA DE RESUMEN_2NIA

		TABLA DE RESUMEN - Rastreo y verificación estadísticas sumarias

										Paso  1						Paso  2						Paso  3		Paso  4

		TABLA DE RESUMEN

Rastreo y verificación								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I								II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Conteos verificados en instalaciones auditadas		Conteos informados en instalaciones auditadas		Factores no ajustados de verificación de distritos e instalaciones		Conteo informado observado de todas las instalaciones en el "distrito"		Conteo informado por el "distrito" en la unidad de M y E (p. ej., a nivel nacional)		Factor de ajuste  Rdi/Rni		Factores ajustados de verificación de distritos		District         VF (Weight)		Weighted Regional Level Verification Factors		Region
VF Weight		Factor de verificación total		% de informes disponibles		%  de informes a tiempo		% de informes completos		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Límite inferior de IC 95%		Límite superior de IC 95%		number of districts		Degrees of freedom t-distribution

		Unidad de M y E																																																				df		P(2-tailed) = 0.025

		-		-						0.00		0.00		-										0.00				0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Instalaciones de nivel intermedio de agregación y puntos de entrega de servicios																																																				2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-				3.00		3.18

		1.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-																4.00		2.78

		1.1.1		-						0.00		0.00		-																																								5.00		2.57

		1.1.2		-						0.00		0.00		-

		1.1.3		-						0.00		0.00		-

		1.1.4		-						0.00		0.00		-

		1.1.5		-						0.00		0.00		-

		1.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.2.1		-						0.00		0.00		-

		1.2.2		-						0.00		0.00		-

		1.2.3		-						0.00		0.00		-

		1.2.4		-						0.00		0.00		-

		1.2.5		-						0.00		0.00		-

		1.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.3.1		-						0.00		0.00		-

		1.3.2		-						0.00		0.00		-

		1.3.3		-						0.00		0.00		-

		1.3.4		-						0.00		0.00		-

		1.3.5		-						0.00		0.00		-

		1.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.4.1		-						0.00		0.00		-

		1.4.2		-						0.00		0.00		-

		1.4.3		-						0.00		0.00		-

		1.4.4		-						0.00		0.00		-

		1.4.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-

		2.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.1.1		-						0.00		0.00		-

		2.1.2		-						0.00		0.00		-

		2.1.3		-						0.00		0.00		-

		2.1.4		-						0.00		0.00		-

		2.1.5		-						0.00		0.00		-

		2.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.2.1		-						0.00		0.00		-

		2.2.2		-						0.00		0.00		-

		2.2.3		-						0.00		0.00		-

		2.2.4		-						0.00		0.00		-

		2.2.5		-						0.00		0.00		-

		2.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.3.1		-						0.00		0.00		-

		2.3.2		-						0.00		0.00		-

		2.3.3		-						0.00		0.00		-

		2.3.4		-						0.00		0.00		-

		2.3.5		-						0.00		0.00		-

		2.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.4.1		-						0.00		0.00		-

		2.4.2		-						0.00		0.00		-

		2.4.3		-						0.00		0.00		-

		2.4.4		-						0.00		0.00		-

		2.4.5		-						0.00		0.00		-





TABLA DE RESUMEN

		TABLA DE RESUMEN - Rastreo y verificación estadísticas sumarias

										Paso  1						Paso  2						Paso  3		Paso  4

		TABLA DE RESUMEN

Rastreo y verificación								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Conteos verificados en instalaciones auditadas		Conteos informados en instalaciones auditadas		Factores no ajustados de verificación de distritos e instalaciones		Conteo informado observado de todas las instalaciones en el "distrito"		Conteo informado por el "distrito" en la unidad de M y E (p. ej., a nivel nacional)		Factor de ajuste  Rdi/Rni		Factores ajustados de verificación de distritos		VF (Weight)		Factor de verificación total		% de informes disponibles		%  de informes a tiempo		% de informes completos		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Límite inferior de IC 95%		Límite superior de IC 95%		number of districts		Degrees of freedom t-distribution

		Unidad de M y E																																																df		P(2-tailed) = 0.025

		-		-						0.00		0.00												0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Instalaciones de nivel intermedio de agregación y puntos de entrega de servicios																																																2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-																3.00		3.18

		1.1		-						0.00		0.00		-																																				4.00		2.78

		1.2		-						0.00		0.00		-																																				5.00		2.57

		1.3		-						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						0.00		0.00		-

		2.2		-						0.00		0.00		-

		2.3		-						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

				Resumen del punto de servicio						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-





RESUMEN DE ESTADÍSTICAS_0NIA

		Resumen de estadísticas de DQA (ningunos sitios de la agregación del intermedio)

																																																																																		% Disponible		%  a tiempo		% Completo

																																																																																-

																																																																																-

																																																																																-

																																																																																-

																																																																																-		-		-		-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-
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		0		0		0
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%  a tiempo

% Completo

Performance indicators

El por ciento

Resumen de la información de DQA
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Factores de verificación de sitios de DQA

0

0

0

0

0

0

0

0

0

0

0



RESUMEN DE ESTADÍSTICAS

		Resumen de estadísticas de DQA (dos niveles intermedios de la agregación)

																																																																																Accuracy		Availability		Timeliness		Completeness

																																																																												7		-		-		-		-		-

																																																																												6		-		-		-		-		-

																																																																												5		-		-		-		-		-

																																																																												4		-		-		-		-		-

																																																																												3		-		-		-		-		-

																																																																												2		-		-		-		-		-

																																																																												1		-		-		-		-		-





RESUMEN DE ESTADÍSTICAS

		0.9090909091		0.843956044		0.7578849722		0.902974359		0.905319882		0.8710828036		0.8912028593



Dassa

Savalou

Malanville

Kandi

South

North

National UNIDAD DE M y E

Factores totales y ajustados de verificación 
de distritos de DQA



		0.5		1		0.8571428571		0.875		0.9444444444		0.8947368421		0.8125



Dassa

Savalou

Malanville

Kandi

South

North

National UNIDAD DE M y E

%  de informes disponibles de DQA



		0.5		0.0909090909		0.6666666667		0.7142857143		1		0.9473684211		0.8



Dassa

Savalou

Malanville

Kandi

South

North

National UNIDAD DE M y E

%  de informes a tiempo de DQA



		1		0.9090909091		0.8333333333		1		1		0.9473684211		0.9384615385



Dassa

Savalou

Malanville

Kandi

South

North

National UNIDAD DE M y E

%  de informes completos de DQA



		Resumen de estadísticas de DQA

																																																																																				Accuracy		Availability		Timeliness		Completeness

																																																																																5		-		-		-		-		-

																																																																																4		-		-		-		-		-

																																																																																3		-		-		-		-		-

																																																																																2		-		-		-		-		-

																																																																																1		-		-		-		-		-





		0		0		0		0		0



-

-

-

-

-

Factores totales y ajustados de verificación de distritos de DQA



		0		0		0		0		0



-

-

-

-

-

%  de informes disponibles de DQA



		0		0		0		0		0



-

-

-

-

-

%  de informes a tiempo de DQA



		0		0		0		0		0



-

-

-

-

-

%  de informes completos de DQA





DQA Data Verification Templates/Spanish/05 DQA_Systems_Assessment_Sp_2009.xls
COMIENZO

																												0		0		0		0		0

																												1		1		1		1		1

		AUDITORIA SOBRE CALIDAD DE DATOS																										2		2		2		2		2

																												3		3		3		0		0

				Protocolo 1:

Evaluación de los sistemas de manejo de datos 
y presentación de informes																								4		4		4

				Cantidad de niveles intermedios de agregación																								0		5		5

				Número de sitios intermedios de alto nivel de la agregación (ejemplo; regional)																								0		0		6

				Número de los sitios intermedios de la agregación (SIA																										0		7

				Cantidad de puntos de entrega de servicios																												8

				Reiniciar la encuesta																												9

																																10

		Borrador:  Mayo de 2009																														11

		Avisos importantes sobre el uso de esta plantilla electrónica:																														12

		1.  Para poder usar las herramientas de Control de la Calidad de los Datos, tendrá que asegurarse de que su nivel de 'seguridad de macros' (macro security) esté fijado en menos de 'alto' (high).  Abra la plantilla electrónica, navegue hasta el menú desplegable de 'Herramientas' (Tools), seleccione 'Macro' y luego 'Seguridad' (Security).  Seleccione 'medium' (mediana).  Cierre el programa Excel y vuelva a abrir el archivo.  Al volver a abrir el archivo, tendrá que seleccionar 'Enable Macros' (Permitir macros) para que el programa funcione según fue diseñado.																														0

		2.  En la página titulada 'HEADER' (esta página), seleccione la cantidad de niveles intermedios de agregación (de la lista desplegable) en los que se informan los datos, desde el punto de entrega de servicios hasta el nivel nacional.  En la próxima lista desplegable, seleccione la cantidad de instalaciones intermedias de agregación (intermediate aggregation sites [IAS]) en las que se tomaron muestras.   Por lo general, las unidades de salud de distrito del Ministerio de Salud son las instalaciones intermedias de agregación.  Entonces, ingrese la cantidad de puntos de entrega de servicios (service delivery points [SDP]) en los que se tomaron muestras; p. ej., las unidades o instalaciones de salud que se reportan a cada instalación intermedia.  Si tiene una cantidad desigual de SDP por distrito, seleccione la cantidad que corresponda al número más alto de SDP en los que se tomaron muestras dentro de un distrito muestreado.  Si los SDP se reportan directamente al nivel nacional, seleccione '0' de la lista desplegable de IAS.  Seleccione entonces la cantidad de SDP dentro de la muestra.  Consulte la página de INSTRUCCIONES para obtener más detalles.

		3.  Ingrese los nombres de los centros de salud, o instalaciones, en la hoja denominada 'Information Page' (Página de información).  Esos nombres se propagarán automáticamente en los formularios correspondientes dentro de la plantilla electrónica y ayudarán a garantizar que la evaluación quede bien organizada y los datos sean de buena calidad.
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INSTRUCCIONES

		INSTRUCCIONES (Protocolo 1 - Evaluación del sistema)

		Aviso:  El equipo de auditoría debe leer el documento titulado "Control de la calidad de los datos:  Pautas de implementación" además de estas instrucciones antes de administrar este protocolo.

		OBJETIVO

		El objetivo de este protocolo es revisar y evaluar el diseño y el funcionamiento del sistema de manejo de datos y presentación de informes del programa/proyecto para determinar si es capaz de producir informes de buena calidad de datos.

		CONTENIDO

		La revisión y evaluación incluyen varios pasos, entre ellos una revisión manual preliminar de la información suministrada por el programa/proyecto y revisiones de seguimiento al nivel de la unidad de monitoreo y evaluación (M y E), en los puntos de entrega de servicios (Service Delivery Points [SDP]) y en los niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]) seleccionados.  Cada nivel (es decir, la unidad de M y E, los SDPs y los IALs) tiene una hoja de cálculo independiente en el archivo de Excel. 

El protocolo está organizado en cinco secciones: 1 - Organización de la estructura y funciones de M y E; 2 - Definiciones, política y pautas; 3 - Formularios/herramientas de recopilación de datos y preparación de informes; 4 - Procesos de manejo de datos; 5 - Enlaces con el sistema nacional de presentación de informes. Estas áreas de evaluación son de importancia crítica para evaluar si el Sistema de manejo de datos y presentación de informes es capaz de producir datos de calidad.  Las preguntas relacionadas con las cinco áreas se formulan en niveles distintos del sistema de presentación de informes (consulte la hoja de cálculo "Todas las preguntas" para ver una lista de todas las preguntas).

		Modificación de la plantilla Excel

Selección de los niveles y las instalaciones
La plantilla Excel de evaluación de sistemas fue diseñada para seguir la metodología de muestreo de DQA en relación con la selección de los niveles intermedios de agregación y los puntos de entrega de servicios.  En la lengüeta "HEADER" (ENCABEZAMIENTO), el equipo de auditoría puede seleccionar la cantidad de instalaciones intermedias de agregación y la cantidad de puntos de entrega de servicios que se reportan a cada instalación intermedia de agregación, según el acuerdo hecho con la organización que solicitó el DQA.  En caso de haber más, o menos, de un nivel intermedio en el flujo de datos del nivel de entrega de servicios hacia el nivel nacional, puede seleccionarse la cantidad necesaria de niveles e instalaciones por nivel.  Primero seleccione la cantidad de niveles intermedios de agregación (p. ej., región o distrito).  Si los datos pasan tanto por la región como por el distrito, seleccione dos niveles.  Si los datos sólo pasan por el distrito antes de ser enviados al nivel nacional, seleccione un nivel.  En algunos países, los datos se informan desde el punto de entrega de servicios directamente al nivel nacional.  En este caso, seleccione cero niveles intermedios.  

Luego seleccione la cantidad de instalaciones dentro de cada nivel intermedio.  El esquema de muestreo más probable requiere que se seleccionen al azar tres
agrupaciones (instalaciones intermedias) y tres puntos de entrega de servicios dentro de cada agrupación.  En el caso de dos niveles intermedios, el esquema de muestreo
consistirá con mayor probabilidad en dos agrupaciones regionales, con dos agrupaciones de distrito dentro de cada región.  Luego se seleccionarán dos puntos de entrega de servicios
dentro de cada agrupación de distritos para obtener un total de ocho instalaciones de entrega de servicios.  Podría ser necesario modificar este esquema de muestreo debido
a las limitaciones de tiempo, distancia y recursos.  Todos los cambios de metodología deben hacerse por medio de un acuerdo con la organización
que solicitó el DQA antes de realizar las visitas de campo.

		Cómo editar el contenido de la plantilla Excel
Las plantillas Excel deben modificarse con cuidado.  Para poder activar la adición o remoción selectiva de lengüetas para las distintas instalaciones y niveles, las plantillas han sido programadas en el lenguaje VBA (Visual Basic for Applications).  Las modificaciones hechas a las hojas de cálculo pueden alterar el lenguaje de programación y hacer que la plantilla no funcione.  No obstante, es posible hacer ciertos cambios para que la plantilla sea más útil durante el proceso de DQA y para que describa mejor el sistema de información.  Por ejemplo, se pueden añadir verificaciones cruzadas e inspecciones al azar a las hojas individuales, siempre y cuando se añadan al pie de la hoja de cálculo. No 'inserte' hileras ni columnas a mitad de página ya que eso podría alterar el cálculo de ciertos indicadores de desempeño.  Se pueden añadir otros elementos a las hojas si se hacen al pie de la hoja de cálculo.

Se pueden seleccionar hasta seis puntos de entrega de servicios dentro de cuatro instalaciones intermedias de agregación (es decir, 24 instalaciones), de manera que es poco probable que haya que añadir puntos de servicios o instalaciones intermedias en la "Página de información".   Sencillamente seleccione la cantidad que desee de cada uno de las listas desplegables en la página titulada "HEADER" (ENCABEZAMIENTO).  Esas selecciones pueden modificarse más adelante si es necesario.

Es aceptable cambiar el nombre de las lengüetas de las hojas de cálculo según sea necesario.

Las hojas de cálculo están protegidas para evitar hacer cambios no intencionales al contenido.  Para editar el contenido de las celdas, desbloquee la protección de las hojas de cálculo seleccionando 'Protection' (Protección) del menú desplegable 'Tools' (Herramientas).  Seleccione entonces 'Unprotect' (Desbloqueo de protección).  No olvide volver a proteger la hoja de cálculo después de hacer las modificaciones.

		INSTRUCCIONES DE USO DEL PROTOCOLO PARA LOS AUDITORES

		Debido a que la calidad de los informes del sistema de M y E puede variar según el indicador y podría ser mejor para algunos indicadores que para otros, el equipo de auditoría tendrá que llenar formularios de "Protocolo 1:  Evaluación de los sistemas de manejo de datos y presentación de informes" por separado para cada indicador auditado mediante el DQA.  No obstante, si los indicadores seleccionados para el control se informan a través de los mismos formularios y sistemas de informe de datos (p. ej., cifras de TAR e IO en VIH/SIDA, o cifras de detección y tratamiento exitoso de TB), podría completarse sólo un protocolo para estos indicadores.

		Revisión manual

Con base en la documentación preliminar recibida de la unidad de M y E (consulte las pautas para ver la lista de documentos solicitados del país por anticipado), el equipo de auditoría deberá comenzar a completar la hoja de cálculo de la unidad de M y E.

		Visitas a las instalaciones

Una vez que esté en el país, el equipo de auditoría tendrá que administrar el protocolo en:

- la unidad de administración de M y E (al nivel central);
- niveles intermedios de agregación selectos - p. ej., oficinas regionales o de distrito (de haberlas);
- puntos de entrega de servicios representativos.

El equipo de auditoría deberá completar las hojas de cálculo relevantes para cada instalación visitada.  Las hojas de cálculo incluyen espacio para hacer comentarios y dar seguimiento a la documentación suministrada.  El equipo de auditoría tendrá que abordar las preguntas que no hayan sido respondidas y obtener documentación de apoyo de esas preguntas en todos los niveles.

		Instrucciones para llenar las columnas de la lista de verificación:

A la izquierda de cada hoja de cálculo aparece una lista de preguntas (columna B).  El equipo de auditoría debe leer cada pregunta (declaración) y completar las columnas C, E y F.  La columna C tiene un menú desplegable (en la esquina inferior derecha) que contiene las siguientes categorías de respuesta para cada pregunta: "Sí, completamente", "En parte", "No, nada" y "N/A".  La columna E es para comentarios del auditor y la columna F debe responderse con "sí" si el equipo de auditoría considera que la respuesta a una pregunta (declaración) presenta asuntos que son suficientemente importantes como para requerir un "Aviso de recomendación" al programa/proyecto.

		Instrucciones para llenar el cuestionario de resumen de auditoría:

Para responder estas preguntas, el equipo de auditoría tendrá las hojas de cálculo completas para cada instalación visitada, así como la tabla de resumen y la gráfica de hallazgos del protocolo (generadas en las hojas de cálculo denominadas "Summary_Table" [Tabla de resumen] y "Spider_Graph" [Gráfica de radar o diagrama de araña]).  Basándose en esa información, el equipo de auditoría deberá ejercer su juicio para desarrollar una respuesta general al cuestionario de resumen de auditoría.

		PRODUCTOS

		Con base en todas las respuestas a las preguntas, se generará automáticamente una Tabla de resumen, así como una Gráfica de resumen de los puntos fuertes del sistema de manejo de datos y presentación de informes.  Los resultados generados se basarán en la cantidad de respuestas "Sí, completamente", "En parte" y "No, nada" a las preguntas de las hojas de cálculo en la unidad de M y E, los IAL y los SDP.

		Interpretación del producto:

Los puntajes generados por cada área funcional en las páginas de nivel de entrega de servicios, agregación intermedia y unidad de M y E son un promedio de las respuestas codificadas de la siguiente manera:  3 para "Sí, completamente", 2 para "En pare" y 1 para "No, nada".  Las respuestas codificadas "N/A", 
 o "No se aplica", no se cuentan en el puntaje.  El valor numérico del puntaje no es importante; la intención de los puntajes es compararlos a través de áreas funcionales como un medio de dar prioridad a las actividades de fortalecimiento del sistema.  Es decir, los puntajes son relativos unos a 
otros y son del mayor significado al comparar el desempeño de un área funcional con otra.  Por ejemplo, si el sistema logra un puntaje 
 promedio de 2.5 para "Estructura, funciones y capacidades de M y E, y 1.5 para "Formularios/herramientas de recopilación de datos y preparación de informes", se podría concluir razonablemente que los recursos se emplearían de manera más eficiente para fortalecer los "Formularios/herramientas de recopilación de datos y preparación de informes" que para "Estructura, funciones y capacidades de M y E".  Por lo tanto, los puntajes no se utilizarían exclusivamente para evaluar el sistema de información.  En lugar de ello, deben interpretarse dentro del contexto de las entrevistas, las revisiones de documentación, las verificaciones de datos y las observaciones hechas durante el ejercicio DQA.





Todas las preguntas

		LISTA DE TODAS LAS PREGUNTAS -  Sólo para referencia 
(Protocolo 1 - Evaluación del sistema)

		Componente del sistema de M y E				Una marca de cotejo indica el nivel del sistema de presentación de informes al cual se formuló la pregunta.						¿Se requiere documentación de apoyo?

						Unidad de M y E		Niveles de agregación		Puntos de servicios

		I - Estructura, funciones y capacidades de M y E

		1		Existe una estructura/un organigrama documentado que identifica claramente los puestos que conllevan responsabilidades de manejo de datos en la unidad de M y E.		P						Sí

		2		Todos los puestos dedicados a M y E y sistemas de manejo de datos están dotados de personal.		P						-

		3		Existe un plan de capacitación que incluye personal que participa en la recopilación de datos y presentación de informes en todos los niveles del proceso de preparación de informes.		P						Sí

		4		Todo el personal relevante ha recibido capacitación sobre los procesos y las herramientas de manejo de datos.		P		P		P		-

		5		Un miembro directivo del personal (p. ej., el administrador del programa) es responsable de revisar las cifras agregadas antes de presentar/publicar los informes de la unidad de M y E.		P						-

		6		Hay personal designado responsable de revisar la calidad de los datos (es decir, la precisión, totalidad y puntualidad) recibidos de los niveles inferiores de informe (p. ej., regiones, distritos, puntos de servicio).		P		P				-

		7		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M y E).				P		P		-

		8		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.						P		-

		II- Definiciones de los indicadores y pautas de presentación de informes

		9		The M y E Unit has documented and shared the definition of the indicator(s) with all relevant levels of the reporting system (e.g., regions, districts, service points).		P						Yes

		10		There is a description of the services that are related to each indicator measured by the Program/project.		P						Yes

		La unidad de M y E ha documentado y compartido la definición de los indicadores con todos los niveles relevantes del sistema de presentación de informes (p. ej., regiones, distritos, puntos de servicio)

		11		,,, what they are supposed to report on.		P		P		P		Yes

		12		… cómo (p. ej., en qué formato específico) han de presentarse los informes.		P		P		P		Sí

		13		… a quién deben presentarse los informes.		P		P		P		Sí

		14		… cuándo hay que entregar los informes.		P		P		P		Sí

		15		Existe una política por escrito que indica por cuánto tiempo deben conservarse los documentos fuente y los formularios de presentación de informes.		P						Sí

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		16		La unidad de M y E ha identificado un documento fuente estándar (p. ej., expediente médico, formulario de ingreso del cliente, registro, etc.) para ser usado por todos los puntos de entrega de servicios para registrar la entrega de los servicios.		P						Sí

		17		La unidad de M y E ha identificado formularios/herramientas de preparación de informes estándar para ser usados por todos los niveles de presentación de informes.		P						Sí

		18		La unidad de M y E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.		P		P		P		Sí

		19		Los documentos fuente y los formularios/herramientas de preparación de informes especificados por la unidad de M y E son usados consistentemente por todos los niveles de presentación de informes.				P		P		-

		20		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.		P		P		P		-

		21		Los datos recopilados por el sistema de M y E son suficientemente precisos para medir los indicadores (p. ej., los datos relevantes son recopilados por sexo, edad, etc. si el indicador especifica que se segreguen según esas características).		P						-

		22		Todos los documentos fuente y los formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).		P		P		P		-

		IV- Procesos de manejo de datos

		23		La unidad de M y E ha documentado claramente los pasos de agregación, análisis y/o manipulación de los datos realizados en cada nivel del sistema de preparación de informes.		P						Sí

		24		Existe un procedimiento por escrito para abordar los informes tardíos, incompletos, imprecisos y faltantes, incluyendo un seguimiento de los niveles inferiores de informe sobre los asuntos relacionados con la calidad.		P		P				Sí

		25		Si se han descubierto discrepancias de datos en los informes de los niveles inferiores, la unidad de M y E o los niveles intermedios de agregación (p. ej., los distritos o regiones) han documentado cómo se han resuelto esas inconsistencias.		P		P				-

		26		Se provee retroalimentación sistemática a todos los niveles inferiores de informe sobre la calidad de sus informes (p. ej., precisión, totalidad y puntualidad).		P		P				-

		27		Hay medidas de control de calidad establecidas para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).		P		P		P		-

		28		Para sistemas automatizados (computarizados), hay establecido un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.		P		P		P		Sí

		29		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.		P		P		P		Sí

		30		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).		P		P		P		-

		31		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.		P		P		P		-

		El sistema de preparación de informes evita el doble conteo de personas…

		32		… dentro de cada punto/organización de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).		P		P		P		-

		33		… a través de todos los puntos/organizaciones de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de servicios, etc.).		P		P		P		-

		34		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.		P		P		P		-

		35		La unidad de M y E puede demostrar que las visitas de supervisión regulares a las instalaciones se han efectuado y que se ha revisado la calidad de los datos.		P						Sí

		V- Enlaces con el sistema nacional de presentación de informes

		36		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.		P		P		P		Sí

		37		Cuando corresponde, los datos se informan a través de un solo canal de los sistemas nacionales de información.		P		P		P		-

		38		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).		P		P		P		-

		39		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.		P		P		P		-
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Unidad de M y E

		UNIDAD DE M y E (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Unidad de M y E:				-

		Componente del sistema de M y E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M y E

		1		Existe una estructura/un organigrama documentado que identifica claramente los puestos que conllevan responsabilidades de manejo de datos en la unidad de M y E.				N/A						Sí

		2		Todos los puestos dedicados a M y E y sistemas de manejo de datos están dotados de personal.				N/A						-

		3		Existe un plan de capacitación que incluye personal que participa en la recopilación de datos y presentación de informes en todos los niveles del proceso de preparación de informes.				N/A						Sí

		4		Todo el personal relevante ha recibido capacitación sobre los procesos y las herramientas de manejo de datos.				N/A						-

		5		Un miembro directivo del personal (p. ej., el administrador del programa) es responsable de revisar las cifras agregadas antes de presentar/publicar los informes de la unidad de M y E.				N/A						-

		6		Hay personal designado responsable de revisar la calidad de los datos (es decir, la precisión, totalidad y puntualidad) recibidos de los niveles inferiores de informe (p. ej., regiones, distritos, puntos de servicio).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		7		La unidad de M y E ha documentado y compartido la definición de los indicadores con todos los niveles relevantes del sistema de presentación de informes (p. ej., regiones, distritos, puntos de servicio).				N/A						Sí

		8		Existe una descripción de los servicios relacionados con cada indicador medido por el programa/proyecto.				N/A						Sí

		La unidad de M y E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		9		... qué se supone que informen.				N/A						Sí

		10		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		11		… a quién deben presentarse los informes.				N/A						Sí

		12		… cuándo hay que entregar los informes.				N/A						Sí

		13		Existe una política por escrito que indica por cuánto tiempo deben conservarse los documentos fuente y los formularios de presentación de informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		14		La unidad de M y E ha identificado un documento fuente estándar (p. ej., expediente médico, formulario de ingreso del cliente, registro, etc.) para ser usado por todos los puntos de entrega de servicios para registrar la entrega de los servicios.				N/A						Sí

		15		La unidad de M y E ha identificado formularios/herramientas de preparación de informes estándar para ser usados por todos los niveles de presentación de informes.				N/A						Sí

		16		La unidad de M y E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		17		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		18		Los datos recopilados por el sistema de M y E son suficientemente precisos para medir los indicadores (p. ej., los datos relevantes son recopilados por sexo, edad, etc. si el indicador especifica que se segreguen según esas características).				N/A						-

		19		Todos los documentos fuente y los formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		20		La unidad de M y E ha documentado claramente los pasos de agregación, análisis y/o manipulación de los datos realizados en cada nivel del sistema de preparación de informes.				N/A						Sí

		21		Existe un procedimiento por escrito para abordar los informes tardíos, incompletos, imprecisos y faltantes, incluyendo un seguimiento de los niveles inferiores de informe sobre los asuntos relacionados con la calidad.				N/A						Sí

		22		Si se han descubierto discrepancias de datos en los informes de los niveles inferiores, la unidad de M y E o los niveles intermedios de agregación (p. ej., los distritos o regiones) han documentado cómo se han resuelto esas inconsistencias.				N/A						-

		23		Se provee retroalimentación sistemática a todos los niveles inferiores de informe sobre la calidad de sus informes (p. ej., precisión, totalidad y puntualidad).				N/A						-

		24		Hay medidas de control de calidad establecidas para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		25		Para sistemas automatizados (computarizados), hay establecido un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		26		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		27		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		28		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		29		… dentro de cada punto/organización de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		30		… a través de todos los puntos/organizaciones de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de servicios, etc.).				N/A						-

		31		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

		32		La unidad de M y E puede demostrar que las visitas de supervisión regulares a las instalaciones se han efectuado y que se ha revisado la calidad de los datos.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces con el sistema nacional de presentación de informes

		33		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		34		Cuando corresponde, los datos se informan a través de un solo canal de los sistemas nacionales de información.				N/A						-

		35		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		36		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		37		¿Hay alguna otra cosa que debiéramos saber para entender su sistema?										-

		38		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Nivel Regional 1

		Nivel regional 1 (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Nivel regional:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar la calidad de los datos (es decir, la precisión, totalidad y puntualidad) recibidos de los niveles inferiores de informe (p. ej., regiones, distritos, puntos de servicio).				N/A						-

		3		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Existe un procedimiento por escrito para abordar los informes tardíos, incompletos e imprecisos, incluyendo un seguimiento de los niveles inferiores de informe sobre los asuntos relacionados con la calidad.				N/A						Sí

		13		Si se han descubierto discrepancias de datos en los informes de los niveles inferiores, la unidad de M&E o los niveles intermedios de agregación (p. ej., los distritos o regiones) han documentado cómo se han resuelto esas inconsistencias.				N/A						-

		14		Se provee retroalimentación sistemática a todos los niveles inferiores de informe sobre la calidad de sus informes (p. ej., precisión, totalidad y puntualidad).				N/A						-

		15		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		16		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		17		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		18		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		19		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		20		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		21		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		22		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		23		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		24		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		25		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		26		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		27		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		28		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)



&A&RPage &P



Sitio Intermedio 1

		Nivel intermedio de agregación (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Nivel intermedio de agregación:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar la calidad de los datos (es decir, la precisión, totalidad y puntualidad) recibidos de los niveles inferiores de informe (p. ej., regiones, distritos, puntos de servicio).				N/A						-

		3		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Existe un procedimiento por escrito para abordar los informes tardíos, incompletos e imprecisos, incluyendo un seguimiento de los niveles inferiores de informe sobre los asuntos relacionados con la calidad.				N/A						Sí

		13		Si se han descubierto discrepancias de datos en los informes de los niveles inferiores, la unidad de M&E o los niveles intermedios de agregación (p. ej., los distritos o regiones) han documentado cómo se han resuelto esas inconsistencias.				N/A						-

		14		Se provee retroalimentación sistemática a todos los niveles inferiores de informe sobre la calidad de sus informes (p. ej., precisión, totalidad y puntualidad).				N/A						-

		15		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		16		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		17		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		18		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		19		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		20		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		21		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		22		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		23		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		24		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		25		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		26		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		27		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		28		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.1

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.2

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.3

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.4

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)



&A&RPage &P



Punto de Servicio 1.5

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Sitio Intermedio 2

		Nivel intermedio de agregación (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Nivel intermedio de agregación:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar la calidad de los datos (es decir, la precisión, totalidad y puntualidad) recibidos de los niveles inferiores de informe (p. ej., regiones, distritos, puntos de servicio).				N/A						-

		3		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Existe un procedimiento por escrito para abordar los informes tardíos, incompletos e imprecisos, incluyendo un seguimiento de los niveles inferiores de informe sobre los asuntos relacionados con la calidad.				N/A						Sí

		13		Si se han descubierto discrepancias de datos en los informes de los niveles inferiores, la unidad de M&E o los niveles intermedios de agregación (p. ej., los distritos o regiones) han documentado cómo se han resuelto esas inconsistencias.				N/A						-

		14		Se provee retroalimentación sistemática a todos los niveles inferiores de informe sobre la calidad de sus informes (p. ej., precisión, totalidad y puntualidad).				N/A						-

		15		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		16		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		17		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		18		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		19		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		20		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		21		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		22		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		23		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		24		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		25		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		26		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		27		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		28		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.5

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Sitio Intermedio 3

		Nivel intermedio de agregación (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Nivel intermedio de agregación:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar la calidad de los datos (es decir, la precisión, totalidad y puntualidad) recibidos de los niveles inferiores de informe (p. ej., regiones, distritos, puntos de servicio).				N/A						-

		3		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Existe un procedimiento por escrito para abordar los informes tardíos, incompletos e imprecisos, incluyendo un seguimiento de los niveles inferiores de informe sobre los asuntos relacionados con la calidad.				N/A						Sí

		13		Si se han descubierto discrepancias de datos en los informes de los niveles inferiores, la unidad de M&E o los niveles intermedios de agregación (p. ej., los distritos o regiones) han documentado cómo se han resuelto esas inconsistencias.				N/A						-

		14		Se provee retroalimentación sistemática a todos los niveles inferiores de informe sobre la calidad de sus informes (p. ej., precisión, totalidad y puntualidad).				N/A						-

		15		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		16		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		17		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		18		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		19		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		20		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		21		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		22		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		23		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		24		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		25		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		26		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		27		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		28		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.1

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)



&A&RPage &P



Punto de Servicio 3.2

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.3

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)



&A&RPage &P



Punto de Servicio 3.4

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.5

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Sitio Intermedio 4

		Nivel intermedio de agregación (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Nivel intermedio de agregación:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar la calidad de los datos (es decir, la precisión, totalidad y puntualidad) recibidos de los niveles inferiores de informe (p. ej., regiones, distritos, puntos de servicio).				N/A						-

		3		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Existe un procedimiento por escrito para abordar los informes tardíos, incompletos e imprecisos, incluyendo un seguimiento de los niveles inferiores de informe sobre los asuntos relacionados con la calidad.				N/A						Sí

		13		Si se han descubierto discrepancias de datos en los informes de los niveles inferiores, la unidad de M&E o los niveles intermedios de agregación (p. ej., los distritos o regiones) han documentado cómo se han resuelto esas inconsistencias.				N/A						-

		14		Se provee retroalimentación sistemática a todos los niveles inferiores de informe sobre la calidad de sus informes (p. ej., precisión, totalidad y puntualidad).				N/A						-

		15		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		16		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		17		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		18		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		19		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		20		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		21		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		22		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		23		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		24		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		25		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		26		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		27		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		28		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.1

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.2

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.3

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.4

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.5

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)



&A&RPage &P



Nivel Regional 2

		Nivel regional 1 (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Nivel regional:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar la calidad de los datos (es decir, la precisión, totalidad y puntualidad) recibidos de los niveles inferiores de informe (p. ej., regiones, distritos, puntos de servicio).				N/A						-

		3		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Existe un procedimiento por escrito para abordar los informes tardíos, incompletos e imprecisos, incluyendo un seguimiento de los niveles inferiores de informe sobre los asuntos relacionados con la calidad.				N/A						Sí

		13		Si se han descubierto discrepancias de datos en los informes de los niveles inferiores, la unidad de M&E o los niveles intermedios de agregación (p. ej., los distritos o regiones) han documentado cómo se han resuelto esas inconsistencias.				N/A						-

		14		Se provee retroalimentación sistemática a todos los niveles inferiores de informe sobre la calidad de sus informes (p. ej., precisión, totalidad y puntualidad).				N/A						-

		15		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		16		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		17		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		18		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		19		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		20		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		21		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		22		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		23		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		24		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		25		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		26		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		27		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		28		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Sitio Intermedio 2.1

		Nivel intermedio de agregación (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Nivel intermedio de agregación:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar la calidad de los datos (es decir, la precisión, totalidad y puntualidad) recibidos de los niveles inferiores de informe (p. ej., regiones, distritos, puntos de servicio).				N/A						-

		3		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Existe un procedimiento por escrito para abordar los informes tardíos, incompletos e imprecisos, incluyendo un seguimiento de los niveles inferiores de informe sobre los asuntos relacionados con la calidad.				N/A						Sí

		13		Si se han descubierto discrepancias de datos en los informes de los niveles inferiores, la unidad de M&E o los niveles intermedios de agregación (p. ej., los distritos o regiones) han documentado cómo se han resuelto esas inconsistencias.				N/A						-

		14		Se provee retroalimentación sistemática a todos los niveles inferiores de informe sobre la calidad de sus informes (p. ej., precisión, totalidad y puntualidad).				N/A						-

		15		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		16		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		17		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		18		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		19		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		20		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		21		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		22		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		23		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		24		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		25		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		26		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		27		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		28		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.1

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.2

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.3

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)



&A&RPage &P



Punto de Servicio 2.1.4

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.5

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Sitio Intermedio 2.2

		Nivel intermedio de agregación (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Nivel intermedio de agregación:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar la calidad de los datos (es decir, la precisión, totalidad y puntualidad) recibidos de los niveles inferiores de informe (p. ej., regiones, distritos, puntos de servicio).				N/A						-

		3		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Existe un procedimiento por escrito para abordar los informes tardíos, incompletos e imprecisos, incluyendo un seguimiento de los niveles inferiores de informe sobre los asuntos relacionados con la calidad.				N/A						Sí

		13		Si se han descubierto discrepancias de datos en los informes de los niveles inferiores, la unidad de M&E o los niveles intermedios de agregación (p. ej., los distritos o regiones) han documentado cómo se han resuelto esas inconsistencias.				N/A						-

		14		Se provee retroalimentación sistemática a todos los niveles inferiores de informe sobre la calidad de sus informes (p. ej., precisión, totalidad y puntualidad).				N/A						-

		15		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		16		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		17		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		18		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		19		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		20		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		21		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		22		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		23		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		24		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		25		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		26		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		27		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		28		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.1

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.2

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.3

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.4

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.5

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Sitio Intermedio 2.3

		Nivel intermedio de agregación (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Nivel intermedio de agregación:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar la calidad de los datos (es decir, la precisión, totalidad y puntualidad) recibidos de los niveles inferiores de informe (p. ej., regiones, distritos, puntos de servicio).				N/A						-

		3		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Existe un procedimiento por escrito para abordar los informes tardíos, incompletos e imprecisos, incluyendo un seguimiento de los niveles inferiores de informe sobre los asuntos relacionados con la calidad.				N/A						Sí

		13		Si se han descubierto discrepancias de datos en los informes de los niveles inferiores, la unidad de M&E o los niveles intermedios de agregación (p. ej., los distritos o regiones) han documentado cómo se han resuelto esas inconsistencias.				N/A						-

		14		Se provee retroalimentación sistemática a todos los niveles inferiores de informe sobre la calidad de sus informes (p. ej., precisión, totalidad y puntualidad).				N/A						-

		15		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		16		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		17		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		18		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		19		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		20		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		21		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		22		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		23		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		24		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		25		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		26		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		27		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		28		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.1

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)



&A&RPage &P



Punto de Servicio 2.3.2

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.3

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.4

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.5

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Sitio Intermedio 2.4

		Nivel intermedio de agregación (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Nivel intermedio de agregación:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar la calidad de los datos (es decir, la precisión, totalidad y puntualidad) recibidos de los niveles inferiores de informe (p. ej., regiones, distritos, puntos de servicio).				N/A						-

		3		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Existe un procedimiento por escrito para abordar los informes tardíos, incompletos e imprecisos, incluyendo un seguimiento de los niveles inferiores de informe sobre los asuntos relacionados con la calidad.				N/A						Sí

		13		Si se han descubierto discrepancias de datos en los informes de los niveles inferiores, la unidad de M&E o los niveles intermedios de agregación (p. ej., los distritos o regiones) han documentado cómo se han resuelto esas inconsistencias.				N/A						-

		14		Se provee retroalimentación sistemática a todos los niveles inferiores de informe sobre la calidad de sus informes (p. ej., precisión, totalidad y puntualidad).				N/A						-

		15		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		16		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		17		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		18		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		19		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		20		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		21		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		22		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		23		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		24		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		25		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		26		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		27		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		28		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.1

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.2

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.3

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.4

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.5

		Punto de entrega de servicios (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		Punto de entrega de servicios:				-

		Componente del sistema de M&E				Respuesta		Calculations		Comentarios del auditor
(incluya el número de referencia del documento de trabajo)		Necesidad de recomendación (añadir SÍ)		¿Se requiere documentación de apoyo?

						Sí - completamente
En parte 
No - nada
N/A

		I - Estructura, funciones y capacidades de M&E

		1		Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo de datos.				N/A						-

		2		Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M&E).				N/A						-

		3		La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada claramente al miembro del personal correspondiente.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		II- Definiciones de los indicadores y pautas de presentación de informes

		La unidad de M&E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...

		4		... qué se supone que informen.				N/A						Sí

		5		… cómo (p. ej., en qué formato específico) han de presentarse los informes.				N/A						Sí

		6		… a quién deben presentarse los informes.				N/A						Sí

		7		… cuándo hay que entregar los informes.				N/A						Sí

				Comentarios adicionales (de haberlos)				N/A

		III- Formularios/herramientas de recopilación de datos y preparación de informes

		8		La unidad de M&E ha dado instrucciones claras sobre cómo completar los formularios/herramientas de recopilación de datos y preparación de informes.				N/A						Sí

		9		Los documentos fuente y formularios/herramientas de preparación de informes especificados por la unidad de M&E son usados consistentemente por todos los niveles de presentación de informes.				N/A						-

		10		Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos formularios de preparación de informes y presentan los informes en las mismas fechas.				N/A						-

		11		Todos los documentos fuente y formularios de preparación de informes relevantes para medir los indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el caso de un sistema computarizado).				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		IV- Procesos de manejo de datos

		12		Hay medidas de control de calidad en pie para cuando se ingresen los datos de los formularios impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).				N/A						-

		13		Para sistemas automatizados (computarizados), hay en pie un procedimiento de administración de la base de datos documentado claramente e implementado activamente.  Eso incluye procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.				N/A						Sí

		14		Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se hace por computadora.				N/A						Sí

		15		De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del sistema computarizado (p. ej., se respalda semanal o mensualmente).				N/A						-

		16		Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad nacionales o internacionales.				N/A						-

		El sistema de preparación de informes evita el doble conteo de personas...

		17		… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el mismo servicio en dos lugares distintos, etc.).				N/A						-

		18		… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, etc.).				N/A						-

		19		El sistema de preparación de informes permite la identificación y el registro de una persona "dada de baja", "desaparecida del seguimiento" o fallecida.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		V- Enlaces al sistema nacional de presentación de informes

		20		Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar datos y preparar informes.				N/A						Sí

		21		Cuando corresponde, los datos se informan mediante un canal único de los sistemas nacionales de presentación de informes.				N/A						-

		22		Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa nacional (p. ej., fechas de cierre de los informes mensuales).				N/A						-

		23		Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema nacional.				N/A						-

				Comentarios adicionales (de haberlos)				N/A

		Conclusión

		24		¿Hay alguna otra cosa de debiéramos saber para entender su sistema?										-

		25		¿Cuál es su dificultad principal relacionada con el manejo de datos y la presentación de informes?										-

				Comentarios adicionales (de haberlos)
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TABLA DE RESUMEN

		TABLA DE RESUMEN

Evaluación de los sistemas de manejo de datos
y presentación de informes								I		II		III		IV		V		Promedio
(por instalación)				Clave de código de color

										Estructura, funciones y capacidades de M y E		Definiciones de los indicadores y pautas de presentación de informes		Formularios/herramientas de recopilación de datos y preparación de informes		Procesos de manejo de datos		Enlaces con el sistema nacional de presentación de informes						verde		2.5 - 3.0		Sí, completamente

		Unidad de M y E																						amarillo		1.5 - 2.5		En parte

		-		-						N/A		N/A		N/A		N/A		N/A		N/A				rojo		< 1.5		No - nada

		Sitios Intermedias de Agregación

		1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2		-						N/A		N/A		N/A		N/A		N/A		N/A

		3		-						N/A		N/A		N/A		N/A		N/A		N/A

		4		-						N/A		N/A		N/A		N/A		N/A		N/A

		Puntos de Entrega de Servicios

		1.1		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.2		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.3		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.4		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.5		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.2		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.3		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.4		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.5		-						N/A		N/A		N/A		N/A		N/A		N/A

		3.1		-						N/A		N/A		N/A		N/A		N/A		N/A

		3.2		-						N/A		N/A		N/A		N/A		N/A		N/A

		3.3		-						N/A		N/A		N/A		N/A		N/A		N/A

		3.4		-						N/A		N/A		N/A		N/A		N/A		N/A

		3.5		-						N/A		N/A		N/A		N/A		N/A		N/A

		4.1		-						N/A		N/A		N/A		N/A		N/A		N/A

		4.2		-						N/A		N/A		N/A		N/A		N/A		N/A

		4.3		-						N/A		N/A		N/A		N/A		N/A		N/A

		4.4		-						N/A		N/A		N/A		N/A		N/A		N/A

		4.5		-						N/A		N/A		N/A		N/A		N/A		N/A

		Promedio (por área funcional)								N/A		N/A		N/A		N/A		N/A		N/A

		1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2		-						N/A		N/A		N/A		N/A		N/A		N/A

		3		-						N/A		N/A		N/A		N/A		N/A		N/A

		4		-						N/A		N/A		N/A		N/A		N/A		N/A

		5		-						N/A		N/A		N/A		N/A		N/A		N/A

		6		-						N/A		N/A		N/A		N/A		N/A		N/A

		7		-						N/A		N/A		N/A		N/A		N/A		N/A

		8		-						N/A		N/A		N/A		N/A		N/A		N/A

		9		-						N/A		N/A		N/A		N/A		N/A		N/A

		10		-						N/A		N/A		N/A		N/A		N/A		N/A

		Promedio (por área funcional)								N/A		N/A		N/A		N/A		N/A		N/A





TABLA DE RESUMEN_2NIA

		TABLA DE RESUMEN

Evaluación de los sistemas de manejo de datos
y presentación de informes								I		II		III		IV		V		Promedio
(por instalación)				Clave de código de color

										Estructura, funciones y capacidades de M y E		Definiciones de los indicadores y pautas de presentación de informes		Formularios/herramientas de recopilación de datos y preparación de informes		Procesos de manejo de datos		Enlaces con el sistema nacional de presentación de informes						verde		2.5 - 3.0		Sí, completamente

		Unidad de M y E																						amarillo		1.5 - 2.5		En parte

		-		-						N/A		N/A		N/A		N/A		N/A		N/A				rojo		< 1.5		No - nada

		Sitios Regionales de Agregación

		1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2		-						N/A		N/A		N/A		N/A		N/A		N/A

		Sitios Intermedias de Agregación

		1.1		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.2		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.3		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.4		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.2		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.3		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.4		-						N/A		N/A		N/A		N/A		N/A		N/A

		Puntos de Entrega de Servicios

		1.1.1		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.1.2		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.1.3		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.1.4		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.1.5		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.2.1		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.2.2		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.2.3		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.2.4		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.2.5		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.3.1		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.3.2		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.3.3		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.3.4		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.3.5		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.4.1		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.4.2		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.4.3		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.4.4		-						N/A		N/A		N/A		N/A		N/A		N/A

		1.4.5		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.1.1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.1.2		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.1.3		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.1.4		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.1.5		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.2.1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.2.2		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.2.3		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.2.4		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.2.5		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.3.1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.3.2		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.3.3		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.3.4		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.3.5		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.4.1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.4.2		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.4.3		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.4.4		-						N/A		N/A		N/A		N/A		N/A		N/A

		2.4.5		-						N/A		N/A		N/A		N/A		N/A		N/A

		Promedio (por área funcional)								N/A		N/A		N/A		N/A		N/A		N/A
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13 PREGUNTAS de AUDITORÍA

		13 PREGUNTAS DE RESUMEN DE AUDITORÍA (Protocolo 1 - Evaluación del sistema)

		Área(s) del programa:				-

		Indicador(es):				-

		13 Preguntas				Respuesta		Comentarios

						Sí - completamente
En parte 
No - nada
N/A

		1		¿Está el personal clave de M y E y manejo de datos identificado con responsabilidades claras asignadas?

		2		¿Ha recibido la capacitación necesaria la mayoría del personal clave de M y E y manejo de datos?

		3		¿Ha documentado claramente (por escrito) el programa/proyecto lo que se informa, a quién y cómo, y cuándo se requiere presentar el informe?

		4		¿Hay definiciones operacionales de indicadores que cumplen con las normas relevantes que se observan sistemáticamente en todos los puntos servicios?

		5		¿Existen formularios estándar de recopilación de datos y preparación de informes que se usan sistemáticamente?

		6		¿Se registran los datos con precisión/detalles suficientes para medir los indicadores relevantes?

		7		¿Se mantienen los datos de conformidad con normas de confidencialidad nacionales o internacionales?

		8		¿Se mantienen y se hacen disponibles los documentos fuente de conformidad con una política por escrito?

		9		¿Existe documentación clara de los pasos de recopilación, agregación y manipulación?

		10		¿Se identifican las dificultades de calidad de los datos y hay mecanismos establecidos para abordarlas?

		11		¿Existen procedimientos claramente definidos y seguidos para identificar y reconciliar las discrepancias en los informes?

		12		¿Existen procedimientos claramente definidos y seguidos para verificar periódicamente los datos fuente?

		13		¿Está enlazado el sistema de recopilación de datos y preparación de informes del programa/proyecto con el sistema nacional de presentación de informes?







DQA Data Verification Templates/Spanish/06 DQA P2_TB_Treatment_Sp_2009.xls
COMIENZO

																												0		0		0		0		0		0

																												1		1		1		1		1		1

																												2		2		2		2		2		2

																												3		3		3		3		0		3

		Herramienta de Evaluación de la Calidad de los Datos																										4		4		4		4				4

								Protocolo 2:  Verificación de los datos																				0		5		5		0				5

						- Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa (DOTS) con tratamiento exitoso -																						0		6		6						0

						Cantidad de niveles intermedios de agregación																								0		7

						Cantidad de instalaciones intermedias de agregación de nivel 
más alto (p. ej., regionales)																										8

						Cantidad de instalaciones intermedias de agregación (IIA)																										9

						Cantidad de puntos de entrega de servicios (por IIA)																										10

						Reiniciar la encuesta																										11

		Versión 1: Mayo de 2008																														12

		Avisos importantes sobre el uso de esta plantilla electrónica:																														0

		1.  Para poder usar las herramientas de Control de la Calidad de los Datos, tendrá que asegurarse de que su nivel de 'seguridad de macros' (macro security) esté fijado en menos de 'alto' (high).  Abra la plantilla electrónica, navegue hasta el menú desplegable de 'Herramientas' (Tools), seleccione 'Macro' y luego 'Seguridad' (Security).  Seleccione 'medium' (mediana).  Cierre el programa Excel y vuelva a abrir el archivo.  Al volver a abrir el archivo, tendrá que seleccionar 'Enable Macros' (Permitir macros) para que el programa funcione según fue diseñado.

		2.  En la página titulada 'HEADER' (esta página), seleccione la cantidad de niveles intermedios de agregación (de la lista desplegable) en los que se informan los datos, desde el punto de entrega de servicios hasta el nivel nacional.  En la próxima lista desplegable, seleccione la cantidad de instalaciones intermedias de agregación (intermediate aggregation sites [IAS]) en las que se tomaron muestras.   Por lo general, las unidades de salud de distrito del Ministerio de Salud son las instalaciones intermedias de agregación.  Entonces, ingrese la cantidad de puntos de entrega de servicios (service delivery points [SDP]) en los que se tomaron muestras; p. ej., las unidades o instalaciones de salud que se reportan a cada instalación intermedia.  Si tiene una cantidad desigual de SDP por distrito, seleccione la cantidad que corresponda al número más alto de SDP en los que se tomaron muestras dentro de un distrito muestreado.  Si los SDP se reportan directamente al nivel nacional, seleccione '0' de la lista desplegable de IAS.  Seleccione entonces la cantidad de SDP dentro de la muestra.  Consulte la página de INSTRUCCIONES para obtener más detalles.

		3.  Ingrese los nombres de los centros de salud, o instalaciones, en la hoja denominada 'Information Page' (Página de información).  Esos nombres se propagarán automáticamente en los formularios correspondientes dentro de la plantilla electrónica y ayudarán a garantizar que la evaluación quede bien organizada y los datos sean de buena calidad.
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INSTRUCCIONES

		INSTRUCCIONES (Protocolo 2 - Verificación de los datos)

		Aviso:  El equipo de auditoría debe leer el documento titulado "Control de la calidad de los datos:  Pautas de implementación" además de estas instrucciones antes de administrar este protocolo.

		OBJETIVO

		El objetivo de este protocolo es (1) volver a contar y verificar la exactitud de los datos informados en instalaciones selectas; y  (2) revisar la puntualidad, totalidad y disponibilidad de los informes.

		CONTENIDO

		Este protocolo de verificación de los datos está relacionado con el indicador: Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa (DOTS) con tratamiento exitoso.  Ya que pueden existir diferencias significativas entre los tipos de indicadores y los puntos de entrega de servicios - p. ej., instalaciones médicas (clínicas) e instalaciones basadas en la comunidad, el sistema de control de la calidad de los datos (Data Quality Audit [DQA]) incluye Protocolos específicos a los indicadores que contienen información específica y los problemas de calidad de los datos relacionados con el indicador (p. ej., el riesgo de conteo doble). Esta información se incorpora en los 5 pasos del protocolo, los cuales se desglosan a continuación. 

El protocolo comienza con una descripción de los servicios asociados con el indicador para orientar al equipo de auditoría sobre el servicio que se provee y, por lo tanto, qué se "cuenta" para medir dicho indicador.  Eso ayudará a guiar al equipo de auditoría a los documentos fuente relevantes, que pueden ser bastante distintos para cada indicador (p. ej., expedientes de los pacientes, informes de laboratorio, registros de capacitación, etc.).

La verificación de los datos ocurre en dos etapas:

(1) Verificaciones detalladas en los puntos de entrega de servicios (Service Delivery Points [SDPs]); y
(2) Verificaciones de seguimiento en los niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]) y en la unidad de monitoreo y evaluación (M y E) del programa/proyecto. 
  
Por lo general, los programas tendrán un sistema de presentación de informes en 3 niveles; en otras palabras, los datos pasarán de los puntos de entrega de servicios (Service Delivery Points [SDPs]),
a un nivel intermedio de agregación (es decir, una región o un distrito) y de ahí a la unidad central de M y E.

No obstante, en algunos países, los SDPs podrían reportarse directamente a la unidad central de M y E, sin pasar por 
niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]). En otros países, podría haber dos (o más) IALs en los que se agregan los datos; por ejemplo,
al nivel de Distrito y luego al nivel de Provincia antes de llegar a la unidad central de M y E. En esos casos (es decir, un sistema de presentación de informes de 2 ó 4 niveles
), el Protocolo de verificación de los datos tendrá que ser adaptado (según se explica a continuación).

		Cómo editar el contenido de la plantilla Excel
Las plantillas Excel deben modificarse con cuidado.  Para poder activar la adición o remoción selectiva de lengüetas para las distintas instalaciones y 
niveles, las plantillas han sido programadas en el lenguaje VBA (Visual Basic for Applications).  Las modificaciones hechas a las hojas de cálculo pueden alterar el lenguaje de
programación y hacer que la plantilla no funcione.  No obstante, es posible hacer ciertos cambios para que la plantilla sea más 
útil durante el proceso de DQA y para que describa mejor el sistema de información.  Por ejemplo, se pueden añadir verificaciones cruzadas e inspecciones al azar
a las hojas individuales, siempre y cuando se añadan al pie de la hoja de cálculo. No 'inserte' hileras ni columnas a
 mitad de página ya que eso podría alterar el cálculo de ciertos indicadores de desempeño.  Se pueden añadir otros elementos a las hojas 
si se hacen al pie de la hoja de cálculo.

Se pueden seleccionar hasta seis puntos de entrega de servicios dentro de cuatro instalaciones intermedias de agregación (es decir, 24 instalaciones), de manera que es poco probable que haya que añadir
puntos de servicios o instalaciones intermedias en la "Página de información".   Sencillamente seleccione la cantidad que desee de cada uno de las
listas desplegables en la página titulada "HEADER" (ENCABEZAMIENTO).  Esas selecciones pueden modificarse más adelante si es necesario.

Es aceptable cambiar el nombre de las lengüetas de la hojas de cálculo según sea necesario.

Las hojas de cálculo están protegidas para evitar hacer cambios no intencionales al contenido.  Para editar el contenido de las celdas, desbloquee la protección
de las hojas de cálculo seleccionando 'Protection' (Protección) del menú desplegable 'Tools' (Herramientas).  Seleccione entonces 'Unprotect' (Desbloqueo de protección).  No olvide volver a proteger la hoja de cálculo
después de hacer las modificaciones.

		INSTRUCCIONES DE USO DEL PROTOCOLO PARA LOS AUDITORES

		Puntos de entrega de servicios – 5 tipos de verificación de los datos 

La primera etapa de verificación de los datos tiene lugar en los puntos de entrega de servicios. Hay cinco tipos de pasos estándar de verificación de datos que pueden realizarse en ese nivel:

1 - Descripción:  Describir la conexión entre la entrega de los servicios/suministros y cómo se llenó el documento fuente que registra dicha entrega de servicios.

2 - Revisión de la documentación:  Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período de informe seleccionado.

3 - Rastreo y verificación:  Rastrear y verificar las cantidades informadas: (1) Volver a contar las cantidades informadas de los documentos fuente disponibles; (2) Comparar las cifras verificadas con la cantidad informada por la instalación; (3) Identificar los motivos de cualquier diferencia. 

4 - Verificaciones cruzadas:  Realizar "verificaciones cruzadas" de los totales de informes verificados con otras fuentes de datos (p. ej., expedientes de inventario, informes de laboratorio, registros, etc.).

5 - Inspecciones al azar:  Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo.

		Niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]) y la unidad central de M y E – 2 tipos de verificación de los datos

La segunda etapa de la verificación de los datos ocurre en los niveles intermedios de agregación (p. ej., Distritos, Regiones) y en la unidad de M y E del programa/proyecto. 

1 - Revisión de la documentación:  Revisar la disponibilidad, puntualidad y totalidad de todos los informes que se espera recibir de los puntos de entrega de servicios durante el período de informe seleccionado.

2 - Rastreo y verificación:   Rastrear y verificar las cantidades informadas: (1) Volver a agregar las cantidades informadas por los puntos de entrega de servicios; (2) Comparar los conteos verificados con las cantidades presentadas al siguiente nivel (p. ej., unidad central de M y E); (3) Identificar los motivos de cualquier diferencia.

		Instrucciones para un sistema de informes de "2 niveles" o "4 niveles":

Selección de los niveles y las instalaciones
Protocolo 2:  La plantilla Excel de verificación de datos fue diseñada para seguir la metodología de muestreo de DQA en relación con la selección de los niveles intermedios de agregación y los puntos de entrega de servicios.  En la lengüeta "HEADER" (ENCABEZAMIENTO), el equipo de auditoría puede seleccionar la cantidad de instalaciones intermedias de agregación y la cantidad de puntos de entrega de servicios que se reportan a cada instalación intermedia de agregación, según el acuerdo hecho con la organización que solicitó el DQA.  En caso de haber más, o menos, de un nivel intermedio en el flujo de datos del nivel de entrega de servicios hacia el nivel nacional, puede seleccionarse la cantidad necesaria de niveles e instalaciones por nivel.  Primero seleccione la cantidad de niveles intermedios de agregación (p. ej., región o distrito).  Si los datos pasan tanto por la región como por el distrito, seleccione dos niveles.  Si los datos sólo pasan por el distrito antes de ser enviados al nivel nacional, seleccione un nivel.  En algunos países, los datos se informan desde el punto de entrega de servicios directamente al nivel nacional.  En este caso, seleccione cero niveles intermedios.  

Luego seleccione la cantidad de instalaciones dentro de cada nivel intermedio.  El esquema de muestreo más probable requiere que se seleccionen al azar tres agrupaciones (instalaciones intermedias) 
y tres puntos de entrega de servicios dentro de cada agrupación.  En el caso de dos niveles intermedios, el esquema de muestreo consistirá con mayor probabilidad en dos agrupaciones regionales con dos
agrupaciones de distritos dentro de cada región.  Luego se seleccionarán dos puntos de entrega de servicios dentro de cada agrupación de distritos para obtener un total de ocho instalaciones de entrega de servicios.  Podría ser necesario modificar
este esquema de muestreo debido a las limitaciones de tiempo, distancia y recursos.  Todos los cambios de metodología deben hacerse por medio de un acuerdo con la 
organización que solicitó el DQA antes de realizar las visitas de campo.

		Instrucciones para llenar las columnas de la lista de verificación:

A la izquierda de cada hoja de cálculo aparece una lista de preguntas (columna B).  El equipo de auditoría debe leer cada pregunta (declaración) y completar las columnas C/D, E, F y G.  La columna C tiene un menú desplegable (en la esquina inferior derecha) que contiene las siguientes categorías de respuesta para cada pregunta: "Sí, completamente", "En parte", "No, nada" y "N/A".  La columna D debe usarse para ingresar cifras o porcentajes (que se usarán en los cálculos). La columna E es para comentarios del auditor y la columna F debe responderse con "sí" si el equipo de auditoría considera que la respuesta a una pregunta (declaración) presenta asuntos que son suficientemente importantes como para requerir un "Aviso de recomendación" al programa/proyecto.

		PRODUCTOS

		Los siguientes Resúmenes de estadísticas serán producidos basándose en todas las respuestas a las preguntas:

- Precisión de los datos informados mediante el cálculo de factores de verificación  generados a partir del ejercicio de recuento realizado en cada nivel del sistema de presentación de informes (es decir, comparación del porcentaje de las cantidades informadas para los indicadores seleccionados con las cifras verificadas; 

- Informes de disponibilidad, totalidad y puntualidad mediante porcentajes calculados en los niveles intermedios de agregación y la unidad de M y E.

		Interpretación del producto:

Los modelos matemáticos de la técnica modificada de muestreo por agrupación en dos etapas utilizada por el DQA han determinado que la exactitud de las estimaciones del factor de verificación de los datos de cobertura de inmunizaciones es demasiado baja para poder usarla de manera realista a nivel nacional.  En simulaciones, Woodard y otros (1) encontraron que tendrían que tomarse muestras en hasta 30 distritos para poder lograr una exactitud de alrededor de +/-10%.  Debido a la inversión de tiempo, personal y recursos financieros necesaria para visitar 30 distritos, es poco probable poder calcular un factor de verificación nacional preciso.  

No obstante, es posible obtener una idea de la calidad general de los datos de un programa/proyecto sin depender de un factor de verificación de estimaciones a nivel nacional.  Los aspectos cualitativos del DQA son adecuados para determinar los puntos fuertes y débiles de un sistema dado de presentación de informes.  Por ejemplo, si las definiciones de los indicadores no se entienden bien en la mayor parte de una muestra representativa de instalaciones, es muy probable que las definiciones de los indicadores tampoco se entiendan bien en los distritos en los que no se tomaron muestras.  El recuento de indicadores y su comparación con los valores informados en una muestra de instalaciones es similarmente adecuado para determinar, en un sentido general, si la calidad de los datos es buena, mediocre o mala aun sin el
 beneficio de una estimación precisa a nivel nacional.   La falta de informes o las grandes discrepancias entre los resultados del recuento y los resultados informados en varios
lugares son indicios de discrepancias similares en otros lugares.  

Por último, el factor de verificación a nivel nacional debe interpretarse con cautela.  Para fines del control de la calidad de los datos, debe usarse  
como indicio de la calidad de los datos (o falta de calidad de los mismos), en lugar de como medida exacta.   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA) (Estudio de diseño y simulación de un control de la calidad de los datos sobre inmunización)
  Ann Epidemiol  2007;17:628–633.





DESCRIPCIÓN DEL SERVICIO

		DESCRIPCIÓN DEL SERVICIO (Protocolo 2 - Verificación de los datos)

		Información de trasfondo sobre el tratamiento de TB

Según el sistema de tratamiento de TB recomendado por la OMS (DOTS), la terapia consiste en una fase inicial (de 2 meses) y una fase de continuación (de 4 a 6 meses). El indicador incluye casos nuevos de TB bacilífera ya que éstos son el foco de atención del programa  DOTS debido a que representan la fuente principal de infección para otras personas.  El tratamiento puede iniciarse en el centro de diagnóstico o puede referirse al paciente a un centro de tratamiento periférico para iniciar o continuar el tratamiento. El tratamiento por observación directa puede organizarse de varias maneras: el paciente puede acudir a la instalación de salud todos los días, un miembro del personal de salud puede visitar al paciente a domicilio, o se pueden hacer arreglos para que un voluntario de la comunidad provea DOT. ya sea por medio de una visita del paciente al proveedor o del proveedor al domicilio del paciente.  Por lo general, el seguimiento fuera de la instalación de salud se denomina seguimiento al tratamiento en un entorno comunitario. El paciente necesita estar de acuerdo con el proveedor comunitario de DOT propuesto, o identificar uno.

		Éxito del tratamiento se define como la suma de los dos resultados siguientes:
a) "Curación": Un antiguo paciente bacilífero obtuvo un resultado negativo a la prueba de frotis de esputo en el último mes de tratamiento y por lo menos en otra ocasión anterior, y 
b) "Tratamiento completo": Un paciente bacilífero que completó el tratamiento pero sin obtener un resultado negativo por microscopía de frotis para confirmar su cambio de estado bacilífero.

		Registro y presentación de informes:
Después de diagnosticarse la TB y al iniciar el tratamiento, el trabajador médico llena una  ficha de tratamiento de TB. El anverso de la tarjeta provee información de trasfondo sobre el paciente, el diagnóstico y cuándo recibió medicamentos durante la fase inicial. El dorso de la tarjeta provee información sobre cuándo recibió medicamentos durante la fase de continuación, así como los resultados del tratamiento del paciente.

		Cada paciente de TB se inscribe en el  registro de UMB (Unidades de medida básica). La página derecha de este registro documenta el seguimiento del tratamiento mediante análisis de frotis que deberán realizarse para casos bacilíferos nuevos en el 2do, 5to y último mes del tratamiento. La columna de "Resultados del tratamiento (Treatment outcome)" se llena cuando se conoce el resultado y los datos se compilan en el informe trimestral. Existen 6 posibles resultados: Curación, tratamiento completo, fracaso del tratamiento, muerte, abandono y transferencia.

		Las fichas de tratamiento de TB tienen una casilla para registrar el resultado del tratamiento, pero el documento fuente de los resultados de tratamiento informados es el registro de UMB.  La información sobre los resultados del tratamiento de los pacientes transferidos a otro distrito o región deberá ser comunicada por el Coordinador de TB de un distrito a otro, o por el Coordinador de TB regional al distrito o la región donde se inscribió al paciente de TB originalmente.  Para evitar el conteo doble de pacientes de TB, el resultado se asienta en el Registro de TB del distrito original.  Entonces el coordinador de TB del distrito compila informes trimestrales agregados sobre los resultados del tratamiento y los presenta al nivel de provincia, donde el informe se revisa y se envía al nivel central.

		Referencia:   Management of Tuberculosis: Training for Health Facility Staff (Manejo de la tuberculosis. Capacitación para el personal de una instalación de salud).  Ginebra: OMS, 2003.
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PÁGINA_INFORMACIÓN_2NIA

		INFORMACIÓN DE TRASFONDO PARA COMPLETAR EL PROTOCOLO DE DATOS DEL INDICADOR DE RASTREO Y VERIFICACIÓN

		Nombre de la organización que implementa el DQA

		País

		Área(s) del programa

		Indicador(es)

		Número(s) de la subvención

		Unidad de administración de M y E al nivel central

		Nombre de la instalación																Fecha de auditoría

		1-

		Instalaciones regionales de agregación

		Nombre de la instalación																Fecha de auditoría

		1

		2

		Instalaciones intermedias de agregación

		Nombre de la instalación																Fecha de auditoría

		1.1

		1.2

		1.3

		1.4

		2.1

		2.2

		2.3

		2.4

		Puntos de entrega de servicios

		Nombre de la instalación																Fecha de auditoría

		1.1.1

		1.1.2

		1.1.3

		1.1.4

		1.1.5

		1.2.1

		1.2.2

		1.2.3

		1.2.4

		1.2.5

		1.3.1

		1.3.2

		1.3.3

		1.3.4

		1.3.5

		1.4.1

		1.4.2

		1.4.3

		1.4.4

		1.4.5

		2.1.1

		2.1.2

		2.1.3

		2.1.4

		2.1.5

		2.2.1

		2.2.2

		2.2.3

		2.2.4

		2.2.5

		2.3.1

		2.3.2

		2.3.3

		2.3.4

		2.3.5

		2.4.1

		2.4.2

		2.4.3

		2.4.4

		2.4.5





PÁGINA_INFORMACIÓN

		INFORMACIÓN DE TRASFONDO PARA COMPLETAR EL PROTOCOLO DE DATOS DEL INDICADOR DE RASTREO Y VERIFICACIÓN

		Nombre de la organización que implementa el DQA

		País

		Área(s) del programa

		Indicador(es)

		Número(s) de la subvención

		Unidad de administración de M y E al nivel central

		Nombre de la instalación																Fecha de auditoría

		1-

		Instalaciones intermedias de agregación

		Nombre de la instalación																Fecha de auditoría

		1

		2

		3

		4

		Puntos de entrega de servicios

		Nombre de la instalación																Fecha de auditoría

		1.1

		1.2

		1.3

		1.4

		1.5

		2.1

		2.2

		2.3

		2.4

		2.5

		3.1

		3.2

		3.3

		3.4

		3.5

		4.1

		4.2

		4.3

		4.4

		4.5

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10





UNIDAD DE M y E_2NIA

		UNIDAD DE M y E (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la unidad de M y E es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen de M y E; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Unidad de M y E:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		0.  Sistema de toma de registros y producción de informes sobre el tratamiento de TB

		0		Describa el sistema de toma de registros y producción de informes relacionado con el resultado del tratamiento de casos positivos nuevos de TB bacilífera en la instalación de salud (es decir, desde el ingreso del resultado del tratamiento en la ficha de tratamiento hasta el registro de UMB y el informe trimestral de resultados del tratamiento a la unidad de M y E). Describa cuándo tiene lugar el registro, en qué formularios y por cuáles miembros del personal.

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la unidad de M y E.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la unidad de M y E

		1.1		El resultado agregado contenido en el informe de resumen preparado por la unidad de M y E (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (unidad de M y E)
(es decir, relación de recuento a resultados informados)						-

		A)  Copie los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la unidad de M y E

		Avisos al auditor sobre indicadores específicos:   Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras utilizadas por la unidad de M y E para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la unidad de M y E o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la Instalación de agregación regional auditada no  1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la Instalación de agregación regional auditada no  2 ? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la unidad de M y E para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la unidad de M y E debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo signfica que el informe se pudo usar en el informe de resumen preparado por la unidad de M y E)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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UNIDAD DE M y E

		UNIDAD DE M y E (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la unidad de M y E es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen de M y E; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Unidad de M y E:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		0.  Sistema de toma de registros y producción de informes sobre el tratamiento de TB

		0		Describa el sistema de toma de registros y producción de informes relacionado con el resultado del tratamiento de casos positivos nuevos de TB bacilífera en la instalación de salud (es decir, desde el ingreso del resultado del tratamiento en la ficha de tratamiento hasta el registro de UMB y el informe trimestral de resultados del tratamiento a la unidad de M y E). Describa cuándo tiene lugar el registro, en qué formularios y por cuáles miembros del personal.

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la unidad de M y E.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la unidad de M y E

		1.1		El resultado agregado contenido en el informe de resumen preparado por la unidad de M y E (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (unidad de M y E)
(es decir, relación de recuento a resultados informados)						-

		A)  Copie los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la unidad de M y E

		Avisos al auditor sobre indicadores específicos:   Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras utilizadas por la unidad de M y E para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la unidad de M y E o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la unidad de M y E para esas instalaciones intermedias de agregación.

		1.5		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la unidad de M y E debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo signfica que el informe se pudo usar en el informe de resumen preparado por la unidad de M y E)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)



&A&RPage &P



Nivel Regional 1

		Nivel regional de agregación (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la instalación regional de agregación es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen regional; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación regional de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia 
del documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación regional de agregación.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la instalación regional de agregación

		1.1		El resultado agregado contenido en el informe de resumen preparado por la instalación regional de agregación (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (instalación regional de agregación) 
(es decir, relación de recuento a resultados informados)						-

		A) Copiar los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la instalación regional de agregación.

		Avisos al auditor sobre indicadores específicos:     Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras informadas por la instalación regional de agregación para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la instalación regional de agregación o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la instalación regional de agregación para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación regional de agregación debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo significa que el informe se pudo usar en el informe de resumen preparado por la instalación regional de agregación)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 1

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 3

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 4

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)



&A&RPage &P



Punto de Servicio 4.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Regional 2

		Nivel regional de agregación (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la instalación regional de agregación es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen regional; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación regional de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia 
del documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación regional de agregación.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la instalación regional de agregación

		1.1		El resultado agregado contenido en el informe de resumen preparado por la instalación regional de agregación (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (instalación regional de agregación) 
(es decir, relación de recuento a resultados informados)						-

		A) Copiar los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la instalación regional de agregación.

		Avisos al auditor sobre indicadores específicos:     Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras informadas por la instalación regional de agregación para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la instalación regional de agregación o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la instalación regional de agregación para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación regional de agregación debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo significa que el informe se pudo usar en el informe de resumen preparado por la instalación regional de agregación)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2.1

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2.2

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2.3

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2.4

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos nuevos de TB bacilífera registrados en tratamiento corto bajo observación directa 
(DOTS) con tratamiento exitoso

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON LOS RESULTADOS DEL TRATAMIENTO – Describir la conexión entre la finalización del tratamiento de TB y el ingreso del resultado en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de unidades de medida básica (UMB) con el resultado del tratamiento.

		1.1		Describa cuándo se ingresa el resultado del tratamiento en el registro UMB y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre la finalización del tratamiento y el ingreso del resultado en el registro de UMB?

		1.3		Si existe algún retraso entre la fecha de finalización del tratamiento y el ingreso del resultado en el registro de UMB, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de resultados del tratamiento para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB, particularmente todos los espacios que deben llenarse para definir la finalización del tratamiento?: (1) resultado de la microscopía de frotis de esputo durante el tratamiento y a su finalización; (2) resultado del tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inscripción como caso de TB en el registro de UMB.  ¿Están todas las fechas dentro del período del informe? (p. ej., los pacientes que han de incluirse en el análisis de los resultados del tratamiento se definen según la fecha de registro como caso de TB).

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes con resultados exitosos en el registro de UMB, comparar las cifras verificadas con el informe trimestral de resultados del tratamiento y explicar las discrepancias-

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos nuevos de pacientes de TB con baciloscopía positiva cuyo tratamiento fue exitoso registrados durante el período del informe revisando el registro de UMB.

		3.2		Copie la cantidad de nuevos pacientes con baciloscopía positiva cuyo tratamiento fue exitoso informados por la instalación durante el período del informe del informe trimestral de resultados del tratamiento.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB con tratamiento exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todas las fichas de pacientes de las personas cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, del registro de UMB, seleccione 10 pacientes cuyo tratamiento fue exitoso durante el trimestre (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente cuyo tratamiento fue clasificado como exitoso?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes cuyo tratamiento fue exitoso durante el trimestre del registro de UMB  (o un máximo de todos los pacientes cuyo tratamiento fue exitoso durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en el registro de UMB haya sido diagnosticado correctamente -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes cuyo tratamiento fue exitoso ingresados en el registro de UMB de la instalación auditada. El fin de las inspecciones al azar es confirmar si las personas tuvieron éxito en el tratamiento según se indica en los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían tenido éxito en el tratamiento?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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TABLA DE RESUMEN_2NIA

		TABLA DE RESUMEN - Rastreo y verificación estadísticas sumarias

										Paso  1						Paso  2						Paso  3		Paso  4

		TABLA DE RESUMEN

Rastreo y verificación								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I								II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Conteos verificados en instalaciones auditadas		Conteos informados en instalaciones auditadas		Factores no ajustados de verificación de distritos e instalaciones		Conteo informado observado de todas las instalaciones en el "distrito"		Conteo informado por el "distrito" en la unidad de M y E (p. ej., a nivel nacional)		Factor de ajuste  Rdi/Rni		Factores ajustados de verificación de distritos		District         VF (Weight)		Weighted Regional Level Verification Factors		Region
VF Weight		Factor de verificación total		% de informes disponibles		%  de informes a tiempo		% de informes completos		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Límite inferior de IC 95%		Límite superior de IC 95%		number of districts		Degrees of freedom t-distribution

		Unidad de M y E																																																				df		P(2-tailed) = 0.025

		-		-						0.00		0.00		-										0.00				0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Instalaciones de nivel intermedio de agregación y puntos de entrega de servicios																																																				2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-				3.00		3.18

		1.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-																4.00		2.78

		1.1.1		-						0.00		0.00		-																																								5.00		2.57

		1.1.2		-						0.00		0.00		-

		1.1.3		-						0.00		0.00		-

		1.1.4		-						0.00		0.00		-

		1.1.5		-						0.00		0.00		-

		1.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.2.1		-						0.00		0.00		-

		1.2.2		-						0.00		0.00		-

		1.2.3		-						0.00		0.00		-

		1.2.4		-						0.00		0.00		-

		1.2.5		-						0.00		0.00		-

		1.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.3.1		-						0.00		0.00		-

		1.3.2		-						0.00		0.00		-

		1.3.3		-						0.00		0.00		-

		1.3.4		-						0.00		0.00		-

		1.3.5		-						0.00		0.00		-

		1.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.4.1		-						0.00		0.00		-

		1.4.2		-						0.00		0.00		-

		1.4.3		-						0.00		0.00		-

		1.4.4		-						0.00		0.00		-

		1.4.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-

		2.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.1.1		-						0.00		0.00		-

		2.1.2		-						0.00		0.00		-

		2.1.3		-						0.00		0.00		-

		2.1.4		-						0.00		0.00		-

		2.1.5		-						0.00		0.00		-

		2.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.2.1		-						0.00		0.00		-

		2.2.2		-						0.00		0.00		-

		2.2.3		-						0.00		0.00		-

		2.2.4		-						0.00		0.00		-

		2.2.5		-						0.00		0.00		-

		2.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.3.1		-						0.00		0.00		-

		2.3.2		-						0.00		0.00		-

		2.3.3		-						0.00		0.00		-

		2.3.4		-						0.00		0.00		-

		2.3.5		-						0.00		0.00		-

		2.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.4.1		-						0.00		0.00		-

		2.4.2		-						0.00		0.00		-

		2.4.3		-						0.00		0.00		-

		2.4.4		-						0.00		0.00		-

		2.4.5		-						0.00		0.00		-





TABLA DE RESUMEN

		TABLA DE RESUMEN - Rastreo y verificación estadísticas sumarias

										Paso  1						Paso  2						Paso  3		Paso  4

		TABLA DE RESUMEN

Rastreo y verificación								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Conteos verificados en instalaciones auditadas		Conteos informados en instalaciones auditadas		Factores no ajustados de verificación de distritos e instalaciones		Conteo informado observado de todas las instalaciones en el "distrito"		Conteo informado por el "distrito" en la unidad de M y E (p. ej., a nivel nacional)		Factor de ajuste  Rdi/Rni		Factores ajustados de verificación de distritos		VF (Weight)		Factor de verificación total		% de informes disponibles		%  de informes a tiempo		% de informes completos		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Límite inferior de IC 95%		Límite superior de IC 95%		number of districts		Degrees of freedom t-distribution

		Unidad de M y E																																																df		P(2-tailed) = 0.025

		-		-						0.00		0.00												0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Instalaciones de nivel intermedio de agregación y puntos de entrega de servicios																																																2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-																3.00		3.18

		1.1		-						0.00		0.00		-																																				4.00		2.78

		1.2		-						0.00		0.00		-																																				5.00		2.57

		1.3		-						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						0.00		0.00		-

		2.2		-						0.00		0.00		-

		2.3		-						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

				Resumen del punto de servicio						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-





RESUMEN DE ESTADÍSTICAS_0NIA

		Resumen de estadísticas de DQA (ningunos sitios de la agregación del intermedio)

																																																																																		% Disponible		%  a tiempo		% Completo

																																																																																-

																																																																																-

																																																																																-

																																																																																-

																																																																																-		-		-		-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-





RESUMEN DE ESTADÍSTICAS_0NIA

		0		0		0
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El por ciento

Resumen de la información de DQA



RESUMEN DE ESTADÍSTICAS_2NIA

		-

		-

		-

		-

		-

		-

		-

		-

		-

		-

		-



Factores de verificación de sitios de DQA

0

0

0

0

0

0

0

0

0

0

0



RESUMEN DE ESTADÍSTICAS

		Resumen de estadísticas de DQA (dos niveles intermedios de la agregación)

																																																																																Accuracy		Availability		Timeliness		Completeness

																																																																												7		-		-		-		-		-

																																																																												6		-		-		-		-		-

																																																																												5		-		-		-		-		-

																																																																												4		-		-		-		-		-

																																																																												3		-		-		-		-		-

																																																																												2		-		-		-		-		-

																																																																												1		-		-		-		-		-





RESUMEN DE ESTADÍSTICAS

		0		0		0		0		0		0		0



-

-

-

-

-

-

-

Factores totales y ajustados de verificación 
de distritos de DQA



		0		0		0		0		0		0



-

-

-

-

-

-

-

%  de informes disponibles de DQA



		0		0		0		0		0		0



-

-

-

-

-

-

-

%  de informes a tiempo de DQA



		0		0		0		0		0		0



-

-

-

-

-

-

-

%  de informes completos de DQA



		Resumen de estadísticas de DQA

																																																																																				Accuracy		Availability		Timeliness		Completeness

																																																																																5		-		-		-		-		-

																																																																																4		-		-		-		-		-

																																																																																3		-		-		-		-		-

																																																																																2		-		-		-		-		-

																																																																																1		-		-		-		-		-





		0		0		0		0		0



-

-

-

-

-

Factores totales y ajustados de verificación de distritos de DQA



		0		0		0		0		0



-

-

-

-

-

%  de informes disponibles de DQA



		0		0		0		0		0



-

-

-

-

-

%  de informes a tiempo de DQA



		0		0		0		0		0



-

-

-

-

-

%  de informes completos de DQA





DQA Data Verification Templates/Spanish/07 DQA P2_TB_MDR_Sp_2009.xls
COMIENZO

																												0		0		0		0		0		0

																												1		1		1		1		1		1

																												2		2		2		2		2		2

																												3		3		3		3		0		3

		Herramienta de Evaluación de la Calidad de los Datos																										4		4		4		4				4

								Protocolo 2:  Verificación de los datos																				0		5		5		0				5

						- Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada -																						0		6		6						0

						Cantidad de niveles intermedios de agregación																								0		7

						Cantidad de instalaciones intermedias de agregación de nivel 
más alto (p. ej., regionales)																										8

						Cantidad de instalaciones intermedias de agregación (IIA)																										9

						Cantidad de puntos de entrega de servicios (por IIA)																										10

						Reiniciar la encuesta																										11

		Versión 1: Mayo de 2008																														12

		Avisos importantes sobre el uso de esta plantilla electrónica:																														0

		1.  Para poder usar las herramientas de Control de la Calidad de los Datos, tendrá que asegurarse de que su nivel de 'seguridad de macros' (macro security) esté fijado en menos de 'alto' (high).  Abra la plantilla electrónica, navegue hasta el menú desplegable de 'Herramientas' (Tools), seleccione 'Macro' y luego 'Seguridad' (Security).  Seleccione 'medium' (mediana).  Cierre el programa Excel y vuelva a abrir el archivo.  Al volver a abrir el archivo, tendrá que seleccionar 'Enable Macros' (Permitir macros) para que el programa funcione según fue diseñado.

		2.  En la página titulada 'HEADER' (esta página), seleccione la cantidad de niveles intermedios de agregación (de la lista desplegable) en los que se informan los datos, desde el punto de entrega de servicios hasta el nivel nacional.  En la próxima lista desplegable, seleccione la cantidad de instalaciones intermedias de agregación (intermediate aggregation sites [IAS]) en las que se tomaron muestras.   Por lo general, las unidades de salud de distrito del Ministerio de Salud son las instalaciones intermedias de agregación.  Entonces, ingrese la cantidad de puntos de entrega de servicios (service delivery points [SDP]) en los que se tomaron muestras; p. ej., las unidades o instalaciones de salud que se reportan a cada instalación intermedia.  Si tiene una cantidad desigual de SDP por distrito, seleccione la cantidad que corresponda al número más alto de SDP en los que se tomaron muestras dentro de un distrito muestreado.  Si los SDP se reportan directamente al nivel nacional, seleccione '0' de la lista desplegable de IAS.  Seleccione entonces la cantidad de SDP dentro de la muestra.  Consulte la página de INSTRUCCIONES para obtener más detalles.

		3.  Ingrese los nombres de los centros de salud, o instalaciones, en la hoja denominada 'Information Page' (Página de información).  Esos nombres se propagarán automáticamente en los formularios correspondientes dentro de la plantilla electrónica y ayudarán a garantizar que la evaluación quede bien organizada y los datos sean de buena calidad.



Reset

Reiniciar



INSTRUCCIONES

		INSTRUCCIONES (Protocolo 2 - Verificación de los datos)

		Aviso:  El equipo de auditoría debe leer el documento titulado "Control de la calidad de los datos:  Pautas de implementación" además de estas instrucciones antes de administrar este protocolo.

		OBJETIVO

		El objetivo de este protocolo es (1) volver a contar y verificar la exactitud de los datos informados en instalaciones selectas; y  (2) revisar la puntualidad, totalidad y disponibilidad de los informes.

		CONTENIDO

		Este protocolo de verificación de los datos está relacionado con el indicador: Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada.  Ya que pueden existir diferencias significativas entre los tipos de indicadores y los puntos de entrega de servicios - p. ej., instalaciones médicas (clínicas) e instalaciones basadas en la comunidad, el sistema de control de la calidad de los datos (Data Quality Audit [DQA]) incluye Protocolos específicos a los indicadores que contienen información específica y los problemas de calidad de los datos relacionados con el indicador (p. ej., el riesgo de conteo doble). Esta información se incorpora en los 5 pasos del protocolo, los cuales se desglosan a continuación. 

El protocolo comienza con una descripción de los servicios asociados con el indicador para orientar al equipo de auditoría sobre el servicio que se provee y, por lo tanto, qué se "cuenta" para medir dicho indicador.  Eso ayudará a guiar al equipo de auditoría a los documentos fuente relevantes, que pueden ser bastante distintos para cada indicador (p. ej., expedientes de los pacientes, informes de laboratorio, registros de capacitación, etc.).

La verificación de los datos ocurre en dos etapas:

(1) Verificaciones detalladas en los puntos de entrega de servicios (Service Delivery Points [SDPs]); y
(2) Verificaciones de seguimiento en los niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]) y en la unidad de monitoreo y evaluación (M y E) del programa/proyecto. 
  
Por lo general, los programas tendrán un sistema de presentación de informes en 3 niveles; en otras palabras, los datos pasarán de los puntos de entrega de servicios (Service Delivery Points [SDPs]),
a un nivel intermedio de agregación (es decir, una región o un distrito) y de ahí a la unidad central de M y E.

No obstante, en algunos países, los SDPs podrían reportarse directamente a la unidad central de M y E, sin pasar por 
niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]). En otros países, podría haber dos (o más) IALs en los que se agregan los datos; por ejemplo,
al nivel de Distrito y luego al nivel de Provincia antes de llegar a la unidad central de M y E. En esos casos (es decir, un sistema de presentación de informes de 2 ó 4 niveles
), el Protocolo de verificación de los datos tendrá que ser adaptado (según se explica a continuación).

		Cómo editar el contenido de la plantilla Excel
Las plantillas Excel deben modificarse con cuidado.  Para poder activar la adición o remoción selectiva de lengüetas para las distintas instalaciones y 
niveles, las plantillas han sido programadas en el lenguaje VBA (Visual Basic for Applications).  Las modificaciones hechas a las hojas de cálculo pueden alterar el lenguaje de
programación y hacer que la plantilla no funcione.  No obstante, es posible hacer ciertos cambios para que la plantilla sea más 
útil durante el proceso de DQA y para que describa mejor el sistema de información.  Por ejemplo, se pueden añadir verificaciones cruzadas e inspecciones al azar
a las hojas individuales, siempre y cuando se añadan al pie de la hoja de cálculo. No 'inserte' hileras ni columnas a
 mitad de página ya que eso podría alterar el cálculo de ciertos indicadores de desempeño.  Se pueden añadir otros elementos a las hojas 
si se hacen al pie de la hoja de cálculo.

Se pueden seleccionar hasta seis puntos de entrega de servicios dentro de cuatro instalaciones intermedias de agregación (es decir, 24 instalaciones), de manera que es poco probable que haya que añadir
puntos de servicios o instalaciones intermedias en la "Página de información".   Sencillamente seleccione la cantidad que desee de cada uno de las
listas desplegables en la página titulada "HEADER" (ENCABEZAMIENTO).  Esas selecciones pueden modificarse más adelante si es necesario.

Es aceptable cambiar el nombre de las lengüetas de la hojas de cálculo según sea necesario.

Las hojas de cálculo están protegidas para evitar hacer cambios no intencionales al contenido.  Para editar el contenido de las celdas, desbloquee la protección
de las hojas de cálculo seleccionando 'Protection' (Protección) del menú desplegable 'Tools' (Herramientas).  Seleccione entonces 'Unprotect' (Desbloqueo de protección).  No olvide volver a proteger la hoja de cálculo
después de hacer las modificaciones.

		INSTRUCCIONES DE USO DEL PROTOCOLO PARA LOS AUDITORES

		Puntos de entrega de servicios – 5 tipos de verificación de los datos 

La primera etapa de verificación de los datos tiene lugar en los puntos de entrega de servicios. Hay cinco tipos de pasos estándar de verificación de datos que pueden realizarse en ese nivel:

1 - Descripción:  Describir la conexión entre la entrega de los servicios/suministros y cómo se llenó el documento fuente que registra dicha entrega de servicios.

2 - Revisión de la documentación:  Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período de informe seleccionado.

3 - Rastreo y verificación:  Rastrear y verificar las cantidades informadas: (1) Volver a contar las cantidades informadas de los documentos fuente disponibles; (2) Comparar las cifras verificadas con la cantidad informada por la instalación; (3) Identificar los motivos de cualquier diferencia. 

4 - Verificaciones cruzadas:  Realizar "verificaciones cruzadas" de los totales de informes verificados con otras fuentes de datos (p. ej., expedientes de inventario, informes de laboratorio, registros, etc.).

5 - Inspecciones al azar:  Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo.

		Niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]) y la unidad central de M y E – 2 tipos de verificación de los datos

La segunda etapa de la verificación de los datos ocurre en los niveles intermedios de agregación (p. ej., Distritos, Regiones) y en la unidad de M y E del programa/proyecto. 

1 - Revisión de la documentación:  Revisar la disponibilidad, puntualidad y totalidad de todos los informes que se espera recibir de los puntos de entrega de servicios durante el período de informe seleccionado.

2 - Rastreo y verificación:   Rastrear y verificar las cantidades informadas: (1) Volver a agregar las cantidades informadas por los puntos de entrega de servicios; (2) Comparar los conteos verificados con las cantidades presentadas al siguiente nivel (p. ej., unidad central de M y E); (3) Identificar los motivos de cualquier diferencia.

		Instrucciones para un sistema de informes de "2 niveles" o "4 niveles":

Selección de los niveles y las instalaciones
Protocolo 2:  La plantilla Excel de verificación de datos fue diseñada para seguir la metodología de muestreo de DQA en relación con la selección de los niveles intermedios de agregación y los puntos de entrega de servicios.  En la lengüeta "HEADER" (ENCABEZAMIENTO), el equipo de auditoría puede seleccionar la cantidad de instalaciones intermedias de agregación y la cantidad de puntos de entrega de servicios que se reportan a cada instalación intermedia de agregación, según el acuerdo hecho con la organización que solicitó el DQA.  En caso de haber más, o menos, de un nivel intermedio en el flujo de datos del nivel de entrega de servicios hacia el nivel nacional, puede seleccionarse la cantidad necesaria de niveles e instalaciones por nivel.  Primero seleccione la cantidad de niveles intermedios de agregación (p. ej., región o distrito).  Si los datos pasan tanto por la región como por el distrito, seleccione dos niveles.  Si los datos sólo pasan por el distrito antes de ser enviados al nivel nacional, seleccione un nivel.  En algunos países, los datos se informan desde el punto de entrega de servicios directamente al nivel nacional.  En este caso, seleccione cero niveles intermedios.  

Luego seleccione la cantidad de instalaciones dentro de cada nivel intermedio.  El esquema de muestreo más probable requiere que se seleccionen al azar tres agrupaciones (instalaciones intermedias) 
y tres puntos de entrega de servicios dentro de cada agrupación.  En el caso de dos niveles intermedios, el esquema de muestreo consistirá con mayor probabilidad en dos agrupaciones regionales con dos
agrupaciones de distritos dentro de cada región.  Luego se seleccionarán dos puntos de entrega de servicios dentro de cada agrupación de distritos para obtener un total de ocho instalaciones de entrega de servicios.  Podría ser necesario modificar
este esquema de muestreo debido a las limitaciones de tiempo, distancia y recursos.  Todos los cambios de metodología deben hacerse por medio de un acuerdo con la 
organización que solicitó el DQA antes de realizar las visitas de campo.

		Instrucciones para llenar las columnas de la lista de verificación:

A la izquierda de cada hoja de cálculo aparece una lista de preguntas (columna B).  El equipo de auditoría debe leer cada pregunta (declaración) y completar las columnas C/D, E, F y G.  La columna C tiene un menú desplegable (en la esquina inferior derecha) que contiene las siguientes categorías de respuesta para cada pregunta: "Sí, completamente", "En parte", "No, nada" y "N/A".  La columna D debe usarse para ingresar cifras o porcentajes (que se usarán en los cálculos). La columna E es para comentarios del auditor y la columna F debe responderse con "sí" si el equipo de auditoría considera que la respuesta a una pregunta (declaración) presenta asuntos que son suficientemente importantes como para requerir un "Aviso de recomendación" al programa/proyecto.

		PRODUCTOS

		Los siguientes Resúmenes de estadísticas serán producidos basándose en todas las respuestas a las preguntas:

- Precisión de los datos informados mediante el cálculo de factores de verificación  generados a partir del ejercicio de recuento realizado en cada nivel del sistema de presentación de informes (es decir, comparación del porcentaje de las cantidades informadas para los indicadores seleccionados con las cifras verificadas; 

- Informes de disponibilidad, totalidad y puntualidad mediante porcentajes calculados en los niveles intermedios de agregación y la unidad de M y E.

		Interpretación del producto:

Los modelos matemáticos de la técnica modificada de muestreo por agrupación en dos etapas utilizada por el DQA han determinado que la exactitud de las estimaciones del factor de verificación de los datos de cobertura de inmunizaciones es demasiado baja para poder usarla de manera realista a nivel nacional.  En simulaciones, Woodard y otros (1) encontraron que tendrían que tomarse muestras en hasta 30 distritos para poder lograr una exactitud de alrededor de +/-10%.  Debido a la inversión de tiempo, personal y recursos financieros necesaria para visitar 30 distritos, es poco probable poder calcular un factor de verificación nacional preciso.  

No obstante, es posible obtener una idea de la calidad general de los datos de un programa/proyecto sin depender de un factor de verificación de estimaciones a nivel nacional.  Los aspectos cualitativos del DQA son adecuados para determinar los puntos fuertes y débiles de un sistema dado de presentación de informes.  Por ejemplo, si las definiciones de los indicadores no se entienden bien en la mayor parte de una muestra representativa de instalaciones, es muy probable que las definiciones de los indicadores tampoco se entiendan bien en los distritos en los que no se tomaron muestras.  El recuento de indicadores y su comparación con los valores informados en una muestra de instalaciones es similarmente adecuado para determinar, en un sentido general, si la calidad de los datos es buena, mediocre o mala aun sin el
 beneficio de una estimación precisa a nivel nacional.   La falta de informes o las grandes discrepancias entre los resultados del recuento y los resultados informados en varios
lugares son indicios de discrepancias similares en otros lugares.  

Por último, el factor de verificación a nivel nacional debe interpretarse con cautela.  Para fines del control de la calidad de los datos, debe usarse  
como indicio de la calidad de los datos (o falta de calidad de los mismos), en lugar de como medida exacta.   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA) (Estudio de diseño y simulación de un control de la calidad de los datos sobre inmunización)
  Ann Epidemiol  2007;17:628–633.





DESCRIPCIÓN DEL SERVICIO

		DESCRIPCIÓN DEL SERVICIO (Protocolo 2 - Verificación de los datos)

		Información de trasfondo sobre la TB RMD
La tuberculosis resistente a múltiples drogas (TB RMD) se define como una forma de tuberculosis en la que los bacilos son resistentes a por lo menos dos de los medicamentos principales utilizados como tratamiento para la TB - isoniazida (INH) y rifampicina.   La TB RMD es mucho más difícil de tratar que las cepas de TB susceptibles a medicamentos.  La resistencia puede surgir cuando el paciente no toma el medicamento recetado apropiadamente o no recibe los medicamentos adecuados, y se puede propagar por transmisión por contacto estrecho de los bacilos que ya son resistentes a los medicamentos. Si ya tiene resistencia a dos de los grupos más importantes de los llamados medicamentos de segunda línea para el tratamiento de la TB RMD, ambas quinolonas y uno de los inyectables (kanamicina, amikacina, capreomicina), se le denomina TB extensamente resistente (TB XRD).

		En la terminología de la OMS, se usa la Categoría IV para el grupo de diagnóstico de pacientes que reciben tratamiento por TB resistente a las drogas. El tratamiento puede iniciarse debido a confirmación de TB RMD, cuando la prueba de resistencia a los medicamentos en culturas de bacilos ha mostrado TB RMD, o sospecha de TB RMD, denominado tratamiento empírico, en pacientes con alta probabilidad de tener TB RMD (ver a continuación).

		Estrategias de detección de casos
Los métodos de detección de pacientes con TB RMD varían de país a país, dependiendo de la disponibilidad de recursos, la situación epidemiológica y la capacidad local. Aunque algunos países someten a todos los pacientes de TB a pruebas de resistencia a medicamentos (denominadas PSD o pruebas de susceptibilidad a las drogas), la mayoría de los países, particularmente los de bajos recursos, realizan pruebas únicamente en grupos de alto riesgo, entre ellos:

		* Pacientes que fracasaron el tratamiento repetido (Categoría II)    
  * Contacto con un paciente de TB RMD en el hogar
  * Pacientes que fracasaron en el primer tratamiento (Categoría I), especialmente si se usa un régimen de 6 meses. 
La OMS recomienda que los países recopilen datos representativos de resistencia a las drogas (CRD) de pacientes nuevos, subgrupos de casos de tratamiento repetido (recidivas, tratamiento después de abandono y fracaso) y otros grupos de alto riesgo. Eso permite que el programa nacional de control de TB diseñe las estrategias de diagnóstico y tratamiento adecuadas para casos de resistencia a los medicamentos.

		Identificación de casos de pacientes con polirresistencia a drogas: Éstos son pacientes infectados por una cepa de tuberculosis que es resistente a más de un medicamento antituberculoso pero no tanto a la isoniazida como a la rifampicina. Sólo pocos de estos casos de polirresistencia requieren el uso de medicamentos de segunda línea con tratamiento prolongado. Esos casos pueden entonces ingresarse en el registro de Categoría IV pero deben analizarse por separado.

		Pruebas de susceptibilidad a las drogas
Por lo general, las pruebas de susceptibilidad a las drogas (PSD) se realizan de manera centralizada en laboratorios nacionales de referencia, ya que es muy difícil lograr una calidad aceptable. Normalmente, las pruebas de rutina en casos de sospecha de TB RMD se realizan con medicamentos de segunda línea para confirmar esa condición. Las PSD que utilizan medios sólidos (Lowenstein-Jensen o LJ) necesitan por lo menos 3 meses después de tomar el esputo antes de obtener los resultados de PSD ya que el crecimiento es lento. Los medios líquidos podrían acortar el lapso a 1 ó 2 meses, mientras que los llamados métodos rápidos para detectar genes resistentes a la rifampicina y la isoniazida (que por lo general se realizan en cultivos) necesitan pocos días después de estar disponible el cultivo. Los métodos que usan medios líquidos y rápidos son costosos y muy exigentes desde el punto de vista técnico.

		Tratamiento de TB RMD. Normalmente, el inicio del tratamiento de TB RMD es centralizado en un hospital nacional de referencia debido a la necesidad de seguimiento de cerca a causa de los efectos secundarios de los medicamentos. El régimen consiste en una fase inicial hasta la conversión del esputo que incluye un medicamento inyectable, seguida de una fase de continuación durante por lo menos 18 meses. Debido al riesgo de infección nosocomial (intrahospitalaria), la hospitalización, de haberla, debe ser tan corta como sea posible. El tratamiento ambulatorio depende de la capacidad del programa de TB de garantizar una observación adecuada de la toma de medicamentos y el seguimiento, así como una evaluación del riesgo de transmisión.

		Sistema de registro y presentación de informes
Los pacientes que reciben resultados de la PSD que muestran TB RMD mientras están bajo tratamiento de Categoría I o Categoría II, y en casos que el tratamiento cambie a Categoría IV, recibirán una categoría de resultados de "cambio a categoría IV debido a RMD" en el registro de UMB (Unidades de medida básica) y serán ingresados en el registro de Categoría IV. Un paciente registrado para tratamiento de Categoría IV deberá tener una ficha de tratamiento de Categoría IV. El trabajador médico completa esta ficha, la cual contiene información relevante sobre el historial de tratamiento antituberculoso del paciente, los resultados de PSD y el régimen utilizado, y es un registro de la administración diaria de los medicamentos.  La ficha también indica a cuál de los siete grupos de registro pertenecía el cliente al momento de tomar la muestra de esputo que mostró TB RMD. Cuando un paciente se muda, la ficha - o una copia de ella - deberá seguir al paciente.

		Todos los pacientes que cumplan con los criterios de diagnóstico de regímenes de Categoría IV deberán ser inscritos en el registro de Categoría IV al iniciar su tratamiento de categoría IV. Estos criterios deberán describirse en el protocolo nacional de tratamiento según definido por el programa nacional de control de la TB. El programa nacional de control de la TB deberá determinar dónde se ubicará el registro de Categoría IV. En la mayoría de los casos, estará ubicado en le lugar donde se centraliza el inicio de tratamiento. El registro debe completarse con la información de la ficha de tratamiento de Categoría IV y deberá actualizarse de manera regular.

		Los resultados de la PSD deberán también asentarse en el registro. Debido a que la realización de la prueba puede tomar varias semanas, un paciente puede registrarse para recibir tratamiento de Categoría IV antes de que estén disponibles los resultados de la PSD, si se inicia el tratamiento de Categoría IV. En algunos casos, podría revelarse más adelante que el paciente no tiene las cepas resistentes a los medicamentos antituberculosos. Los pacientes que queden inscritos erróneamente en el registro de Categoría IV deberán tacharse del registro (dejando sus nombres legibles) e inscribirse en los regímenes de tratamiento de Categoría I, II o III (los cuales se inscriben en el registro de UMB). 
Los pacientes cuyos resultados de PSD muestren que son polirresistentes, pero no tienen TB RMD, y no inician o continúan el tratamiento de Categoría IV, también pueden eliminarse del registro de Categoría IV y continuar su tratamiento inscritos en el registro de UMB tradicional.

		El informe trimestral de registro de casos de Categoría IV contiene datos agregados de dos grupos distintos de pacientes: 1) la cantidad de pacientes definida según la fecha en la que el paciente fue inscrito en el registro de Categoría IV, y 2) la cantidad que inició tratamiento de Categoría IV, según definidos por la fecha de inicio del tratamiento. Como por lo general existe una demora desde el diagnóstico hasta el comienzo del tratamiento, los dos grupos normalmente no serán idénticos. El informe trimestral se completa del registro de Categoría IV. El informe puede completarse con una demora de un trimestre para permitir que los resultados de la PSD estén disponibles para pacientes que iniciaron el tratamiento sin confirmación de PSD.  Por ejemplo, un paciente registrado durante el primer trimestre del año (de enero a marzo) deberá ser informado en el tercer trimestre, después del 1 de julio.
Muchos programas tienen pacientes clasificados como "casos crónicos de TB" (es decir, cuya frotis de esputo es positiva aun después de un tratamiento repetido supervisado, o que han fracasado varios tratamientos irregulares en el pasado) pero que aún no han comenzado el régimen de Categoría IV. Cuando el tratamiento de Categoría IV esté disponible, esos casos con prueba de enfermedad activa deberán registrarse, realizarse un análisis de frotis microscópico, cultivo y PSD, y si se confirma la TB RMD, iniciar el tratamiento de Categoría IV.

		Los laboratorios de referencia que realizan PSD tienen un registro de cultivo y PSD.  Este registro deberá compararse regularmente con el registro de Categoría IV para garantizar que todos los casos de TB RMD diagnosticados queden inscritos.

		Fuentes:
2006.   Guidelines for the Programmatic Management of Drug-Resistant Tuberculosis (Pautas para el manejo programático de tuberculosis resistente a las drogas).  Ginebra:  OMS 2003.   Treatment of Tuberculosis: Guidelines for National Programmes (Tratamiento de la tuberculosis: Pautas para programas nacionales).  Ginebra:     OMS.
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PÁGINA_INFORMACIÓN_2NIA

		INFORMACIÓN DE TRASFONDO PARA COMPLETAR EL PROTOCOLO DE DATOS DEL INDICADOR DE RASTREO Y VERIFICACIÓN

		Nombre de la organización que implementa el DQA

		País

		Área(s) del programa

		Indicador(es)

		Número(s) de la subvención

		Unidad de administración de M y E al nivel central

		Nombre de la instalación																Fecha de auditoría

		1-

		Instalaciones regionales de agregación

		Nombre de la instalación																Fecha de auditoría

		1

		2

		Instalaciones intermedias de agregación

		Nombre de la instalación																Fecha de auditoría

		1.1

		1.2

		1.3

		1.4

		2.1

		2.2

		2.3

		2.4

		Puntos de entrega de servicios

		Nombre de la instalación																Fecha de auditoría

		1.1.1

		1.1.2

		1.1.3

		1.1.4

		1.1.5

		1.2.1

		1.2.2

		1.2.3

		1.2.4

		1.2.5

		1.3.1

		1.3.2

		1.3.3

		1.3.4

		1.3.5

		1.4.1

		1.4.2

		1.4.3

		1.4.4

		1.4.5

		2.1.1

		2.1.2

		2.1.3

		2.1.4

		2.1.5

		2.2.1

		2.2.2

		2.2.3

		2.2.4

		2.2.5

		2.3.1

		2.3.2

		2.3.3

		2.3.4

		2.3.5

		2.4.1

		2.4.2

		2.4.3

		2.4.4

		2.4.5





PÁGINA_INFORMACIÓN

		INFORMACIÓN DE TRASFONDO PARA COMPLETAR EL PROTOCOLO DE DATOS DEL INDICADOR DE RASTREO Y VERIFICACIÓN

		Nombre de la organización que implementa el DQA

		País

		Área(s) del programa

		Indicador(es)

		Número(s) de la subvención

		Unidad de administración de M y E al nivel central

		Nombre de la instalación																Fecha de auditoría

		1-

		Instalaciones intermedias de agregación

		Nombre de la instalación																Fecha de auditoría

		1

		2

		3

		4

		Puntos de entrega de servicios

		Nombre de la instalación																Fecha de auditoría

		1.1

		1.2

		1.3

		1.4

		1.5

		2.1

		2.2

		2.3

		2.4

		2.5

		3.1

		3.2

		3.3

		3.4

		3.5

		4.1

		4.2

		4.3

		4.4

		4.5

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10





UNIDAD DE M y E_2NIA

		UNIDAD DE M y E (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la unidad de M y E es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen de M y E; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Unidad de M y E:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		0. Sistema de registro y producción de informes sobre el tratamiento de casos confirmados de TB RMD en la instalación de salud

		0		Describa el sistema de toma de registros y producción de informes relacionado con el inicio de tratamiento de casos de TB RMD en la instalación de salud (es decir, desde el ingreso del comienzo del tratamiento en la ficha de tratamiento de Categoría IV al registro de Categoría IV hasta el informe trimestral de inscripciones de TB de Categoría IV a la unidad de M y E). Describa cuándo tiene lugar el registro, en qué formularios y por cuáles miembros del personal.

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la unidad de M y E.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la unidad de M y E

		1.1		El resultado agregado contenido en el informe de resumen preparado por la unidad de M y E (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (unidad de M y E)
(es decir, relación de recuento a resultados informados)						-

		A)  Copie los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la unidad de M y E

		Avisos al auditor sobre indicadores específicos:   Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras utilizadas por la unidad de M y E para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la unidad de M y E o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la Instalación de agregación regional auditada no 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la Instalación de agregación regional auditada no 2 ? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la unidad de M y E para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la unidad de M y E debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo signfica que el informe se pudo usar en el informe de resumen preparado por la unidad de M y E)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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UNIDAD DE M y E

		UNIDAD DE M y E (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la unidad de M y E es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen de M y E; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Unidad de M y E:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		0. Sistema de registro y producción de informes sobre el tratamiento de casos confirmados de TB RMD en la instalación de salud

		0		Describa el sistema de toma de registros y producción de informes relacionado con el inicio de tratamiento de casos de TB RMD en la instalación de salud (es decir, desde el ingreso del comienzo del tratamiento en la ficha de tratamiento de Categoría IV al registro de Categoría IV hasta el informe trimestral de inscripciones de TB de Categoría IV a la unidad de M y E). Describa cuándo tiene lugar el registro, en qué formularios y por cuáles miembros del personal.

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la unidad de M y E.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la unidad de M y E

		1.1		El resultado agregado contenido en el informe de resumen preparado por la unidad de M y E (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (unidad de M y E)
(es decir, relación de recuento a resultados informados)						-

		A)  Copie los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la unidad de M y E

		Avisos al auditor sobre indicadores específicos:   Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras utilizadas por la unidad de M y E para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la unidad de M y E o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la unidad de M y E para esas instalaciones intermedias de agregación.

		1.5		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la unidad de M y E debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo signfica que el informe se pudo usar en el informe de resumen preparado por la unidad de M y E)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Nivel Regional 1

		Nivel regional de agregación (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la instalación regional de agregación es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen regional; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación regional de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia 
del documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación regional de agregación.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la instalación regional de agregación

		1.1		El resultado agregado contenido en el informe de resumen preparado por la instalación regional de agregación (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (instalación regional de agregación) 
(es decir, relación de recuento a resultados informados)						-

		A) Copiar los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la instalación regional de agregación.

		Avisos al auditor sobre indicadores específicos:     Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras informadas por la instalación regional de agregación para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la instalación regional de agregación o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la instalación regional de agregación para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación regional de agregación debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo significa que el informe se pudo usar en el informe de resumen preparado por la instalación regional de agregación)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 1

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 1.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 1.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 1.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 1.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Nivel Intermedio 2

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Nivel Intermedio 3

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 3.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 3.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 3.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 3.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Nivel Intermedio 4

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 4.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 4.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 4.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 4.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Nivel Regional 2

		Nivel regional de agregación (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la instalación regional de agregación es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen regional; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación regional de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia 
del documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación regional de agregación.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la instalación regional de agregación

		1.1		El resultado agregado contenido en el informe de resumen preparado por la instalación regional de agregación (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (instalación regional de agregación) 
(es decir, relación de recuento a resultados informados)						-

		A) Copiar los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la instalación regional de agregación.

		Avisos al auditor sobre indicadores específicos:     Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras informadas por la instalación regional de agregación para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la instalación regional de agregación o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la instalación regional de agregación para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación regional de agregación debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo significa que el informe se pudo usar en el informe de resumen preparado por la instalación regional de agregación)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2.1

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.1.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.1.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.1.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.1.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.



&A&RPage &P



Nivel Intermedio 2.2

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.2.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.2.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.2.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.2.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Nivel Intermedio 2.3

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.3.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.3.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.3.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.3.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Nivel Intermedio 2.4

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.4.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.4.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.4.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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Punto de Servicio 2.4.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de casos de TB que iniciaron tratamiento por tuberculosis resistente a múltiples drogas confirmada

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL INICIO DE TRATAMIENTO POR TB RMD  – Describir la conexión entre el inicio del tratamiento por TB RMD y su ingreso en el registro de Categoría IV -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la fecha de inicio del tratamiento en la ficha de tratamiento de Categoría IV.

		1.1		Describa cuándo se ingresa la fecha de inicio del tratamiento en el registro de Categoría IV y cuáles miembros del personal lo hacen.

		1.2		¿Existe algún indicio de que suceden retrasos entre el inicio del tratamiento y el ingreso de la fecha de inicio en el registro de Categoría IV?

		1.3		Si existe algún retraso entre la fecha de inicio del tratamiento por TB RMD y el ingreso de la fecha de inicio en el registro de Categoría IV, describa cómo el retraso podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento de Categoría IV, el registro de Categoría IV  y los informes trimestrales de hallazgo de casos de Categoría IV para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha de tratamiento de Categoría IV, registro de Categoría IV, informes trimestrales de registro de casos de Categoría IV). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de Categoría IV, particularmente todos los espacios de la ficha de tratamiento de Categoría IV que deben llenarse para definir el inicio del tratamiento?: (1) Número de registro de Categoría IV; (2) fecha del registro; (3) número de registro de TB del distrito; (4) lugar de la enfermedad; (5) resultado de la prueba de susceptibilidad a las drogas (PSD); (6) fecha de toma de la muestra; (7) medicamentos de segunda línea ya recibidos; (8) fecha de inicio del tratamiento; (9) microscopía de frotis de esputo y resultados del cultivo antes de iniciar el tratamiento.

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fechas de inicio del tratamiento por TB RMD en el registro de Categoría IV.  ¿Están todas las fechas dentro del período del informe? 

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN – Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV, comparar las cifras verificadas con las del registro de Categoría IV y explicar las discrepancias-

		A) Volver a contar a los pacientes que iniciaron tratamiento por TB RMD de las fichas de tratamiento de Categoría IV y comparar las cifras verificadas con las del registro de Categoría IV

		3.1		Revise el registro de Categoría IV para volver a contar la cantidad de pacientes registrados como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		3.2		Copie la cantidad de pacientes informados por la instalación en el informe trimestral de Categoría IV como habiendo iniciado el tratamiento por TB RMD durante el período del informe.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud de la fichas de tratamiento de Categoría IV -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado. En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de Categoría IV con el registro de Categoría IV y comparando el registro de Categoría IV con las fichas de tratamiento de Categoría IV).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de Categoría IV con el registro de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de tratamiento de Categoría IV de pacientes que han iniciado el tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados estaban inscritos como habiendo iniciado el tratamiento por TB RMD en el registro de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de tratamiento de Categoría IV de pacientes que iniciaron tratamiento por TB RMD durante el trimestre (o un máximo de todas las fichas de tratamiento de Categoría IV de los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de Categoría IV con las fichas de tratamiento de Categoría IV. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de tratamiento de Categoría IV?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes inscritos en el registro de Categoría IV como habiendo iniciado tratamiento por TB RMD durante el trimestre (o un máximo de todos los pacientes que iniciaron tratamiento por TB RMD durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR Realización de inspecciones al azar para verificar la entrega de los servicios o suministros (si es posible o adecuado para el indicador)

		Avisos al auditor sobre indicadores específicos:   No será posible realizar verificaciones al azar para este indicador.
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TABLA DE RESUMEN_2NIA

		TABLA DE RESUMEN - Rastreo y verificación estadísticas sumarias

										Paso  1						Paso  2						Paso  3		Paso  4

		TABLA DE RESUMEN

Rastreo y verificación								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I								II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Conteos verificados en instalaciones auditadas		Conteos informados en instalaciones auditadas		Factores no ajustados de verificación de distritos e instalaciones		Conteo informado observado de todas las instalaciones en el "distrito"		Conteo informado por el "distrito" en la unidad de M y E (p. ej., a nivel nacional)		Factor de ajuste  Rdi/Rni		Factores ajustados de verificación de distritos		District         VF (Weight)		Weighted Regional Level Verification Factors		Region
VF Weight		Factor de verificación total		% de informes disponibles		%  de informes a tiempo		% de informes completos		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Límite inferior de IC 95%		Límite superior de IC 95%		number of districts		Degrees of freedom t-distribution

		Unidad de M y E																																																				df		P(2-tailed) = 0.025

		-		-						0.00		0.00		-										0.00				0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Instalaciones de nivel intermedio de agregación y puntos de entrega de servicios																																																				2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-				3.00		3.18

		1.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-																4.00		2.78

		1.1.1		-						0.00		0.00		-																																								5.00		2.57

		1.1.2		-						0.00		0.00		-

		1.1.3		-						0.00		0.00		-

		1.1.4		-						0.00		0.00		-

		1.1.5		-						0.00		0.00		-

		1.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.2.1		-						0.00		0.00		-

		1.2.2		-						0.00		0.00		-

		1.2.3		-						0.00		0.00		-

		1.2.4		-						0.00		0.00		-

		1.2.5		-						0.00		0.00		-

		1.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.3.1		-						0.00		0.00		-

		1.3.2		-						0.00		0.00		-

		1.3.3		-						0.00		0.00		-

		1.3.4		-						0.00		0.00		-

		1.3.5		-						0.00		0.00		-

		1.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.4.1		-						0.00		0.00		-

		1.4.2		-						0.00		0.00		-

		1.4.3		-						0.00		0.00		-

		1.4.4		-						0.00		0.00		-

		1.4.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-

		2.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.1.1		-						0.00		0.00		-

		2.1.2		-						0.00		0.00		-

		2.1.3		-						0.00		0.00		-

		2.1.4		-						0.00		0.00		-

		2.1.5		-						0.00		0.00		-

		2.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.2.1		-						0.00		0.00		-

		2.2.2		-						0.00		0.00		-

		2.2.3		-						0.00		0.00		-

		2.2.4		-						0.00		0.00		-

		2.2.5		-						0.00		0.00		-

		2.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.3.1		-						0.00		0.00		-

		2.3.2		-						0.00		0.00		-

		2.3.3		-						0.00		0.00		-

		2.3.4		-						0.00		0.00		-

		2.3.5		-						0.00		0.00		-

		2.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.4.1		-						0.00		0.00		-

		2.4.2		-						0.00		0.00		-

		2.4.3		-						0.00		0.00		-

		2.4.4		-						0.00		0.00		-

		2.4.5		-						0.00		0.00		-





TABLA DE RESUMEN

		TABLA DE RESUMEN - Rastreo y verificación estadísticas sumarias

										Paso  1						Paso  2						Paso  3		Paso  4

		TABLA DE RESUMEN

Rastreo y verificación								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Conteos verificados en instalaciones auditadas		Conteos informados en instalaciones auditadas		Factores no ajustados de verificación de distritos e instalaciones		Conteo informado observado de todas las instalaciones en el "distrito"		Conteo informado por el "distrito" en la unidad de M y E (p. ej., a nivel nacional)		Factor de ajuste  Rdi/Rni		Factores ajustados de verificación de distritos		VF (Weight)		Factor de verificación total		% de informes disponibles		%  de informes a tiempo		% de informes completos		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Límite inferior de IC 95%		Límite superior de IC 95%		number of districts		Degrees of freedom t-distribution

		Unidad de M y E																																																df		P(2-tailed) = 0.025

		-		-						0.00		0.00												0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Instalaciones de nivel intermedio de agregación y puntos de entrega de servicios																																																2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-																3.00		3.18

		1.1		-						0.00		0.00		-																																				4.00		2.78

		1.2		-						0.00		0.00		-																																				5.00		2.57

		1.3		-						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						0.00		0.00		-

		2.2		-						0.00		0.00		-

		2.3		-						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

				Resumen del punto de servicio						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-





RESUMEN DE ESTADÍSTICAS_0NIA

		Resumen de estadísticas de DQA (ningunos sitios de la agregación del intermedio)

																																																																																		% Disponible		%  a tiempo		% Completo

																																																																																-

																																																																																-

																																																																																-

																																																																																-

																																																																																-		-		-		-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-





RESUMEN DE ESTADÍSTICAS_0NIA

		0		0		0
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Performance indicators

El por ciento

Resumen de la información de DQA
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Factores de verificación de sitios de DQA
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0
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0



RESUMEN DE ESTADÍSTICAS

		Resumen de estadísticas de DQA (dos niveles intermedios de la agregación)

																																																																																Accuracy		Availability		Timeliness		Completeness

																																																																												7		-		-		-		-		-

																																																																												6		-		-		-		-		-

																																																																												5		-		-		-		-		-

																																																																												4		-		-		-		-		-

																																																																												3		-		-		-		-		-

																																																																												2		-		-		-		-		-

																																																																												1		-		-		-		-		-





RESUMEN DE ESTADÍSTICAS

		0		0		0		0		0		0		0



-

-

-

-

-

-

-

Factores totales y ajustados de verificación 
de distritos de DQA



		0		0		0		0		0		0



-

-

-

-

-

-

-

%  de informes disponibles de DQA



		0		0		0		0		0		0



-

-

-

-

-

-

-

%  de informes a tiempo de DQA



		0		0		0		0		0		0



-

-

-

-

-

-

-

%  de informes completos de DQA



		Resumen de estadísticas de DQA

																																																																																				Accuracy		Availability		Timeliness		Completeness

																																																																																5		-		-		-		-		-

																																																																																4		-		-		-		-		-

																																																																																3		-		-		-		-		-

																																																																																2		-		-		-		-		-

																																																																																1		-		-		-		-		-





		0		1.0654888821		1.0208333333		0.9166666667		1.0144597862



-

Borgu

Atakora

Collines

National UNIDAD DE M y E

Factores totales y ajustados de verificación de distritos de DQA



		0		0.8461538462		0.75		0.9		0.8125



-

Borgu

Atakora

Collines

National UNIDAD DE M y E

%  de informes disponibles de DQA



		0		0.7272727273		0.6666666667		1		0.8



-

Borgu

Atakora

Collines

National UNIDAD DE M y E

%  de informes a tiempo de DQA



		0		0.9090909091		0.8333333333		0.4444444444		0.9384615385



-

Borgu

Atakora

Collines

National UNIDAD DE M y E

%  de informes completos de DQA





DQA Data Verification Templates/Spanish/08 DQA P2_TB_Community Treatment_Sp_2009.xls
COMIENZO

																												0		0		0		0		0		0

																												1		1		1		1		1		1

																												2		2		2		2		2		2

																												3		3		3		3		0		3

		Herramienta de Evaluación de la Calidad de los Datos																										4		4		4		4				4

								Protocolo 2:  Verificación de los datos																				0		5		5		0				5

						- Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios -																						0		6		6						0

						Cantidad de niveles intermedios de agregación																								0		7

						Cantidad de instalaciones intermedias de agregación de nivel 
más alto (p. ej., regionales)																										8

						Cantidad de instalaciones intermedias de agregación (IIA)																										9

						Cantidad de puntos de entrega de servicios (por IIA)																										10

						Reiniciar la encuesta																										11

		Versión 1: Mayo de 2008																														12

		Avisos importantes sobre el uso de esta plantilla electrónica:																														0

		1.  Para poder usar las herramientas de Control de la Calidad de los Datos, tendrá que asegurarse de que su nivel de 'seguridad de macros' (macro security) esté fijado en menos de 'alto' (high).  Abra la plantilla electrónica, navegue hasta el menú desplegable de 'Herramientas' (Tools), seleccione 'Macro' y luego 'Seguridad' (Security).  Seleccione 'medium' (mediana).  Cierre el programa Excel y vuelva a abrir el archivo.  Al volver a abrir el archivo, tendrá que seleccionar 'Enable Macros' (Permitir macros) para que el programa funcione según fue diseñado.

		2.  En la página titulada 'HEADER' (esta página), seleccione la cantidad de niveles intermedios de agregación (de la lista desplegable) en los que se informan los datos, desde el punto de entrega de servicios hasta el nivel nacional.  En la próxima lista desplegable, seleccione la cantidad de instalaciones intermedias de agregación (intermediate aggregation sites [IAS]) en las que se tomaron muestras.   Por lo general, las unidades de salud de distrito del Ministerio de Salud son las instalaciones intermedias de agregación.  Entonces, ingrese la cantidad de puntos de entrega de servicios (service delivery points [SDP]) en los que se tomaron muestras; p. ej., las unidades o instalaciones de salud que se reportan a cada instalación intermedia.  Si tiene una cantidad desigual de SDP por distrito, seleccione la cantidad que corresponda al número más alto de SDP en los que se tomaron muestras dentro de un distrito muestreado.  Si los SDP se reportan directamente al nivel nacional, seleccione '0' de la lista desplegable de IAS.  Seleccione entonces la cantidad de SDP dentro de la muestra.  Consulte la página de INSTRUCCIONES para obtener más detalles.

		3.  Ingrese los nombres de los centros de salud, o instalaciones, en la hoja denominada 'Information Page' (Página de información).  Esos nombres se propagarán automáticamente en los formularios correspondientes dentro de la plantilla electrónica y ayudarán a garantizar que la evaluación quede bien organizada y los datos sean de buena calidad.



Reset

Reiniciar



INSTRUCCIONES

		INSTRUCCIONES (Protocolo 2 - Verificación de los datos)

		Aviso:  El equipo de auditoría debe leer el documento titulado "Control de la calidad de los datos:  Pautas de implementación" además de estas instrucciones antes de administrar este protocolo.

		OBJETIVO

		El objetivo de este protocolo es (1) volver a contar y verificar la exactitud de los datos informados en instalaciones selectas; y  (2) revisar la puntualidad, totalidad y disponibilidad de los informes.

		CONTENIDO

		Este protocolo de verificación de los datos está relacionado con el indicador:  Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios.   Ya que pueden existir diferencias significativas entre los tipos de indicadores y los puntos de entrega de servicios - p. ej., instalaciones médicas (clínicas) e instalaciones basadas en la comunidad, el sistema de control de la calidad de los datos (Data Quality Audit [DQA]) incluye Protocolos específicos a los indicadores que contienen información específica y los problemas de calidad de los datos relacionados con el indicador (p. ej., el riesgo de conteo doble). Esta información se incorpora en los 5 pasos del protocolo, los cuales se desglosan a continuación. 

El protocolo comienza con una descripción de los servicios asociados con el indicador para orientar al equipo de auditoría sobre el servicio que se provee y, por lo tanto, qué se "cuenta" para medir dicho indicador.  Eso ayudará a guiar al equipo de auditoría a los documentos fuente relevantes, que pueden ser bastante distintos para cada indicador (p. ej., expedientes de los pacientes, informes de laboratorio, registros de capacitación, etc.).

La verificación de los datos ocurre en dos etapas:

(1) Verificaciones detalladas en los puntos de entrega de servicios (Service Delivery Points [SDPs]); y
(2) Verificaciones de seguimiento en los niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]) y en la unidad de monitoreo y evaluación (M y E) del programa/proyecto. 
  
Por lo general, los programas tendrán un sistema de presentación de informes en 3 niveles; en otras palabras, los datos pasarán de los puntos de entrega de servicios (Service Delivery Points [SDPs]),
a un nivel intermedio de agregación (es decir, una región o un distrito) y de ahí a la unidad central de M y E.

No obstante, en algunos países, los SDPs podrían reportarse directamente a la unidad central de M y E, sin pasar por 
niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]). En otros países, podría haber dos (o más) IALs en los que se agregan los datos; por ejemplo,
al nivel de Distrito y luego al nivel de Provincia antes de llegar a la unidad central de M y E. En esos casos (es decir, un sistema de presentación de informes de 2 ó 4 niveles
), el Protocolo de verificación de los datos tendrá que ser adaptado (según se explica a continuación).

		Cómo editar el contenido de la plantilla Excel
Las plantillas Excel deben modificarse con cuidado.  Para poder activar la adición o remoción selectiva de lengüetas para las distintas instalaciones y 
niveles, las plantillas han sido programadas en el lenguaje VBA (Visual Basic for Applications).  Las modificaciones hechas a las hojas de cálculo pueden alterar el lenguaje de
programación y hacer que la plantilla no funcione.  No obstante, es posible hacer ciertos cambios para que la plantilla sea más 
útil durante el proceso de DQA y para que describa mejor el sistema de información.  Por ejemplo, se pueden añadir verificaciones cruzadas e inspecciones al azar
a las hojas individuales, siempre y cuando se añadan al pie de la hoja de cálculo. No 'inserte' hileras ni columnas a
 mitad de página ya que eso podría alterar el cálculo de ciertos indicadores de desempeño.  Se pueden añadir otros elementos a las hojas 
si se hacen al pie de la hoja de cálculo.

Se pueden seleccionar hasta seis puntos de entrega de servicios dentro de cuatro instalaciones intermedias de agregación (es decir, 24 instalaciones), de manera que es poco probable que haya que añadir
puntos de servicios o instalaciones intermedias en la "Página de información".   Sencillamente seleccione la cantidad que desee de cada uno de las
listas desplegables en la página titulada "HEADER" (ENCABEZAMIENTO).  Esas selecciones pueden modificarse más adelante si es necesario.

Es aceptable cambiar el nombre de las lengüetas de la hojas de cálculo según sea necesario.

Las hojas de cálculo están protegidas para evitar hacer cambios no intencionales al contenido.  Para editar el contenido de las celdas, desbloquee la protección
de las hojas de cálculo seleccionando 'Protection' (Protección) del menú desplegable 'Tools' (Herramientas).  Seleccione entonces 'Unprotect' (Desbloqueo de protección).  No olvide volver a proteger la hoja de cálculo
después de hacer las modificaciones.

		INSTRUCCIONES DE USO DEL PROTOCOLO PARA LOS AUDITORES

		Puntos de entrega de servicios – 5 tipos de verificación de los datos 

La primera etapa de verificación de los datos tiene lugar en los puntos de entrega de servicios. Hay cinco tipos de pasos estándar de verificación de datos que pueden realizarse en ese nivel:

1 - Descripción:  Describir la conexión entre la entrega de los servicios/suministros y cómo se llenó el documento fuente que registra dicha entrega de servicios.

2 - Revisión de la documentación:  Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período de informe seleccionado.

3 - Rastreo y verificación:  Rastrear y verificar las cantidades informadas: (1) Volver a contar las cantidades informadas de los documentos fuente disponibles; (2) Comparar las cifras verificadas con la cantidad informada por la instalación; (3) Identificar los motivos de cualquier diferencia. 

4 - Verificaciones cruzadas:  Realizar "verificaciones cruzadas" de los totales de informes verificados con otras fuentes de datos (p. ej., expedientes de inventario, informes de laboratorio, registros, etc.).

5 - Inspecciones al azar:  Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo.

		Niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]) y la unidad central de M y E – 2 tipos de verificación de los datos

La segunda etapa de la verificación de los datos ocurre en los niveles intermedios de agregación (p. ej., Distritos, Regiones) y en la unidad de M y E del programa/proyecto. 

1 - Revisión de la documentación:  Revisar la disponibilidad, puntualidad y totalidad de todos los informes que se espera recibir de los puntos de entrega de servicios durante el período de informe seleccionado.

2 - Rastreo y verificación:   Rastrear y verificar las cantidades informadas: (1) Volver a agregar las cantidades informadas por los puntos de entrega de servicios; (2) Comparar los conteos verificados con las cantidades presentadas al siguiente nivel (p. ej., unidad central de M y E); (3) Identificar los motivos de cualquier diferencia.

		Instrucciones para un sistema de informes de "2 niveles" o "4 niveles":

Selección de los niveles y las instalaciones
Protocolo 2:  La plantilla Excel de verificación de datos fue diseñada para seguir la metodología de muestreo de DQA en relación con la selección de los niveles intermedios de agregación y los puntos de entrega de servicios.  En la lengüeta "HEADER" (ENCABEZAMIENTO), el equipo de auditoría puede seleccionar la cantidad de instalaciones intermedias de agregación y la cantidad de puntos de entrega de servicios que se reportan a cada instalación intermedia de agregación, según el acuerdo hecho con la organización que solicitó el DQA.  En caso de haber más, o menos, de un nivel intermedio en el flujo de datos del nivel de entrega de servicios hacia el nivel nacional, puede seleccionarse la cantidad necesaria de niveles e instalaciones por nivel.  Primero seleccione la cantidad de niveles intermedios de agregación (p. ej., región o distrito).  Si los datos pasan tanto por la región como por el distrito, seleccione dos niveles.  Si los datos sólo pasan por el distrito antes de ser enviados al nivel nacional, seleccione un nivel.  En algunos países, los datos se informan desde el punto de entrega de servicios directamente al nivel nacional.  En este caso, seleccione cero niveles intermedios.  

Luego seleccione la cantidad de instalaciones dentro de cada nivel intermedio.  El esquema de muestreo más probable requiere que se seleccionen al azar tres agrupaciones (instalaciones intermedias) 
y tres puntos de entrega de servicios dentro de cada agrupación.  En el caso de dos niveles intermedios, el esquema de muestreo consistirá con mayor probabilidad en dos agrupaciones regionales con dos
agrupaciones de distritos dentro de cada región.  Luego se seleccionarán dos puntos de entrega de servicios dentro de cada agrupación de distritos para obtener un total de ocho instalaciones de entrega de servicios.  Podría ser necesario modificar
este esquema de muestreo debido a las limitaciones de tiempo, distancia y recursos.  Todos los cambios de metodología deben hacerse por medio de un acuerdo con la 
organización que solicitó el DQA antes de realizar las visitas de campo.

		Instrucciones para llenar las columnas de la lista de verificación:

A la izquierda de cada hoja de cálculo aparece una lista de preguntas (columna B).  El equipo de auditoría debe leer cada pregunta (declaración) y completar las columnas C/D, E, F y G.  La columna C tiene un menú desplegable (en la esquina inferior derecha) que contiene las siguientes categorías de respuesta para cada pregunta: "Sí, completamente", "En parte", "No, nada" y "N/A".  La columna D debe usarse para ingresar cifras o porcentajes (que se usarán en los cálculos). La columna E es para comentarios del auditor y la columna F debe responderse con "sí" si el equipo de auditoría considera que la respuesta a una pregunta (declaración) presenta asuntos que son suficientemente importantes como para requerir un "Aviso de recomendación" al programa/proyecto.

		PRODUCTOS

		Los siguientes Resúmenes de estadísticas serán producidos basándose en todas las respuestas a las preguntas:

- Precisión de los datos informados mediante el cálculo de factores de verificación  generados a partir del ejercicio de recuento realizado en cada nivel del sistema de presentación de informes (es decir, comparación del porcentaje de las cantidades informadas para los indicadores seleccionados con las cifras verificadas; 

- Informes de disponibilidad, totalidad y puntualidad mediante porcentajes calculados en los niveles intermedios de agregación y la unidad de M y E.

		Interpretación del producto:

Los modelos matemáticos de la técnica modificada de muestreo por agrupación en dos etapas utilizada por el DQA han determinado que la exactitud de las estimaciones del factor de verificación de los datos de cobertura de inmunizaciones es demasiado baja para poder usarla de manera realista a nivel nacional.  En simulaciones, Woodard y otros (1) encontraron que tendrían que tomarse muestras en hasta 30 distritos para poder lograr una exactitud de alrededor de +/-10%.  Debido a la inversión de tiempo, personal y recursos financieros necesaria para visitar 30 distritos, es poco probable poder calcular un factor de verificación nacional preciso.  

No obstante, es posible obtener una idea de la calidad general de los datos de un programa/proyecto sin depender de un factor de verificación de estimaciones a nivel nacional.  Los aspectos cualitativos del DQA son adecuados para determinar los puntos fuertes y débiles de un sistema dado de presentación de informes.  Por ejemplo, si las definiciones de los indicadores no se entienden bien en la mayor parte de una muestra representativa de instalaciones, es muy probable que las definiciones de los indicadores tampoco se entiendan bien en los distritos en los que no se tomaron muestras.  El recuento de indicadores y su comparación con los valores informados en una muestra de instalaciones es similarmente adecuado para determinar, en un sentido general, si la calidad de los datos es buena, mediocre o mala aun sin el
 beneficio de una estimación precisa a nivel nacional.   La falta de informes o las grandes discrepancias entre los resultados del recuento y los resultados informados en varios
lugares son indicios de discrepancias similares en otros lugares.  

Por último, el factor de verificación a nivel nacional debe interpretarse con cautela.  Para fines del control de la calidad de los datos, debe usarse  
como indicio de la calidad de los datos (o falta de calidad de los mismos), en lugar de como medida exacta.   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA) (Estudio de diseño y simulación de un control de la calidad de los datos sobre inmunización)
  Ann Epidemiol  2007;17:628–633.





DESCRIPCIÓN DEL SERVICIO

		DESCRIPCIÓN DEL SERVICIO (Protocolo 2 - Verificación de los datos)

		Información de trasfondo sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios

		La participación comunitaria en el cuidado de TB implica establecer una asociación de trabajo entre el sector médico y la comunidad - la población local y los pacientes de TB, tanto enfermos como curados. Las experiencias de los pacientes de TB pueden ayudar a otros pacientes a lidiar mejor con la enfermedad y a guiar a los programas nacionales de TB (PNTB) para proporcionar servicios que respondan a las necesidades de los pacientes. Asegurarse de que los pacientes y las comunidades estén informados sobre la TB, mejorar la conciencia general del público sobre la enfermedad y compartir la responsabilidad del cuidado de TB pueden resultar en un apoderamiento eficaz de los pacientes y en la participación de la comunidad, lo que aumenta la demanda de servicios médicos y lleva el cuidado más cerca a la comunidad. Después de hacer el diagnóstico, el personal médico puede referir a los pacientes de TB para que reciban apoyo al tratamiento de miembros de la comunidad.

		Las pruebas señalan que el cuidado de TB basado en la comunidad es económico en comparación con el cuidado en hospitales y otros modelos de cuidado ambulatorio. Es esencial inspirar a las comunidades y obtener su apoyo continuo para identificar y proveer cuidado a pacientes de TB, para poder sustentar las iniciativas comunitarias relacionadas con TB.

		Sistema de registro y presentación de informes: La ficha de tratamiento podría incluir el nombre del miembro de la comunidad que presta apoyo (pág. 13 de WHO R&R system [Sistema de registro y presentación de informes de la OMS], 2006). El registro de UMB (Unidades de medida básica) incluye una opción de agregar una columna de apoyo comunitario y referido para tratamiento (pág. 44 del sistema revisado de registro y presentación de informes de la OMS, 2006). El documento fuente sobre tratamiento de tuberculosis en entornos comunitarios es, por lo tanto, el registro de UMB (opcional). El Informe anual de administración del programa del registro UMB incluye un bloque 3 (pág. 31 del sistema de registro y presentación de informes de la OMS, 2006) sobre pacientes que reciben apoyo al tratamiento en la comunidad. El informe anual podría ser completado únicamente para un período específico y UMB selectos. Miembro de la comunidad (pág. 15 del documento de la OMS) se define como un proveedor informal, trabajador/voluntario comunitario, miembro de la familia o amigo capacitado y bajo supervisión regular que provee servicios fuera de una instalación (instalación de salud).   T

		Fuentes: Formularios y registros revisados de inscripción y presentación de informes sobre TB - versión de 2006. OMS/Fundación KNCV.
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PÁGINA_INFORMACIÓN_2NIA

		INFORMACIÓN DE TRASFONDO PARA COMPLETAR EL PROTOCOLO DE DATOS DEL INDICADOR DE RASTREO Y VERIFICACIÓN

		Nombre de la organización que implementa el DQA

		País

		Área(s) del programa

		Indicador(es)

		Número(s) de la subvención

		Unidad de administración de M y E al nivel central

		Nombre de la instalación																Fecha de auditoría

		1-

		Instalaciones regionales de agregación

		Nombre de la instalación																Fecha de auditoría

		1

		2

		Instalaciones intermedias de agregación

		Nombre de la instalación																Fecha de auditoría

		1.1

		1.2

		1.3

		1.4

		2.1

		2.2

		2.3

		2.4

		Puntos de entrega de servicios

		Nombre de la instalación																Fecha de auditoría

		1.1.1

		1.1.2

		1.1.3

		1.1.4

		1.1.5

		1.2.1

		1.2.2

		1.2.3

		1.2.4

		1.2.5

		1.3.1

		1.3.2

		1.3.3

		1.3.4

		1.3.5

		1.4.1

		1.4.2

		1.4.3

		1.4.4

		1.4.5

		2.1.1

		2.1.2

		2.1.3

		2.1.4

		2.1.5

		2.2.1

		2.2.2

		2.2.3

		2.2.4

		2.2.5

		2.3.1

		2.3.2

		2.3.3

		2.3.4

		2.3.5

		2.4.1

		2.4.2

		2.4.3

		2.4.4

		2.4.5





PÁGINA_INFORMACIÓN

		INFORMACIÓN DE TRASFONDO PARA COMPLETAR EL PROTOCOLO DE DATOS DEL INDICADOR DE RASTREO Y VERIFICACIÓN

		Nombre de la organización que implementa el DQA

		País

		Área(s) del programa

		Indicador(es)

		Número(s) de la subvención

		Unidad de administración de M y E al nivel central

		Nombre de la instalación																Fecha de auditoría

		1-

		Instalaciones intermedias de agregación

		Nombre de la instalación																Fecha de auditoría

		1

		2

		3

		4

		Puntos de entrega de servicios

		Nombre de la instalación																Fecha de auditoría

		1.1

		1.2

		1.3

		1.4

		1.5

		2.1

		2.2

		2.3

		2.4

		2.5

		3.1

		3.2

		3.3

		3.4

		3.5

		4.1

		4.2

		4.3

		4.4

		4.5

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10





UNIDAD DE M y E_2NIA

		UNIDAD DE M y E (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la unidad de M y E es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen de M y E; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Unidad de M y E:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		0.  Sistema de toma de registros y producción de informes sobre apoyo al tratamiento de tuberculosis en entornos comunitarios

		0		Describa el sistema de toma de registros y producción de informes relacionado con el apoyo al tratamiento de tuberculosis en entornos comunitarios (es decir, desde la ficha de paciente hasta el registro de UMB y los informes trimestrales a la unidad de M y E). Describa cuándo tiene lugar el registro, en qué formularios y por cuáles miembros del personal.

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la unidad de M y E.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la unidad de M y E

		1.1		El resultado agregado contenido en el informe de resumen preparado por la unidad de M y E (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (unidad de M y E)
(es decir, relación de recuento a resultados informados)						-

		A)  Copie los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la unidad de M y E

		Avisos al auditor sobre indicadores específicos:   Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras utilizadas por la unidad de M y E para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la unidad de M y E o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la Instalación de agregación regional auditada no 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la Instalación de agregación regional auditada no 2 ? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la unidad de M y E para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la unidad de M y E debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo signfica que el informe se pudo usar en el informe de resumen preparado por la unidad de M y E)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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UNIDAD DE M y E

		UNIDAD DE M y E (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la unidad de M y E es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen de M y E; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Unidad de M y E:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		0.  Sistema de toma de registros y producción de informes sobre apoyo al tratamiento de tuberculosis en entornos comunitarios

		0		Describa el sistema de toma de registros y producción de informes relacionado con el apoyo al tratamiento de tuberculosis en entornos comunitarios (es decir, desde la ficha de paciente hasta el registro de UMB y los informes trimestrales a la unidad de M y E). Describa cuándo tiene lugar el registro, en qué formularios y por cuáles miembros del personal.

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la unidad de M y E.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la unidad de M y E

		1.1		El resultado agregado contenido en el informe de resumen preparado por la unidad de M y E (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (unidad de M y E)
(es decir, relación de recuento a resultados informados)						-

		A)  Copie los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la unidad de M y E

		Avisos al auditor sobre indicadores específicos:   Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras utilizadas por la unidad de M y E para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la unidad de M y E o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la unidad de M y E para esas instalaciones intermedias de agregación.

		1.5		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la unidad de M y E debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo signfica que el informe se pudo usar en el informe de resumen preparado por la unidad de M y E)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Nivel Regional 1

		Nivel regional de agregación (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la instalación regional de agregación es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen regional; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación regional de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia 
del documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación regional de agregación.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la instalación regional de agregación

		1.1		El resultado agregado contenido en el informe de resumen preparado por la instalación regional de agregación (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (instalación regional de agregación) 
(es decir, relación de recuento a resultados informados)						-

		A) Copiar los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la instalación regional de agregación.

		Avisos al auditor sobre indicadores específicos:     Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras informadas por la instalación regional de agregación para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la instalación regional de agregación o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la instalación regional de agregación para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación regional de agregación debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo significa que el informe se pudo usar en el informe de resumen preparado por la instalación regional de agregación)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 1

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)



&A&RPage &P



Nivel Intermedio 2

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)



&A&RPage &P



Nivel Intermedio 3

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 4

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)



&A&RPage &P



Nivel Regional 2

		Nivel regional de agregación (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la instalación regional de agregación es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen regional; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación regional de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia 
del documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación regional de agregación.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la instalación regional de agregación

		1.1		El resultado agregado contenido en el informe de resumen preparado por la instalación regional de agregación (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (instalación regional de agregación) 
(es decir, relación de recuento a resultados informados)						-

		A) Copiar los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la instalación regional de agregación.

		Avisos al auditor sobre indicadores específicos:     Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras informadas por la instalación regional de agregación para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la instalación regional de agregación o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la instalación regional de agregación para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación regional de agregación debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo significa que el informe se pudo usar en el informe de resumen preparado por la instalación regional de agregación)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2.1

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2.2

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2.3

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2.4

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician del apoyo al tratamiento de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1.  DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO EN RELACIÓN CON EL APOYO AL TRATAMIENTO DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS – Describir la conexión entre el ingreso de casos de TB con apoyo al tratamiento en entornos comunitarios en el registro de UMB y cómo se llenó el informe trimestral -

		Avisos al auditor sobre indicadores específicos:  Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena el registro de UMB (que no siempre incluye esta información) con la información sobre el apoyo al tratamiento de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		Está completo el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el registro de UMB), particularmente los siguientes espacios: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido para recibir apoyo al tratamiento en un entorno comunitario?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha del paciente, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos para recibir apoyo al tratamiento en entornos comunitarios en las fichas de tratamiento y comparación con la cantidad correspondiente en el registro de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de pacientes de TB registrados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe revisando el registro de UMB (o la ficha del paciente si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de pacientes de TB informados como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el período del informe del informe trimestral.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuren en el registro de UMB como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes referidos para recibir apoyo al tratamiento en entornos comunitarios durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuren en el registro de UBM como referidos para recibir apoyo al tratamiento en entornos comunitarios durante el trimestre (o un máximo de todos los pacientes que figuren como referidos para recibir apoyo al tratamiento en entornos comunitarios durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

				Comentarios adicionales (de haberlos)

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido para recibir apoyo al tratamiento en un entorno comunitario en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:  Podría visitarse una muestra de pacientes de TB referidos para recibir apoyo al tratamiento en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos para recibir apoyo al tratamiento en entornos comunitarios según lo indican los documentos fuente. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos para recibir apoyo al tratamiento en entornos comunitarios?

		Cálculo del % de diferencia entre los beneficiarios registrados como exitosos en el tratamiento y los que en realidad han recibido tratamiento de manera exitosa.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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TABLA DE RESUMEN_2NIA

		TABLA DE RESUMEN - Rastreo y verificación estadísticas sumarias

										Paso  1						Paso  2						Paso  3		Paso  4

		TABLA DE RESUMEN

Rastreo y verificación								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I								II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Conteos verificados en instalaciones auditadas		Conteos informados en instalaciones auditadas		Factores no ajustados de verificación de distritos e instalaciones		Conteo informado observado de todas las instalaciones en el "distrito"		Conteo informado por el "distrito" en la unidad de M y E (p. ej., a nivel nacional)		Factor de ajuste  Rdi/Rni		Factores ajustados de verificación de distritos		District         VF (Weight)		Weighted Regional Level Verification Factors		Region
VF Weight		Factor de verificación total		% de informes disponibles		%  de informes a tiempo		% de informes completos		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Límite inferior de IC 95%		Límite superior de IC 95%		number of districts		Degrees of freedom t-distribution

		Unidad de M y E																																																				df		P(2-tailed) = 0.025

		-		-						0.00		0.00		-										0.00				0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Instalaciones de nivel intermedio de agregación y puntos de entrega de servicios																																																				2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-				3.00		3.18

		1.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-																4.00		2.78

		1.1.1		-						0.00		0.00		-																																								5.00		2.57

		1.1.2		-						0.00		0.00		-

		1.1.3		-						0.00		0.00		-

		1.1.4		-						0.00		0.00		-

		1.1.5		-						0.00		0.00		-

		1.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.2.1		-						0.00		0.00		-

		1.2.2		-						0.00		0.00		-

		1.2.3		-						0.00		0.00		-

		1.2.4		-						0.00		0.00		-

		1.2.5		-						0.00		0.00		-

		1.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.3.1		-						0.00		0.00		-

		1.3.2		-						0.00		0.00		-

		1.3.3		-						0.00		0.00		-

		1.3.4		-						0.00		0.00		-

		1.3.5		-						0.00		0.00		-

		1.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.4.1		-						0.00		0.00		-

		1.4.2		-						0.00		0.00		-

		1.4.3		-						0.00		0.00		-

		1.4.4		-						0.00		0.00		-

		1.4.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-

		2.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.1.1		-						0.00		0.00		-

		2.1.2		-						0.00		0.00		-

		2.1.3		-						0.00		0.00		-

		2.1.4		-						0.00		0.00		-

		2.1.5		-						0.00		0.00		-

		2.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.2.1		-						0.00		0.00		-

		2.2.2		-						0.00		0.00		-

		2.2.3		-						0.00		0.00		-

		2.2.4		-						0.00		0.00		-

		2.2.5		-						0.00		0.00		-

		2.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.3.1		-						0.00		0.00		-

		2.3.2		-						0.00		0.00		-

		2.3.3		-						0.00		0.00		-

		2.3.4		-						0.00		0.00		-

		2.3.5		-						0.00		0.00		-

		2.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.4.1		-						0.00		0.00		-

		2.4.2		-						0.00		0.00		-

		2.4.3		-						0.00		0.00		-

		2.4.4		-						0.00		0.00		-

		2.4.5		-						0.00		0.00		-





TABLA DE RESUMEN

		TABLA DE RESUMEN - Rastreo y verificación estadísticas sumarias

										Paso  1						Paso  2						Paso  3		Paso  4

		TABLA DE RESUMEN

Rastreo y verificación								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Conteos verificados en instalaciones auditadas		Conteos informados en instalaciones auditadas		Factores no ajustados de verificación de distritos e instalaciones		Conteo informado observado de todas las instalaciones en el "distrito"		Conteo informado por el "distrito" en la unidad de M y E (p. ej., a nivel nacional)		Factor de ajuste  Rdi/Rni		Factores ajustados de verificación de distritos		VF (Weight)		Factor de verificación total		% de informes disponibles		%  de informes a tiempo		% de informes completos		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Límite inferior de IC 95%		Límite superior de IC 95%		number of districts		Degrees of freedom t-distribution

		Unidad de M y E																																																df		P(2-tailed) = 0.025

		-		-						0.00		0.00												0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Instalaciones de nivel intermedio de agregación y puntos de entrega de servicios																																																2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-																3.00		3.18

		1.1		-						0.00		0.00		-																																				4.00		2.78

		1.2		-						0.00		0.00		-																																				5.00		2.57

		1.3		-						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						0.00		0.00		-

		2.2		-						0.00		0.00		-

		2.3		-						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

				Resumen del punto de servicio						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-





RESUMEN DE ESTADÍSTICAS_0NIA

		Resumen de estadísticas de DQA (ningunos sitios de la agregación del intermedio)

																																																																																		% Disponible		%  a tiempo		% Completo

																																																																																-

																																																																																-

																																																																																-

																																																																																-

																																																																																-		-		-		-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-





RESUMEN DE ESTADÍSTICAS_0NIA

		0		0		0



% Disponible

%  a tiempo

% Completo

Performance indicators

El por ciento

Resumen de la información de DQA



RESUMEN DE ESTADÍSTICAS_2NIA

		-

		-

		-

		-

		-

		-

		-

		-

		-

		-

		-



Factores de verificación de sitios de DQA

0

0

0

0

0

0

0

0

0

0

0



RESUMEN DE ESTADÍSTICAS

		Resumen de estadísticas de DQA (dos niveles intermedios de la agregación)

																																																																																Accuracy		Availability		Timeliness		Completeness

																																																																												7		-		-		-		-		-

																																																																												6		-		-		-		-		-

																																																																												5		-		-		-		-		-

																																																																												4		-		-		-		-		-

																																																																												3		-		-		-		-		-

																																																																												2		-		-		-		-		-

																																																																												1		-		-		-		-		-





RESUMEN DE ESTADÍSTICAS

		0.9090909091		0.843956044		0.7578849722		0.902974359		0.905319882		0.8710828036		0.8912028593



Dassa

Savalou

Malanville

Kandi

South

North

National UNIDAD DE M y E

Factores totales y ajustados de verificación 
de distritos de DQA



		0.5		1		0.8571428571		0.875		0.9444444444		0.8947368421		0.8125



Dassa

Savalou

Malanville

Kandi

South

North

National UNIDAD DE M y E

%  de informes disponibles de DQA



		0.5		0.0909090909		0.6666666667		0.7142857143		1		0.9473684211		0.8



Dassa

Savalou

Malanville

Kandi

South

North

National UNIDAD DE M y E

%  de informes a tiempo de DQA



		1		0.9090909091		0.8333333333		1		1		0.9473684211		0.9384615385



Dassa

Savalou

Malanville

Kandi

South

North

National UNIDAD DE M y E

%  de informes completos de DQA



		Resumen de estadísticas de DQA

																																																																																				Accuracy		Availability		Timeliness		Completeness

																																																																																5		-		-		-		-		-

																																																																																4		-		-		-		-		-

																																																																																3		-		-		-		-		-

																																																																																2		-		-		-		-		-

																																																																																1		-		-		-		-		-





		0		1.0654888821		1.0208333333		0.9166666667		1.0144597862



-

Borgu

Atakora

Collines

National UNIDAD DE M y E

Factores totales y ajustados de verificación de distritos de DQA



		0		0.8461538462		0.75		0.9		0.8125



-

Borgu

Atakora

Collines

National UNIDAD DE M y E

%  de informes disponibles de DQA



		0		0.7272727273		0.6666666667		1		0.8



-

Borgu

Atakora

Collines

National UNIDAD DE M y E

%  de informes a tiempo de DQA



		0		0.9090909091		0.8333333333		0.4444444444		0.9384615385



-

Borgu

Atakora

Collines

National UNIDAD DE M y E

%  de informes completos de DQA





DQA Data Verification Templates/Spanish/09 DQA P2_TB_Community Detection_Sp_2009.xls
COMIENZO

																												0		0		0		0		0		0

																												1		1		1		1		1		1

																												2		2		2		2		2		2

																												3		3		3		3		0		3

		Herramienta de Evaluación de la Calidad de los Datos																										4		4		4		4				4

								Protocolo 2:  Verificación de los datos																				0		5		5		0				5

						- Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios -																						0		6		6						0

						Cantidad de niveles intermedios de agregación																								0		7

						Cantidad de instalaciones intermedias de agregación de nivel 
más alto (p. ej., regionales)																										8

						Cantidad de instalaciones intermedias de agregación (IIA)																										9

						Cantidad de puntos de entrega de servicios (por IIA)																										10

						Reiniciar la encuesta																										11

		Versión 1: Mayo de 2008																														12

		Avisos importantes sobre el uso de esta plantilla electrónica:																														0

		1.  Para poder usar las herramientas de Control de la Calidad de los Datos, tendrá que asegurarse de que su nivel de 'seguridad de macros' (macro security) esté fijado en menos de 'alto' (high).  Abra la plantilla electrónica, navegue hasta el menú desplegable de 'Herramientas' (Tools), seleccione 'Macro' y luego 'Seguridad' (Security).  Seleccione 'medium' (mediana).  Cierre el programa Excel y vuelva a abrir el archivo.  Al volver a abrir el archivo, tendrá que seleccionar 'Enable Macros' (Permitir macros) para que el programa funcione según fue diseñado.

		2.  En la página titulada 'HEADER' (esta página), seleccione la cantidad de niveles intermedios de agregación (de la lista desplegable) en los que se informan los datos, desde el punto de entrega de servicios hasta el nivel nacional.  En la próxima lista desplegable, seleccione la cantidad de instalaciones intermedias de agregación (intermediate aggregation sites [IAS]) en las que se tomaron muestras.   Por lo general, las unidades de salud de distrito del Ministerio de Salud son las instalaciones intermedias de agregación.  Entonces, ingrese la cantidad de puntos de entrega de servicios (service delivery points [SDP]) en los que se tomaron muestras; p. ej., las unidades o instalaciones de salud que se reportan a cada instalación intermedia.  Si tiene una cantidad desigual de SDP por distrito, seleccione la cantidad que corresponda al número más alto de SDP en los que se tomaron muestras dentro de un distrito muestreado.  Si los SDP se reportan directamente al nivel nacional, seleccione '0' de la lista desplegable de IAS.  Seleccione entonces la cantidad de SDP dentro de la muestra.  Consulte la página de INSTRUCCIONES para obtener más detalles.

		3.  Ingrese los nombres de los centros de salud, o instalaciones, en la hoja denominada 'Information Page' (Página de información).  Esos nombres se propagarán automáticamente en los formularios correspondientes dentro de la plantilla electrónica y ayudarán a garantizar que la evaluación quede bien organizada y los datos sean de buena calidad.



Reset

Reiniciar



INSTRUCCIONES

		INSTRUCCIONES (Protocolo 2 - Verificación de los datos)

		Aviso:  El equipo de auditoría debe leer el documento titulado "Control de la calidad de los datos:  Pautas de implementación" además de estas instrucciones antes de administrar este protocolo.

		OBJETIVO

		El objetivo de este protocolo es (1) volver a contar y verificar la exactitud de los datos informados en instalaciones selectas; y  (2) revisar la puntualidad, totalidad y disponibilidad de los informes.

		CONTENIDO

		Este protocolo de verificación de los datos está relacionado con el indicador:  Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios.   Ya que pueden existir diferencias significativas entre los tipos de indicadores y los puntos de entrega de servicios - p. ej., instalaciones médicas (clínicas) e instalaciones basadas en la comunidad, el sistema de control de la calidad de los datos (Data Quality Audit [DQA]) incluye Protocolos específicos a los indicadores que contienen información específica y los problemas de calidad de los datos relacionados con el indicador (p. ej., el riesgo de conteo doble). Esta información se incorpora en los 5 pasos del protocolo, los cuales se desglosan a continuación. 

El protocolo comienza con una descripción de los servicios asociados con el indicador para orientar al equipo de auditoría sobre el servicio que se provee y, por lo tanto, qué se "cuenta" para medir dicho indicador.  Eso ayudará a guiar al equipo de auditoría a los documentos fuente relevantes, que pueden ser bastante distintos para cada indicador (p. ej., expedientes de los pacientes, informes de laboratorio, registros de capacitación, etc.).

La verificación de los datos ocurre en dos etapas:

(1) Verificaciones detalladas en los puntos de entrega de servicios (Service Delivery Points [SDPs]); y
(2) Verificaciones de seguimiento en los niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]) y en la unidad de monitoreo y evaluación (M y E) del programa/proyecto. 
  
Por lo general, los programas tendrán un sistema de presentación de informes en 3 niveles; en otras palabras, los datos pasarán de los puntos de entrega de servicios (Service Delivery Points [SDPs]),
a un nivel intermedio de agregación (es decir, una región o un distrito) y de ahí a la unidad central de M y E.

No obstante, en algunos países, los SDPs podrían reportarse directamente a la unidad central de M y E, sin pasar por 
niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]). En otros países, podría haber dos (o más) IALs en los que se agregan los datos; por ejemplo,
al nivel de Distrito y luego al nivel de Provincia antes de llegar a la unidad central de M y E. En esos casos (es decir, un sistema de presentación de informes de 2 ó 4 niveles
), el Protocolo de verificación de los datos tendrá que ser adaptado (según se explica a continuación).

		Cómo editar el contenido de la plantilla Excel
Las plantillas Excel deben modificarse con cuidado.  Para poder activar la adición o remoción selectiva de lengüetas para las distintas instalaciones y 
niveles, las plantillas han sido programadas en el lenguaje VBA (Visual Basic for Applications).  Las modificaciones hechas a las hojas de cálculo pueden alterar el lenguaje de
programación y hacer que la plantilla no funcione.  No obstante, es posible hacer ciertos cambios para que la plantilla sea más 
útil durante el proceso de DQA y para que describa mejor el sistema de información.  Por ejemplo, se pueden añadir verificaciones cruzadas e inspecciones al azar
a las hojas individuales, siempre y cuando se añadan al pie de la hoja de cálculo. No 'inserte' hileras ni columnas a
 mitad de página ya que eso podría alterar el cálculo de ciertos indicadores de desempeño.  Se pueden añadir otros elementos a las hojas 
si se hacen al pie de la hoja de cálculo.

Se pueden seleccionar hasta seis puntos de entrega de servicios dentro de cuatro instalaciones intermedias de agregación (es decir, 24 instalaciones), de manera que es poco probable que haya que añadir
puntos de servicios o instalaciones intermedias en la "Página de información".   Sencillamente seleccione la cantidad que desee de cada uno de las
listas desplegables en la página titulada "HEADER" (ENCABEZAMIENTO).  Esas selecciones pueden modificarse más adelante si es necesario.

Es aceptable cambiar el nombre de las lengüetas de la hojas de cálculo según sea necesario.

Las hojas de cálculo están protegidas para evitar hacer cambios no intencionales al contenido.  Para editar el contenido de las celdas, desbloquee la protección
de las hojas de cálculo seleccionando 'Protection' (Protección) del menú desplegable 'Tools' (Herramientas).  Seleccione entonces 'Unprotect' (Desbloqueo de protección).  No olvide volver a proteger la hoja de cálculo
después de hacer las modificaciones.

		INSTRUCCIONES DE USO DEL PROTOCOLO PARA LOS AUDITORES

		Puntos de entrega de servicios – 5 tipos de verificación de los datos 

La primera etapa de verificación de los datos tiene lugar en los puntos de entrega de servicios. Hay cinco tipos de pasos estándar de verificación de datos que pueden realizarse en ese nivel:

1 - Descripción:  Describir la conexión entre la entrega de los servicios/suministros y cómo se llenó el documento fuente que registra dicha entrega de servicios.

2 - Revisión de la documentación:  Revisar la disponibilidad y totalidad de todos los documentos fuente del indicador para el período de informe seleccionado.

3 - Rastreo y verificación:  Rastrear y verificar las cantidades informadas: (1) Volver a contar las cantidades informadas de los documentos fuente disponibles; (2) Comparar las cifras verificadas con la cantidad informada por la instalación; (3) Identificar los motivos de cualquier diferencia. 

4 - Verificaciones cruzadas:  Realizar "verificaciones cruzadas" de los totales de informes verificados con otras fuentes de datos (p. ej., expedientes de inventario, informes de laboratorio, registros, etc.).

5 - Inspecciones al azar:  Realizar "inspecciones al azar" para verificar la entrega real de los servicios o suministros a las poblaciones objetivo.

		Niveles intermedios de agregación (Intermediate Aggregation Levels [IALs]) y la unidad central de M y E – 2 tipos de verificación de los datos

La segunda etapa de la verificación de los datos ocurre en los niveles intermedios de agregación (p. ej., Distritos, Regiones) y en la unidad de M y E del programa/proyecto. 

1 - Revisión de la documentación:  Revisar la disponibilidad, puntualidad y totalidad de todos los informes que se espera recibir de los puntos de entrega de servicios durante el período de informe seleccionado.

2 - Rastreo y verificación:   Rastrear y verificar las cantidades informadas: (1) Volver a agregar las cantidades informadas por los puntos de entrega de servicios; (2) Comparar los conteos verificados con las cantidades presentadas al siguiente nivel (p. ej., unidad central de M y E); (3) Identificar los motivos de cualquier diferencia.

		Instrucciones para un sistema de informes de "2 niveles" o "4 niveles":

Selección de los niveles y las instalaciones
Protocolo 2:  La plantilla Excel de verificación de datos fue diseñada para seguir la metodología de muestreo de DQA en relación con la selección de los niveles intermedios de agregación y los puntos de entrega de servicios.  En la lengüeta "HEADER" (ENCABEZAMIENTO), el equipo de auditoría puede seleccionar la cantidad de instalaciones intermedias de agregación y la cantidad de puntos de entrega de servicios que se reportan a cada instalación intermedia de agregación, según el acuerdo hecho con la organización que solicitó el DQA.  En caso de haber más, o menos, de un nivel intermedio en el flujo de datos del nivel de entrega de servicios hacia el nivel nacional, puede seleccionarse la cantidad necesaria de niveles e instalaciones por nivel.  Primero seleccione la cantidad de niveles intermedios de agregación (p. ej., región o distrito).  Si los datos pasan tanto por la región como por el distrito, seleccione dos niveles.  Si los datos sólo pasan por el distrito antes de ser enviados al nivel nacional, seleccione un nivel.  En algunos países, los datos se informan desde el punto de entrega de servicios directamente al nivel nacional.  En este caso, seleccione cero niveles intermedios.  

Luego seleccione la cantidad de instalaciones dentro de cada nivel intermedio.  El esquema de muestreo más probable requiere que se seleccionen al azar tres agrupaciones (instalaciones intermedias) 
y tres puntos de entrega de servicios dentro de cada agrupación.  En el caso de dos niveles intermedios, el esquema de muestreo consistirá con mayor probabilidad en dos agrupaciones regionales con dos
agrupaciones de distritos dentro de cada región.  Luego se seleccionarán dos puntos de entrega de servicios dentro de cada agrupación de distritos para obtener un total de ocho instalaciones de entrega de servicios.  Podría ser necesario modificar
este esquema de muestreo debido a las limitaciones de tiempo, distancia y recursos.  Todos los cambios de metodología deben hacerse por medio de un acuerdo con la 
organización que solicitó el DQA antes de realizar las visitas de campo.

		Instrucciones para llenar las columnas de la lista de verificación:

A la izquierda de cada hoja de cálculo aparece una lista de preguntas (columna B).  El equipo de auditoría debe leer cada pregunta (declaración) y completar las columnas C/D, E, F y G.  La columna C tiene un menú desplegable (en la esquina inferior derecha) que contiene las siguientes categorías de respuesta para cada pregunta: "Sí, completamente", "En parte", "No, nada" y "N/A".  La columna D debe usarse para ingresar cifras o porcentajes (que se usarán en los cálculos). La columna E es para comentarios del auditor y la columna F debe responderse con "sí" si el equipo de auditoría considera que la respuesta a una pregunta (declaración) presenta asuntos que son suficientemente importantes como para requerir un "Aviso de recomendación" al programa/proyecto.

		PRODUCTOS

		Los siguientes Resúmenes de estadísticas serán producidos basándose en todas las respuestas a las preguntas:

- Precisión de los datos informados mediante el cálculo de factores de verificación  generados a partir del ejercicio de recuento realizado en cada nivel del sistema de presentación de informes (es decir, comparación del porcentaje de las cantidades informadas para los indicadores seleccionados con las cifras verificadas; 

- Informes de disponibilidad, totalidad y puntualidad mediante porcentajes calculados en los niveles intermedios de agregación y la unidad de M y E.

		Interpretación del producto:

Los modelos matemáticos de la técnica modificada de muestreo por agrupación en dos etapas utilizada por el DQA han determinado que la exactitud de las estimaciones del factor de verificación de los datos de cobertura de inmunizaciones es demasiado baja para poder usarla de manera realista a nivel nacional.  En simulaciones, Woodard y otros (1) encontraron que tendrían que tomarse muestras en hasta 30 distritos para poder lograr una exactitud de alrededor de +/-10%.  Debido a la inversión de tiempo, personal y recursos financieros necesaria para visitar 30 distritos, es poco probable poder calcular un factor de verificación nacional preciso.  

No obstante, es posible obtener una idea de la calidad general de los datos de un programa/proyecto sin depender de un factor de verificación de estimaciones a nivel nacional.  Los aspectos cualitativos del DQA son adecuados para determinar los puntos fuertes y débiles de un sistema dado de presentación de informes.  Por ejemplo, si las definiciones de los indicadores no se entienden bien en la mayor parte de una muestra representativa de instalaciones, es muy probable que las definiciones de los indicadores tampoco se entiendan bien en los distritos en los que no se tomaron muestras.  El recuento de indicadores y su comparación con los valores informados en una muestra de instalaciones es similarmente adecuado para determinar, en un sentido general, si la calidad de los datos es buena, mediocre o mala aun sin el
 beneficio de una estimación precisa a nivel nacional.   La falta de informes o las grandes discrepancias entre los resultados del recuento y los resultados informados en varios
lugares son indicios de discrepancias similares en otros lugares.  

Por último, el factor de verificación a nivel nacional debe interpretarse con cautela.  Para fines del control de la calidad de los datos, debe usarse  
como indicio de la calidad de los datos (o falta de calidad de los mismos), en lugar de como medida exacta.   

1.  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the Immunization Data Quality Audit (DQA) (Estudio de diseño y simulación de un control de la calidad de los datos sobre inmunización)
  Ann Epidemiol  2007;17:628–633.





DESCRIPCIÓN DEL SERVICIO

		DESCRIPCIÓN DEL SERVICIO (Protocolo 2 - Verificación de los datos)

		Información de trasfondo sobre la detección de tuberculosis en entornos comunitarios

Por lo general, los programas de detección de casos de sospecha de TB basados en la comunidad son implementados por organizaciones no gubernamentales (ONG) y organizaciones basadas en la comunidad (OBC) en estrecha colaboración con el programa de control de la tuberculosis del gobierno a nivel de distrito. El fin de la detección de casos es garantizar que los pacientes de tuberculosis reciban un diagnóstico y tratamiento más temprano. Eso se logra creando conciencia pública sobre los síntomas de TB, indicando a las personas con sospecha de TB que acudan a la instalación de salud más cercana para un análisis de esputo u organizando un recogido local de esputo para transportarlo a la instalación de salud más cercana que ofrezca servicios de microscopía. Reducción del estigma.

		La participación comunitaria en el cuidado de TB implica establecer una asociación de trabajo entre el sector médico y la comunidad - la población local y los pacientes de TB, tanto enfermos como curados. Las experiencias de los pacientes de TB pueden ayudar a otros pacientes a lidiar mejor con la enfermedad y a guiar a los programas nacionales de TB (PNTB) para proporcionar servicios que respondan a las necesidades de los pacientes. Asegurarse de que los pacientes y las comunidades estén informados sobre la TB, mejorar la conciencia general del público sobre la enfermedad y compartir la responsabilidad del cuidado de TB pueden resultar en un apoderamiento eficaz de los pacientes y en la participación de la comunidad, lo que aumenta la demanda de servicios médicos y lleva el cuidado más cerca de la comunidad.

		Los PNTB deben brindar apoyo a los trabajadores médicos de primera línea, por ejemplo, para facilitar la creación de grupos de pacientes, fomentar la educación y el apoyo por pares y hacer conexiones con otros grupos de autoayuda en la comunidad.  Los requisitos de capacitación de los voluntarios de la comunidad pueden variar según el entorno, desde instrucción "en el trabajo" hasta cursos cortos más formales provistos por el personal de PNTB. Los voluntarios de la comunidad también necesitan apoyo, motivación, instrucción y supervisión de manera regular. Donde ya existan sistemas más grandes - como en las iniciativas de VIH/SIDA basadas en la comunidad en África - deben ampliarse esas plataformas. Las pruebas señalan que el cuidado de TB basado en la comunidad es económico en comparación con el cuidado en hospitales y otros modelos de cuidado ambulatorio. Es esencial inspirar a las comunidades y obtener su apoyo continuo para identificar y proveer cuidado a pacientes de TB, para poder sustentar las iniciativas comunitarias relacionadas con TB.

		Sistema de registro y presentación de informes: Una vez que se diagnostica la TB, se llena una Ficha de tratamiento  en la que el espacio de "referido por" incluye la opción "miembro de la comunidad"  (pág. 41 de WHO R&R system [Sistema de registro y presentación de informes de la OMS], 2006). Miembro de la comunidad (pág. 15 del documento de la OMS) se define como un proveedor informal, trabajador/voluntario comunitario, miembro de la familia o amigo capacitado y bajo supervisión regular que provee servicios fuera de una instalación (instalación de salud). El registro de UMB (Unidades de medida básica) incluye las instalaciones de salud más periféricas en las que se mantiene la ficha de tratamiento, pero también hay una opción de agregar una columna de apoyo comunitario y referido para diagnóstico (pág. 44 del sistema revisado de registro y presentación de informes de la OMS, 2006). El documento fuente sobre detección de tuberculosis en entornos comunitarios es, por lo tanto, el registro de UMB (opcional). El informe anual de administración del programa de los registros de UMB incluye un bloque 3 para indicar la cantidad de casos nuevos de TB con baciloscopía positiva referidos por la comunidad (pág. 31 del sistema revisado de registro y presentación de informes de la OMS, 2006) que se basa en los datos de la ficha de tratamiento.  Los formularios adicionales incluyen el registro de sospecha de TB sin información sobre la comunidad. El informe anual podría ser completado únicamente para un período específico y UMB selectos.

		Fuentes: 
Formularios y registros revisados de inscripción y presentación de informes sobre TB - versión de 2006. OMS/Fundación KNCV.
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PÁGINA_INFORMACIÓN_2NIA

		INFORMACIÓN DE TRASFONDO PARA COMPLETAR EL PROTOCOLO DE DATOS DEL INDICADOR DE RASTREO Y VERIFICACIÓN

		Nombre de la organización que implementa el DQA

		País

		Área(s) del programa

		Indicador(es)

		Número(s) de la subvención

		Unidad de administración de M y E al nivel central

		Nombre de la instalación																Fecha de auditoría

		1-

		Instalaciones regionales de agregación

		Nombre de la instalación																Fecha de auditoría

		1

		2

		Instalaciones intermedias de agregación

		Nombre de la instalación																Fecha de auditoría

		1.1

		1.2

		1.3

		1.4

		2.1

		2.2

		2.3

		2.4

		Puntos de entrega de servicios

		Nombre de la instalación																Fecha de auditoría

		1.1.1

		1.1.2

		1.1.3

		1.1.4

		1.1.5

		1.2.1

		1.2.2

		1.2.3

		1.2.4

		1.2.5

		1.3.1

		1.3.2

		1.3.3

		1.3.4

		1.3.5

		1.4.1

		1.4.2

		1.4.3

		1.4.4

		1.4.5

		2.1.1

		2.1.2

		2.1.3

		2.1.4

		2.1.5

		2.2.1

		2.2.2

		2.2.3

		2.2.4

		2.2.5

		2.3.1

		2.3.2

		2.3.3

		2.3.4

		2.3.5

		2.4.1

		2.4.2

		2.4.3

		2.4.4

		2.4.5





PÁGINA_INFORMACIÓN

		INFORMACIÓN DE TRASFONDO PARA COMPLETAR EL PROTOCOLO DE DATOS DEL INDICADOR DE RASTREO Y VERIFICACIÓN

		Nombre de la organización que implementa el DQA

		País

		Área(s) del programa

		Indicador(es)

		Número(s) de la subvención

		Unidad de administración de M y E al nivel central

		Nombre de la instalación																Fecha de auditoría

		1-

		Instalaciones intermedias de agregación

		Nombre de la instalación																Fecha de auditoría

		1

		2

		3

		4

		Puntos de entrega de servicios

		Nombre de la instalación																Fecha de auditoría

		1.1

		1.2

		1.3

		1.4

		1.5

		2.1

		2.2

		2.3

		2.4

		2.5

		3.1

		3.2

		3.3

		3.4

		3.5

		4.1

		4.2

		4.3

		4.4

		4.5

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10





UNIDAD DE M y E_2NIA

		UNIDAD DE M y E (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la unidad de M y E es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen de M y E; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Unidad de M y E:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		0.  Sistema de toma de registros y producción de informes sobre detección de tuberculosis en entornos comunitarios

		0		Describa el sistema de toma de registros y producción de informes relacionado con la detección de tuberculosis en entornos comunitarios (es decir, desde la toma de registro inicial de los pacientes diagnosticados con casos nuevos de tuberculosis con baciloscopía positiva en los documentos fuente [Ficha de tratamiento y registro de unidades de medida básica -UMB-]) hasta la presentación de informes trimestrales de casos a la unidad de M y E). Describa cuándo tiene lugar el registro, en qué formularios y por cuáles miembros del personal.

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la unidad de M y E.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la unidad de M y E

		1.1		El resultado agregado contenido en el informe de resumen preparado por la unidad de M y E (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (unidad de M y E)
(es decir, relación de recuento a resultados informados)						-

		A)  Copie los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la unidad de M y E

		Avisos al auditor sobre indicadores específicos:   Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras utilizadas por la unidad de M y E para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la unidad de M y E o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la Instalación de agregación regional auditada no 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la Instalación de agregación regional auditada no 2 ? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la unidad de M y E para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la unidad de M y E debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo signfica que el informe se pudo usar en el informe de resumen preparado por la unidad de M y E)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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UNIDAD DE M y E

		UNIDAD DE M y E (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la unidad de M y E es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen de M y E; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Unidad de M y E:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		0.  Sistema de toma de registros y producción de informes sobre detección de tuberculosis en entornos comunitarios

		0		Describa el sistema de toma de registros y producción de informes relacionado con la detección de tuberculosis en entornos comunitarios (es decir, desde la toma de registro inicial de los pacientes diagnosticados con casos nuevos de tuberculosis con baciloscopía positiva en los documentos fuente [Ficha de tratamiento y registro de unidades de medida básica -UMB-]) hasta la presentación de informes trimestrales de casos a la unidad de M y E). Describa cuándo tiene lugar el registro, en qué formularios y por cuáles miembros del personal.

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la unidad de M y E.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la unidad de M y E

		1.1		El resultado agregado contenido en el informe de resumen preparado por la unidad de M y E (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (unidad de M y E)
(es decir, relación de recuento a resultados informados)						-

		A)  Copie los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la unidad de M y E

		Avisos al auditor sobre indicadores específicos:   Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras utilizadas por la unidad de M y E para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la unidad de M y E o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos nacional o el informe de resumen preparado por la unidad de M y E para la instalación intermedia de agregación auditada no4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la unidad de M y E para esas instalaciones intermedias de agregación.

		1.5		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la unidad de M y E debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo signfica que el informe se pudo usar en el informe de resumen preparado por la unidad de M y E)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Nivel Regional 1

		Nivel regional de agregación (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la instalación regional de agregación es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen regional; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación regional de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia 
del documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación regional de agregación.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la instalación regional de agregación

		1.1		El resultado agregado contenido en el informe de resumen preparado por la instalación regional de agregación (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (instalación regional de agregación) 
(es decir, relación de recuento a resultados informados)						-

		A) Copiar los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la instalación regional de agregación.

		Avisos al auditor sobre indicadores específicos:     Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras informadas por la instalación regional de agregación para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la instalación regional de agregación o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la instalación regional de agregación para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación regional de agregación debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo significa que el informe se pudo usar en el informe de resumen preparado por la instalación regional de agregación)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 1

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 1.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)



&A&RPage &P



Punto de Servicio 2.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 3

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 3.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 4

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 4.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)



&A&RPage &P



Nivel Regional 2

		Nivel regional de agregación (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación en la instalación regional de agregación es:  
a. volver a agregar las cantidades informadas por todas las instalaciones intermedias de agregación y compararlas con los totales del informe de resumen regional; y
b. revisar todos los informes recibidos de todas las instalaciones intermedias de agregación y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación regional de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia 
del documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todas las instalaciones intermedias de agregación deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación regional de agregación.

		A)  Recuento de los resultados de los informes presentados por todas las instalaciones intermedias de agregación y comparación de las cifras verificadas con las de la instalación regional de agregación

		1.1		El resultado agregado contenido en el informe de resumen preparado por la instalación regional de agregación (y entregado o presentado a la agencia que financia el proyecto)

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todas las instalaciones intermedias de agregación.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (instalación regional de agregación) 
(es decir, relación de recuento a resultados informados)						-

		A) Copiar los resultados de las instalaciones intermedias auditadas según se observan en el informe de resumen preparado por la instalación regional de agregación.

		Avisos al auditor sobre indicadores específicos:     Para calcular el factor de ajuste, el equipo de auditoría tendrá que encontrar las cifras informadas por la instalación regional de agregación para las instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el informe de resumen preparado por la instalación regional de agregación o en una base de datos.

		1.3.1		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 1? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.2		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 2? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.3		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 3? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		1.3.4		¿Qué resultado contenía la base de datos o el informe de resumen preparado por la instalación regional de agregación para la instalación intermedia de agregación auditada no. 4? (especifique el nombre de la instalación en los comentarios del auditor en este renglón)

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por las instalaciones intermedias de agregación y las cifras registradas en la instalación regional de agregación para esas instalaciones intermedias de agregación.

		1.4		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todas las instalaciones intermedias de agregación

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación regional de agregación debió haber recibido de todas las instalaciones intermedias de agregación.

		2.1		¿Cuántos informes debió haber de todas las instalaciones intermedias de agregación?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo? (a tiempo significa que el informe se pudo usar en el informe de resumen preparado por la instalación regional de agregación)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2.1

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.1.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2.2

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.2.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2.3

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.3.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Nivel Intermedio 2.4

		Nivel intermedio de agregación  (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

		Aviso al equipo de auditoría:   El propósito del análisis de rastreo y verificación al nivel intermedio de agregación (de presentación de informes) es:  
a. volver a agregar las cantidades informadas por todos los puntos de entrega de servicios y compararlas con los totales presentados al nivel siguiente; y
b. revisar todos los informes recibidos de todos los puntos de entrega de servicios y verificar la disponibilidad, totalidad y puntualidad de los informes.

				Instalación intermedia de agregación:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe:		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del 
documento de trabajo)

						Sí/No		% 
o cantidad

		1. Reagregación de las cantidades informadas por todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:   Los resultados informados por todos los puntos de entrega de servicios deben volver a agregarse y ese total debe compararse con la cifra del informe de resumen preparado por la instalación intermedia de agregación.

		A)  Recuento de los resultados de los informes presentados por todos los puntos de entrega de servicios y comparación de las cifras verificadas con las informadas por las instalaciones

		1.1		¿Qué resultado agregado contenía el informe de resumen preparado por la instalación intermedia de agregación (y entregado o presentado al nivel siguiente)?

		1.2		Vuelva a agregar las cantidades de los informes recibidos de todos los puntos de entrega de servicios.  ¿Cuál es la cantidad reagregada?

		Relación de verificación de los resultados (nivel intermedio)
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:   Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.  Verifique para encontrar discrepancias entre las cantidades informadas por los puntos de entrega de servicios y las cifras registradas en la instalación intermedia de agregación para esos puntos de entrega de servicios.

		1.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		2. Verificación de la disponibilidad, puntualidad y totalidad de los informes recibidos de todos los puntos de entrega de servicios

		Avisos al auditor sobre indicadores específicos:  Este paso implica todos los informes que la instalación intermedia de agregación debió haber recibido de todos los puntos de entrega de servicios.

		2.1		¿Cuántos informes debió haber de todos los puntos de entrega de servicios?

		2.2		¿Cuántos informes hay?

		Calcule el % de informes  disponibles						-

		2.3		Verifique las fechas de los informes recibidos.  ¿Cuántos informes se recibieron a tiempo?

(a tiempo significa que el informe fue recibido en la fecha límite de entrega)

		Calcule el % de informes  a tiempo						-

		2.4		¿Cuántos informes estaban completos? 

(completo significa que el informe contiene (1) el conteo informado relevante para el indicador; (2) el período del informe; (3) la fecha de presentación del informe; y (4) la firma del miembro del personal que presentó el informe (o la otra manera de la autentificación del informe))

		Calcule el % de informes  completos						-

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.1

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.2

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.3

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.4

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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Punto de Servicio 2.4.5

		Instalación de salud (Protocolo 2 - Verificación de los datos)

		Cantidad de personas que se benefician de la detección de tuberculosis en entornos comunitarios

				Instalación de salud:		-								Necesidad de recomendación
 (añadir SÍ)

				Período del informe (éste es el período que está siendo verificado a partir de los resultados informados por el programa/proyecto):		Desde:				Hasta:

						Respuesta				Comentarios del auditor
(incluya el número de referencia del documento de trabajo)

						Sí/No		% 
o cantidad

		1. DESCRIPCIÓN DE LAS PRÁCTICAS DE REGISTRO RELACIONADAS CON LA DETECCIÓN DE TUBERCULOSIS EN ENTORNOS COMUNITARIOS 
- Describa la conexión entre el completar la ficha de tratamiento y el ingreso de los casos de TB en el registro de UMB -

		Avisos al auditor sobre indicadores específicos:   Se recomienda que el equipo de auditoría solicite que el personal describa el proceso mediante el cual se llena la ficha de tratamiento (y el registro de UMB, que no siempre incluye esta información,) con la información sobre la detección de tuberculosis en entornos comunitarios.

		1.1		Describa la ficha de tratamiento (¿se trata de una ficha de tratamiento estandarizada del programa nacional de TB?)

		1.2		Describa cuándo se ingresa la información en la ficha de tratamiento y cuáles miembros del personal lo hacen.

		1.3		¿Existe algún indicio de que hay retrasos entre el diagnóstico del caso de tuberculosis referido por un entorno comunitario y cuándo se llena la ficha de tratamiento?

		1.4		Si el diagnóstico de tuberculosis referido por un entorno comunitario y su ingreso en la ficha de tratamiento no suceden a la misma vez, describa cómo esta desconexión podría afectar la calidad de los datos.

				Comentarios adicionales (de haberlos)

		2. REVISIÓN DE LA DOCUMENTACIÓN - Revisar la disponibilidad y totalidad de la ficha de tratamiento, el registro de UMB (y el registro de unidades, si corresponde) y los informes trimestrales de detección de casos para el período del informe seleccionado-

		Avisos al auditor sobre indicadores específicos: Debido a reglamentos de confidencialidad, podría ser importante obtener permiso del administrador principal de la instalación antes de revisar los documentos fuente. Además, el equipo de auditoría debería preguntar al administrador si preferiría que otro miembro del personal estuviera presente mientras se revisan los documentos fuente.

		A)  Verificación de la disponibilidad y totalidad de los documentos

		2.1		Revise los documentos fuente disponibles para el período del informe (ficha del paciente, registro de UMB, informes trimestrales). ¿Hay algún indicio de que faltan documentos fuente?

De ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.2		¿Está completo el registro de UMB?, principalmente con la siguiente información: (1) fecha del registro; (2) lugar de la enfermedad; (3) tipo de paciente; (4) resultado de la microscopía de frotis de esputo antes del comienzo del tratamiento; (5) ¿referido por?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		2.3		Revise las fecha de ingreso en el registro de UMB (o la ficha de tratamiento, si los datos comunitarios no se incluyen en el registro de UMB).  ¿Están todas las fechas dentro del período del informe?

De no ser así, determine cómo eso puede haber afectado las cantidades informadas.

		B) Verificar los procedimientos de registro para evitar problemas de calidad de los datos (p. ej., conteo doble, dado de baja del seguimiento...)

		Avisos al auditor sobre indicadores específicos:  A continuación se mencionan riesgos comunes a la calidad de los datos que podrían afectar los conteos informados para un indicador.

		2.4		¿Existe un proceso para garantizar que las personas diagnosticadas con frotis positiva e inscritas en el registro del laboratorio hayan iniciado su tratamiento de TB?

		2.5		¿Hay alguna otra instancia de riesgo de errores de conteo?

				Comentarios adicionales (de haberlos)

		3. RASTREO Y VERIFICACIÓN - Recuento de la cantidad de casos de TB referidos por miembros de la comunidad en la ficha de tratamiento y comparación con la cantidad correspondiente en el registro de UMB y el informe trimestral de UMB, y explicación de las discrepancias -

		A) Volver a contar los resultados de los documentos fuente y comparar las cifras verificadas con las cantidades informadas por la instalación.

		3.1		Vuelva a contar la cantidad de casos registrados como referidos por miembros de la comunidad durante el período del informe revisando el registro de UMB (o la ficha de tratamiento si los datos comunitarios no se incluyen en el Registro de UMB).

		3.2		Copie la cantidad de casos informados como referidos por miembros de la comunidad durante el período del informe del informe trimestral de registro de casos.

		Cálculo de la verificación de resultados del indicador para el punto se entrega de servicios
(es decir, relación de recuento a resultados informados)						-

		B) Identifique los posibles motivos de cualquier discrepancia entre los resultados verificados y los informados

		Avisos al auditor sobre indicadores específicos:    Registre cualesquiera motivos de la discrepancia (de haberlos) observados por el equipo de auditoría.

		3.3		¿Cuáles son los motivos de las discrepancias (de haberlas) observadas por el equipo de auditoría (es decir, errores de ingreso de datos, errores de aritmética, documentos fuente que faltan, otro motivo)?

				Comentarios adicionales (de haberlos)

		4. VERIFICACIONES CRUZADAS - Realizar verificaciones cruzadas para determinar la exactitud del registro de UMB -

		Avisos al auditor sobre indicadores específicos: El equipo de auditoría puede añadir otras verificaciones cruzadas relevantes, según sea adecuado.  En cuanto su relevancia, las verificaciones cruzadas deben realizarse en ambas direcciones (es decir, comparando las fichas de tratamiento de los pacientes con el registro de UMB y comparando el registro de UMB con las fichas de tratamiento de los pacientes).

		VERIFICACIÓN CRUZADA 1.1:  Comparación de las fichas de tratamiento de los pacientes con el registro de UMB. ¿Se realizó esta verificación cruzada?

		4.1		De ser posible, seleccione 10 fichas de pacientes de las personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas referidas por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántas fichas fueron seleccionadas?

		4.2		¿Cuántos de los pacientes seleccionados figuraban en el registro de UMB como referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.1

Si la discrepancia es inferior a 90%, seleccione otras 10 fichas de pacientes de personas que han sido referidas por miembros de la comunidad durante el trimestre (o un máximo de todas las fichas de pacientes de las personas que fueron referidas por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		VERIFICACIÓN CRUZADA 1.2:  Comparación del registro de UMB con las fichas de tratamiento de los pacientes. ¿Se realizó esta verificación cruzada?

		4.3		De ser posible, seleccione 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante 4 trimestres consecutivos). ¿Cuántos fueron seleccionados?

		4.4		¿Cuántos de los pacientes seleccionados tenían fichas de paciente que indicaban que fueron referidos por miembros de la comunidad?

		Calcule el % de discrepancia para la verificación cruzada 1.2

Si la discrepancia es inferior a 90%, seleccione otros 10 pacientes que figuran en el registro de UMB como referidos por miembros de la comunidad durante el trimestre (o un máximo de todos los pacientes referidos por miembros de la comunidad durante otros 4 trimestres consecutivos) y vuelva a realizar el cálculo (SUME las cifras a las cantidades existentes de las celdas anteriores); repítalo hasta tres veces.						-

		5.  INSPECCIONES AL AZAR - Realizar inspecciones al azar para verificar que el paciente ingresado en la ficha de tratamiento como referido por miembros de la comunidad en realidad lo haya sido -

		Avisos al auditor sobre indicadores específicos:   Podría visitarse una muestra de pacientes de TB referidos por miembros de la comunidad en la instalación auditada. El fin de las inspecciones al azar es confirmar que los pacientes en efecto hayan sido referidos por miembros de la comunidad. Las inspecciones al azar pueden realizarse de dos maneras: (1) el equipo de auditoría obtiene los nombres y las direcciones de las personas y hace un esfuerzo por encontrarlas en la comunidad; o (2) el equipo de auditoría solicita que representantes de la instalación se comuniquen con estas personas y les pidan que vayan la instalación de salud (por ejemplo, al día siguiente). Sería posible proveer incentivos o el pago de tarifas de transporte a los pacientes que acudan a la instalación de salud.

		5.1		¿Cuántos pacientes fueron visitados?

		5.2		¿Cuántos de los pacientes contactados en realidad habían sido referidos por miembros de la comunidad?

		Cálculo del % de diferencia entre los beneficiarios registrados como recipientes del servicio y los que en realidad lo recibieron.						-

		5.3		Si existe una discrepancia, ¿qué problemas reveló la inspección al azar?

				Comentarios adicionales (de haberlos)
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TABLA DE RESUMEN_2NIA

		TABLA DE RESUMEN - Rastreo y verificación estadísticas sumarias

										Paso  1						Paso  2						Paso  3		Paso  4

		TABLA DE RESUMEN

Rastreo y verificación								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I								II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Conteos verificados en instalaciones auditadas		Conteos informados en instalaciones auditadas		Factores no ajustados de verificación de distritos e instalaciones		Conteo informado observado de todas las instalaciones en el "distrito"		Conteo informado por el "distrito" en la unidad de M y E (p. ej., a nivel nacional)		Factor de ajuste  Rdi/Rni		Factores ajustados de verificación de distritos		District         VF (Weight)		Weighted Regional Level Verification Factors		Region
VF Weight		Factor de verificación total		% de informes disponibles		%  de informes a tiempo		% de informes completos		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Límite inferior de IC 95%		Límite superior de IC 95%		number of districts		Degrees of freedom t-distribution

		Unidad de M y E																																																				df		P(2-tailed) = 0.025

		-		-						0.00		0.00		-										0.00				0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Instalaciones de nivel intermedio de agregación y puntos de entrega de servicios																																																				2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-				3.00		3.18

		1.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-																4.00		2.78

		1.1.1		-						0.00		0.00		-																																								5.00		2.57

		1.1.2		-						0.00		0.00		-

		1.1.3		-						0.00		0.00		-

		1.1.4		-						0.00		0.00		-

		1.1.5		-						0.00		0.00		-

		1.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.2.1		-						0.00		0.00		-

		1.2.2		-						0.00		0.00		-

		1.2.3		-						0.00		0.00		-

		1.2.4		-						0.00		0.00		-

		1.2.5		-						0.00		0.00		-

		1.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.3.1		-						0.00		0.00		-

		1.3.2		-						0.00		0.00		-

		1.3.3		-						0.00		0.00		-

		1.3.4		-						0.00		0.00		-

		1.3.5		-						0.00		0.00		-

		1.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		1.4.1		-						0.00		0.00		-

		1.4.2		-						0.00		0.00		-

		1.4.3		-						0.00		0.00		-

		1.4.4		-						0.00		0.00		-

		1.4.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		0.00		-		-				-		-		-		-		-		-		0.00		0.00		0.00		-

		2.1		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.1.1		-						0.00		0.00		-

		2.1.2		-						0.00		0.00		-

		2.1.3		-						0.00		0.00		-

		2.1.4		-						0.00		0.00		-

		2.1.5		-						0.00		0.00		-

		2.2		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.2.1		-						0.00		0.00		-

		2.2.2		-						0.00		0.00		-

		2.2.3		-						0.00		0.00		-

		2.2.4		-						0.00		0.00		-

		2.2.5		-						0.00		0.00		-

		2.3		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.3.1		-						0.00		0.00		-

		2.3.2		-						0.00		0.00		-

		2.3.3		-						0.00		0.00		-

		2.3.4		-						0.00		0.00		-

		2.3.5		-						0.00		0.00		-

		2.4		-						0.00		0.00		-		0.00		0.00		-		-		-								-		-		-		-

		2.4.1		-						0.00		0.00		-

		2.4.2		-						0.00		0.00		-

		2.4.3		-						0.00		0.00		-

		2.4.4		-						0.00		0.00		-

		2.4.5		-						0.00		0.00		-





TABLA DE RESUMEN

		TABLA DE RESUMEN - Rastreo y verificación estadísticas sumarias

										Paso  1						Paso  2						Paso  3		Paso  4

		TABLA DE RESUMEN

Rastreo y verificación								Factor 1		Factor 2		Factor 1/ Factor 2		Factor 3		Factor 4		Factor 3/ Factor 4

																						I				II		III		IV		V		VI		VII		VIII		IX		X		XI		X11

										Conteos verificados en instalaciones auditadas		Conteos informados en instalaciones auditadas		Factores no ajustados de verificación de distritos e instalaciones		Conteo informado observado de todas las instalaciones en el "distrito"		Conteo informado por el "distrito" en la unidad de M y E (p. ej., a nivel nacional)		Factor de ajuste  Rdi/Rni		Factores ajustados de verificación de distritos		VF (Weight)		Factor de verificación total		% de informes disponibles		%  de informes a tiempo		% de informes completos		(R-hat(i) - R-hat)**2		Var (R-hat)		SE (R-hat)		Límite inferior de IC 95%		Límite superior de IC 95%		number of districts		Degrees of freedom t-distribution

		Unidad de M y E																																																df		P(2-tailed) = 0.025

		-		-						0.00		0.00												0.00		-		-		-		-				-		-		0.00		0.00		0.00		-				1.00		12.71

		Instalaciones de nivel intermedio de agregación y puntos de entrega de servicios																																																2.00		4.30

		1		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-																3.00		3.18

		1.1		-						0.00		0.00		-																																				4.00		2.78

		1.2		-						0.00		0.00		-																																				5.00		2.57

		1.3		-						0.00		0.00		-

		1.4		-						0.00		0.00		-

		1.5		-						0.00		0.00		-

		2		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		2.1		-						0.00		0.00		-

		2.2		-						0.00		0.00		-

		2.3		-						0.00		0.00		-

		2.4		-						0.00		0.00		-

		2.5		-						0.00		0.00		-

		3		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		3.1		-						0.00		0.00		-

		3.2		-						0.00		0.00		-

		3.3		-						0.00		0.00		-

		3.4		-						0.00		0.00		-

		3.5		-						0.00		0.00		-

		4		-						0.00		0.00		-		0.00		0.00		-		-		-				-		-		-		-

		4.1		-						0.00		0.00		-

		4.2		-						0.00		0.00		-

		4.3		-						0.00		0.00		-

		4.4		-						0.00		0.00		-

		4.5		-						0.00		0.00		-

				Resumen del punto de servicio						0.00		0.00		-										0.00

		1		-						0.00		0.00		-

		2		-						0.00		0.00		-

		3		-						0.00		0.00		-

		4		-						0.00		0.00		-

		5		-						0.00		0.00		-

		6		-						0.00		0.00		-

		7		-						0.00		0.00		-

		8		-						0.00		0.00		-

		9		-						0.00		0.00		-

		10		-						0.00		0.00		-





RESUMEN DE ESTADÍSTICAS_0NIA

		Resumen de estadísticas de DQA (ningunos sitios de la agregación del intermedio)

																																																																																		% Disponible		%  a tiempo		% Completo

																																																																																-

																																																																																-

																																																																																-

																																																																																-

																																																																																-		-		-		-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-

																																																																																-				-





RESUMEN DE ESTADÍSTICAS_0NIA

		0.9166666667		0.8181818182		0.9090909091



% Disponible

%  a tiempo

% Completo

Performance indicators

El por ciento

Resumen de la información de DQA



RESUMEN DE ESTADÍSTICAS_2NIA

		National UNIDAD DE M y E

		Savalou

		Tchetti

		Djalloukou

		Save

		Dassa

		Bante

		Penjari

		Ouake

		Tanagou

		Boukoumbe



Factores de verificación de sitios de DQA

1.0223463687

1.0714285714

0.8181818182

0.8181818182

0.88

1.0909090909

1.0909090909

1.0714285714

1.0857142857

1.0857142857

1.0714285714



RESUMEN DE ESTADÍSTICAS

		Resumen de estadísticas de DQA (dos niveles intermedios de la agregación)

																																																																																Accuracy		Availability		Timeliness		Completeness

																																																																												7		-		-		-		-		-

																																																																												6		-		-		-		-		-

																																																																												5		-		-		-		-		-

																																																																												4		-		-		-		-		-

																																																																												3		-		-		-		-		-

																																																																												2		-		-		-		-		-

																																																																												1		-		-		-		-		-





RESUMEN DE ESTADÍSTICAS

		0		0		0		0		0		0		0



-

-

-

-

-

-

-

Factores totales y ajustados de verificación 
de distritos de DQA



		0		0		0		0		0		0



-

-

-

-

-

-

-

%  de informes disponibles de DQA



		0		0		0		0		0		0



-

-

-

-

-

-

-

%  de informes a tiempo de DQA



		0		0		0		0		0		0



-

-

-

-

-

-

-

%  de informes completos de DQA



		Resumen de estadísticas de DQA

																																																																																				Accuracy		Availability		Timeliness		Completeness

																																																																																5		-		-		-		-		-

																																																																																4		-		-		-		-		-

																																																																																3		-		-		-		-		-

																																																																																2		-		-		-		-		-

																																																																																1		-		-		-		-		-





		0		1.0654888821		1.0208333333		0.9166666667		1.0144597862



-

Borgu

Atakora

Collines

National UNIDAD DE M y E

Factores totales y ajustados de verificación de distritos de DQA



		0		0.8461538462		0.75		0.9		0.8125



-

Borgu

Atakora

Collines

National UNIDAD DE M y E

%  de informes disponibles de DQA



		0		0.7272727273		0.6666666667		1		0.8



-

Borgu

Atakora

Collines

National UNIDAD DE M y E

%  de informes a tiempo de DQA



		0		0.9090909091		0.8333333333		0.4444444444		0.9384615385



-

Borgu

Atakora

Collines

National UNIDAD DE M y E

%  de informes completos de DQA
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La presente herramienta de auditoria se hizo posible mediante el apoyo de la Agencia de 
Desarrollo Internacional de los Estados Unidos (U.S. Agency for International Development 
[USAID]) en de conformidad con los términos del Acuerdo de Colaboración GPO-A-00-03-00003-
00. 
 
El Plan de Emergencia del Presidente para el Alivio del SIDA (President’s Emergency Plan for 
AIDS Relief [PEPFAR]) y el Fondo Mundial de Lucha contra el SIDA, la Tuberculosis y la Malaria 
(Global Fund to Fight AIDS, TB and Malaria) han proporcionado apoyo financiero adicional. 
 
Las opiniones del autor expresadas en esta publicación no reflejan necesariamente las opiniones 
de USAID o del Gobierno de los Estados Unidos. Esta publicación se puede acceder en línea en 
el sitio Web de MEASURE Evaluation: http://www.cpc.unc.edu/measure. 
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INTRODUCCIÓN 
 


 
A. ANTECEDENTES 
 
Los programas nacionales y proyectos por donación están trabajado en el logro de ambiisosos 
objetivos en la lucha contra el síndrome de inmunodeficiencia adquirida (SIDA), la tuberculosis 
(TB) y la Malaria. Para medir el éxito y mejorar la administración de estas iniciativas, se deben 
contar con sistemas de monitoreo y evaluación (M y E) sólidos y que produzcan datos de calidad 
sobre el proceso de implementación.  
 
Bajo el principio de los “Tres unos”, las estrategias “Alto a la Tuberculosis” y la “Alianza Global 
para Retroceder la Malaria”, varias organizaciones multilaterales y bilaterales han colaborado para 
desarrollar conjuntamente una herramienta para auditar la calidad de la información (Data Quality 
Assessment [DQA]).  El objetivo de esta iniciativa es proveer un método común para evaluar y 
mejorar la calidad general de los datos y la información. Una herramienta única garantizaría la 
armonización de la normas y permitiría una aplicación conjunta entre socios y responsables de 
programas nacionales. 
 
El enfoque exclusivo de la herramienta DQA es (1) la verificación de la calidad de los datos 
reportados, y (2) la evaluación de los sistemas subyacentes en el procesamiento de datos y 
presentación de informes sobre los indicadores de resultado a nivel del programa. La herramienta 
DQA no fue diseñada para evaluar todo el sistema de M y E de la respuesta nacional contra el 
VIH/SIDA, la tuberculosis o malaria.  Dentro del contexto del VIH/SIDA, DQA se relaciona al 
componente 10 (es decir, supervisión capacitante y control o auditoria de datos) en el “Marco 
organizacional del sistema nacional de M y E del programa de VIH”.1 


 


Existen dos versiones de la herramienta DQA: (1) La 
“Herramienta para la auditoria de la calidad de la 
información” (cuyas siglas en inglés, DQA, se usarán de 
aquí en adelante) establece pautas para que un equipo de 
auditoria externa evalúe la capacidad de un 
programa/proyecto de producir informes con datos de 
calidad; y (2) La “Herramienta de evaluación rutinaria de la 
calidad de los datos” (cuyas siglas en inglés, RDQA, que 
se usarán de aquí en adelante) es una versión simplificada 
de la herramienta DQA para realizar auditorias internas 
para que los programas y proyectos evalúen la calidad de 
sus datos, fortalezcan sus sistemas de procesamiento y 
manejo de datos y presentación de informes. 
 
 


                                                 
1 ONUSIDA (2008). Organizing Framework for a Functional National HIV Monitoring and Evaluation System 
(Marco de organización de un sistema nacional de M y E funcional del VIH. Ginebra: ONUSIDA 


Figura 1. Marco de 
organización de un sistema 
nacional de M y E funcional 
del VIH – 12 componentes.
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Los objetivos de la herramienta DQA para auditoria de datos son: 


 
En adición, los hallazgos de DQA también pueden ser muy útiles para fortalecer los sistemas de 
administración de datos y sistemas de presentación de informes de los programas/proyectos que 
están siendo auditados 
 


B. OBJETIVOS 
 
La herramienta DQA para realizar auditorias provee procesos, protocolos y plantillas sobre cómo:   
 


 Determinar el alcance del control de la calidad de los datos.  La herramienta DQA se 
inicia en base a criterios para seleccionar el país, el programa/proyecto y los indicadores 
que habrán de auditarse. En la mayoría de los casos, la organización que solicitó la 
herramienta DQA definirá estos parámetros.   


 
 Involucrar al programa/proyecto y preparar la misión de auditoria.  La herramienta 


DQA incluye ejemplos de cartas para notificar al programa/proyecto que se realizará una 
auditoria de de la calidad de los datos (y para obtener las autorizaciones necesarias), así 
como guías para preparar la misión en el país. 


 
 Evaluar el diseño y la aplicación de los sistemas de manejo de datos y presentación 


de informes del programa/proyecto. La herramienta DQA provee pasos y un protocolo 
para identificar posibles sesgos que afecten la calidad de los datos creados por el sistema 
de manejo de datos y presentación de informes del programa/proyecto.     


 
 Rastrear y verificar (volver a contar) los resultados de indicadores selectos.  La 


herramienta DQA provee protocolos con instrucciones especiales de acuerdo a los 
indicadores y el tipo de servicio de salud (por ejemplo, centros de salud o servicios 
basados en la comunidad).  Estos protocolos guiarán al equipo de auditoria a medida que 
se verifiquen los datos del indicador seleccionado de las fuentes de información y 
comparándolos con los informes y reportes del programa/proyecto.   


 
 Desarrollar y presentar los hallazgos y recomendaciones del equipo de auditoria.  La 


herramienta DQA provee instrucciones sobre cómo y cuándo presentar los hallazgos y las 
recomendaciones de DQA a los funcionarios del programa/proyecto y cómo planificar las 
actividades de seguimiento y así garantizar los pasos necesarios para mejorar los sistemas 
de información y la calidad de los datos. 


 
Nota: Aunque la herramienta de control de la calidad de los datos no fue diseñada para evaluar la 
calidad de los servicios, su aplicación podría facilitar mejoras en la calidad de los servicios a través 
de de datos de mejor calidad sobre el desempeño del programa. 
 


 Verificar la calidad de los datos de los informes sobre indicadores claves en puntos 
selectos; y 


 Evaluar la capacidad de los sistemas en la recopilación, manejo de datos y presentación 
de informes con datos de calidad. 







 


 Auditoria sobre calidad de datos | 7 


C. MARCO CONCEPTUAL 
 
El marco conceptual de DQA y RDQA esta ilustrado en la Figura 1 a continuación. En términos 
generales, la calidad de los datos depende de los sistemas subyacentes en el manejo de la 
información y presentación de informes.  En otras palabras, los sistemas sólidos producen datos 
de calidad. Para que se produzcan datos de calidad y fluyan por un sistema de manejo de datos, 
es necesario tener componentes funcionales clave en todos los niveles del sistema – desde los 
puntos de entrega de servicios, a los niveles intermedios, donde se consolida la información  en 
los distritos o regiones de salud, hasta la unidad de M y E en el nivel central. Las herramientas 
DQA y RDQA fueron, por lo tanto, diseñadas para: 
 


(1) verificar la calidad de los datos,  
(2) evaluar el sistema de procesamiento y manejo de datos, y  
(3) desarrollar planes para mejorar ambos. 


 
 
Introducción – Figura 1. Marco conceptual de (R)DQA: Sistemas de manejo de datos y 


presentación de informes, áreas funcionales y calidad de los datos. 
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D. METODOLOGÍA 
 
Las herramientas DQA y RDQA se fundamentan en los componentes de calidad de los datos, es 
decir, los programas y proyectos necesitan informes con datos exactos, fiables, precisos, 
completos y a tiempo, para los gerentes puedan usarlos en la asignación de recursos y evaluar el 
progreso hacia el logro de los objetivos (véase Introducción, Tabla 1 en la próxima página).  
Además, los datos deben tener integridad para poder considerarse creíbles y deben garantizar las 
normas de confidencialidad. 
 


Introducción – Tabla 1. Dimensiones de la calidad de los datos 


 


Dimensión de la 
calidad de los 


datos 


 


Definición operativa 


 


Exactitud 


También se podría llamar validez.  Se puede decir exactitud en los datos 
cuando; mide lo que se supone debe medir; minimiza los errores (por 
ejemplo, sesgos en el registro, transcripciones, en el muestreo o parcialidad 
del entrevistador) hasta el punto que sean insignificantes. 


 


Fiabilidad 


Los datos generados por el sistema de información de un programa se basan 
en protocolos y procedimientos que no deberían cambiar de acuerdo a quién 
los use, en que momento o cuán a menudo se usen.  Los datos son fiables 
porque se miden y se recopilan de manera consistente. 


 


 


Precisión 


Significa que los datos tienen el detalle suficiente.  Por ejemplo, un indicador 
que requiere que la cantidad de personas que recibieron consejería, se 
tomaron la prueba de VIH y recibieron los resultados, se reporte por el sexo 
de la persona.  Un sistema de información es no es preciso si el los datos no 
están diseñados para registrar el sexo de la personas.  


 


Totalidad 


Totalidad significa que el sistema de información del que se derivan los 
resultados es debidamente inclusivo; es decir, representa la lista total de 
personas o unidades elegibles y no sólo una fracción de ella.  


 


Puntualidad 


Los datos son puntuales cuando están actualizados (al día) y cuando la 
información está disponible a tiempo.  La puntualidad se ve afectada por: (1) 
la frecuencia con la cual se actualiza el sistema de información del programa; 
(2) la frecuencia de cambio de las actividades reales del programa; y (3) 
cuándo realmente se usa o requiere la información. 


 


Integridad 


Los datos tienen integridad cuando el sistema esta protegido contra 
prejuicios y sesgos, parcialidad o manipulación por motivos políticos o 
personales. 


 


 


Confidencialidad 


Confidencialidad significa que los clientes tienen la garantía de que su 
información personal se mantendrá de conformidad con normas nacionales 
y/o internacionales de protección de datos.  Eso significa que los datos 
personales no se revelan de manera inapropiada y que los datos en 
documentos impresos y formatos electrónicos se manejan con los niveles 
adecuados de seguridad (por ejemplo, se mantienen en ficheros bajo llave y 
en archivos electrónicos protegidos por contraseñas). 
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Basándose en estas dimensiones de calidad de los datos, la herramienta DQA consta de dos 
componentes: (1) evaluación de los sistemas de manejo de datos y presentación de informes; y 
(2) verificación de los datos informados sobre los indicadores clave en instalaciones selectas. 
 
Por consiguiente, la implementación del DQA recibe apoyo de dos protocolos (véase el ANEXO 
1): 


Protocolo 1: Protocolo de evaluación del sistema; 
Protocolo 2: Protocolo de verificación de los datos. 


 
Estos protocolos se administran a cada nivel del sistema de recopilación de datos y presentación 
de informes (es decir, la unidad de M y E del programa/proyecto, Puestos de entrega de servicios 
y, según corresponda, cualquier nivel intermedio de agregación de datos – regiones o distritos). 
 
Protocolo 1 – Evaluación de los sistemas de manejo de datos y presentación de informes: 
 
El propósito del Protocolo 1 es identificar las posibles dificultades de calidad de los datos en los 
sistemas de información y presentación de informes en tres niveles: (1) la unidad de M y E del 
programa/proyecto, (2) las instalaciones proveedoras de servicios, y (3) en el nivel intermedio de 
agregación de datos (en el cual los informes de los servicios se agregan antes de enviarlos a la 
unidad de M y E del programa/proyecto o a cualquier otro nivel) 
 
La evaluación de los sistemas de manejo de datos y presentación de informes tendrá lugar en dos 
etapas: 


1. Revisión de documentos del proyecto/programa, sin visitar los servicios; 


2. Evaluaciones de seguimiento en servicios seleccionados y en la unidad de M y E del 
programa y en los niveles intermedios de agregación de datos (por ejemplo, distritos o 
regiones).
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La evaluación cubrirá 5 áreas funcionales, según se muestra en la Tabla 2 - Introducción. 
 


Introducción – Tabla 2. Preguntas de evaluación de los sistemas por área funcional 
 
Áreas funcionales Preguntas de resumen


I Estructuras, funciones y 
capacidades de M y E 


1 ¿Está el personal clave de M y E y manejo de datos identificado 
con descripción clara de sus responsabilidades? 


2 ¿Ha recibido la capacitación necesaria la mayoría del personal 
clave de M y E y manejo de datos?  


II Definiciones de los 
indicadores y pautas 
para la presentación de 
informes 


3 ¿Siguen los servicios de salud en forma sistemática indicadores 
con definiciones operacionales estándares? 


4 ¿Documenta claramente (por escrito) el programa/proyecto lo que 
se informa, a quién, cómo, y la frecuencia con la que se requiere 
presentar el informe? 


III Formularios y 
herramientas de 
recopilación de datos y 
preparación de informes 


5 ¿Existen formularios estándar de recopilación de datos y 
preparación de informes que se usan sistemáticamente? 


6 ¿Se registran los datos con precisión/detalles suficientes para 
medir los indicadores clave? 


7 ¿Se mantienen los datos de conformidad con normas de 
confidencialidad nacional o internacional? 


8 ¿Se mantienen y se hacen disponibles los documentos y sus 
fuentes conforme a una política escrita?  


IV 


 


Procesos de manejo de 
datos  


9 ¿Existe documentación clara de los pasos de recopilación, 
agregación y manipulación?   


10 ¿Se identifican las dificultades en la calidad de los datos y hay 
mecanismos establecidos para abordarlas? 


11 ¿Existen procedimientos claramente definidos y seguidos para 
identificar y conciliar las discrepancias en los informes?    


12 ¿Existen procedimientos claramente definidos y seguidos para 
verificar periódicamente los datos y sus fuentes?   


V Enlaces al sistema 
nacional de 
presentación de 
informes  


13 ¿Está ligado el sistema de recopilación de datos y preparación de 
informes del programa/proyecto con el sistema nacional de 
presentación información? 


 
 
El resultado de esta evaluación será la identificación de las fortalezas y debilidades de cada área 
funcional del sistema de manejo de datos y presentación de informes. 
 
 
 
 
 
 
 
 







 


 Auditoria sobre calidad de datos | 11 


 
Introducción – Figura 2. Evaluación de los sistemas de manejo de datos (Grafica) 


 


GENERAL - Evaluación de los sistemas de manejo de datos y presentación de informes


0.00


1.00


2.00


3.00
Estructura, funciones y capacidades de M&E


Definiciones de los indicadores y pautas de
presentación de informes


Formularios/herramientas de recopilación de
datos y preparación de informes


Procesos de manejo de datos


Enlaces al sist. nacional de informes 


 
 
Protocolo 2 – Verificación de los datos informados sobre los indicadores clave: 
 
El propósito del Protocolo 2 es evaluar, en una escala limitada, si los servicios y niveles 
intermedios de agregación de datos están recopilando e informando datos sobre indicadores clave 
en una manera precisa y a tiempo - y si hay un proceso de verificación a través de la comparación 
con resultados de otras fuentes.  Para esto, el DQA determinará en una muestra de servicios si se  
han registrado con exactitud los indicadores seleccionados en documentos oficiales.  Se rastreará 
esos datos para ver si se han agregado y/o manejado correctamente desde los servicios, niveles  
intermedios hasta la unidad de M y E del proyecto. 
 
El ejercicio de verificación de los datos tendrá lugar en dos etapas: 
 


1. Trabajo de gabinete sobre los documentos recibidos del programa/proyecto; y 


2. Verificaciones de seguimiento en los niveles intermedios de agregación de datos y en la 
unidad de M y E del programa/proyecto.  


 


Clave de código de color 


verde 2.5 - 3.0 Sí, completamente  


amarillo 1.5 - 2.5 En parte  


rojo < 1.5 No - nada 







 


 Auditoria sobre calidad de datos | 12 


Introducción – Figura 3. Rastreo y verificación de los datos reportados de los servicios de 
salud, a los niveles intermedios de consolidación de datos y  a unidad de M y E del 
programa/proyecto  


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
La primera etapa de verificación de los datos ocurre en las instalaciones proveedoras de servicios. 
Hay cinco tipos de pasos estándar de verificación de datos que pueden realizarse en este nivel 
(Introducción – Tabla 3): 
 


Introducción – Tabla 3. Instalación proveedora de servicios: Cinco tipos de verificaciones 
de los datos  


 


Verificaciones Descripción Se 
requiere 


1. Descripción Describir la conexión entre la entrega de los servicios y/o suministros 
y cómo se registro la información en las formas de ese servicio. 


En todos 
los casos  


2. Revisión de la 
documentación 


Revisar si están disponibles y completas las formas para todos 
indicadores para el período del informe. 


En todos 
los casos 


3. Rastreo y 
verificación 


Rastrear y verificar los datos reportados: (1) Volver a contar las 
cantidades informadas de las formas originales; (2) Comparar las 
cifras verificadas con la cantidad informada por el servicio; (3) 
Describir las causas de cualquier diferencia.  


En todos 
los casos 


4. Verificaciones 
cruzadas 


Realizar "verificaciones cruzadas" de los totales de informes 
verificados con otras fuentes de datos (por ejemplo, expedientes de 
inventario, informes de laboratorio, registros, etc.). 


En todos 
los casos  


5. Inspecciones al 
azar  


Realizar "inspecciones al azar" para verificar la entrega de los 
servicios y/o suministros a la población beneficiaria. 


De ser 
posible 
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Debido a que existen diferencias significativas entre ciertos tipos de indicadores y servicios – por 
ejemplo, servicios médicos (clínicas) y servicios de base comunitaria – el DQA incluye protocolos 
específicos a los indicadores para verificar los datos en una forma estandarizada (por ejemplo, 
protocolo de terapia antirretroviral [TAR]; protocolo de consejería y pruebas voluntarias [APV]; 
protocolos sobre los resultados del tratamiento de TB; protocolo de mosquiteros impregnados con 
insecticida, etc.). Estos protocolos específicos a los indicadores se basan en protocolos genéricos 
que fueron desarrollados para fuentes de datos en instalaciones y en la comunidad. Las Hojas de 
cálculo de instalaciones proveedoras de servicios de estos protocolos genéricos de verificación de 
los datos se muestran en el ANEXO 1. 
 
La segunda etapa de la verificación de los datos ocurre en los niveles intermedios de agregación 
de datos (distritos y regiones) y en la unidad de M y E del programa/proyecto.  Según se ilustra en 
Introducción – Figura 3, el DQA evalúa la habilidad de un nivel intermedio de agregar, procesar 
con precisión los datos provenientes de las instalaciones proveedoras de servicios y de reportar al 
siguiente nivel puntualmente.  De igual manera, la unidad de M y E del programa/proyecto debe 
agregar de manera precisa los datos provenientes de los niveles intermedios, reportar y diseminar 
los resultados del programa nacional las partes interesadas (por ejemplo agencias donantes). 
 
Por lo tanto, las siguientes verificaciones (Introducción – Tabla 4) se realizarán en los niveles 
intermedios de agregación. Una verificación similar que se realizara en la unidad de M y E.   
 


Introducción – Tabla 4. Niveles intermedios de agregación: Dos tipos de verificaciones de 
los datos 


 


Verificaciones Descripción Se 
requiere 


1. Revisión de la 
documentación 


Revisar la disponibilidad, puntualidad e integridad los informes 
esperados de servicios para el presente período. 


En todos 
los casos 


2. Rastreo y 
verificación 


Rastrear y verificar los datos: (1) Volver a sumar las cantidades 
reportadas por los servicios; (2) Comparar los totales verificados con 
las cantidades presentadas al siguiente nivel (unidad de M y E del 
programa/proyecto); (3) Explicar las causas de cualquier diferencia 
encontrada. 


En todos 
los casos 


 
El resultado de estas verificaciones serán estadísticas sobre la precisión, disponibilidad, integridad 
y puntualidad de los datos informados. 
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Introducción – Figura 4. Estadísticas de la calidad de los datos (Ilustración). 


 


 
 
E. SELECCIÓN DE LOS SERVICIOS  
 
Hay cuatro métodos para seleccionar los servicios para aplicar la herramienta de auditoria de 
datos: 
 
1. Selección por propósito:  Los servicios que se visitarán se seleccionan con un propósito; por 


ejemplo, según el tamaño del servicio, la ubicación geográfica o para examinar aspectos 
específicos relacionados con la los datos reportados. En este caso, no hay necesidad de un 
marco muestral. Sin embargo, los resultados de la auditoria de tal muestra no pueden usarse 
para hacer deducciones o generalizaciones sobre todas los servicios de una región o país. 


 
2. Diseño restringido a una instalación:  Se selecciona sólo una instalación para realizar el DQA. 


El beneficio de este método es que el equipo puede aumentar al máximo sus esfuerzos en una 
instalación y ejercer un alto nivel de control sobre la implementación de los protocolos de 
auditoria, así como adquirir conocimientos de los sistemas específicos de la instalación de 
donde se obtuvieron los datos. Este método es ideal para medir los cambios de calidad de los 
datos que pueden atribuirse a alguna intervención (por ejemplo, capacitación de manejo de 
datos).  En este método, el control de la calidad de los datos se implementa en una instalación 
seleccionada, se realiza la intervención y ésta se sigue con otro control de la calidad de los 
datos en la misma instalación.  Cualquier cambio de calidad de los datos podría, por lo tanto, 
ser muy probablemente un resultado de la intervención.  


Factores totales y ajustados de verificación de 
distritos de DQA 


1.05


1.00


1.05


1.00


1.02


0.00 0.20 0.40 0.60 0.80 1.00 1.20


 Factor de
verificación
total


Oficina
provincial
de Hai
Duong
Oficina
provincial
de Hanoi


Distrito de
Chi Linh


Distrito de
Long Bien


%  de informes disponibles de DQA


1.00


1.00


0.92


1.00


0.93


0.00 0.20 0.40 0.60 0.80 1.00 1.20


Unidad
nacional de
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de Hai
Duong
Oficina
provincial
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%  de informes a tiempo de DQA


1.00


1.00


0.50


0.93


0.57


0.00 0.20 0.40 0.60 0.80 1.00 1.20


Unidad
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M y E del
FM
Oficina
provincial de
Hai Duong
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provincial de
Hanoi


Distrito de
Chi Linh


Distrito de
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%  de informes completos de DQA


1.00


1.00


0.92


1.00


0.93


0.00 0.20 0.40 0.60 0.80 1.00 1.20
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Distrito de
Chi Linh


Distrito de
Long Bien
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3. Muestreo aleatorio estratificado:  Éste consiste en tomar una muestra aleatoria estratificada de 


un grupo de instalaciones subnacionales en las que una variable de interés particular es la 
base para visitar instalaciones.  Ejemplos de tales variables incluyen instalaciones rurales, 
extremadamente grandes, instalaciones operadas por ciertos tipos de organizaciones (por 
ejemplo ONGs), o instalaciones especificas en una región o distrito. Un muestreo aleatorio 
estratificado permite que el equipo de auditoria proyecte los resultados de la a todas las 
instalaciones del sub grupo de estratificación (como a todas las instalaciones rurales, todas las 
instalaciones muy grandes, todas las ONG, etc.). 


 
4. Muestreo aleatorio simple:  A menudo, es deseable hacer juicios sobre la calidad de los datos 


de un programa o nivel nacional.  No obstante, en la mayoría de los países, sería demasiado 
costoso y tomaría demasiado tiempo realizar auditorias a todas las instalaciones de un 
programa.  Además, podría resultar impreciso y engañoso llegar a conclusiones sobre todas 
las instalaciones de implementación basándose en las experiencias de sólo algunas.  Las 
técnicas de muestreo aleatorio simple nos permiten seleccionar una cantidad relativamente 
pequeña de instalaciones de las cuales llegar a conclusiones que pueden generalizarse a 
todas las instalaciones de un programa/proyecto.  Ese muestreo depende de propiedades 
estadísticas (por ejemplo, el tamaño de la muestra y la variabilidad de los parámetros a 
examinar) que deben tomarse en cuenta al decidir cuál método de DQA aplicar.  Algunas 
veces, la cantidad mínima aceptable de instalaciones (en términos de validez estadística) 
exigida por la metodología de muestreo comprende aún demasiadas instalaciones en términos 
de costo y personal disponible.  Si se compromete la metodología al incluir menos 
instalaciones de las necesarias, o al reemplazar una instalación por otra por motivos de 
conveniencia, se podrían producir estimaciones erróneas o sesgar calidad de los datos.  No 
obstante, con los recursos adecuados, el muestreo aleatorio ofrece el método más sólido de 
llegar a conclusiones sobre la calidad de los datos de un programa o país. Este método 
conlleva seleccionar aleatoriamente una cantidad de instalaciones que, en conjunto, son 
representativas de TODAS las instalaciones en las que se están implementando actividades 
que apoyan los indicadores bajo estudio. Representatividad significa que las instalaciones 
seleccionadas son semejantes a la población entera de instalaciones en términos de los 
atributos que pueden afectar la calidad de los datos (por ejemplo, el tamaño, volumen de 
servicios y ubicación). El propósito de este método es producir estimaciones cuantitativas de la 
calidad de los datos que puedan interpretarse como indicativas de la calidad del 
programa/proyecto total, y no sólo de las instalaciones seleccionadas.  
 


La cantidad de instalaciones seleccionadas para un DQA en particular dependerá de los recursos 
disponibles para realizar la auditoria , con  el nivel de precisión deseado para la estimación del 
factor de verificación a nivel nacional.  Una estimación más precisa necesita una muestra más 
grande de instalaciones.  Los equipos de auditoria deberán colaborar con la organización que 
solicitó el DQA para determinar la cantidad correcta de instalaciones de un programa e indicador 
en específico.   
 
F. PRODUCTOS 


 
Al aplicar el DQA, el equipo de auditoria recopilará y documentará: (1) pruebas relacionadas con 
la revisión del sistema de manejo de datos y presentación de informes del programa/proyecto y (2) 
pruebas relacionadas con la verificación de datos.  La documentación incluirá:  
 


 Completar los protocolos y plantillas de la herramienta DQA. 
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 Tomar notas de las observaciones, entrevistas y conversaciones con funcionarios 
clave de calidad de los datos en la unidad de M y E, niveles intermedios y en instalaciones 
proveedoras de servicios. 


 Hallazgos preliminares y recomendaciones preliminares basadas en las pruebas 
recopiladas mediante los protocolos; 


 Informe de auditoria final.  El Informe de auditoria final resumirá las pruebas recopiladas 
por el equipo de auditoria, identificará hallazgos o faltantes específicos a esas pruebas e 
incluirá recomendaciones para mejorar la calidad de los datos.  El informe también incluirá 
los siguientes resúmenes de estadísticas que se calculan a partir de los protocolos de 
evaluación de sistemas y verificación de los datos; 


 
1. Solidez del sistema de manejo de datos y presentación de informes basándose en 
una revisión del sistema de recopilación de datos y presentación de informes del 
programa/proyecto, incluyendo respuestas a preguntas sobre cuán bien se diseñó y se 
implementó el sistema;  


 
2. Precisión de los datos informados mediante el cálculo de factores de verificación2 
generados a partir del ejercicio de recuento de rastreo y verificación realizado en cada nivel 
del sistema de presentación de informes (es decir, la relación del valor de recuento del 
indicador al valor informado); y  
 
3. Informes de disponibilidad, totalidad y puntualidad mediante porcentajes calculados 
en los niveles intermedios de agregación y la unidad de M y E.  


 
Estos resúmenes de estadísticas, que son generados automáticamente en los archivos en 
Excel, son desarrollados a partir de los protocolos de evaluación del sistema y verificación 
de los datos de esta herramienta.   
 


 Toda la comunicación de seguimiento con el programa/proyecto y la organización que 
solicitó el DQA relacionada con los resultados y las recomendaciones del la auditoria de 
datos de la calidad de los datos. 


 
G. CONSIDERACIONES DE ÉTICA 
 
Los controles de la calidad de los datos deben realizarse con el apego más estricto a las normas 
de ética del país y, según corresponda, la organización que solicitó el DQA.  Si bien los equipos 
de auditoria pueden requerir acceso a información personal (por ejemplo, expedientes médicos) 
para fines del recuento y la verificación cruzada de los resultados informados, en ninguna 
circunstancia podrá revelarse ninguna información personal relacionada con la realización de la 
auditoria o la preparación de informes de los hallazgos y recomendaciones.  El equipo de auditoria 
no deberá ni fotocopiar ni sacar los documentos de las instalaciones. 
 
Además, el auditor no deberá aceptar ni solicitar, directa o indirectamente, ningún objeto de valor 
económico, como obsequios, propinas, favores, entretenimiento o préstamos, que sea o pueda 
dar la impresión de haber sido diseñado para influenciar de alguna manera la conducta del 
funcionario, particularmente por parte de una persona que tenga intereses que puedan verse 
sustancialmente afectados por el desempeño o la falta de desempeño de los deberes del auditor. 


                                                 
2   Véase el ANEXO 5 para una descripción de la metodología utilizada para calcular el factor de 


verificación compuesto. 
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Esta disposición no prohíbe la aceptación de alimentos y refrigerios de valor insignificante en 
ocasiones infrecuentes y durante el transcurso regular de reuniones, conferencias u otras 
ocasiones en las que el auditor esté presente, ni la aceptación de material promocional no 
solicitado, como bolígrafos, calendarios y/u otros artículos de un valor intrínseco nominal. 
 
H. IMPLEMENTACIÓN 
 
El control de la calidad de los datos se implementará cronológicamente en 18 pasos realizados en 
seis fases, según se ilustra en la Figura 5 de la Introducción. 
 


 
 
 FASE 1 – Los pasos 1 a 5 son realizados en la organización que solicitó el DQA  y en las 


oficinas del equipo de auditoria. 


 La organización que solicitó el DQA determina el país y los programas/proyectos que 
serán auditados. El equipo de auditoria y/o la organización que solicitó el DQA luego 
seleccionan los indicadores correspondientes, así como el período de informe (Paso 
1). 


 La organización que solicitó el DQA es responsable de obtener la autorización oficial 
del país para realizar la auditoria, según el protocolo, y para notificar formalmente al 
programa/proyecto que se aplicará el DQA.  El equipo de auditoria da seguimiento 
mediante una solicitud de documentación, incluyendo información para definir el marco 
muestral de las instalaciones, antes de su visita al país (Paso 2). 


 
Preparación e 


inicio  
(múltiples 
servicios) 


FASE 1 


1. Selección del país, 
los programas/ 


proyectos, 
indicadores y 


período de informe 


5. Revisión de la 
documentación 


2. Notificación al 
programa, solicitar 
documentación y 


obtención de 
autorización  oficial 


 


Unidad de M y 
E  


FASE 2 


6. Evaluación de los 
sistemas de manejo 


de datos 


3. Selección de las 
instalaciones que 
serán auditadas 


Niveles 
intermedios de 


agregación 
(distrito. región) 


FASE 3


8. Evaluación de los 
sistemas de 


recopilación de datos 
y preparación de 


informes


9. Rastreo y ver. de 
los resultados de los 


informes de las 
instalaciones 


proveedoras de 
i i


Instalaciones/ 
organizaciones 
de entrega de 


servicios 


FASE 4


10. Evaluación de los 
sistemas de 


agregación de datos 
y preparación de 


informes


11. Rastreo y 
verificación de los 
resultados de los 


documentos fuente 


Unidad de 
manejo de 


 M y E  


FASE 5 


12. Consolidación de 
la evaluación de los 
sistemas de manejo 


de datos 


13. Redacción de los 
hallazgos 


preliminares y las 
recomendaciones 


14. Realización de 
una reunión de 


clausura 


Finalización  
(múltiples 


instalaciones)


FASE 6


15. Redacción del 
informe de auditoría


16. Revisión y 
recopilación de 


retroalimentación del 
país y la 


organización que 
solicitó el DQA


17. Finalización del 
informe de auditoría


Evaluación de los sistemas de manejo de datos y presentación de informes 


Rastreo y verificación de los datos de los indicadores


Introducción – Figura 5. Fases y pasos de control de la calidad de los datos


18. Iniciación del 
seguimiento de las 


acciones 
recomendadas 


7. Rastreo y ver. de 
los resultados de los 
informes de niveles 


intermedios de 
agregación 


4. Preparación de 
visitas de auditoría: 
1) cronograma, 2) 
Composición del 


equipo; y 3) 
Logística  
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 En colaboración con la organización que solicitó el DQA, el equipo de auditoria 
identifica y ubica las instalaciones proveedoras de servicios y los niveles intermedios 
de agregación (por ejemplo, distritos o regiones) en los cuales se realizarán la auditoria 
de los sistemas y verificación de datos (Paso 3). 


 El equipo de auditoria se prepara para las visitas a las instalaciones, incluyendo el 
horario de visitas, la composición del equipo y el apoyo logístico necesario (Paso 4).  


 Revisión de la documentación proporcionada por el programa/proyecto (Paso 5). 


 


 FASE 2 – Los pasos 6 y 7 son realizados en la unidad de M y E del programa/proyecto.  


 El equipo de auditoria evalúa el sistema de manejo de datos y presentación de 
informes en la unidad de M y E (Paso 6). Esta evaluación tiene el fin de identificar 
sesgos potenciales que afectarían la calidad de los datos del sistema de manejo de 
datos y presentación de informes del programa/proyecto. 


 El equipo de auditoria rastrea y verifica los datos de indicadores claves a través de los 
reportes seleccionados de los niveles primarios (distrito o región) (Paso 7).  


 


 FASE 3 – Los pasos 8 y 9 son realizados en los niveles intermedios de agregación (como 
ser una oficina de distrito o región), en caso de que el programa tenga estos niveles. 


 El equipo de auditoria evalúa el sistema de manejo de datos y presentación de 
informes a través de los reportes de los niveles primarios (instalaciones proveedoras de 
servicios), como agregan y como se reportan a la unidad de M y E (Paso 8). 


 El equipo de auditoria continúa rastreando y verificando las cifras informadas por las 
instalaciones proveedoras de servicios al nivel intermedio (Paso 9). 


 


 FASE 4 – Los pasos 10 y 11 se realizan en las instalaciones proveedoras de servicios 
(servicios de salud o comunidad)  


 El equipo de auditoria continúa su evaluación en instalaciones selectas (muestra) a 
través de la auditoria de formas y reportes a los niveles de agregación de datos (Paso 
10). 


 Además, el equipo de auditoria rastrea y verifica los datos de indicadores claves desde 
las formas para la recolección de datos hasta los reportes de los servicios prestados 
(Paso 11). 
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 FASE 5 – Los pasos 12 a 14 son realizados en la unidad de M y E del programa/proyecto.   


 El equipo de auditoria finaliza la evaluación del sistema de manejo de datos y 
presentación de informes, llenando el resumen final de auditoria (Paso 12).   


 Luego, el equipo de auditoria redacta sus hallazgos y recomendaciones preliminares de 
DQA (Paso 13) y los comparte con los funcionarios de M y E del programa/proyecto 
durante una reunión de retroalimentación (Paso 14).   Se busca consenso con los 
funcionarios de M y E sobre las medidas para mejorar la calidad de los datos.  


 


 FASE 6 – Los pasos 15 a 19 son realizados en la oficina del equipo de auditoria con la 
organización que solicitó el DQA y la oficina del programa/proyecto.   


 El equipo de auditoria completa un informe de auditoria preliminar (Paso 15) que se 
transmite a la organización que solicitó el DQA y al programa/proyecto (Paso 16).   


 Según la retroalimentación que reciba, el equipo de auditoria completa el informe de 
auditoria final y lo transmite al programa/proyecto (Paso 17). 


 En el paso final de la auditoria, es posible que se le solicite al equipo de auditoria que 
esboce un plan de seguimiento para garantizar que las mejoras identificadas en el 
informe final sean implementadas (Paso 18). 
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FASE 1: PREPARACIÓN E INICIO  
 


 


 
 
 
 
 
 
 
 
 
 
 


La primera fase del DQA ocurre antes de la reunión del equipo de 
auditoria en el país o lugar del programa/proyecto. La 
responsabilidad de la FASE 1 recae en parte en la organización que 
solicitó el DQA y en parte en la agencia auditora. Los pasos de la 
FASE 1 son: 
 


1. Identificar el país y el programa/proyecto, y seleccionar los 
indicadores y el período de presentación de informes que 
serán el enfoque del trabajo de verificación de datos en 
algunas instalaciones proveedoras de servicios.   


 
2. Notificar a los programas/proyectos seleccionados sobre la 


auditoria de la calidad de datos y solicitar la documentación 
relacionada con el sistema de manejo de datos y 
presentación de informes, que el equipo de auditoria revisará 
antes de visitar las instalaciones y niveles seleccionados.  De 
acuerdo al protocolo, obtener autorizaciones oficiales para 
realizar la auditoria y notificar a los funcionarios a cargo en 
país y coordinar con otras organizaciones interesadas, tales 
como donantes y agencias de cooperación. 


 
3. Determinar el tipo de muestra y la cantidad de instalaciones 


que se visitaran durante la auditoria de datos. 
 
4. Prepararse para las visitas a las instalaciones, incluyendo un 


cronograma de actividades, la composición del equipo de 
auditoria y apoyo logístico. 


 
5. Trabajo de gabinete para revisar la documentación antes de 


la visita de auditoria y ver si la calidad de los datos e informes 
esta de acuerdo con el diseño del sistema. 


 
Se estima que los pasos de la FASE 1 tomarían de cuatro a seis 
semanas. 


Previa a la 
visita 


(Preparación e 
inicio) 


FASE 1 


1. Selección del 
país, los programas/ 
proyectos, 
indicadores y el 
período de informe 


5. Revisión de la 
documentación 


2. Notificación al 
programa, solicitud 
de documentación y 
obtención de las 
autorizaciones 
nacionales  


3. Selección de las 
instalaciones que 
serán auditadas 


4. Preparación de 
visitas de auditoría 
en las instalaciones: 
1) Cronograma, 2) 
Composición del 
equipo, 3) Logística 
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El paso 1 puede ser realizado por la organización que solicitó el DQA con el equipo de auditoria. 


 
A – SELECCIÓN DEL PAÍS Y EL PROGRAMA/PROYECTO 
 
Lo más probable es que la organización que solicitó el DQA determine el país y 
programa/proyecto a auditar  la calidad de los datos. La herramienta de DQA tiene estrategias 
para determinar que programa/proyecto se debe auditar según una lista de criterios y otros 
aspectos a considerar. Es evidente que no existe una fórmula única para elegir los 
programas/proyectos a auditarse; al tomar la decisión, deben tomarse en cuenta las 
circunstancias internacionales, locales y programáticas. El informe de auditoria debería incluir 
información sobre quién hizo la selección y el razonamiento lógico. 
 
El Paso 1 – Tabla 1 de a continuación, muestra gráficamente los criterios que deben utilizarse 
para seleccionar un país y programa/proyecto. Si la auditoria está siendo realizada a solicitud de 
un programa nacional, también se pueden usar estos criterios para seleccionar aspectos 
específicos de un programa (o indicadores) a ser auditados.  


PASO 1. SELECCIÓN DEL PAÍS, LOS PROGRAMAS/PROYECTOS, INDICADORES 
Y EL PERÍODO DE INFORMES A AUDITAR 
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Paso 1 – Tabla 1. Criterios para la elección de un país, enfermedad/área de salud y 
programa/proyecto 


 


1 Financiamiento nacional o programático por enfermedades o área de salud. 


2 Resultados reportados por el país y programas/proyectos (como total de personas 
recibiendo TAR, distribución de mosquiteros impregnados con insecticida, personas con 
DOTS de primera línea o total detectados para DOTS).  


3 Discrepancias notables detectadas en los informes de un período al siguiente, bajo un 
mismo país o programa/proyecto. 


4 Discrepancias entre los reportes del programa y otras fuentes de datos (por ejemplo, 
gastos en la adquisición de productos médicos que no concuerdan con la cantidad de 
personas bajo tratamiento antirretroviral [ARV]). 


5 Inconsistencias entre los informes de un proyecto específico, con datos nacionales (por 
ejemplo, los informes sobre distribución de mosquiteros no concuerdan con las cifras 
nacionales). 


6 Resultados de evaluaciones previas indican deficiencias en los sistemas de manejo de 
datos y presentación de informes dentro de los programas/proyectos. 


7 Opiniones y percepciones sobre  debilidades en la calidad de los datos y/o sesgos de un 
programa/proyecto. 


8 Resultados de auditorias rutinarias ligados a financiamientos específicos. 


9 La decisión de seleccionar un grupo aleatorio de países y programas/proyectos para 
auditorias. 


 
En el momento que las organizaciones que solicitan un DQA seleccionan los países y 
programas/proyectos para auditar la calidad de los datos, seria útil clasificar los países (o 
programas/proyectos) de acuerdo a su financiamiento o resultados alcanzados. Esto podría 
realizarse de la siguiente forma: 


 Primero, clasificar los países o programas/proyectos según el financiamiento para una 
condición específica;  


 Segundo, identificar los indicadores mas relevantes para clasificar los países (o los 
programas/proyectos) según los resultados alcanzados (por lo general, esta lista es parte 
de la información enviada por la organización que solicita el DQA); 


 Tercero, determinar la posición que ocupa cada país o programa/proyecto respecto a cada 
uno de los indicadores. 


 
Esta lista ayudaría a la organización que solicita el DQA a priorizar los países o 
programas/proyectos. El ANEXO 2, Paso 1 – Plantilla 1 ilustra este tipo de análisis. 
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B – SELECCIÓN DE LOS INDICADORES 
 


Otras decisiones importantes en preparación de una auditoria de la calidad de los datos son 
definir: (1) los indicadores se incluirán en la auditoria; y (2) los períodos de los informes que se 
examinaran. Se recomienda que se seleccionen hasta dos indicadores dentro de una 
enfermedad o condición y que, si se incluyen múltiples enfermedades o condiciones de 
salud en una auditoria, se incluya un máximo de cuatro indicadores.  Más de cuatro 
indicadores podría resultar en una cantidad excesiva de instalaciones a evaluar. 
 
La decisión sobre cuáles indicadores deberán incluirse la tomaría generalmente la organización 
que solicita el DQA y ésta puede basarse en varios criterios, como el financiamiento para las 
varias áreas del programa (por ejemplo, ARV, prevención de transmisión de madre a hijo [PTMH], 
mosquiteros impregnados con insecticida, DOTS, comunicación para el cambio de 
comportamiento [CCC]) y los resultados de los indicadores relacionados.  Además, el factor de 
decisión también podrían ser áreas del programa que son prioritarios para la organización que 
solicita el DQA y/o para el programa nacional (por ejemplo, los programas basados en la 
comunidad son más difíciles de supervisar que los programas en servicios de salud).  En algunos 
casos, se le podría pedir a la agencia auditora que haga una selección inicial de indicadores para 
proponerlos a la organización que solicita el DQA. El análisis realizado en el Paso 1 puede ayudar 
a seleccionar los indicadores que se incluirán en la auditoria de la calidad de datos. 
 
Los criterios para elegir los indicadores para la auditoria de datos podrían ser los siguientes: 
 


1.  Indicadores obligatorios a revisar.  Dependiendo de los programas/proyectos 
seleccionados, la organización que solicita el DQA podría tener una lista de indicadores 
obligatorios, que deben seleccionarse primero (por ejemplo, indicadores relacionados con 
personas que reciben tratamiento ARV, distribución de mosquiteros impregnados (o re-
impregnados) , numero de casos detectados para DOTS). Esos son indicadores que por lo 
general se reportan a nivel internacional como parte de la respuesta mundial a la 
enfermedad. Por ejemplo, las auditorias realizadas por el Fondo Mundial, tienen una lista 
de “10 indicadores principales”.  Bajo PEPFAR, es probable que la lista provenga de los 
indicadores que se relacionen con las metas de tener 2 millones de personas en 
tratamiento y proveer cuidado y apoyo a 10 millones. Otros donantes y programas 
nacionales podrían tener otras listas de indicadores importantes. 


 
2.  Magnitud relativa de los indicadores. 


a. Magnitud relativa de la inversión en actividades relacionadas con el indicador.  Por 
ejemplo, si el programa/proyecto invierte más de 25% de sus fondos en un área específica, 
de esta área podría seleccionarse un indicador clave. 


 
b. Reporte de un indicador en relación a las metas del país.  Si el programa/proyecto tiene 


una actividad “sustancial” para reportar, este indicador debería tomarse en cuenta para ser 
auditado.  Sustancial podría definirse como que genera más del 25% de las cifras totales 
para ese indicador. 
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3. Selección por propósito “según cada caso”. En algunos casos, la organización que 


solicita el DQA podría tener otras razones para incluir un indicador en el DQA. Esto puede 
ser porque hay indicadores que generan dudas sobre la calidad de sus datos. También 
podría ser el caso de indicadores que se supone que se verifiquen rutinariamente y para 
los cuales la organización que solicita el DQA desea una auditoria independiente. Esos 
motivos podrían documentarse como justificación de la inclusión. 


 
El ANEXO 2, Paso 1 – Plantilla 2 contiene una plantilla ilustrativa para analizar la magnitud 
relativa de las inversiones y los resultados del indicador según el área del programa. 
 
C – SELECCIÓN DEL PERÍODO DE INFORME 
 
Es también importante identificar claramente el período de los reportes de los indicadores a 
auditar. Idealmente, el período debería corresponder con el período de informe más reciente del 
sistema nacional o con las actividades del programa/proyecto asociadas con la organización que 
solicita el DQA.  Si las circunstancias lo ameritan, el período de auditoria podría ser más corto (por 
ejemplo, una fracción del período, como el último trimestre o mes de reportes).  Por ejemplo, la 
cantidad de formas a revisar en un servicio con muchos clientes para consejería y pruebas podría 
ser voluminosa y el personal de auditoria estaría limitado o las instalaciones proveedoras de 
servicios podrían producir informes mensuales o trimestrales relacionados con las formas 
relevantes. En otros casos, el período podría concordar con un período de informe anterior en el 
que los programas/proyectos informaron gran actividad.   
 
D – DOCUMENTACIÓN DE LA SELECCIÓN 
 
El ANEXO 2, Paso 1 – Plantilla 3 provee una herramienta para documentar la selección de 
países, programas/proyectos, indicadores y períodos de reportes para ser auditados. 
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Por lo general, el paso 2 lo realiza la organización que solicitó el DQA. 


 
A – NOTIFICACIÓN AL PROGRAMA Y SOLICITUD DE DOCUMENTACIÓN 
 
La organización que solicita el DQA deberá notificar al programa/proyecto sobre la auditoria de la 
calidad de los datos tan pronto como sea posible y obtener las autorizaciones oficiales pertinentes. 
También deberá notificar a otras agencias y organizaciones sobre la auditoria y solicitar su 
cooperación. El equipo de auditoria observará los reglamentos nacionales sobre 
confidencialidad de los datos y ética. Es responsabilidad del equipo de auditoria identificar esos 
reglamentos nacionales para su cumplimiento.   
 
El ANEXO 2, Paso 2 – Plantilla 1 contiene un ejemplo para la carta de notificación. Esta carta 
puede ser modificada a discreción luego de consultar las partes interesadas (como las comisiones 
Nacional contra el HIV, malaria, TB, el Ministerio de Salud, y otras agencias de cooperación). Es 
importante que la organización que solicitó el DQA haga hincapié en la necesidad de que los 
miembros relevantes del personal de la unidad M y E acompañen al equipo de auditoria en su 
trabajo de campo. La carta debe ir acompañada de la solicitud inicial de documentación de la 
unidad de M y E, la cual se encuentra en el Paso 2 - Tabla 1.  
 
Después de enviar la carta de notificación, la organización que solicitó el DQA deberá enviar una 
copia de ella a todas las partes interesadas, por ejemplo: 
 


 Los funcionarios del país anfitrión relacionados con el programa/proyecto a auditarse; 
 La agencia auditora, según corresponda; y 
 Los donantes, socios, agencias de cooperación y el grupo de trabajo en M y E. 


 
La agencia auditora deberá dar seguimiento al programa/proyecto seleccionado sobre la auditoria, 
cronograma de trabajo, contactos y la necesidad de proveer cierta información y documentación 
por adelantado. 
 
El equipo de auditoria necesitará cuatro tipos de documentación por lo menos dos semanas antes 
de emprender la misión en el país: 


 


1. Una lista de todos los establecimientos proveedores de servicios y las estadísticas más 
recientes de los indicadores; 


2. Una descripción del sistema de recopilación de datos y presentación de informes; 


3. Las plantillas de los formularios de recopilación de datos y presentación de informes; y  


4. Otra documentación disponible del sistema de manejo de datos y presentación de 
informes y una descripción del programa/proyecto (manual de procedimientos). 


PASO 2. NOTIFICACIÓN AL PROGRAMA, SOLICITUD DE DOCUMENTACIÓN Y 
OBTENCIÓN DE LAS AUTORIZACIONES OFICIALES  
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1) Lista de las instalaciones que ofrecen servicios relacionados con los indicadores.  El 
equipo de auditoria necesita una lista de todas las instalaciones proveedores de servicios para 
elaborar el marco muestral para la auditoria.  Esta lista de instalaciones deberá incluir:  
 


 Ubicación – región, distrito, etc. y si la instalación se encuentra en un área urbana o rural. 


 Tipo de instalación – si la instalación de servicio es una instalación de salud (y qué tipo – 
hospital o centro de atención primaria) o una instalación de servicios de base comunitaria. 


 Los informes estadísticos más recientes de cada una de los servicios (por ejemplo, 
cantidad de personas en tratamiento; casos curados).  


 Información sobre otros factores (según sea necesario) – la organización que solicitó el 
DQA podrá definir otras características para definir muestra de instalaciones.  Por ejemplo, 
la selección puede incluir instalaciones del sector público y privado, apoyadas por 
organizaciones religiosas u ONGs.   


 
Una vez que se hayan seleccionado las instalaciones y los niveles intermedios de agregación de 
datos, es crítico que el equipo de auditoria, por medio del programa/proyecto notifique a las 
instalaciones seleccionadas y les provea las hojas de información del ANEXO 3, Paso 2 – 
Plantillas 1, 2, 3.  Esto para garantizar que el personal esté disponible y que haya acceso a los 
formularios para los indicadores para el período de presentación de informes. 
 


2) Descripción del sistema de recopilación de datos y presentación de informes de 
indicadores.  El equipo de auditoria recibirá las hojas de Excel lleno del ANEXO 2, Paso 2 con la 
descripción del sistema de recopilación de datos y presentación de informes de los indicadores a 
ser auditados. 
 


3) Formas y registros usados en la recopilación de datos y presentación de informes.  El 
equipo recibirá todas las formas y registros que se usan en la recopilación de datos y presentación 
de informes de todos los niveles del sistema para los indicadores relacionados (por ejemplo, 
expedientes de pacientes, formularios de registro de clientes, registros, informes mensuales, etc.). 
 


4) Otra documentación para la revisión de los sistemas.  Los demás documentos solicitados 
son necesarios para que el equipo de auditoria pueda comenzar a evaluar el sistema de 
recopilación de datos y presentación de informes para los indicadores seleccionados. La lista de 
estos documentos se provee en la Tabla 1 - Paso 2. En caso de que el programa/proyecto no 
tenga esta documentación disponible, el equipo de auditoria deberá dar seguimiento al llegar al 
país con los administradores del programa/proyecto. 
 
Además, la organización que solicita la auditoria deberá también proveer al equipo de auditoria 
documentos con todos los antecedentes relevantes sobre al país y el programa/proyecto. 


 
Paso 2 – Tabla 1. Lista de áreas funcionales de auditoria y documentación que deberá 


solicitarse del programa/proyecto para la revisión de gabinete (de haberla)


Áreas 
funcionales 


Documentación general solicitada Marcar 
si se 


provee 
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Paso 2 – Tabla 1. Lista de áreas funcionales de auditoria y documentación que deberá 


solicitarse del programa/proyecto para la revisión de gabinete (de haberla)


Contactos 
 Nombres y referencias para contactar los funcionarios clave del 


programa/proyecto, entre ellos el personal responsable de las 
actividades de manejo de datos.   


 


I - Estructuras, 
funciones y 
capacidades de 
M y E  


 Organigrama con responsabilidades de M y E.  


 Lista de los puestos de M y E y su clasificación (por ejemplo, a tiempo 
completo o parcial, ocupado o vacante).   


 


 Plan de capacitación de M y E, si existe.  


II- Definiciones 
de indicadores y 
guías para la 
presentación de 
informes 


 Instrucciones a las instalaciones que presentan servicios sobre los 
requisitos y fechas para entregar informes. 


 


 Descripción de cómo se registra la entrega de los servicios en los 
registros y en otros documentos como el registros de servicios y los 
informes rutinarios de la instalación. 


 


 Diagrama detallado del flujo de los datos que incluya: 


o desde las instalaciones proveedores de servicios hasta los niveles 
intermedios de agregación (por ejemplo, oficinas de distrito, oficinas 
de provincia, etc.); y 


o desde los niveles intermedios de agregación (de haberlos) hasta la 
unidad de M y E. 


 


 Plan nacional de M y E, si existe.  


 Definiciones operacionales de los indicadores que están siendo 
auditados.  


 


III- Formularios 
y herramientas 
de recopilación 
de datos y 
preparación de 
informes 


 Formularios de recopilación de datos para los indicadores que están 
siendo auditados. 


 


 Formularios de presentación de informes para los indicadores que 
están siendo auditados. 


 


 Instrucciones para llenar los formularios de recopilación de datos y 
presentación de informes. 
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Paso 2 – Tabla 1. Lista de áreas funcionales de auditoria y documentación que deberá 
solicitarse del programa/proyecto para la revisión manual (de haberla) 


 
Áreas 
funcionales 


Documentación general solicitada Marcar 
si se 


provee 
 


IV- Procesos de 
manejo de datos  


 Documentación por escrito de los procesos de manejo de datos, 
incluyendo una descripción de todos los pasos de verificación, 
agregación y manipulación de datos realizados en cada nivel del 
sistema de presentación de informes. 


 


 Procedimientos por escrito para abordar dificultades específicas de la 
calidad de los datos (por ejemplo, conteo doble, "sin seguimiento"), 
incluyendo las instrucciones enviadas a las instalaciones que presentan 
los informes. 


 


 Guías y procedimientos para las visitas de supervisión. 
 


V- Interfase con 
el sistema 
nacional de 
información  


 Documentos sobre la interfase entre sistema de información de datos 
del programa/proyecto y el sistema nacional de información.  


 


 
La revisión de los sistemas será realizada respondiendo al Protocolo 1 del DQA:  Protocolo de 
evaluación del sistema.  El protocolo está organizado en cinco áreas funcionales con trece 
preguntas claves que son de importancia crítica para evaluar si el sistema de manejo de datos del 
programa/proyecto está bien diseñado e implementado para generar datos de calidad.  Revisar la 
documentación proporcionada antes de visitar el programa/proyecto reducirá la carga de trabajo 
para el personal de manejo de datos en la unidad de M y E.   
 
B – OBTENCIÓN DE LA AUTORIZACIÓN NACIONAL 
 
En ciertos casos, es posible que se requiera autorización oficial de alguna otra oficina, como 
alguna agencia auditora nacional, para aplicar el DQA.  El ANEXO 2, Paso 2 – Plantilla 3 provee 
un ejemplo de carta de solicitud de alguna autorización adicional para realizar la auditoria sobre la 
calidad de los datos.  Esta carta deberá ser enviada por la organización que solicitó el DQA. Los 
destinatarios de la carta de autorización variarán según el programa o proyecto que esté siendo 
auditado. La autorización oficial y cualquier otro permiso pertinente para realizar el DQA de los 
donantes que apoyan las instalaciones auditadas o los funcionarios de programas/proyectos 
deberán incluirse como documento adjunto en el informe final de auditoria.   
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El paso 3 puede ser realizado por la organización que solicitó el DQA  y/o el equipo de auditoria. 


 
Esta sección presenta cuatro alternativas para seleccionar las instalaciones en las que los equipos 
auditores de datos realizarán su trabajo.  Las alternativas se presentan en orden de complejidad, 
comenzando con el marco muestral A, no estadístico, hasta el marco muestral D, que es un 
método de muestreo por conglomerado en etapas múltiples para hacer deducciones estadísticas 
sobre la calidad de los datos a escala nacional. Las estrategias de muestreo B y C representan 
puntos intermedios entre los métodos estadístico y no estadístico y ofrecen al equipo de auditoria 
la oportunidad de adecuar a un conjunto de instalaciones según necesidad o interés. 
 
La organización que solicitó el DQA deberá decidir cuál estrategia de muestreo utilizar basándose 
en el objetivo del DQA y en los recursos disponibles. Basándose en el tipo de muestreo, la 
agencia auditora determinará que instalaciones serán auditadas. La organización que solicita el 
DQA podrá participar en las decisiones sobre la selección de instalaciones, especialmente si el 
muestreo no es aleatorio. 
 
A – MÉTODO DE SELECCIÓN A: SELECCIÓN POR PROPÓSITO 
 
Ésta es una muestra predeterminada que la organización que solicita el DQA propone al equipo 
auditor.  En algunos casos, la auditoria sobre la calidad de los datos se enfoque específicamente 
en un conjunto predeterminado de instalaciones proveedores de servicios.  En ese caso, no se 
necesita de un marco muestral. Sin embargo, los resultados de la auditoria , con una muestra 
“a propósito” no pueden usarse para hacer proyecciones generalizadas (o deducciones 
estadísticas) sobre el total de la población de instalaciones en el país.  Los resultados se 
limitarán a esas instalaciones visitadas por el equipo de auditoria. 
 
B – MÉTODO DE SELECCIÓN B: SELECCIÓN RESTRINGIDA A UNA INSTALACIÓN 
 
El marco muestral B es un diseño restringido a una instalación.  Se usa comúnmente para sustituir 
el muestreo de probabilidad (basándose en un algoritmo aleatorio) y es un buen diseño para 
comparar los resultados de control durante varios períodos.  El diseño restringido a una 
instalación, el equipo de auditoria selecciona una instalación en se hará todo el trabajo.  El 
beneficio de este método es que el equipo puede concentrar sus esfuerzos en una sola instalación 
y ejercer un alto nivel de control sobre la implementación de los protocolos de auditoria, así como 
adquirir conocimientos de los sistemas específicos de la instalación de donde se obtuvieron los 
resultados.  La estrategia de muestreo B es ideal para evaluar los efectos de una 
intervención para mejorar de la calidad de los datos (experimental).  Por ejemplo, el DQA se 
implementa en una instalación y obtiene una línea de base.  Se realiza una intervención (por 
ejemplo, capacitación), y el DQA se implementa nuevamente al final.  Ya que todos los 
factores que pueden afectar la calidad de los datos son los mismos antes y después de la 
evaluación, cualquier diferencia en la calidad de los datos se podría atribuir a la 
intervención.  Tal método de repetición de medidas con el uso de DQA podría ser muy costoso si 
se un plan de muestreo en varias instalaciones. 
 
C – MÉTODO DE SELECCIÓN C: MUESTREO ALEATORIO ESTRATIFICADO  
 


PASO 3. SELECCIÓN DE LAS INSTALACIONES QUE SERÁN AUDITADAS 
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El equipo de control auditor usa este marco muestral con el fin de aumentar al máximo la 
exposición a instalaciones importantes con un mínimo de tiempo y dinero en su implementación.  
En general, la estrategia de muestreo C consiste en una selección aleatoria de instalaciones 
dentro un grupo particular según un atributo de interés.  Ejemplos de esos atributos incluyen la 
ubicación (por ejemplo, urbana/ rural, regional/de distrito), el volumen de servicios, el tipo de 
organización (por ejemplo, religiosa, no gubernamental) o el desempeño en evaluaciones del 
sistema (por ejemplo, instalaciones que obtuvieron puntajes bajos en la M y E Systems 
Strengthening Tool [Herramienta de fortalecimiento de los sistemas de M y E]), etc. 
 
El muestreo aleatorio estratificado permite que el equipo de auditoria proyecte los 
hallazgos del control a todas las demás instalaciones que sean parte del atributo de interés 
(como todas las instalaciones rurales, todas las instalaciones muy grandes, todas las 
instalaciones religiosas, etc.).  De esta manera, los hallazgos de la auditoria pueden 
generalizarse al grupo de instalaciones a la cual pertenecen las instalaciones muestreadas.  Esta 
habilidad de generar estadísticas y hacer ese tipo de generalizaciones puede ser importante y se 
explica con más detalles en la siguiente sección que describe la estrategia de muestreo D. 
 
El muestreo estratificado utilizado en la estrategia C es subnacional: eso significa que los 
auditores de calidad de los datos no intentan hacer generalizaciones a nivel nacional.  En ese 
sentido, la estrategia difiere de la estrategia de muestreo D debido a su alcance limitado.  Ambas 
estrategias usan muestreo aleatorio (que se explica con más detalles en el Anexo 4), lo que 
significa que dentro de una conglomerado particular de instalaciones (marco de muestreo), cada 
instalación tiene igual probabilidad de ser seleccionada para la muestra de control.  
 
El factor de verificación sobre la calidad de los datos se aplica al grupo con el atributo de interés, 
pero sin alcance nacional.   
 
D – MÉTODO DE SELECCIÓN D: MUESTREO POR CONGLOMERADO EN ETAPAS 
MÚLTIPLES 
 
La estrategia de muestreo D se usa para calcular un factor de verificación a nivel nacional 
sobre los indicadores del programa; es compleja y requiere el uso de información actualizada y 
completa sobre la distribución geográfica de las instalaciones (para los indicadores 
seleccionados), así como los resultados (conteos) específicos de las instalaciones del indicador 
que será auditado.  La estrategia de muestreo D podría también denominarse una muestra por 
conglomerado en dos etapas (modificada en el sentido que se toma una muestra aleatoria 
estratificada, en lugar de una muestra aleatoria simple de las instalaciones seleccionadas). 
 
El muestreo por conglomerado es una variante del muestreo aleatorio simple (en el que todas las 
instalaciones se elegirían al azar) que permite realizar una auditoria en un grupo de instalaciones 
más manejable.  Si todas las instalaciones se eligieran aleatoriamente, quedarían dispersas por 
todo el país y requerirían mucho tiempo y recursos para ser auditadas.  El muestreo por 
conglomerado permite que se seleccionen pocos distritos, reduciendo así la cantidad de viajes 
que deben hacer los auditores. 
 
Un plan de muestreo científico implica el uso de la teoría de probabilidad y conlleva estadísticas.  
En este contexto, el propósito de la estadística es permitir que los auditores produzcan hallazgos 
cuantitativos de la calidad de los datos que puedan interpretarse como estimaciones de la calidad 
de los datos del programa/proyecto total, no sólo de la calidad de las instalaciones seleccionadas.  
Además, una muestra científica permite que se cuantifique la certidumbre de las estimaciones de 
precisión determinadas por el control (es decir, intervalos de confianza). Los beneficios de un plan 
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de muestreo proporcionalmente representativo de ese tipo van más allá del cálculo de factores de 
verificación y se aplican a todos los hallazgos del control de la calidad de datos empíricos.  
 
La unidad de muestreo principal de la estrategia de muestreo D es el conglomerado, que se 
refiere a la unidad administrativa, política o geográfica dentro de la cual están ubicadas las 
instalaciones proveedores de servicios.  En la práctica, una conglomerado se selecciona 
usualmente por unidad geográfica, como un distrito.  Por último, la selección de una conglomerado 
permite que el equipo de auditoria ajuste el plan de muestreo al programa del país.    
 
La estrategia delineada aquí utiliza la probabilidad en proporción al tamaño (PPT) para obtener el 
conjunto final de instalaciones que visitará el equipo de auditoria.  La estrategia de muestreo D 
genera una selección de instalaciones para ser visitadas por el equipo de auditoria que 
representan proporcionalmente a todas las instalaciones en las que se están implementando 
actividades que prestan apoyo a los indicadores bajo estudio. 
 
Los conglomerados se seleccionan en la primera etapa usando un muestreo aleatorio sistemático 
entre los conglomerados con programas activos que reportan el indicador de interés se incluyen 
en el marco muestral.  En la segunda etapa, las instalaciones proveedores de servicios del 
conglomerado seleccionados se eligen por muestreo aleatorio estratificado por volumen en la 
prestación de servicios. 
 
La cantidad de instalaciones seleccionadas para un DQA dependerá de los recursos disponibles y 
el nivel de precisión deseado para la estimación del factor de verificación a nivel nacional.  Los 
equipos de auditoria deberán colaborar con la organización que solicitó el DQA para determinar la 
cantidad correcta de instalaciones de un programa e indicador.  El Anexo 4 contiene una 
explicación detallada y un ejemplo ilustrativo de la estrategia de muestreo D para seleccionar 
agrupaciones e instalaciones para el DQA. 
 
Aviso: Se ha cuestionado la exactitud de las estimaciones del factor de verificación calculado 
mediante la metodología de muestreo de la alianza GAVI empleada aquí.3 Se recomienda 
firmemente que la agencia auditora tenga acceso a un especialista en muestreo que pueda guiar 
el desarrollo de muestras representativas y que los factores de verificación calculados por estos 
métodos se interpreten con cautela. 


                                                 
3  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the 
Immunization Data Quality Audit (DQA) (Estudio de diseño y simulación de un control de la calidad de los 
datos sobre inmunización)  Ann Epidemiol  2007;17:628–633. 
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El paso 4 es realizado por el equipo de auditoria. 
 
La agencia auditora tendrá que prepararse para las visitas a las instalaciones que serán 
auditadas. Además de informar al programa/proyecto, obtener una lista de las instalaciones 
pertinentes y solicitar la documentación (Pasos 2 y 3), la agencia auditora tendrá que: (1) estimar 
el tiempo necesario para realizar la auditoria (y trabajar con el programa/proyecto para hacer un 
cronograma ve visitas); (2) formar un equipo de auditoria con las destrezas necesarias; y (3) 
preparar los materiales para las visitas.  Por último, la agencia auditora tendrá que hacer planes 
de viaje para las visitas.   


  
A – ESTIMACIÓN DEL TIEMPO  
 
Dependiendo de la cantidad y la ubicación de las instalaciones muestreadas, la agencia auditora 
tendrá que estimar cuánto tiempo llevará realizar la auditoria.  Como regla general: 
 


 Típicamente, la unidad de M y E requerirá 2 días (un día al comienzo y un día al final 
de las visitas a las instalaciones); 


 Cada nivel intermedio de agregación (por ejemplo, oficinas de distrito o 
provincia) requerirá entre medio a un día; 


 Cada instalación proveedor de servicios requerirá entre medio a dos días (es 
posible se requiera más de un día para instalaciones con flujos de cientos, 
instalaciones que tengan centros satélite o cuando se realizan "supervisiones al azar"). 


 El equipo de auditoria deberá también planear un día de trabajo después de las visitas 
para prepararse para la reunión con la unidad de M y E. 


 
En la Tabla 1 - Paso 4 se provee un ejemplo de programa diario ayudar al equipo auditor planear  
el tiempo total para visitar las instalaciones seleccionadas. 


PASO 4. PREPARACIÓN DE LAS VISITAS DE AUDITORÍA EN LAS 
INSTALACIONES 
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Paso 4 – Tabla 1. Ejemplo de cronograma diario para las visitas de auditoria  y reuniones


 


País:  Indicador:  


Fecha:  Enfermedad: Equipo: 


Actividad Tiempo 
estimado


Comentarios


Aviso:  añada días para viajes y trabajo en equipo de los auditores, según sea necesario 
 


UNIDAD DE M y E (Inicio) – 1 día     


1 Introducción y presentación del proceso de DQA 30 min Mañana – día 1 


2 Preguntas y respuestas 15 min Mañana – día 1 


3 Confirmación del período de informe 15 min Mañana – día 1 


4 


Completar el “Protocolo 1 de DQA: Evaluación del 
sistema” 


a. Solicitar documentación adicional (si se necesita)  


b. Plantear y obtener respuestas para el protocolo  


2 horas Mañana – día 1 


5 
Completar el “Protocolo 2 de DQA:  Verificación de los 
datos” 2 a 4 horas Tarde – día 1 


 
PUNTO DE ENTREGA DE SERVICIOS – entre ½ día y 2 días4


1 Introducción y presentación del proceso de DQA 30 min Mañana – día 1 


2 Preguntas y respuestas 15 min Mañana – día 1 


3 
Plantear el período de informe y el tiempo de 
observación de los servicios 15 min Mañana – día 1 


4 


Completar el “Protocolo 1 de DQA: Evaluación del 
sistema” 


a. Solicitar documentación adicional (si se necesita) 


b. Plantear y obtener respuestas a las preguntas 
del protocolo  


1 a 2 horas Mañana – día 1 


5 
Completar el “Protocolo 2 de DQA:  Verificación de los 
datos” 


4 a 15 
horas  


 -- Observación/Descripción 1 hora Tarde – día 1 


  -- Revisión de la documentación 1 a 2 horas Tarde – día 1 


 -- Rastreo y verificación 1 a 4 horas Tarde – día 1 


 -- Verificaciones cruzadas  1 a 2 horas Tarde – día 1 


 -- Supervisiones al azar 0 a 6 horas Día 2 (si se aplica) 
 


                                                 
4  El tiempo necesario en los puntos de entrega de servicios variará de uno a dos días dependiendo del 


numero de datos reportados que deben verificarse y si se realizaran  inspecciones al azar. 
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Paso 4 – Tabla 1. Ejemplo de cronograma diario para las visitas de auditoria  y reuniones
 


País:  Indicador:  


Fecha:  Enfermedad: Equipo: 


Actividad Tiempo 
estimado


Comentarios


NIVEL INTERMEDIO DE AGREGACIÓN – entre ½ día y 1 día    


1 Introducción y presentación del proceso de DQA 30 min Mañana – día 1 


2 Preguntas y respuestas 15 min Mañana – día 1 


3 Planteamiento del período de informe 15 min Mañana – día 1 


4 


Completar el “Protocolo 1 de DQA: Evaluación del 
sistema” 


a. Solicitar documentación adicional (si se necesita)  


b. Plantear y obtener respuestas a las preguntas 
del protocolo  


1 a 2 horas Mañana – día 1 


5 
Completar el “Protocolo 2 de DQA:  Verificación de los 
datos” 2 a 4 horas Tarde – día 1 


 


DÍA DE TRABAJO DEL EQUIPO DE AUDITORIA   


1 
Revisión y consolidación de los Protocolos 1 y 2 de 
DQA 1 a 2 horas Mañana 


2 
Finalización de los hallazgos preliminares y 
recomendaciones 3 horas Mañana 


3 
Preparación de la presentación para la reunión con la 
unidad de M y E 4 horas Tarde 


 
UNIDAD DE M y E (Fin) – 1 día   


1 Reunión de clausura 2 a 3 horas Mañana 
 
B – COMPOSICIÓN DEL EQUIPO DE AUDITORIA  
 
Aunque la organización que solicitó el DQA seleccionará la organización que realice la auditoria, 
se recomienda que los equipos de auditoria tengan las siguientes destrezas: 
 


 Salud pública (en relacionado al área de salud e indicadores auditados) 
 Auditoria de programas 
 Evaluación de programas (por ejemplo, sistemas de información de salud, diseño de 


sistemas de M y E, preparación de informes de indicadores)  
 Manejo de datos (por ejemplo, buen entendimiento y habilidades en el diseño de 


sistemas de datos y manejo de bases de datos) 
 Excel (se prefieren destrezas sólidas de manipulación, modificación y/o creación de 


archivos y hojas de cálculo); y 
 Idealmente experiencia en el país pertinente. 
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Entre los miembros del equipo de auditoria se pueden las destrezas mencionadas.  Aunque el 
número total de miembros de un equipo puede variar, según el tamaño del proyecto de auditoria, 
se recomienda que el equipo tenga un mínimo de 2 a 4 consultores, incluyendo por lo menos 1 
consultor principal. El equipo puede ser internacional y/o regionales. Además, si los consultores no 
hablan el idioma del país, el equipo debe contar con a uno o más traductores independientes. 
 
Al visitar las instalaciones, el equipo de auditoria tendrá que dividirse en subequipos y combinarse 
por lo menos con un representante del programa/proyecto.  Cada subequipo será responsable de 
visitar una cantidad de instalaciones (por ejemplo, un subequipo visitaría las instalaciones A, B y 
C, mientras que el segundo subequipo visitaría las instalaciones D, E y F).  Para los subequipos 
que visiten instalaciones con sistemas computarizados, un miembro del equipo deberá tener la 
habilidad de realizar consultas en la base de datos. 
 
Finalmente, la organización que solicitó el DQA podría pedir otras destrezas en los equipos. Todos 
los miembros del equipo deben estar familiarizados con los protocolos de indicadores y con el 
programa/proyecto. 
 
C – APOYO LOGÍSTICO 
 
Materiales para llevar a las visitas de auditoria 
 
Cuando el equipo de auditoria visite el programa/proyecto, deberá estar preparado con los 
materiales para realizar los pasos de la auditoria.  La lista de materiales con los cuales debe ir 
preparado el equipo de auditoria se muestra en el Anexo 3, Paso 4 – Plantilla 4. 
 
Aviso:  Aunque los protocolos del DQA están en archivos electrónicos en Excel, el equipo de 
auditoria deberá tener copias impresas de todos los protocolos necesarios.  En algunos casos, 
será posible usar computadoras durante las visitas, pero en otros, el equipo de auditoria tendrá 
que completar los protocolos en papel y luego traspasar los hallazgos al archivo en Excel. 
 
Planificación de viajes 


 
El equipo de auditoria deberá desarrollar el plan de visitas con el programa/proyecto (si el equipo 
es externo) – tanto para concertar las citas como para coordinar con el personal del 
programa/proyecto sobre quien acompañará al equipo de auditoria.  También deberá hacer 
arreglos de transporte a las instalaciones y alojamiento para el equipo.   
 







 


 Auditoria sobre calidad de datos | 36 


 


 


El paso 5 es realizado por el equipo de auditoria. 
 
El objetivo de revisar y evaluar el diseño y el funcionamiento del sistema de manejo de datos y 
presentación de informes del programa/proyecto es determinar si el sistema es capaz de producir 
informes de buena calidad de datos si se implementa según se haya planificado. La revisión y 
evaluación se efectúa en varios pasos, entre ellos una revisión de la información suministrada por 
adelantado por el programa/proyecto y revisiones de seguimiento en la unidad de M y E en 
instalaciones proveedoras de servicios y en niveles intermedios de agregación. Durante la revisión 
de gabinete, el equipo de auditoria trabajará en las preguntas del Protocolo 1 de DQA: 
Evaluación del sistema basándose en la documentación suministrada. No obstante, el equipo de 
auditoria deberá anticipar que no toda la documentación requerida será presentada antes de 
iniciar la misión al país. 


 
Idealmente, la revisión de gabinete dará al equipo de auditoria un buen entendimiento sobre el 
sistema de presentación, si da información completa,  la disponibilidad de la documentación sobre  
el sistema y mas pistas para la auditoria.  Como mínimo, la revisión de gabinete identificará áreas 
y problemas que el equipo de auditoria tendrá que abordar en la unidad de M y E (FASE 2). 
 
Debido a que el sistema de M y E puede variar según el indicador y podría ser mejor para algunos 
indicadores que para otros, el equipo de auditoria tendrá que llenar el Protocolo 1 de DQA: 
Evaluación del sistema, para cada indicador del programa/proyecto. No obstante, si los 
indicadores seleccionados para la auditoria se informan a través de los mismos formularios y 
sistemas de informe de datos (por ejemplo, cifras de TAR e IO o cifras de detección y tratamiento 
exitoso de TB), podría completarse sólo un Protocolo 1 de DQA: Evaluación del sistema. 
 
El ANEXO 1 tiene las 39 preguntas del Protocolo 1 de DQA: Evaluación del sistema, que el 
equipo completara sobre la revisión de la documentación y las visitas a las instalaciones. 
 
El equipo de auditoria deberá tomar apuntes suficientemente detallados o recolectar "documentos 
de trabajo" como referencia para justificar los resultados finales.  Los protocolos tienen un espacio 
para anotar comentarios durante las reuniones con el personal del programa/proyecto. Además, si 
se necesitan comentarios más detallados para apoyar los hallazgos y recomendaciones en 
cualquier nivel de la auditoria, el equipo de auditoria deberá identificarlos como “documentos de 
trabajo” y deberá hacerse referencia al número de identificación correspondiente en la columna 
indicada en las plantillas y los protocolos de DQA. Por ejemplo, podrían asignarse números a los 
“documentos de trabajo” y anotar el número de referencia correspondiente en la columna indicada 
de las plantillas y los protocolos de DQA. Es también importante mantener notas de las entrevistas 
o reuniones clave con los administradores y el personal de M y E.  El Anexo 3, Paso 5 – Plantilla 
1 provee un formato para las notas.  


PASO 5. REVISIÓN DE LA DOCUMENTACIÓN 
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FASE 2: UNIDAD DE M y E DEL PROGRAMA/PROYECTO 
 


 
 
 


 


La segunda fase del DQA se realiza en la unidad de M y E del 
programa/proyecto. Los pasos de la FASE 2 son: 
 
6. Evaluar el diseño e implementación del sistema de 


manejo de datos y presentación de informes de la unidad 
de M y E. 


 
7. Comenzar a rastrear y verificar los resultados de los 


niveles intermedios de agregación (o instalaciones 
proveedoras de servicios) a la unidad de M y E. 


 
Durante la FASE 2, el equipo de auditoria deberá reunirse con 
el jefe de la unidad de M y E y demás personal clave que 
participa en el manejo de datos y la presentación de informes. 
 
Los pasos de la FASE 2 tomará un día aproximadamente. 
 


 
 


FASE 2 


6- Evaluación de los 
sistemas de manejo 


de datos 


7- Rastreo y 
verificación de los 
resultados de los 


informes de niveles 
intermedios de 


agregación 


 
Unidad de 
manejo de  


M y E  
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El paso 6 es realizado por el equipo de auditoria. 


 
Aunque el equipo de control de la calidad de los datos puede decir mucho sobre el diseño del 
sistema de manejo de datos y presentación de informes basándose en la revisión de gabinete 
previa a la visita, es necesario realizar un seguimiento en los tres niveles (la unidad de M y E, los 
niveles intermedios de agregación y los establecimientos proveedores de servicios) antes de 
concluir finalmente sobre la habilidad general del sistema de recopilar e informar datos de calidad.  
El equipo de auditoria también deberá anticipar la posibilidad de que un programa/proyecto tenga 
algunos sistemas de presentación de informes de datos que funcionan bien para ciertos 
indicadores, pero no para otros.  Por ejemplo, un programa/proyecto podría tener un buen sistema 
para recopilar datos relacionados con el tratamiento TAR y otro ineficaz para recopilar datos sobre 
las actividades de prevención basadas en la comunidad. 
 
El Protocolo 1 de DQA: Evaluación del sistema en Excel contiene una hoja de cálculo para 
completar en la unidad de M y E. El equipo de auditoria tendrá que completar el protocolo y 
obtener documentación de apoyo para las respuestas de la unidad de M y E del 
programa/proyecto.  La manera más rápida de hacerlo es entrevistando a los funcionarios y 
personal clave que manejan los datos del programa/proyecto y dirigir las preguntas a problemas 
no resueltos sobre el diseño del sistema, luego de la revisión de gabinete de la documentación 
recibida.  Con suerte, una reunión será suficiente para que el equipo de auditoria complete la 
sección (hoja de cálculo) del Protocolo 1 de DQA: Evaluación del sistema para la unidad de M y 
E. 
 
Es importante que el equipo de auditoria incluya apuntes y comentarios en el Protocolo 1 de 
DQA: Evaluación del sistema para documentar el diseño general (y la implementación) del 
sistema de manejo de datos del programa/proyecto e identificar áreas que necesitan mejorar.  Las 
respuestas a las preguntas y los apuntes ayudarán al equipo a responder las 13 Preguntas de 
resumen del equipo de auditoria al final del DQA (véase el Paso 12 – Tabla 2 para obtener la lista 
de preguntas, las cuales se completaran en la FASE 5 – PASO 12). 
 
A medida que el equipo completa el Protocolo 1 de DQA: Evaluación del sistema, deberá tener 
presentes las siguientes dos preguntas que darán forma a los hallazgos preliminares (Paso 13) y el 
informe de auditoria (que se redactará en el Paso 15 y se finalizará en el Paso 17): 


1. ¿Garantiza el diseño del sistema general de recopilación de datos y presentación de 
informes, si se implementara según se lo planificado, datos de buena calidad?   Si es así, 
o no, indique porque? 


 
2. ¿Qué hallazgos de la auditoria del sistema ameritan recomendaciones para cambiar el 


diseño para mejorar la calidad de los datos?  Éstos deben documentarse en el Protocolo 
1 de DQA: Evaluación del sistema. 


 
Aviso: Cuando el equipo de auditoria se reúne con la unidad de M y E, se deberá determinar 
cómo se comunicarán los hallazgos de la auditoria al personal de los niveles inferiores. Los países 
tienen diferentes vías comunicación; en algunos el equipo de auditoria  comunicará los hallazgos 
preliminares en cada nivel, mientras que en otros, la unidad de M y E preferirá compartir los 


PASO 6. EVALUACIÓN DE LOS SISTEMAS DE MANEJO DE DATOS  
(EN LA UNIDAD DE M y E) 
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hallazgos al finalizar. Es importante que el equipo de auditoria respete el protocolo de cada país. 
El plan de retroalimentación deberá cubrir todos los niveles.  
 


 
El paso 7 es realizado por el equipo de auditoria. 


 
El Paso 7, el primero de tres pasos de verificación, evaluará, en una escala limitada, si las 
instalaciones proveedoras de servicios, los niveles intermedios de agregación (distritos o regiones) 
y la unidad de M y E están recopilando, agregando e informando de manera precisa y a tiempo. 
 
El equipo de auditoria usará la versión adecuada del Protocolo 2 de DQA:  Verificación de 
datos para los indicadores auditados, para determinar si las instalaciones han registrado con 
precisión la entrega de servicios en los registros. Luego, rastrearán esos datos para determinar si 
los totales han sido agregados sin errores y/o manipuladas de cómo se presentaron inicialmente 
por las instalaciones proveedoras de servicios, los niveles intermedios, y a la unidad de M y E. El 
protocolo tiene acciones específicas que el equipo deberá realizar en cada nivel del sistema de 
informe de datos (para ver más detalles sobre el Protocolo 2 de DQA:  Verificación de los 
datos, pasos 9 y 11.) No obstante, en algunos países, las instalaciones proveedoras de servicios 
podrían reportar directamente a la unidad central de M y E, sin pasar por niveles intermedios 
(distritos o regiones).  En esos casos, las verificaciones realizadas en la unidad de M y E deberán 
basarse en los informes presentados directamente por las instalaciones proveedoras de servicios. 
 
Ejercicio de verificación de los datos implica volver a contar las cantidades del nivel en el que 
fueron registradas inicialmente, entonces por fines prácticos, se puede llenar primero la hoja de 
cálculo de la unidad de M y E en el Protocolo 2 de DQA: Verificación de los datos.  De esa 
forma el equipo de auditoria tendrá las cifras agregadas de la unidad de M y E y, como puntos de 
referencia para los totales esperados cuando se vuelvan a contar en las instalaciones y en los 
niveles intermedios. 


PASO 7.  RASTREO Y VERIFICACIÓN DE LOS RESULTADOS DE LOS NIVELES 
INTERMEDIOS DE AGREGACIÓN (EN LA UNIDAD DE M y E) 
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El equipo de auditoria completará los siguientes pasos del Protocolo 2 de DQA:  Verificación de 
los datos en la unidad de M y E:  
 
1. Reagregación de los totales de todas las instalaciones intermedias de agregación:  Los 


resultados de todas las instalaciones intermedias de agregación (distritos o regiones) deben 
volver a agregarse y compararse con los reportes preparados por la unidad de M y E. El 
equipo de auditoria deberá identificar las razones de cualquier discrepancia entre los 
resultados verificados y los reportados. 


 
 ESTADÍSTICA: Calcular la razón de verificación de resultados por la  


unidad de M y E. 
 


Suma de los conteos de todas las instalaciones intermedias de agregación 
Conteo total del reporte presentado por la unidad de M y E 


 
2. Copiar los resultados de las instalaciones intermedias auditadas según se observan en 


el informe de resumen preparado por la unidad de M y E.  Para calcular el factor de ajuste 
(necesario para derivar un factor de verificación compuesto – véase el ANEXO 5), el equipo 
de auditoria tendrá que encontrar las cifras disponibles en la unidad de M y E para las 
instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el 
informe de resumen preparado por la unidad de M y E o en una base de datos. 


 


3. Verificar la disponibilidad, integridad y puntualidad de los informes de todas los puntos 
intermedios de agregación. ¿Cuántos informes deberían haber de todos los puntos?  
¿Cuántos hay?  ¿Se recibieron a tiempo? ¿Están completos/íntegros? 


 
 ESTADÍSTICA:  Calcular el % de todos los informes que están A) disponibles; B) a tiempo; 


y C) completos.   
 
A) % de informes disponibles (disponibles para el equipo de auditoria) =  


Total de informes recibidos de todas las instalaciones intermedias 
Total de informes esperados de todas las instalaciones intermedias de agregación 


 
B) % de informes a tiempo (recibidos antes o en la fecha límite) =  


Total de informes recibidos a tiempo de todas las instalaciones intermedias 
Total de informes esperados de todas las instalaciones intermedias 


 
C) % de informes completos =  


Total informes completos de todas las instalaciones intermedias de agregación 
Total informes esperados de todas las instalaciones intermedias de agregación  


 
Es decir, para que un informe se considere completo, debe incluir por lo menos (1) el 
conteo relativo al indicador; (2) el período de informe; (3) la fecha de presentación del 
informe; y (4) la firma del miembro del personal que presentó el informe. 


 
Advertencia: Si existe algún indicio de que algunos de los informes fueron fabricados (para fines 
de la auditoria), el equipo de auditoria deberá registrar estos informes como “no disponibles” y 
buscar otras fuentes de datos para confirmar los conteos (por ejemplo, un informe de fin de año de 
la instalación, que contenga resultados del período de informe que esté siendo auditado). En 
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último caso, el equipo de auditoria podría visitar las instalaciones en las cuales los informes 
parecen haber sido fabricados para confirmar los totales. En cualquier caso, si esos conteos no 
pueden ser confirmados, el equipo de auditoria deberá descartarlos y reportar “0” para esas 
instalaciones en el Protocolo 2 de DQA: Verificación de los datos. 
 
Aviso: En ninguna circunstancia deberá el equipo registrar información que identifique a nadie, 
fotocopias, ni sacar ningún documentos de la unidad de M y E. 
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FASE 3: NIVELES INTERMEDIOS DE AGREGACIÓN 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
La tercera fase del DQA tiene lugar en uno o más niveles 
intermedios de agregación, donde los que los datos 
provenientes de las instalaciones proveedoras de servicios se 
agregan con datos de otras instalaciones de servicio y de allí, 
se reportan a  las oficinas centrales del programa/proyecto.  
Los pasos de la FASE 3 son:   
 


8. Determinar si componentes clave del sistema de 
manejo de datos e informes se han implementado en 
las instalaciones intermedias (distritos o regiones). 


 
9.  Rastrear y verificar las cifras provenientes de las 


instalaciones proveedoras de servicios, los pasos que 
se siguieron, y manipulaciones a nivel de 
instalaciones intermedias. 


 
Durante la FASE 3, el equipo de auditoria deberá reunirse con 
personal de M y E del programa/proyecto en el nivel 
intermedio, incluyendo miembros del personal de M y E y otro 
personal que colabore agregando los datos provenientes de 
las instalaciones, y que reporten esos resultados agregados (o 
manipulados) al siguiente nivel.   
 
Nota: Como se indicó anteriormente, en algunos países, las 
instalaciones proveedoras de servicios podrían reportar 
directamente a la unidad central de M y E, sin pasar por 
niveles intermedios. En esos casos, el equipo de auditoria no 
tiene que realizar la FASE 3. 
 
Se estima que los pasos de la FASE 3 tomarán entre medio 
día y un día. 


 
 


8. Evaluación de los 
sistemas de manejo 


de datos 


9. Rastreo y 
verificación de los 
resultados de los 
informes de las 
instalaciones 


FASE 3 


 Niveles 
intermedios de 


agregación 
(distrito, región) 
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El paso 8 es realizado por el equipo de auditoria. 


 
En el Paso 8, el equipo de auditoria continúa la evaluación del sistema de manejo de datos y 
presentación de informes en los niveles intermedios de agregación y manipulación de datos antes 
de reportar a la unidad de M y E del programa/proyecto. Las instrucciones para llenar planilla de 
de los niveles intermedios del Protocolo 1 de DQA: Evaluación del sistema se encuentran en el 
archivo Excel del protocolo. 
 


 
El paso 9 es realizado por el equipo de auditoria. 


 
El equipo de auditoria continuará el Protocolo 2 de DQA: Verificación de, datos, pasos 9 y 11.  
 


Paso 9 – Tabla 1.  Nivele intermedio de agregación:  Dos tipos de verificación de datos  
 


Verificaciones Descripción Se 
requiere 


1. Revisión de la 
documentación 


Revisar la disponibilidad, puntualidad y totalidad de todos los informes 
esperados desde los puntos de provisión de servicios durante el 
período seleccionado. 


En todos 
los casos 


2. Rastreo y 
verificación 


Rastrear y verificar las cantidades: (1) Volver a sumar las cantidades 
reportadas por las instalaciones; (2) Comparar los totales con las 
cifras presentadas al siguiente nivel o unidad de M y E del programa/ 
proyecto); e (3) Identificar las razones si hay diferencias. 


En todos 
los casos 


 
En esta etapa de auditoria, la auditoria busca determinar si las instalaciones intermedias 
agregaron correctamente los resultados de los puntos proveedores de servicios. 


 


PASO 8. EVALUACIÓN DE LOS SISTEMAS DE MANEJO DE DATOS 
(EN LOS NIVELES INTERMEDIOS DE AGREGACIÓN) 


PASO 9. RASTREO Y VERIFICACIÓN DE RESULTADOS DE LOS INFORMES DE 
LAS INSTALACIONES 


(EN LOS NIVELES INTERMEDIOS DE AGREGACIÓN) 
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El equipo de auditoria realizará los siguientes pasos de control de la calidad de datos para cada 
uno de los indicadores seleccionados en los niveles intermedios de agregación:  
 
1. Agregar nuevamente las cantidades recibidas de todos los puntos proveedores de 


servicios: Los resultados de todos los puntos proveedores de servicios deben volver a 
agregarse y se debe compararse con las cifras de reporte preparado por la instalación 
intermedia de agregación. El equipo de auditoria deberá identificar los posibles motivos de 
cualquier discrepancia encontrada entre los resultados verificados y los reportados. 


 
 ESTADÍSTICA: Cálculo de la razón de verificación de los resultados para la instalación 


intermedia de agregación. 
 


Suma de los conteos de todos los puntos proveedores de servicios 
Conteo total del informe resumen preparado por la instalación intermedia de agregación 


 
2. Revisión de la disponibilidad, totalidad y puntualidad de los informes recibidos de todos 


los puntos proveedores de servicios.  ¿Cuántos informes deben haber de todos los puntos 
proveedores de servicios?  ¿Cuántos se pueden verificar?  ¿Llegaron a tiempo? ¿Están 
completos? 


 
 ESTADÍSTICA: Calcular el % de todos los informes que están A) disponibles; B) a tiempo; 


y C) completos. 
 
A) % de informes disponibles (disponibles para el equipo de auditoria) =  


Cantidad de informes recibidos de todos los puntos proveedores de servicios 
Cantidad de informes esperados de todos los puntos proveedores de servicios 


 
B) % de informes a tiempo (recibidos en la fecha límite) =  


Cantidad de informes recibidos a tiempo de todos los puntos proveedores de servicios 
Cantidad de informes esperados de todos los puntos proveedores de servicios 


 
C) % de informes completos (es decir, contienen todos los datos relevantes para medir el 
indicador)=  


Cantidad de informes completos de todos los puntos proveedores de servicios 
Cantidad de informes esperados de todos los puntos proveedores de servicios 


 
Es decir, para que un informe se considere completo, debe incluir por lo menos (1) el 
conteo sobre el indicador; (2) el período de informe; (3) la fecha de presentación del 
informe; y (4) la firma del miembro del personal que presentó el informe. 


 
Advertencia: Si existe algún indicio de que algunos de los informes fueron fabricados (para fines 
de auditoria), el equipo de auditoria deberá registrar estos informes como “no disponibles” y 
buscar otras fuentes de datos para confirmar los conteos (por ejemplo, un informe de fin de año de 
la instalación, que contenga resultados del período de informe que esté siendo auditado). Como 
última solución, el equipo de auditoria visitar las instalaciones en las cuales los informes parece 
haber sido fabricados y obtener directa de las cifras reportadas. Si estas cifras no pueden 
confirmarse, el equipo de auditoria deberá descartar las cifras informados y reportar “0” para esas 
instalaciones en el Protocolo 2 de DQA:  Verificación de los datos. 
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Aviso: En ninguna circunstancia el equipo registrara datos personales de los entrevistados, 
fotocopiar ni sacar documentos de las instalaciones intermedias auditadas. 
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FASE 4: INSTALACIONES PROVEEDORAS DE SERVICIOS  
 


 
 
 


 


La cuarta fase del DQA tiene lugar en las instalaciones 
proveedoras de servicios seleccionadas, en las que se realizan 
los siguientes pasos de control de la calidad de los datos: 
 
10. Determinar si elementos clave del sistema de manejo de 


datos y presentación de informes del  programa/proyecto 
están siendo implementados en las instalaciones 
intermedias proveedoras de servicios. 


 
11. Rastrear y verificar los datos informados en los registros 


para los indicadores seleccionados.    
 


Durante la FASE 4, el equipo de auditoria deberá reunirse con 
el personal clave a cargo de recopilación de datos y 
administración de la instalación, incluyendo el personal que 
lleno los registros, agregó datos y verificó los informes antes 
de reportarlos al siguiente nivel administrativo.  
 
Se estima que los pasos de la FASE 4 tomarán entre medio 
a dos días.  Es posible que se necesite más de un día para 
instalaciones grandes (donde hay cifras de varios cientos), 
instalaciones que tienen centros satélite o cuando se 
realicen "inspecciones al azar". 
 


 
 


FASE 4 


10. Evaluación del 
sistema de 


recopilación de 
datos y preparación 


de informes 


11. Rastreo y 
verificación de los 
resultados de los 


documentos fuente 


 
Instalaciones/ 


organizaciones 
proveedoras de 


servicios 
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El paso 10 es realizado por el equipo de auditoria. 


 
 
En el Paso 10, el equipo de auditoria completara la platilla en Excel de instalaciones proveedoras 
de servicios del Protocolo 1 de DQA: Evaluación del sistema. 
 
 


 
El paso 11 es realizado por el equipo de auditoria. 


 
En la instalación proveedoras de servicios, cada protocolo específico al indicador comienza con 
una descripción de los servicios prestados para orientar al equipo de auditoria sobre qué se 
“cuenta” y reporta. Eso ayudará al equipo de auditoria sobre los registros relevantes en el punto 
de entrega de servicios, los cuales pueden ser bastante distintos para cada indicador (por 
ejemplo, expedientes de pacientes, registros de capacitación, otros registros). 
 
Independientemente del indicador que se esta verificando o el tipo de instalación (clínica/basada 
en una institución o basada en la comunidad), el equipo de auditoria realizará todos o algunos de 
los siguientes pasos de verificación (Paso 11 – Tabla 1) para cada indicador: 
 


 


PASO 10. EVALUACIÓN DEL SISTEMA DE RECOPILACIÓN DE DATOS Y 
PRESENTACIÓN DE INFORMES (EN LOS PUNTOS DE ENTREGA DE SERVICIOS) 


PASO 11.  RASTREO Y VERIFICACIÓN DE LOS RESULTADOS DE LOS 
REGISTROS (EN LOS PUNTOS DE ENTREGA DE SERVICIOS) 
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Paso 11 – Tabla 1. Instalación de entrega de servicios:  Cinco tipos de  
verificación de datos 


 


Verificaciones Descripción Se 
requiere 


1. Descripción Describir la conexión entre la entrega de los servicios o suministros y 
cómo se llenó el registro de dicha entrega. 


En todos 
los casos  


2. Revisión de la 
documentación 


Revisar la disponibilidad y totalidad de todos los registros del 
indicador para el período del informe seleccionado. 


En todos 
los casos 


3. Rastreo y 
verificación 


Rastrear y verificar las cantidades reportadas: (1) Volver a contar las 
cifras reportadas en los registros disponibles; (2) Comparar las cifras 
verificadas con la cantidad reportada por la instalación; (3) Identificar 
las razones de cualquier diferencia.  


En todos 
los casos 


4. Verificaciones 
cruzadas 


Realizar "verificaciones cruzadas" de los totales de informes 
verificados con otras fuentes de datos (por ejemplo, expedientes de 
inventario, informes de laboratorio, otros registros, etc.). 


En todos 
los casos  


5. Inspecciones al 
azar 


Realizar "inspecciones al azar" para verificar la entrega real de los 
servicios o suministros a las poblaciones objetivo. 


De ser 
posible 


 
Antes de comenzar a verificar los datos, el equipo de auditoria necesitará entender y describir el 
sistema de información para el indicador seleccionado en la instalación auditada (es decir, desde 
el registro de la entrega del servicio hasta los informes consolidados para el siguiente nivel 
administrativo). 
 


1. DESCRIPCIÓN – Describe la conexión entre la entrega del servicio o suministros y cómo 
se llenó el registro.  Este paso proporcionará al equipo de auditoria un “marco de 
referencia” de la conexión entre la entrega del servicios y el proceso de registro para 
examinar si hay factores externos que afecten, como demoras y actividades que podrían 
perjudicar la exactitud y puntualidad de los registros de actividades. 


 
2. REVISIÓN DE LA DOCUMENTACIÓN – Revisar la disponibilidad y totalidad de todos los 


documentos fuente del indicador para el período del informe seleccionado. 


 Revisar una plantilla del registro básico (copia en blanco) y determinar si la 
instalación tiene cantidades suficientes de registros en blanco; 


 Verificar la disponibilidad e integridad de los registros y asegurarse que todos los 
registros correspondan al período que está siendo auditado; 


 Verificar que hayan procedimientos para prevenir los errores (por ejemplo, conteo 
doble de clientes por visitas de seguimiento, traslados, fallecimientos o abandonos . 


 
Los protocolos de DQA contienen una lista de registros probables. Si el equipo de auditoria 
determina que se usan otros registros, el equipo puede modificar y ajustar los protocolos y 
documentar sus “notas de trabajo” los cambios al protocolo.   El equipo auditor mantendrá 
estricta confidencialidad en relación a los registros.   


 
3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los registros comparando 


las cifras verificadas con las cifras informadas por la instalación y explicar las discrepancias.   
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 ESTADÍSTICA:  Cálculo de la razón de verificación de los resultados para la instalación 
proveedor de servicios. 
 


Total conteos verificados en la instalación proveedor de servicios 
Total conteos informados en la instalación proveedor de servicios 


 
Algunas razones por posibles discrepancias son errores en el ingreso de datos o sumas.  El 
equipo auditor debería hablar con el personal a cargo del manejo de datos y las posibles 
explicaciones y de ser necesario, dar seguimiento con funcionarios a cargo de garantizar la 
calidad de los datos del programa. Este paso es de importancia crítica para identificar 
maneras de mejorar la calidad de los datos en las instalaciones proveedoras de servicios. El 
equipo de auditoria podría encontrar grandes errores “de ambos tipos” (sobreestimación o 
subestimación de los datos) en una instalación que podrían resultar en una discrepancia 
menor, pero que indican problemas considerables en de calidad de los datos.   De igual 
manera, un solo error de cálculo podría resultar en una gran discrepancia. Por lo tanto, 
además del factor de verificación para la instalación, el equipo de auditoria tendrá que tomar 
en consideración las razones de las discrepancias para llegar a conclusiones sólidas sobre 
la calidad de los datos. 


 
4. VERIFICACIONES CRUZADAS – Realizar verificaciones cruzadas de los totales 


observados con otras fuentes de datos.  Por ejemplo, comparar los resultados con el 
inventario de medicamentos, test de pruebas, o mosquiteros impregnados adquiridos y 
distribuidos , para ver si las cifras concuerdan.  Otras verificaciones cruzadas podrían incluir, 
por ejemplo, comparación de las fichas de tratamiento con los registros de la unidad, el 
laboratorio o la farmacia.  El equipo de auditoria puede añadir otras verificaciones cruzadas 
al protocolo. 


 
 ESTADÍSTICA:  Cálculo del porcentaje de discrepancia para cada verificación cruzada. 
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5. INSPECCIONES AL AZAR – Si permiten el tiempo y los recursos, se pueden realizar 


inspecciones al azar para verificar la entrega de servicios o suministros.  Las inspecciones al 
azar consiste en seleccionar un grupo de clientes (por ejemplo, de tres a cinco) de los 
registros y verificar si han recibido los servicios o suministros reportados.  Las inspecciones 
al azar pueden realizarse de dos maneras: (1) el equipo de auditoria obtiene los nombres y 
las direcciones de personas en la comunidad y trata de encontrarlas; o (2) el equipo de 
auditoria solicita que representantes de la instalación se comuniquen con los clientes y les 
pidan que vayan al lugar proveedor de servicios (por ejemplo, al día siguiente). Por motivos 
de confidencialidad, no será posible realizar inspecciones al azar para los indicadores 
relacionados con ciertos servicios médicos, como tratamiento para VIH.  


 
Como se indicó anteriormente, aunque los cinco pasos de verificación de datos del Protocolo 2 
de DQA: Verificación de los datos no deben cambiarse5 en cada paso de verificación puede 
modificarse para que se ajuste mejor al contexto del programa (por ejemplo, añadir verificaciones 
cruzadas, modificar la referencia de los registros).  Las modificaciones considerables se deberán 
discutir con la organización que solicitó el DQA. 
 
Aviso: En ninguna circunstancia el equipo de auditoria pedirá información personal de los 
entrevistados, fotocopiar ni sacar documentos de las instalaciones. 


                                                 
5 1. descripción, 2. revisión de la documentación, 3. rastreo y verificación, 4. verificaciones cruzadas, 5. 
inspecciones al azar. 
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FASE 5: UNIDAD DE M y E 
 


 
 
 
 
 


 


Para la quinta fase del DQA, el equipo auditor volverá a la 
unidad de M y E del programa/proyecto.  Los pasos de la 
FASE 5 son: 
 


12. Completar la evaluación del sistema de manejo de 
datos y presentación de informes respondiendo las 13 
preguntas generales del resumen de auditoria. 


 
13. Desarrollar los hallazgos preliminares y las 


recomendaciones 
 
14. Transmitir los hallazgos y recomendaciones 


preliminares a funcionarios y administradores de M y 
E del programa/proyecto durante una reunión final. 


 
Se estima que los pasos de la FASE 5 tomarán dos días. 
 


 
Unidad de 
manejo de  


M y E 


FASE 5 


12. Consolidación de 
la evaluación de los 
sistemas de manejo 


de datos 


13. Redacción de los 
hallazgos 


preliminares y 
recomendaciones 


14. Realización de la 
reunión de clausura 
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El paso 12 es realizado por el equipo de auditoria. 


 
Para el Paso 10, las plantillas en Excel del Protocolo 1 de DQA: Evaluación del sistema 
respecto a la unidad de M y E, los niveles intermedios de agregación y las instalaciones 
proveedoras de servicios estarán llenadas. En base a todas las respuestas, se generará 
automáticamente una tabla de resumen (Paso 12 – Tabla 1), así como una gráfica con las 
fortalezas y debilidades del sistema de manejo de datos y presentación de informes (Paso 12 – 
Figura 1).  Los resultados generados se basarán en el total de respuestas "Sí, completamente", 
"Parcialmente " y "No, nada" a las preguntas del Protocolo 1 de DQA:. Evaluación del sistema. 
 
Paso 12 – Tabla 1. Resumen:  Evaluación del sistema de manejo de datos y presentación de 


informes (Ilustración) 
 


 
 


PASO 12.  CONSOLIDACIÓN DE LA EVALUACIÓN DE LOS SISTEMAS DE 
MANEJO DE DATOS


Clave de código de color 


verde 2.5 - 3.0 Sí, completamente  
amarillo 1.5 - 2.5 En parte  


rojo < 1.5 No, nada 
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Paso 12 – Figura 1. Evaluación del sistema de manejo de datos y presentación de informes 
(Ilustración) 


 


GENERAL - Eval. de los sist. de manejo de datos y pres. de informes


2.8 2.1


1.3


2.5


1.4
0.0


0.5


1.0


1.5


2.0


2.5


3.0


Estructura, funciones y capacidades
de M y E


Def. de los indicadores 
y pautas de informe 


Formularios/ herramientas de
recopilación 


de datos y presentación de informes


Procesos de manejo
 de datos


Enlaces con el sist.
 nacional de informe 


 
 


Interpretación del producto:  Los totales generados para cada área funcional en las tablas de 
instalaciones proveedoras de servicios, nivel intermedio de agregación y unidad de M y E son un 
promedio de las respuestas codificadas de la siguiente manera:  3 para "Sí, completamente", 2 
para "Parcialmente" y 1 para "No, nada".  Las respuestas codificadas “N/A” o "No se aplica", no se 
cuentan en el puntaje. El valor numérico del puntaje no es importante; la intención de los puntajes 
es compararlos a través de áreas funcionales como medida para priorizar las actividades de 
fortalecimiento del sistema. Es decir, los puntajes se relacionan unos con otros y son del mayor 
significado al comparar el desempeño de un área funcional con otra.  Por ejemplo, si el sistema 
calcula un promedio de 2.5 para "Estructura, funciones y capacidades de M y E" y 1.5 para 
"Formularios/herramientas de recopilación de datos y preparación de informes", se podría concluir 
razonablemente que los recursos se emplearían de manera más eficiente para fortalecer los 
"Formularios/herramientas de recopilación de datos y preparación de informes" que para 
"Estructura, funciones y capacidades de M y E". Por lo tanto, los puntajes no se deben utilizar 
exclusivamente para evaluar el sistema de información. En lugar de ello, deben interpretarse 
dentro del contexto de las entrevistas, las revisiones de documentación, las verificaciones de 
datos y las observaciones hechas durante el ejercicio de DQA. 
 
Los resúmenes estadísticos servirán para que el equipo de auditoria responda las 13 preguntas 
generales en la Plantilla de resumen de auditoria del protocolo (véase el Paso 12 – Tabla 2).  
Para responder estas preguntas, el equipo de auditoria habrá completado las hojas de Excel 
Protocolo 1 de DQA: Evaluación del sistema para cada instalación y nivel visitado, así como la 
tabla de resumen y la gráfica de los hallazgos del protocolo (véase Paso 12 – Tabla 1 y Figura 1).  
Basándose en estas fuentes de información, el equipo de auditoria deberá ejercer su juicio para 
desarrollar una respuesta general al cuestionario de resumen de auditoria. 


Clave de código de color 


verde 2.5 - 3.0 Sí, completamente  
amarillo 1.5 - 2.5 En parte  


rojo < 1.5 No, nada 
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Paso 12 – Tabla 2. Cuestionario de resumen de auditoria 
 


13 PREGUNTAS GENERALES DEL RESUMEN DE AUDITORIA 


Área del programa:  


Indicador:   


Pregunta 


Respuesta 


Comentarios 
Sí, 


completamente 
Parcialmente 


No, nada 
 


N/A 


1 
¿Está el personal clave de M y E y manejo de datos identificado con 
responsabilidades claras asignadas?     


2 
¿Ha recibido la capacitación necesaria la mayoría del personal clave 
de M y E y manejo de datos?      


3 
¿Ha documentado claramente (por escrito) el programa/proyecto lo 
que se informa, a quién y cómo, y cuándo se requiere presentar el 
informe? 


    


4 
¿Hay definiciones operacionales de indicadores que cumplen con las 
normas relevantes que se observan sistemáticamente en todos los 
puntos de entrega de servicios? 


    


5 
¿Existen formularios estándar de recopilación de datos y preparación 
de informes que se usan sistemáticamente?     


6 
¿Se registran los datos con precisión/detalles suficientes para medir 
los indicadores relevantes?    


7 
¿Se mantienen los datos de conformidad con normas de 
confidencialidad nacional o internacional?   


8 
¿Se mantienen y se hacen disponibles los documentos fuente de 
conformidad con una política por escrito?      


9 
¿Existe documentación clara de los pasos de recopilación, 
agregación y manipulación?       


10 
¿Se identifican las dificultades de calidad de los datos y hay 
mecanismos establecidos para abordarlas?       


11 
¿Existen procedimientos claramente definidos y seguidos para 
identificar y reconciliar las discrepancias en los informes?        


12 
¿Existen procedimientos claramente definidos y seguidos para 
verificar periódicamente los datos fuente?       


13 
¿Está enlazado el sistema de recopilación de datos y preparación de 
informes del programa/proyecto con el sistema nacional de 
presentación de informes? 
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El paso 13 es realizado por el equipo de auditoria. 
 
Para el Paso 12, el equipo de auditoria habrá finalizado la evaluación del sistema y los protocolos 
de verificación de datos de los indicadores seleccionados.  Como preparación para la reunión de 
final con la unidad de M y E del el Paso 13, el equipo de auditoria redacta los hallazgos 
preliminares, incluyendo recomendaciones sobre los problemas en calidad de los datos 
identificados durante la auditoria. El Anexo 3, Paso 13 – Plantilla 1 provee un formato para las 
recomendaciones. Estos hallazgos y problemas se presentan a la unidad de M y E del 
programa/proyecto (Paso 14) y constituyen la base del informe de auditoria (Pasos 15 y 17).  El 
equipo de auditoria debe también enviar una copia de los hallazgos preliminares y las 
recomendaciones a la organización que solicitó el DQA. 
 
Los hallazgos preliminares y las recomendaciones se basarán en los resultados del Protocolo 1 
de DQA: Evaluación del sistema y el Protocolo 2 de DQA: Verificación de los datos y serán 
elaborados por el equipo de auditoria en base a: 
 


 Las columnas de comentarios de los protocolos en las que el equipo de auditoria 
explica los hallazgos relacionados con: (1) la evaluación del sistema de manejo de datos y 
presentación de informes; y (2) la verificación de una muestra de datos informados a través 
del sistema.  En cada protocolo, la columna final solicita que se coloque una marca de 
cotejo () junto a cualquier hallazgo donde haya una recomendación.   


 Documentos de trabajo que proveen mayor información de las pruebas que apoyan los 
hallazgos de control de la calidad de los datos. 


 
Los hallazgos deberán recalcar los aspectos positivos del sistema de M y E del programa/proyecto 
en relación al manejo y el reporte de datos, así como cualquier debilidad observada por el equipo 
de auditoria.  Es importante enfatizar que un hallazgo no significa necesariamente que el 
programa/proyecto tenga un diseño o implementación deficiente.  El programa/proyecto puede 
tener controles innovadores y pasos eficaces para garantizar que los datos se recopilen de 
manera consistente y fiable. 
 
No obstante, el propósito de la auditoria es fortalecer la calidad de los datos. Por consiguiente, a 
medida que el equipo auditor complete sus revisiones, deberá exponer claramente las pruebas de 
sus hallazgos y la necesidad de realizar mejoras para fortalecer el diseño y la implementación del 
sistema de M y E. Todos los hallazgos deberán estar respaldados por pruebas documentadas, 
que el equipo auditor citara y proveerá recomendaciones.  
 
Ejemplos de los hallazgos relacionados con el diseño y la implementación de los sistemas de 
recopilación, presentación de informes y manejo de datos del programa/proyecto incluyen:   
 


 Falta de documentación que describa los pasos de agregación y manipulación de datos. 
 Instrucciones poco claras y/o inconsistentes a las instalaciones que presentan informes 


sobre cuándo o a quién presentar los informes de datos.  
 Falta de personal para revisar y cuestionar los informes presentados. 


PASO 13. REDACCIÓN DE LOS HALLAZGOS PRELIMINARES Y 
RECOMENDACIONES 
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 Falta de un proceso formal para tratar los informes incompletos o imprecisos. 
 Falta de un programa de capacitación obligatorio para el personal encargado de recopilar 


datos y los administradores. 
 Diferencias entre las definiciones de los indicadores en el programa y las definiciones que 


aparecen en los formularios de recopilación de datos del programa/proyecto. 
 Falta de formularios de recopilación de datos estandarizados. 


 
Ejemplos de hallazgos relacionados con la verificación de datos generados por el sistema podrían 
incluir:   
 


 Falta de relación entre la entrega de los servicios y los registros. 
 Registros incompletos o imprecisos. 
 Errores de ingreso y/o manipulación de datos.  
 Interpretación errada o definición incorrecta de los indicadores. 


 
Recomendaciones 


En la sección de Recomendaciones, el equipo de auditoria deberá citar las evidencias que ponen 
en riesgo la calidad de los datos. El equipo debe también proveer una o más acciones para evitar 
que esto ocurra. Finalmente, el equipo de auditoria sugeriría fechas límites para que se cumplan 
las acciones recomendadas y solicitar la anuencia del programa/proyecto y la organización que 
solicitó el DQA. El Paso 13 – Tabla 1 ilustra un ejemplo de recomendaciones. 


 


Paso 13 – Tabla 1. Ilustración de hallazgos y recomendaciones para un programa de 
tratamiento de TB en un país “X”: Cantidad de casos de TB con baciloscopía positiva 


registrados bajo DOTS cuyo tratamiento fue exitoso 
 


El país “X” opera un programa de tratamiento de TB bien establecido y organizado, basado en las normas y 
protocolos de tratamiento internacionales.  Los procesos y requisitos para la presentación de informes 
sobre los resultados del programa están descritos específicamente en el Manual del Programa Nacional de 
Tuberculosis y Lepra.  El manual describe los formularios y registros para la presentación de informes para 
instalaciones proveedoras de servicios, distritos y regiones. 
 
Basándose en información recolectada mediante entrevistas con funcionarios clave y revisión de 
documentos, el equipo auditor ha identificado los siguientes temas relacionados con la calidad de los datos. 
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Hallazgos y recomendaciones para la unidad de M y E 


1) Capacitación en M y E 
 
 HALLAZGO: El equipo de auditoria encontró que no existe un plan de capacitación sistemática en 


manejo de datos, que a su ves identifique las necesidades de capacitación, como las destrezas en el 
manejo de datos por los niveles del programa.  Desde los médicos en las instalaciones proveedoras 
de servicios, coordinadores de distrito, miembros del personal regional, hasta los administradores de 
datos de la unidad de M y E.  Actualmente, la capacitación la dan y financian varios departamentos en 
varios niveles del programa nacional de TB. 


RECOMENDACIÓN:  Que la unidad nacional de M y E del programa de TB elabore un plan para 
coordinar los recursos de capacitación disponibles e identifique las necesidades de capacitación en 
todo el sistema, entre ellas las mínimas para el manejo de datos. 


2) Verificación de los informes de los distritos por parte de los supervisores  
 
 HALLAZGO: La falta de revisión de los archivos utilizados para consolidar los informes trimestrales de  


las oficinas de distrito podría ser causa de posibles errores de agregación.  La verificación realizada 
por del equipo de auditoria identificó informes duplicados, obsoletos y que se reportaban anualmente 
en ves de trimestralmente, lo que podría dar errores en el ingreso de datos.   
 


RECOMENDACIÓN: Que un supervisor de gestión de programas revise regularmente los archivos 
utilizados para consolidar los informes regionales, después de recibirlos, pero antes de ingresar los 
datos, para reducir la posibilidad de errores. 


 
 HALLAZGO: Aproximadamente el 2% de los informes regionales presentados al MDS no tenían las 


firmas de los supervisores.  Estas firmas son necesarias como prueba que el informe fue revisado para 
verificar su integridad y corregir errores obvios.  


 
RECOMENDACIÓN:  Que el MDS recalque el requisito de que los informes presenten la firma de un 
supervisor, tal vez rechazando inicialmente aquéllos que no la tengan.  


 


3) Política de retención de los registros 
 
 HALLAZGO: El programa de TB no tiene una política para la retención de los registros, como las 


fichas de tratamiento, los historias clínicas y otros informes relacionados.  Aunque los documentos se 
conservan rutinariamente por años, un buen manejo de datos requiere de una política específica para 
la retención de documentos. 


 


RECOMENDACIÓN:  Que en el sistema de presentación de informes del programa de TB, identifique 
una política específica de retención de documentos y registros clave 
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Hallazgos y recomendaciones para las instalaciones del nivel intermedio de agregación 


4) Control de calidad en el ingreso de datos 
 
 HALLAZGO: El equipo de auditoria encontró que se toman medidas limitadas para eliminar la 


posibilidad de errores de ingreso de datos en los distritos.  Aunque el software de entrada de datos 
tiene un componente para identificar datos fuera de parámetros, el personal de distrito no refirió 
ninguna otra acción para eliminar los errores de ingreso de datos.   


 
RECOMENDACIÓN: Que el programa defina acciones para eliminar los errores de ingreso de datos 
al momento en que los datos se ingresen en el sistema electrónico. 


Hallazgos y recomendaciones para las instalaciones proveedoras de servicios   


 
5) Habilidad para acceder a los registros 
 


  HALLAZGO: En todas las instalaciones proveedoras de servicios, el equipo de auditoria tuvo 
dificultades para completar la verificación de datos porque al personal de la instalación se le dificultó, 
o no pudo conseguir los registros; por ejemplo, las fichas de tratamiento de de pacientes de TB que 
habían completado el tratamiento. Sin este tipo de verificación, el equipo de control de calidad de 
datos no podrá confirmar si las cifras de tratamiento son precisas o válidas. 


 
RECOMENDACIÓN:  Las instalaciones proveedoras de servicios de TB deben archivar y guardar 
sistemáticamente los archivos relacionados con el tratamiento de la TB, según los períodos de 
información específicos de manera que se puedan hallar fácilmente para fines de control.  
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El paso 14 es realizado por el equipo de auditoria. 


 
Al concluir las visitas a las instalaciones, el equipo de auditoria deberá realizar una reunión de 
clausura entre funcionarios de M y E del programa/proyecto y el director/administrador del 
programa con el propósito de: 


1. Comunicar los resultados de las verificaciones de datos (recuento) y revisión de los sistemas; 
2. Presentar los hallazgos preliminares y recomendaciones; 
3. Plantear posibles pasos para mejorar la calidad de los datos. 
 
La reunión de clausura dará oportunidad al personal de manejo de datos del programa/proyecto 
de hablar sobre la viabilidad de las mejoras propuestas y los tiempos.  No obstante, el líder del 
equipo de auditoria deberá recalcar que los hallazgos del control hasta ese momento son 
preliminares y están sujetos a cambios una vez que el equipo haya tenido más tiempo para revisar 
y reflexionar sobre las pruebas recopiladas en los protocolos y documentos de trabajo.  
 
El equipo de auditoria pedirá al programa/proyecto que comunique los hallazgos a todas las partes 
interesadas en el país, como a los grupos de trabajo en M y E y al programa nacional. El equipo 
de auditoria también planteará cómo los funcionarios de M y E del programa/proyecto 
comunicarán los hallazgos a los puntos de entrega de servicios y los niveles intermedios de 
agregación (regiones, distritos) auditados. 
 
La reunión de clausura y los acuerdos a los que se llegue sobre los hallazgos y las mejoras 
propuestas deberán documentarse para que se presenten en el informe final de auditoria.  
 
 


PASO 14. REALIZACIÓN DE UNA REUNIÓN DE CLAUSURA 
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FASE 6: FINALIZACIÓN  
 


 
 
 
 


 
 
 
 
 
 
 
 
 
 


 
 
La fase final del DQA tiene lugar en las oficinas del equipo de DQA 
y a través de charlas telefónicas o personales con la organización 
que solicitó el DQA y el programa/proyecto.  Los pasos de la FASE 
6 son: 
 


15. Redactar el informe de auditoria. 
 
16. Discutir el borrador del informe con el programa/ 


proyecto y la organización que solicitó el DQA. 
 
17. Completar el informe final de auditoria y comunicar los 


hallazgos y recomendaciones finales al programa/ 
proyecto y a la organización que solicitó el DQA. 


 
18. Si corresponde, iniciar el seguimiento para asegurar que 


los cambios acordados se cumplan. 
 
 


Se estima que los pasos de la FASE 6 tomarán entre dos y 
cuatro semanas. 


 
Luego al 


trabajo de 
campo 


(Finalización) 


FASE 6 


15. Redacción del 
informe de auditoría 


16. Revisión y 
recopilación de 


retroalimentación del 
país y la 


organización que 
solicitó el DQA 


 
17. Finalización del 
informe de auditoría 


18. Inicio del 
seguimiento de las 


acciones 
recomendadas 
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El paso 15 es realizado por el equipo de auditoria. 


 
Al cabo de 1 ó 2 semanas, el equipo de auditoria deberá revisar toda la documentación obtenida 
durante la misión y redactar un informe de auditoria preliminar con los hallazgos y mejoras 
sugeridas. Cualquier cambio a los hallazgos de la auditoria después de la reunión de clausura 
deberá comunicarse claramente a los funcionarios del programa/proyecto del país. El borrador del 
informe de auditoria será transmitido al personal administrativo del programa/proyecto y la 
organización que solicitó el DQA. El Paso 15 – Tabla 1 muestra un bosquejo sugerido para el 
informe de auditoria. 
 


Paso 15 – Tabla 1: Bosquejo sugerido para el informe final de  
control de la calidad de los datos 


 
Sección Contenido 


I Resumen 


II Introducción y antecedentes 
 Propósito del DQA 
 Antecedentes d el programa/proyecto  
 Indicadores y período de informe – Razonamiento de selección 
 Instalaciones proveedoras de servicios – Razonamiento de selección 
 Descripción del sistema de recopilación de datos y presentación de informes 


(relacionado con los indicadores). 
 


III Evaluación del sistema de manejo de datos y presentación de informes  
 Descripción de los pasos tomados para la evaluación del sistema 
 Estadísticas de resumen (tabla y gráfica de radar de las áreas funcionales – Paso 12: 


Tabla 1 y Figura 1) 
 Hallazgos clave en los tres niveles: 


 Instalaciones proveedoras de servicios 
 Niveles intermedios de agregación 
 Unidad de M y E 


 Fortalezas y debilidades del sistema de manejo de datos (basados en las 13 preguntas 
del resumen de auditoria) 


 


IV Verificación de los datos 
 Descripción de los pasos de verificación de datos  
 Precisión de los datos – Factor de verificación 
 Precisión y confidencialidad de los datos 
 Disponibilidad, totalidad y puntualidad de los informes 
 Hallazgos clave en los tres niveles: 


 Instalaciones proveedoras de servicios 
 Niveles intermedios de agregación 
 Unidad de M y E 


 Evaluación general de la calidad de los datos 
 


PASO 15. REDACCIÓN DEL INFORME DE AUDITORÍA 
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V Recomendaciones y sugerencias para mejorar 


VI Clasificación final de la calidad de los datos (si así lo requiere lo exige la organización que 
solicitó el DQA). 


VII Respuesta del país a los hallazgos de DQA 


 


 
El paso 16 es realizado por el equipo de auditoria. 


 
Para llegar a un consenso y facilitar las mejoras a la calidad de los datos, el equipo debe compartir 
los informes de auditoria a la organización que solicitó el DQA y al personal administrativo del 
programa/proyecto y de M y E. El programa/proyecto tendrá la oportunidad de responder a 
los hallazgos y su respuesta deberá incluirse en el informe final de auditoria. 
 
 


 
El paso 17 es realizado por el equipo de auditoria. 


 
Una vez que el programa/proyecto y la organización que solicitó el DQA hayan revisado el 
borrador del informe de auditoria (en un plazo de dos semanas, a menos que se haya acordado 
un período distinto) y se hayan incluido la retroalimentación, el equipo de auditoria completará el 
informe final. Aunque el equipo de auditoria solicita retroalimentación, es importante que el 
contenido del informe final de auditoria sea exclusivo al equipo de auditoria. 
 
 


 
El paso 18 se realiza el equipo de auditoria. 


 
El equipo de auditoria entregara el informe final de la auditoria al proyecto/programa y a la 
organización que solicito el DQA, en un lapso no mas de 4 semanas de finalizado el 
trabajo de campo. 
 
 


 
El paso 19 puede ser realizado por la organización que solicitó el DQA y/o el equipo de auditoria. 


PASO 16. REVISIÓN Y RECOPILACIÓN DE RETROALIMENTACIÓN DEL PAÍS Y LA 
ORGANIZACIÓN QUE SOLICITÓ EL DQA 


PASO 17. FINALIZACIÓN DEL INFORME DE AUDITORÍA 


PASO 19. INICIAR EL SEGUIMIENTO DE LAS ACCIONES RECOMENDADAS  


PASO 18. COMUNICACIÓN CON EL PROGRAMA/PROYECTO  
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Se espera que el programa/proyecto envíe cartas de seguimiento una vez que se hayan efectuado 
los cambios/mejoras acordados.  Si la organización que solicitó el DQA desea que el mismo 
equipo de un seguimiento de las medidas de fortalecimiento, se deba hacer un acuerdo especifico.  
La organización que solicitó el DQA y/o el equipo de auditoria deberán mantener el cronograma de 
actividades para notificarse cuando se realicen (véase el ANEXO 3, Paso 19 – Plantilla 1).  En 
general, los problemas de calidad menores se deben resolver en uno a seis meses y los 
problemas más grandes entre seis a doce meses. 
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ANEXOS 
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Protocolo 1 - Evaluación del sistema (VIH y malaria) 
 


LISTA DE TODAS LAS PREGUNTAS - Sólo como referencia (Protocolo 1 - Evaluación 
del sistema)  


Componente del sistema de M y E  


Una marca de cotejo 
indica el nivel del 


sistema de 
presentación de 


informes al cual se 
formuló la pregunta.
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 d
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I - Estructura, funciones y capacidades de M y E  


1  
Existe una estructura/un organigrama documentado que identifica claramente los puestos que 
conllevan responsabilidades de manejo de datos en la unidad de M y E.  √  


  
Sí  


2  Todos los puestos dedicados a M y E y sistemas de manejo de datos están dotados de personal.  √  
  


- 


3 
Existe un plan de capacitación que incluye personal que participa en la recopilación de datos y 
presentación de informes en todos los niveles del proceso de preparación de informes.  √  


  
Sí  


4  
Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo 
de datos.  √  √  √  - 


5  
Un miembro directivo del personal (p. ej., el administrador del programa) es responsable de revisar 
las cifras agregadas antes de presentar/publicar los informes de la unidad de M y E.  √  


  
- 


6  
Hay personal designado responsable de revisar la calidad de los datos (es decir, la precisión, 
totalidad y puntualidad) recibidos de los niveles inferiores de informe (p. ej., regiones, distritos, puntos 
de servicio).  


√  √  
 


- 


7  
Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel 
siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M y E).  


 


√  √  - 


8  
La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada 
claramente al miembro del personal correspondiente.  


  


√  - 


II - Definiciones de los indicadores y pautas de presentación de informes  


9  
La unidad de M y E ha documentado y compartido la definición de los indicadores con todos los 
niveles relevantes del sistema de presentación de informes (p. ej., regiones, distritos, puntos de 
servicio).  


√  
  


Sí  


10  
Existe una descripción de los servicios relacionados con cada indicador medido por el 
programa/proyecto.  √  


  
Sí  


La unidad de M y E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...  
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LISTA DE TODAS LAS PREGUNTAS - Sólo para referencia (Protocolo 1 - Evaluación del 
sistema)  


Componente del sistema de M y E  


Una marca de cotejo 
indica el nivel del 


sistema de 
presentación de 


informes al cual se 
formuló la pregunta.
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11    ... qué se supone que informen.  √  √  √  Sí  


12    … cómo (p. ej., en qué formato específico) han de presentarse los informes.  √  √  √  Sí  


13   … a quién deben presentarse los informes.  √  √  √  Sí  


14    … cuándo hay que entregar los informes.  √  √  √  Sí  


15  
Existe una política por escrito que indica por cuánto tiempo deben conservarse los documentos 
fuente y los formularios de presentación de informes.  √  


  
Sí  


III- Formularios/herramientas de recopilación de datos y preparación de informes  


16  
La unidad de M y E ha identificado un documento fuente estándar (p. ej., expediente médico, 
formulario de ingreso del cliente, registro, etc.) para ser usado por todos los puntos de entrega de 
servicios para registrar la entrega de los servicios.  


√  
  


Sí  


17  
La unidad de M y E ha identificado formularios/herramientas de preparación de informes estándar 
para ser usados por todos los niveles de presentación de informes.  √  


  
Sí  


18  
La unidad de M y E ha dado instrucciones claras sobre cómo completar los formularios/herramientas 
de recopilación de datos y preparación de informes.  √  √  √  Sí  


19  
Los documentos fuente y formularios/herramientas de preparación de informes especificados por la 
unidad de M y E son usados consistentemente por todos los niveles de presentación de informes.  


 


√  √  - 


20  
Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos 
formularios de preparación de informes y presentan los informes en las mismas fechas.  √  √  √  - 


21  
Los datos recopilados por el sistema de M y E son suficientemente precisos para medir los 
indicadores (p. ej., los datos relevantes son recopilados por sexo, edad, etc. si el indicador especifica 
que se segreguen según esas características).  


√  
  


- 


22  
Todos los documentos fuente y formularios de preparación de informes relevantes para medir los 
indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el 
caso de un sistema computarizado).  


√  √  √  - 
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LISTA DE TODAS LAS PREGUNTAS - Sólo para referencia (Protocolo 1 - Evaluación del 
sistema)  


Componente del sistema de M y E  


Una marca de cotejo 
indica el nivel del 


sistema de 
presentación de 


informes al cual se 
formuló la pregunta.
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IV- Procesos de manejo de datos  


23 
La unidad de M y E ha documentado claramente los pasos de agregación, análisis y/o manipulación 
de los datos realizados en cada nivel del proceso de preparación de informes.  √  


  
Sí  


24  
Existe un procedimiento por escrito para abordar los informes tardíos, incompletos, imprecisos y 
faltantes, incluyendo un seguimiento de los niveles inferiores de informe sobre los asuntos 
relacionados con la calidad.  


√  √  
 


Sí  


25  
Si se han descubierto discrepancias de datos en los informes de los niveles inferiores, la unidad de M 
y E o los niveles intermedios de agregación (p. ej., los distritos o regiones) han documentado cómo 
se han resuelto esas inconsistencias.  


√  √  
 


- 


26  
Se provee retroalimentación sistemática a todos los niveles inferiores de informe sobre la calidad de 
sus informes (p. ej., precisión, totalidad y puntualidad).  √  √  


 
- 


27  
Hay medidas de control de calidad establecidas para cuando se ingresen los datos de los formularios 
impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).  √  √  √  - 


28  
Para sistemas automatizados (computarizados), hay establecido un procedimiento de administración 
de la base de datos documentado claramente e implementado activamente. Eso incluye 
procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.  


√  √  √  Sí  


29  
Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se 
hace por computadora.  √  √  √  Sí  


30  
De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del 
sistema computarizado (p. ej., se respalda semanal o mensualmente).  √  √  √  - 


31  
Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad 
nacionales o internacionales.  √  √  √ - 


El sistema de preparación de informes evita el doble conteo de personas...  


32  
… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el 
mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el 
mismo servicio en dos lugares distintos, etc.).  


√  √  √  - 


33  
… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada 
como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, 
etc.).  


√  √  √  - 
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LISTA DE TODAS LAS PREGUNTAS - Sólo para referencia (Protocolo 1 - Evaluación del 
sistema)  


Componente del sistema de M y E  


Una marca de cotejo 
indica el nivel del 
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informes al cual se 
formuló la pregunta.
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34  
El sistema de preparación de informes permite la identificación y el registro de una persona "dada de 
baja", "desaparecida del seguimiento" o fallecida.  √  √  √  - 


35  
La unidad de M y E puede demostrar que las visitas de supervisión regulares a las instalaciones se 
han efectuado y que se ha revisado la calidad de los datos.  √  


  
Sí  


V- Enlaces con el sistema nacional de presentación de informes  


36  
Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar 
datos y preparar informes.  √  √  √  Sí  


37  
Cuando corresponde, los datos se informan a través de un solo canal de los sistemas nacionales de 
presentación de informes.  √  √  √  - 


38  
Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa 
nacional (p. ej., fechas de cierre de los informes mensuales).  √  √  √  - 


39  
Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema 
nacional.  √  √  √  - 
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Protocolo 2 – Protocolo de verificación de los datos (Ilustración – Intervenciones en la comunidad) 
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ANEXO 2: Plantillas para la organización que solicitó el 
DQA 
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Anexo 2 – Paso 1. Plantilla 1. Clasificación de países según inversiones y resultados presentados 


 


Enfermedad:  SIDA 


Países (o programas/ 
proyectos) 


(clasificados por 
dólares invertidos) 


Inversión en dólares 


Clasificación de los resultados informados  


Notas/ 


comentarios  


Área programatica 
Tratamiento 


Área programatica 
Comunicación para el 


cambio de 
comportamiento 


Área programatica 
Huerfanos y vulnerables 


Indicador 1 
Personas recibiendo 


ARV 


Indicador 2 


Cantidad de condones 
distribuidos 


Indicador 3 


Huerfanos y vulnerables 
que reciben cuidado y 


apoyo 


País X $66 millones 
2 


(6.500) 
4  


(3 millones) 
8  


(1.879) 
 


País Y $52 millones 
1 


(7.000) 
N/A 


10 
(1.254) 
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Anexo 2 – Paso 1. Plantilla 2.  Análisis de la magnitud relativa a las inversiones y los resultados según el área programatica 


 


Programa/proyecto:  _____________ 


Área del 
programa 


$ invertido en el 
área del programa 


% total de 
inversión en el 


programa/ 
proyecto 


Indicador clave del 
área programatica 


Meta o resultado 
presentado 


% de la meta  o 
resultados 


reportados por 
el país 


Notas/ 
comentarios 


Tratamiento TAR $2.000.000 80% 
Cantidad de personas 


que reciben TAR 
20.000 80%  
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Anexo 2 – Paso 1.  Plantilla 3.  Documentación de la selección del país, la condicionenfermedad/área de salud, programas/proyectos, área 


del programa e indicadores 
 


País  
Enfermedad/


Área de 
salud 


Programa/ 
proyecto 


Área 
programatica Indicador(es) Período de 


informe 


Criterios usados 
para seleccionar 
el indicador y el 


período de 
informe


Personas/ 
entidades que 
participaron en 


la determinación 
de la auditoria
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Anexo 2 – Paso 2. Plantilla 1. Modelo de aarta de notificacion y solicitud de documentación 


al programa/proyecto seleccionado 
 
Fecha 
Dirección 
Estimado(a) _____________________:  
 
[Nombre de la organización que solicita el control] ha seleccionado a [su organización] para  
realizar una auditoria de la calidad de los datos dell [nombre del programa/`proyecto].  
 
El propósito de esta auditoria es: (1) evaluar la capacidad de los sistemas de manejo de datos de 
los programas/proyectos que usted esta a cargo, para producir informes de calidad; y (2) verificar 
la calidad de los datos indicadores clave en instalaciones selectas.  [Nombre de la agencia 
auditora] realizará el trabajo y se comunicará con usted sobre este tema.   
 
Este control de la calidad de los datos se relaciona con [enfermedad], [área del programa] y las 
verificaciones se concentrarán en los siguientes indicadores: 
 


1 [nombre del indicador] 


2 [nombre del indicador] 
 
La auditoria hará posible: 


1. Evaluar el diseño de los sistemas de manejo de datos y presentación de informes; 


2. Verificar en instalaciones proveedoras de servicios y niveles intermedios de agregación 
selectos (por ejemplo, distritos, regiones) si el sistema está siendo implementado según fue 
diseñado; 


3. Rastrear y verificar las cifras informadas en el pasado para un número limitado de indicadores 
en algunos lugares; y 


4. Comunicar los hallazgos de auditoria y sugerir mejoras en el informe final de la auditoria. 
 
Antes de realizar el control, [indicar nombre de la agencia auditora] necesitará: 


- una lista de todas las instalaciones proveedoras de servicios con los reportes más 
recientemente (para los indicadores mencionados en el cuadro); 


- Complete la Plantilla 2 (adjunta a esta carta) con la descripción del sistema de recopilación de 
datos y presentación de informes (relacionado con los indicadores mencionados en el cuadro); 


- Los registros de recopilación de datos e informes (relacionados a los indicadores). 
 
Esta información es de importancia crítica para iniciar la auditoria, por lo tanto, agradeceriamos la 
envien en un plazo de dos semanas y la envíe a  [dirección de la agencia auditora]. 
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Para ayudar a que el equipo de auditoria realice la fase inicial, revisión del sistema general de 
manejo de datos y para reducir el tiempo en las instalaciones seleccionadas, rogariamos que 
también proporcione a la agencia auditora la documentación disponible en la lista de la Tabla 1 
(adjunta a esta carta). 
 
Le agradecemos que presente la documentación solicitada a _______________ en _________ a 
más tardar _______________.  Si la documentación está disponible electrónicamente, puede 
enviarse por correo electrónico a ________________. 
 
Después revisar la información en gabinete sobre los documentos recibidos, la agencia auditora 
continuará con la unidad de monitoreo y evaluación (M y E) del programa/proyecto en un número 
pequeño de instalaciones que reportan datos y las oficinas que consolidan datos en niveles 
intermedios (oficinas de distrito o regionales). Para facilitar las visitas a las instalaciones, dos 
miembros del personal de M y E, o que reciben, revisan y/o compilan los informes de las 
instalaciones, acompañen al equipo de auditoria durante el trabajo de campo. 
 
Debido a que el tiempo necesario para la auditoria depende de la cantidad y la ubicación de las 
instalaciones muestreadas, la agencia auditora se comunicará directamente con usted con 
información sobre el cronograma de visitas de acuerdo a una muestra.  De todas maneras, por 
favor considere que el trabajo de campo tomará entre 10 a 15 días, incluyendo dos días en la 
unidad de M y E, un día aproximadamente por instalación proveedor de servicios y un dia para 
visitar el nivel intermedio de agregación de datos (distrito o región).  
 
Por último, el equipo de auditoria y revisara los registros de las instalaciones (expedientes de 
pacientes/clientes, registros/libros de inscripción, etc.), por lo tanto, es importante que se les 
otorgue una autorización oficial para que tengan acceso a esa informacion. Quisiera asegurarle, 
que durante la auditoria no se tomara referencias ni ningún personal de los pacientes/clientes – el 
proposito del equipo es verificar los conteos y totales de los registros y consolidados para un 
período especifico de informacion. Los expedientes personales no se sacarán de la instalación ni 
se fotocopiarán. 
 
Haremos todo esfuerzo posible pora no interrumpir el trabajo del personal ni las actividades de las 
instalaciones a visitar.  En ese respecto, le agradeceriamos proporcione a la agencia auditora el 
nombre y referencias para contactar a una persona del establecimiento (de ser posible, el 
funcionario en jefe, a cargo del manejo de datos) asi solo limitaremos la comunicarnos con esta 
persona. Si tiene alguna pregunta, no dude en comunicarse con ________________en 
____________.   
 
Atentamente,  
 
 
cc:   Agencia Auditora del Gobierno 


Donantes/Socios de Desarrollo y Socios de Implementación 
Otros, según corresponda para el país y auditoria 
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Tabla 1 - Lista de áreas funcionales de auditoria y documentación a solicitar del 


programa/proyecto para la revisión de gabinete (si están disponibles) 
 
Áreas 
funcionales 


 
Documentación general solicitada 


Marcar si  
recibida  


 


Información de 
contacto 


 Nombres y referencias para contactar los funcionarios del 
programa/proyecto, principalmente el personal a cargo del manejo de 
datos.   


 


I - Estructuras, 
funciones y 
capacidades de 
M y E 


 Organigrama con descripción de funciones en M y E.  


 Lista de los puestos en M y E y su clasificación (a tiempo completo o 
parcial, ocupado o vacante).   


 


 Plan de capacitación en M y E, si existe. 
 


II- Definiciones 
de los 
indicadores y 
pautas de 
presentación de 
informes 


 Instrucciones sobre como reportar y la fechas limites 
 


 Descripción de cómo se registra la entrega de los servicios en los 
registros individuales, de la clinica y reportes rutinarios. 


 


 Diagrama del flujo de los datos: 


o desde las instalaciones a los niveles de consolidacion de datos 
(oficinas de distrito y regionales);  


o desde los niveles intermedios a la unidad de M y E. 


 


 Plan nacional de M y E, si existe. 
 


 Definiciones operacionales de los indicadores requeridos por la 
auditoria.  


 


III- Formularios 
y herramientas 
de recopilación 
de datos y 
preparación de 
informes 


 Formularios de registro para los indicadores requeridos por la 
auditoria. 


 


 Formularios para la presentación de informes para los indicadores 
auditados. 


 


 Instrucciones para llenar los registros consolidados y presentación de 
informes. 


 


IV- Procesos de 
manejo de datos  


 Documentos sobre los procesos de manejo de datos, incluyendo 
descripciones de los pasos de verificación, agregación y manipulación 
de datos en cada nivel del sistema de información. 


 


 Procedimientos escritos sobre como abordar dificultades y problemas 
en la calidad de los datos (por ejemplo, conteo doble, "abandonos "), 
incluyendo instrucciones enviadas a las instalaciones que reportan. 
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Tabla 1 - Lista de áreas funcionales de auditoria y documentación a solicitar del 
programa/proyecto para la revisión de gabinete (si están disponibles) 


 
Áreas 
funcionales 


 
Documentación general solicitada 


Marcar si  
recibida  


 
  Guias y cronograma de vistas de supervision. 


 


V- Interface con 
el sistema 
nacional de 
informacion  


 Descripcion de la interface entre el sistema de información del 
programa/proyecto y el sistema nacional de información.  
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Anexo 2 – Paso 2. Plantilla 2. Descripción del sistema de recopilación de datos y presentación de informes 
 


Sírvase completar una plantilla para cada indicador a verificar por la auditoria de la calidad de los datos (Data Quality Audit [DQA]) 
 


Nombre del indicador  


Definición del indicador  


 


1. ¿Hay alguien a cargo del manejo y análisis de datos en la unidad de monitoreo y evaluación (M y E) en el nivel central? Sí No 


 


 1.1. De ser así, indicar el nombre y la dirección electrónica de la persona de contacto. Nombre  


   Correo electrónico  


 
 


REGISTRO DE LA ENTREGA DEL SERVICIO EN FORMULARIOS Y CUADERNOS DE REGISTRO (en los puntos de entrega de servicios) 
 


2. ¿Existen registros y formularios nacionales estandarizados que usan todos los puntos de entrega de servicios? Sí No 
 


 2.1. Si no existen, ¿cuántos registros y formularios se utilizan en los puntos de entrega de servicios? Número  


 
 


3. ¿Cómo se llaman los registros y formularios de los puntos de entrega de servicios? 


 Nombres de los registros y formularios  


 
 


4. ¿Cuáles son los campos del formulario para construir los indicadores relevantes? Campo 1  


 Campo 2  


 Campo 3  


 Campo 4  


 Sírvase añadir…  
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INFORMES DESDE LOS PUNTOS DE ENTREGA DE SERVICIOS HASTA LA UNIDAD NACIONAL DE M y E (a través de niveles intermedios – distritos, 
regiones, etc.) 


 


5. Use la tabla a continuacion para describir el proceso de presentación de informes en su país. En el primer renglón, proporcione información sobre los 
informes recibidos en la oficina central. Muestre de dónde provienen esos informes, cuántos espera para cada período de informe y cuántas veces al año los 
recibe. 


 


Informes recibidos por: Remitente 
Cantidad de remitentes 


(es dedir, si los informes son 
enviados por distritos, indique 


cuántos distritos) 


Veces al año que se 
reciben los informes 


(por ejemplo, trimestralmente = 
4 veces) 


    
    
    
    
    
 
 


6. ¿Cuál es la unidad administrativa mas baja del cual recibe datos en la unidad de de M y E a nivel central? 
 


     


 Pacientes individuales Instalaciones de salud Distritos Regiones Otro… [especifique]  
 
 
 


7. ¿En qué nivel se inicia la computarizacion de datos (es decir, cuándo se ingresan en una computadora)? 
 


 Instalaciones de salud    Distritos Regiones Nacional Otro… [especifique]  
 
 


8. Otros comentarios (si corresponde). 
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Por último, adjuntar plantillas de los (1) registros basicos y (2) informes recibidos por cada nivel. 
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Anexo 2 – Paso 2. Plantilla 3. Carta de solicitud de autorización oficial para el DQA 
 
Fecha 
 
Dirección de la “agencia nacional/oficial” que autorizaria una auditoria a la calidad de los datos 
 
Distinguido (a) _____________________:  
 
Como parte de sus actividades de apoyo, la/el [nombre de la organización que solicita el control] ha 
seleccionado al/el [programas/proyectos] en [país] para  realizar una auditoria de la calidad de la 
informacion.  Pendiente a su aprobación, la auditoria se realizaria entre [mes       y       ] de [año].  
 
El propósito de esta auditoria es para evaluar la capacidad del sistema de informacion para presentar 
informes de alta calidad, rastrear y verificar los resultados sobre los indicadores a continuacion, en 
instalaciones proveedoras de servicios seleccionadas: 
 


1 [nombre del indicador] 


2 [nombre del indicador] 


 
[Nombre de la organización que solicita l auditoria] ha seleccionado a [nombre de la empresa auditora] para  
realizar la auditoria de la calidad de los datos. 
 
La realización de esta auditoria requerira acceso a los datos del sistema nacional de informacion sobre 
[enfermedad/condicion y área programatica]. La auditoria incluirá volver a contar los datos durante períodos 
especificos de informacion, incluyendo obtener y revisar registros basicos (por ejemplo, registro de 
pacientes/clientes o libros de inscripción, formularios de registro de capacitación, distribución de 
suministros).  Aunque el equipo de auditoria revisara información de pacientes, el equipo mantendra esos 
datos con estricta confidencialidad y ninguna documentación de auditoria revelará esa información personal. 
El propósito para acceder a esa información es estrictamente para fines de conteo y verificación cruzada. 
Igualmente, el equipo de auditoria necesitará tener acceso y usar datos en instalaciones proveedoras de 
servicios; en ese caso, los expedientes personales no se sacarán de la instalación ni se fotocopiarán. 
 
Si tiene alguna pregunta sobre la auditoria, le rogaria comunicarse con_____________en __________. 
 
Por consiguiente, [nombre de la organizaicón que solicita la auditoria] solicita formalmente su aprobación 
para realizar la auditoria sobre la calidad de la informacion. 
 
 
 
 
Atentamente,         Fecha: 
 
___________________      ____________________ 
         Cargo 
 
cc:   Director del programa/proyecto, donante/socios de desarrollo y socios de implementación, otros, 


según sea apropiado para la auditoria. 
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ANEXO 3: Plantillas para la agencia y el equipo de 
auditoria 
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Anexo 3, Paso 2 – Plantilla 1. Hoja de información para la unidad de M y E que participa en 
el DQA 
 


1. Objetivo del DQA 


Los objetivos de la auditoria de la calidad de los datos son: 
 verificar que los sistemas de manejo de datos esten bien establecidos; y 
 verificar la calidad de los datos sobre indicadores clave en una selección de instalaciones. 


2. Áreas del programa que se incluyen en el control


- será completado por el equipo de auditoria - 


3. Periodos de los reportes a incluirse 


- será completado por el equipo de auditoria - 


4. Tareas de audotoria en la unidad de M y E 


 Entrevistar al administrador del programa, al personal de M y E y a los que manejan datos. 
 Revisar disponibilidad, totalidad y puntualidad de los informes de los niveles de informacion. 
 Volver a contar las cifras de los informes recibidos y compararlos con los totales reportados a la unidad 


de M y E. 


4. Personal que deberá estar disponible en la unidad de M y E durante el DQA 


 Administrador del programa. 
 Encargado oficial del manejo de datos. 
 Personal a cargo de la revisión y compilación de los informes de los niveles de informacion. 
 Personal de informática que participa en la administración de la base de datos, si corresponde. 
 Personal de organizaciones que colaboran en el fortalecimiento de los sistemas de M y E, si 


corresponde. 


5. Documentación que deberá prepararse antes de la llegada del equipo de auditoria 


 Reportes generados por la unidad de M y E para un período especifico. 
 Acceso a los informes consolidados para ese período especifico. 
 Organigrama con niveles y responsabilidades en M y E. 
 Lista de los puestos de M y E y su clasificación (por ejemplo, a tiempo completo o parcial, ocupado o 


vacante). 
 Plan de capacitación de M y E, si existe. 
 Instrucciones para presentar informes sobre requisitos y fechas límite. 
 Descripción de cómo registrar la entrega de servicios en los registros y en otros como las fichas clínicas 


y los informes rutinarios. 
 Flujograma de los datos desde las instalaciones proveedoras de servicios hasta la unidad de M y E. 
 Plan nacional de M y E, si existe. 
 Definiciones operacionales de los indicadores que serán auditados (véase el renglón 2 arriba). 
 Formularios de recopilación de datos y preparación de informes para los indicadores que serán 


auditados (con instrucciones para su llenado). 
 Documentación sobre el de manejo de datos, incluyendo descripciones de los pasos de verificación, 


agregación y manipulación de datos realizados en cada nivel del sistema de presentación de informes. 
 Procedimientos para abordar dificultades y problemas comunes relacionadas con la calidad de los datos 


(por ejemplo, conteo doble, "abandono al seguimiento"), incluyendo instrucciones enviadas a las 
instalaciones que reportan. 
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 Directrices y programas para las visitas rutinarias de supervisión a las instalaciones. 


6. Tiempo que el equipo de auditoria espera dedicar a la unidad de M y E


Será completado por el equipo de auditoria 
[Pauta: 2 días – un día al comenzar y un día al finalizar el DQA] 


 
ADVERTENCIA: En ninguna circunstancia deberán fabricarse informes para fines de la 
auditoria. 
 
 


Anexo 3, Paso 2 – Plantilla 2. Hoja de información para los niveles intermedios de 
agregación seleccionados para el DQA


 


1. Objetivo del DQA 


Los objetivos de la auditoria de la calidad de los datos son: 
 verificar que los sistemas de manejo de datos esten bien establecidos; y 
 verificar la calidad de los datos sobre indicadores clave en una selección de instalaciones. 


2. Indicadores incluidos en la auditoria


- será completado por el equipo de auditoria - 


3. Peridodo especifico a ser revisado 


- será completado por el equipo de auditoria - 


4. Tareas a realizarse en el nivel intermedio de agregación de datos 


 Entrevistar al administrador del establecimiento y al personal a cargo del manejo y compilación de 
datos. 


 Revisar disponibilidad, totalidad y puntualidad de los informes de los niveles de informacion. 


 Volver a contar las cifras de los informes recibidos y compararlos con los totales reportados a la unidad 
de M y E. 


5. Personal que deberá estar disponible durante el DQA en el nivel intermedio de agregación 


 Administrador de la instalación. 


 Personal a cargo de la revisión y compilación de los informes de los nieveles de informacion. 


 Personal de informática a cargo de la base de datos, si corresponde. 


6. Documentación que deberá prepararse antes de la llegada del equipo de auditoria 


 Resultados reportados al nivel inmediato superior para el período de informe seleccionado (véase el 
punto 3 arriba). 


 Acceso a los informes consolidados de la instalación para ese período (véase el punto 3 arriba). 


 Descripción de los pasos de consolidacion y/o manipulación de datos por niveles de informacion. 


7. Tiempo que el equipo de auditoria espera dedicar al nivel intermedio de agregación 


Será completado por el equipo de auditoria 
[Pauta: entre medio día y un día en cada instalación de nivel intermedio de agregación] 


 
ADVERTENCIA: En ninguna circunstancia deberán fabricarse informes para la auditoria. 
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Anexo 3, Paso 2 – Plantilla 3. Hoja de información para los servicios seleccionados para el 


DQA
 


1. Objetivo del DQA 


Los objetivos de la auditoria de la calidad de los datos son: 
 verificar que los sistemas de manejo de datos esten bien establecidos; y 
 verificar la calidad de los datos sobre indicadores clave en una selección de instalaciones. 


2. Indicadores incluidos en la auditoria


- será completado por el equipo de auditoria - 


3. Peridodo especifico a ser revisado 


- será completado por el equipo de auditoria - 


4. Tareas realizadas por el equipo de auditoria en la instalación de entrega de servicios   


 Entrevistar al administrador de la instalación y al personal a cargo de recopilar y compilar datos. 


 Entender cómo y cuándo se completan los regitros de la entrega de los servicios. 


 Revisar la disponibilidad y totalidad de todos los registros para el período de informacion seleccionado. 


 Volver a contar las cifras de los informes recibidos y compararlos con los totales reportados por la 
instalación. 


 Comparar las cantidades informadas con otras fuentes de datos (por ejemplo, expedientes de 
inventario, informes de laboratorio, registros, etc.). 


 Verificar la entrega de los servicios o suministros a las poblaciones objetivo (si es factible). 


5. Personal que deberá estar disponible en la instalación de entrega de servicios durante el DQA


 Administrador de la instalación. 


 Personal responsable de llenar los registros y fomularios (por ejemplo, fichas de tratamiento, registros 
clínicos, etc.). 


 Personal responsable de ingresar los datos en los sistemas de computación (según corresponda). 


 Personal responsable de compilar los informes rutinarios (por ejemplo, mensuales, trimestrales, etc.). 


6. Documentación que deberá prepararse antes de la llegada del equipo de auditoria 


 Reportes enviados al nivel superior para el período de informe seleccionado (véase el punto 3 arriba). 


 Todos los registros para el período de informe seleccionado, incluyendo los registros de las 
instalaciones auxiliares/periféricas/satélite (véase el punto 3 arriba). 


 Descripción de los pasos de consolidacion y/o manipulación de datos por niveles de informacion.. 


7. Tiempo que el equipo de auditoria espera dedicar a la instalación de entrega de servicios


Será completado por el equipo de auditoria 
[Pauta: entre medio día y dos días (es decir, es posible que se requiera más de un día para instalaciones 


grandes donde se informan cifras de varios cientos o instalaciones que incluyen centros satélite o cuando se 
realicen "inspecciones al azar").] 


 
ADVERTENCIA: En ninguna circunstancia deberán fabricarse documentos o informes para 


auditoria. 
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Anexo 3, Paso 4. Plantilla 4. Lista de verificación de preparación para las visitas a las 
instalaciones auditadas por el equipo de auditoria  


 


 


No. 
 


Artículo 
Marcar al 
completar 


() 


1 Carta de autorización  


2 Guias de implementación  


3 
Protocolo 1 de DQA: Evaluación del sistema (copias impresas de todas las hojas 
de cálculo pertinentes y el archivo de computadora)   


4 
Protocolo 2 de DQA:  Verificación de los datos (copias impresas de todas las 
hojas de cálculo pertinentes y el archivo de computadora)  


5 Listas de las instalaciones y contactos  


6 Cronograma final de visitas a las instalaciones   


7 Computadora portátil (por lo menos una por subequipo)  


8 Plan de apoyo logístico  


9 
Documentación relevante suministrada por el programa/proyecto para la revisión 
de gabinete  


10 Otros  
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Anexo 3, Paso 5 – Plantilla 1. Formato para la toma de notas en las entrevistas/reuniones 


con los administradores y el personal clave de M y E 


Nombre y dirección del programa/proyecto:   


Número de contrato (si es pertinente):   


Nombre de la persona entrevistada:   


Auditor: Fecha de la entrevista: 


Área del programa: Indicadores relevantes:   


Número de referencia o índice: 


 


 


Propósito de la entrevista:   


Descripción de lo que se habló: 


  


Firma del auditor:   Fecha: 
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Anexo 3, Paso 13 – Plantilla 1. Recomendaciones de control de la calidad de los datos 


Nombre y dirección del programa/proyecto:   


Número de contrato (si es pertinente):   


Persona de contacto:   


Auditor: Fecha de la auditoria: 


Lugar: Indicadores relevantes:   


Clasificación: Principal / Secundario  Dimensión de la calidad de los datos6: 


Explicación de los hallazgos (incluyendo las evidencias): 


 


Acción correctiva recomendada (completar antes de la reunión de clausura con el 
programa/proyecto):   


Notas de la reunión de clausura con el programa/proyecto:   


Recomendación final de acciones (completar después de la reunión de clausura con el 
programa/proyecto):   


Fecha esperada de finalización (si se aplica): 


Firma del auditor:   Fecha: 


 


                                                 
6 Las dimensiones de calidad de los datos son: Exactitud, fiabilidad, precisión, totalidad, puntualidad, 
integridad y confidencialidad. 
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Anexo 3, Paso 19 – Plantilla 1:  Archivo recordatorio de actividades de fortalecimiento de la 
calidad de los datos de M y E del programa/proyecto 


 
Nombre y dirección del programa/proyecto:  
 
 
Número de contrato (si es pertinente):  
 


Persona de contacto:   
 


Auditor: 
 


Fecha de la auditoria: 
 
 


Área del programa: Indicadores relevantes:


Título y descripción 
de la actividad 


Fecha estimada 
de finalización


Personas 
responsables


Fecha de 
verificación 


Resultado
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ANEXO 4: Selección de las instalaciones usando 
muestreo por conglomerado 
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Instrucciones de muestreo con la estrategia de muestreo D – Selección de muestreo por 
conglomerado: 
 


1. Determine la cantidad de conglomerados e instalaciones.  El equipo de auditoria deberá 
colaborar con la organización que solicitó el DQA para determinar la cantidad de 
conglomerados y el numero de instalaciones dentro los conglomerdos.   


2. Más de un nivel intermedio.  En caso de haber más de un nivel intermedio de consolidacion 
(es decir, los datos fluyen del distrito a la región antes de pasar al nivel nacional), deberá 
tomarse una muestra de conglomerdo en tres etapas.  Es decir, deben muestrearse dos 
regiones y luego dos distritos de cada región.   


3.  Sin nivel intermedio.  Si los datos se informan directamente desde la instalación 
prestadora de servicios al nivel nacional (es decir, no hay instalaciones intermedias de 
consolidacion), la selección de las instalaciones se hará como se indicó anteriormente 
(muestreo por conglomerdaos en el que el distrito es la unidad de muestreo principal) pero 
el cálculo del factor de verificación cambiará.  En este caso, no se hacen ajustes por 
errores que ocurran entre el distrito y el nivel nacional.   


4. Prepare el marco muestral.  El primer paso de la selección de conglomerados es preparar 
un marco de muestreo o una lista de todos los distritos (o conglomerados) en los que se 
realizara la actividad (por ejemplo, distritos con instalaciones de tratamiento por TAR).  La 
metodología requiere que se seleccionen agrupaciones en proporción al volumen de 
atenciones.  Es útil hacer el marco de muestreo mostrando los conglomerados con el 
volumen de atenciones.  Por ejemplo, si un determinado conglomerado es responsable del 
15% del flujo de clientes, ese conglomerado debe comprender el 15% del marco de 
muestreo.  Véase el Ejemplo de la estrategia de muestreo D (Anexo 4, Tabla 3) para más 
detalles.  Tenga cuidado de no organizar el marco de muestreo de tal manera que la 
selección de agrupaciones este sesgada.  Ordenar las agrupaciones podría introducir 
periodicidad; por ejemplo, cada 10ª conglomerado es un distrito rural.  Por lo general, en 
orden alfabetico es una manera inocua de ordenar las agrupaciones.  


5. Calcule el intervalo de muestreo.  El intervalo de muestreo se obtiene dividiendo la 
cantidad de unidades en el marco de muestreo por la cantidad de elementos que se 
muestrearán.  Mediante una tabla de números aleatorios (Anexo 4, Tabla 5) o un método 
similar, elija aleatoriamente un punto de partida en el marco de muestreo.  Ése será el 
primer distrito muestreado.  Luego proceda a través del marco de muestreo y seleccione 
los distritos que coincidan con múltiplos del intervalo de muestreo.   


6. Seleccione un punto de inicio al azar.  Use la tabla de números aleatorios del Anexo 4, 
Tabla 5, para generar un número de inicio aleatorio.  Seleccione el punto de partida en la 
tabla volteando la mirada y marcando con un lápiz un punto en la tabla.  Trace una línea 
sobre la hilera más cercana al punto y una línea a la izquierda de la columna más cercana 
al punto.  Desplácese hacia abajo y a la derecha de su punto de partida, seleccione el 
primer número de la tabla cuyos últimos dígitos X sean entre 0 y N (si N es una cifra de dos 
dígitos, entonces X sería 2, si es una cifra de cuatro dígitos, X sería 4, y así 
sucesivamente). 
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Ejemplo: 


N = 300; M = 50; el punto de partida es la columna 3, hilera 2 de la tabla de números 
aleatorios; lea hacia abajo. Seleccionaría 043 como su número de inicio.  


59468 
99699 
14043 
15013 
12600 
33122 
94169 
etc... 


 
7. Seleccione las agrupaciones.  Desplácese hacia abajo por la lista ordenada y numerada de 


agrupaciones y deténgase en el número de partida.  Ésa es el primer conglomerado.  
Proceda hacia abajo por el marco de muestreo por una cantidad de elementos equivalente 
al intervalo de muestreo.  El número de partida + intervalo de muestreo = 2do 
conglomerado.  El número de partida + 2 (intervalo de muestreo) = 3er conglomerado, y asi 
susesivamente. 


8. Estratifique los puntos de entrega de servicios.  Ordene los puntos de entrega de servicios 
dentro de cada uno de los distritos muestras según el volumen de servicios, es decir, el 
valor del indicador para el período de informe que esté siendo auditado.  Divida la lista en 
estratos según la cantidad de instalaciones que serán seleccionadas.  De ser posible, 
seleccione un número igual de instalaciones de cada estrato.  Por ejemplo, si va a 
seleccionar tres instalaciones, cree tres estratos (pequeño, mediano y grande).  Si va a 
seleccionar dos instalaciones, cree dos estratos.  Para seis instalaciones, cree tres estratos 
y seleccione dos instalaciones por estrato, y así sucesivamente.  Divida el margen (reste el 
valor más pequeño del más grande) entre el número de estratos para establecer los puntos 
de corte de los estratos. Si las instalaciones no están igualmente distribuidas entre los 
estratos, use su juicio para asignar instalaciones a los estratos.  


9. Seleccione los puntos de entrega de servicios.  Para cantidades grandes de instalaciones 
puede usar una tabla de números aleatorios y seleccionar las instalaciones 
sistemáticamente según se explicó anteriormente.  Para una cantidad pequeña de 
instalaciones, puede utilizarse un muestreo aleatorio sencillo para seleccionar las 
instalaciones dentro de las agrupaciones. 


10. Seleccione instalaciones “de reserva”.  De ser posible, seleccione una instalación de 
reserva para cada estrato.  Use esas instalaciones únicamente si no puede visitar las 
seleccionadas originalmente debido a asuntos de seguridad u otros factores.  Vuelva a 
comenzar con un marco de muestreo nuevo para seleccionar esas instalaciones (excluya 
las que ya seleccionó).  No reemplace las instalaciones por motivos de conveniencia.  De 
ser posible, el reemplazo de instalaciones deberá plantearse a la organización que solicitó 
el DQA. 


11. Conozca su metodología de muestreo.  Se supone que las instalaciones se seleccionen o 
controlen de la manera más aleatoria (y equitativa) posible, con el beneficio de la 
conveniencia y economía de un muestreo por conglomerado.  Es posible que le pidan que 
explique por qué seleccionó una instalación en particular.  Esté preparado para describir 







 


Herramienta de control de la calidad de los datos |  97


los métodos de muestreo y explicar la selección equitativa de las instalaciones. 
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Ejemplo – Estrategia de muestreo D: Selección de muestreo por conglomerado 


 
En el siguiente ejemplo, la estrategia de muestreo D (muestra por conglomerado de dos etapas 
modificada) se usa para obtener una muestra de instalaciones de TAR en “nuestro país” para 
derivar una estimación de la calidad de los datos al nivel nacional.  En un diseño de muestreo por 
conglomerado, la muestra final se deriva en etapas.  Cada etapa consiste en dos actividades: (1) 
listar y (2) muestrear.  Listar significa hacer una lista completa de todos los elementos de los 
cuales se seleccionará una cantidad. Muestrear es cuando se elige al azar una cantidad 
predeterminada de elementos de la lista completa de elementos.   Una muestra es únicamente tan 
buena como la lista de la cual se derivó.  La lista, que también se denomina el marco de muestreo, 
es “buena” (válida) si es completa, es decir, si incluye todos los elementos conocidos que integran 
la población de elementos.  En el caso de las instalaciones de TAR en un país, un buen marco de 
muestreo significa que cada una de las instalaciones de TAR del país está debidamente 
identificada en la lista. 


1. Indicador de ilustración para esta aplicación = Cantidad de personas que reciben terapia 
antirretroviral (TAR) 


2. Objetivo de la auditoria: verificar la consistencia de los informes nacionales de progreso de 
TAR de nuestro país basándose en los sistemas de monitoreo administrativo. 


3. Plan de muestreo: se usa un diseño de conglomerado en dos etapas para seleccionar 13 
distritos y luego seleccionar 3 instalaciones de TAR en cada uno de los distritos 
seleccionados. 


4. Etapa de muestreo 1: (a) crear lista de todos los distritos; (b) seleccionar 3 distritos.   


5. Problema: Crear una lista de todos los distritos es ineficaz debido a que las instalaciones 
de TAR podrían no estar ubicadas en cada distrito de nuestro país.  Por lo tanto, para que 
los distritos de muestreo sean más eficaces, determine primero cuáles distritos tienen 
instalaciones de TAR.  En la cuadrícula siguiente (Anexo 4, Tabla 1), las celdas resaltadas 
representan los distritos (n=12) en los cuales hay instalaciones de TAR.  Estos 12 distritos 
resaltados integran el marco de muestreo inicial. 
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Anexo 4, Tabla 1. Cuadrícula de ilustración de todos los distritos de nuestro país 


1 2 3 4 5 


6 7 8 9 10 


11 12 13 14 15 


16 17 18 19 20 


21 22 23 24 25 


26 27 28 29 30 


 


6. Marco de muestreo para la etapa 1: La lista del Anexo 4, Tabla 2 en la página siguiente se 
denomina marco de muestreo.  Contiene una lista completa de todos los distritos que son 
relevantes para auditar las instalaciones de TAR porque incluye únicamente los distritos en 
los que hay instalaciones de TAR.   


7. La primera columna del marco contiene un esquema de numeración simple que comienza 
con “1” y termina con el elemento final de la lista, que en este caso es el número 12, ya 
que hay sólo 12 distritos en “nuestro país” que tienen instalaciones de TAR.   


8. La segunda columna del marco contiene el número de identificación del distrito que 
corresponde a la cuadrícula de ilustración que se mostró en la tabla anterior.  Ésas eran las 
celdas resaltadas que mostraban los distritos que tienen instalaciones de TAR.  La 
columna 2 (Número del distrito) no indica los distritos seleccionados. Indica meramente los 
distritos de “nuestro país” en los que hay instalaciones de TAR.  La muestra de tres 
distritos se tomará de la columna 2.  


9. La tercera columna muestra cuántas instalaciones de TAR hay en cada distrito.  Esto es 
importante porque la selección de los distritos se hará en proporción a la cantidad de 
personas que reciben TAR en cada distrito. 
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Anexo 4, Tabla 2. Marco de muestreo para la selección de los distritos en 
nuestro país 


Número simple 
ascendente del marco 


de muestreo 


 
Número 


del distrito


Cantidad de 
instalaciones de 
TAR por distrito 


Cantidad de personas que 
reciben TAR por distrito 


1 1 2 300 


2 3 1 100 


3 9 2 200 


4 12 3 500 


5 16 3 500 


6 19 1 60 


7 20 1 70 


8 21 2 300 


9 22 1 90 


10 26 5 600 


11 27 1 80 


12 28 2 200 


Total 24 3000 


 
 


10. El próximo paso en esta etapa del muestreo es utilizar el marco de muestreo para 
seleccionar los tres distritos en los que los auditores realizarán el control de instalaciones 
de TAR específicas.  Estamos intentando estimar un parámetro (la calidad de los datos) 
para todos los distritos/instalaciones del país utilizando sólo unos cuantos.  Por lo tanto, 
deseamos que los pocos que seleccionemos sean tan “típicos” como sea posible para 
llegar a una estimación tan cercana al valor actual como sea posible.  Algunos distritos 
podrían aportar más o menos al promedio de la calidad de los datos del país entero. Como 
nos interesa seleccionar distritos que sean representativos de todos los distritos que tienen 
instalaciones de TAR en el país y sabemos que algunos de ellos pueden no ser típicos (o 
representativos) de todos los distritos que tienen instalaciones de TAR, tenemos que 
garantizar que los distritos con alto volumen de casos (los cuales aportan más al promedio 
de la calidad de los datos de todos los distritos) se incluyan en nuestra muestra.  Por lo 
tanto, la técnica de muestreo seleccionará los distritos mediante el uso de la "probabilidad 
en proporción al tamaño". 
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11. En otras palabras, la probabilidad de que se elija un distrito para ser auditado dependerá 
de la cantidad de personas que reciban tratamiento en ese distrito.  Esa información se 
encuentra en la columna 4 del Anexo 4, Tabla 2: “Cantidad de personas que reciben TAR 
por distrito”.  Por lo general, esa cifra corresponde a los informes trimestrales. 


12. Una manera de vincular la probabilidad de selección de un distrito con el volumen de 
servicios es inflar el marco de muestreo según la cantidad de personas que reciben TAR 
en cada distrito.  Por ejemplo, si hay un total de 300 personas que reciben TAR en el 
Distrito 1, entonces ese distrito debería listarse 300 veces en el marco de muestreo. 


13. Para que sea más fácil, divida los valores de la columna 4 (cantidad de personas que 
reciben TAR) entre 10. Por ejemplo, ahora el Distrito 1 aparecerá 30 veces en lugar de 300 
veces.  El Distrito 3 aparecerá 10 veces en lugar de 100 veces, y así sucesivamente.  Este 
marco de muestreo inflado se ilustra en la Tabla 3 de esta sección.   


14. Con el marco de muestreo inflado que se muestra en el Anexo 4, Tabla 3, ahora estamos 
listos para usar el muestreo aleatorio sistemático para elegir tres distritos. 


15. En un muestreo aleatorio sistemático, se elige cada ko elemento del marco de muestreo 
para ser incluido en la muestra de control final.  Si la lista (el marco de muestreo) contiene 
1.000 elementos y usted desea una muestra de 100 elementos, seleccionará cada 10mo 
elemento para su muestra.  Para garantizar que no ocurra prejuicio, el método estándar es 
seleccionar el primer elemento al azar.  En este caso, seleccionaría aleatoriamente un 
número entre 1 y 10; ese número representaría el primer elemento de su muestra.  Contar 
10 elementos más después de ese número le daría el segundo elemento de la muestra, y 
así sucesivamente. 


16. En este ejemplo de instalaciones de TAR, queremos seleccionar tres distritos y luego 
seleccionar tres instalaciones de TAR en cada uno de los tres distritos seleccionados.  Por 
lo tanto, el tamaño deseado de nuestra muestra de instalaciones de TAR es nueve.  Éste 
es un ejemplo en dos etapas: la primera etapa conlleva hacer una lista de distritos y 
muestrearlos.  La segunda etapa conlleva hacer una lista de las instalaciones de TAR y 
muestrearlas. 


17. Nuestro marco de muestreo está organizado por medio de una metodología de 
probabilidad en proporción al tamaño porque la lista está ponderada por la cantidad de 
personas que reciben TAR por distrito.  En otras palabras, tendremos una probabilidad 
mayor de seleccionar un distrito en el que hay una cantidad grande de personas que 
reciben TAR porque esos distritos figuran más veces en la lista (eso fue lo que se logró al 
"inflar" el marco de muestreo). 


18. En el muestreo aleatorio sistemático, el intervalo de muestreo se calcula dividiendo el 
tamaño deseado de la muestra (tres distritos) entre la cantidad de elementos dentro del 
marco de muestreo (300, en el marco que se ilustra en el Anexo 3, Tabla 3).  De manera 
que nuestro intervalo de muestreo es 300/3, lo que equivale a 100. 
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Anexo 4, Tabla 3. Marco de muestreo para la selección de distritos basándose en 
probabilidad en proporción al tamaño 


# Distr. # Distr. # Distr. # Distr. # Distr. # Distr. # Distr. 
1 1 51 9 101 12 151 16 201 21 251 26 301  
2 1 52 9 102 12 152 16 202 21 252 26 302  
3 1 53 9 103 12 153 16 203 21 253 26 303  
4 1 54 9 104 12 154 16 204 22 254 26 304  
5 1 55 9 105 12 155 16 205 22 255 26 305  
6 1 56 9 106 12 156 16 206 22 256 26 306  
7 1 57 9 107 12 157 16 207 22 257 26 307  
8 1 58 9 108 12 158 16 208 22 258 26 308  
9 1 59 9 109 12 159 16 209 22 259 26 309  
10 1 60 9 110 12 160 16 210 22 260 26 310  
11 1 61 12 111 16 161 19 211 22 261 26 311  
12 1 62 12 112 16 162 19 212 22 262 26 312  
13 1 63 12 113 16 163 19 213 26 263 26 313  
14 1 64 12 114 16 164 19 214 26 264 26 314  
15 1 65 12 115 16 165 19 215 26 265 26 315  
16 1 66 12 116 16 166 19 216 26 266 26 316  
17 1 67 12 117 16 167 20 217 26 267 26 317  
18 1 68 12 118 16 168 20 218 26 268 26 318  
19 1 69 12 119 16 169 20 219 26 269 26 319  
20 1 70 12 120 16 170 20 220 26 270 26 320  
21 1 71 12 121 16 171 20 221 26 271 26 321  
22 1 72 12 122 16 172 20 222 26 272 26 322  
23 1 73 12 123 16 173 20 223 26 273 27 323  
24 1 74 12 124 16 174 21 224 26 274 27 324  
25 1 75 12 125 16 175 21 225 26 275 27 325  
26 1 76 12 126 16 176 21 226 26 276 27 326  
27 1 77 12 127 16 177 21 227 26 277 27 327  
28 1 78 12 128 16 178 21 228 26 278 27 328  
29 1 79 12 129 16 179 21 229 26 279 27 329  
30 1 80 12 130 16 180 21 230 26 280 27 330  
31 3 81 12 131 16 181 21 231 26 281 28 331  
32 3 82 12 132 16 182 21 232 26 282 28 332  
33 3 83 12 133 16 183 21 233 26 283 28 333  
34 3 84 12 134 16 184 21 234 26 284 28 334  
35 3 85 12 135 16 185 21 235 26 285 28 335  
36 3 86 12 136 16 186 21 236 26 286 28 336  
37 3 87 12 137 16 187 21 237 26 287 28 337  
38 3 88 12 138 16 188 21 238 26 288 28 338  
39 3 89 12 139 16 189 21 239 26 289 28 339  
40 3 90 12 140 16 190 21 240 26 290 28 340  
41 9 91 12 141 16 191 21 241 26 291 28 341  
42 9 92 12 142 16 192 21 242 26 292 28 342  
43 9 93 12 143 16 193 21 243 26 293 28 343  
44 9 94 12 144 16 194 21 244 26 294 28 344  
45 9 95 12 145 16 195 21 245 26 295 28 345  
46 9 96 12 146 16 196 21 246 26 296 28 346  
47 9 97 12 147 16 197 21 247 26 297 28 347  
48 9 98 12 148 16 198 21 248 26 298 28 348  
49 9 99 12 149 16 199 21 249 26 299 28 349  
50 9 100 12 150 16 200 21 250 26 300 28 350  
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19. Utilizando la metodología de comienzo al azar, seleccionemos ahora un número aleatorio 
entre 1 y 100. Use la tabla de números aleatorios del Anexo 4, Tabla 5 para generar ese 
número aleatorio.  Seleccione el punto de partida en la tabla volteando la mirada y 
marcando con un lápiz un punto en la tabla.  Trace una línea sobre la hilera más cercana al 
punto y una línea a la izquierda de la columna más cercana al punto.  Desde el lugar de 
partida (el punto) baje por la columna a la derecha de la línea vertical hasta que llegue a un 
número que sea menor que el intervalo de muestreo.  Ese número será su punto de partida 
y el primer distrito muestreado. En este caso, el número aleatorio es 14. Ahora, ése se 
convierte en el primer elemento seleccionado del marco de muestreo y corresponde al 
Distrito #1. 


20. En una muestra aleatoria sistemática nos desplazamos sistemáticamente por la lista hacia 
abajo basándonos en el intervalo de muestreo.  Nuestro intervalo de muestreo calculado es 
100. Como nuestro punto de partida aleatorio fue 14, nos toca ahora desplazarnos por la 
lista 100 hileras hacia abajo para llegar a nuestro próximo distrito seleccionado.  Catorce 
(14) más cien (100) equivale a 114; en nuestra lista, ese lugar se refiere al Distrito #16. Ése 
es nuestro próximo distrito seleccionado. 


21. Bajando por la lista de acuerdo con nuestro intervalo de muestreo (100) desde 114 
significa que nuestro próximo distrito será 114 + 100 = 214, que corresponde al Distrito 26. 
Ése es nuestro tercer distrito seleccionado. 


22. La etapa 1 de la estrategia de muestreo generó los tres distritos de los cuales, en la etapa 
2, se tomarán las instalaciones de TAR que serán auditadas. 


23. Utilizando exactamente la misma metodología que se usó en la etapa 1 de esta estrategia 
de muestreo, haga una lista de todas las instalaciones de TAR en el Distrito 1, Distrito 16,y 
Distrito 26 (Anexo 4, Tabla 4). 


 


Anexo 4, Tabla 4. Los tres distritos seleccionados y la lista de instalaciones de TAR en el 
Distrito 16 


 


 
Los 3 distritos seleccionados 


para la muestra del control 


 Lista de ilustración de las instalaciones de TAR 
dentro de los distritos seleccionados (se resalta 


el Distrito 16) 


 
 
 


Número 
del 


distrito 


 
 


Instala-
ciones 


por 
distrito 


 
Conteo 


agregado 
informado: 
Personas 
en TAR 


  
 
 


Número 
del 


distrito 


 
Conteo 


agregado 
informado: 
Personas 
en TAR 


 
 
 


Número 
de la 


instala-
ción. 


 
 


Conteo 
específico de 
la instalación 


informado 


1 2 300   


16 3 500  16 500 #1 100


26 5 600 #2 350


   #3 50


   Total: 3 500
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24. La tarea ahora es seleccionar tres instalaciones de TAR en cada uno de los distritos 
seleccionados.  Pero, como se puede observar, el Distrito 1 sólo tiene dos instalaciones de 
TAR, el Distrito 16 tiene tres instalaciones y el Distrito 26 tiene cinco instalaciones.   


25. Dependiendo de la distribución de la población del país y la epidemiología de la 
enfermedad en cuestión, podría haber muchas instalaciones por distrito o 
comparativamente pocas.  Debido a la madurez relativa de los programas de TB y la 
distribución generalizada tanto de la TB como del paludismo, las instalaciones con 
programas que tratan estas enfermedades tienen probabilidad de ser bastante numerosas 
por distrito.  En cambio, las instalaciones con programas de VIH/SIDA serán relativamente 
pocas, particularmente en países de baja incidencia o países con epidemias concentradas 
(es decir, los casos se encuentran principalmente en los grupos de alto riesgo).  En nuestro 
ejemplo de TAR hay muy pocas instalaciones por distrito.  Con esas cantidades tan 
pequeñas de instalaciones por distrito, se puede usar cualquier tipo de algoritmo aleatorio 
(al azar) para derivar las 9 instalaciones de TAR que integrarán la muestra de control.  Tal 
vez lo más fácil sería usar un algoritmo de muestreo aleatorio simple en este caso.  En el 
caso de muchas instalaciones por distrito, éstas deben clasificarse por distrito según el 
volumen de servicios y elegirse tres instalaciones mediante el muestreo aleatorio 
estratificado.  Es decir, estratificar las instalaciones por volumen grande, mediano y 
pequeño (cantidad de pacientes tratados, cantidad de suministros distribuidos) y 
seleccionar una instalación aleatoriamente de cada estrato.  Eso garantizará la 
representación adecuada de todas las instalaciones con respecto al volumen de servicios. 


26. Hasta este punto, se ha tomado una muestra de nueve instalaciones de TAR.  Ahora los 
auditores de calidad de los datos saben cuáles distritos visitar y cuáles instalaciones dentro 
de esos distritos serán auditadas, de manera que el equipo puede planear su trabajo de 
manera correspondiente.  Después de que el equipo de auditoria haya completado su 
trabajo en esas nueve instalaciones, el próximo paso será calcular los factores de 
verificación.  


 


Aviso: La combinación de cantidad de agrupaciones y cantidad de instalaciones dentro de las 
agrupaciones no es fija; más bien, esta combinación debe basarse en la distribución de 
instalaciones a través de un panorama programático.  Se pueden seleccionar menos instalaciones 
por distrito cuando el volumen de los servicios está muy concentrado.  Por ejemplo, en “nuestro 
país”, podríamos haber seleccionado cuatro distritos y dos instalaciones por distrito para poder 
garantizar una representación más geográfica de las instalaciones.  Aunque aumentar la cantidad 
de distritos de la muestra conduce a mayor poder estadístico del análisis (es decir, mayor 
precisión de la estimación de la calidad de los datos), los gastos y el tiempo necesarios para viajar 
a los distritos adicionales será con mucha probabilidad mayor que la mejora marginal obtenida en 
términos de precisión (véase Woodard7 y otros para un planteamiento de la precisión de las 
estimaciones utilizando la metodología de muestreo de DQA de GAVI). 


La cantidad total de agrupaciones e instalaciones será determinada por la organización que 
solicitó el DQA en colaboración con la agencia auditora, pero depende por último de los recursos 


                                                 
7 Woodard S., Archer L., Zell E., Ronveaux O., Birmingham M. Design and Simulation Study of the 
Immunization Data Quality Audit (DQA) (Estudio de diseño y simulación de un control de la calidad de los 
datos sobre inmunización). Ann Epidemiol,  2007; 17:628–633.  
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disponibles para realizar el control de la calidad de los datos. En ese aspecto, las limitaciones 
principales son las siguientes: (1) el tiempo que un equipo de auditoria puede dedicar al trabajo 
dentro del país; (2) la composición (cantidad y capacitación) del equipo de auditoria en el país; (3) 
los fondos disponibles para respaldar la implementación de la auditoria. 


¿Cuán grande debe ser la muestra? 


Esta pregunta no tiene una respuesta correcta ni incorrecta.  La pregunta en realidad plantea, 
"¿cuántas agrupaciones (por ejemplo, distritos) debemos seleccionar y cuántas instalaciones por 
conglomerado debemos seleccionar para generar estadísticas precisas?” 


En este caso, estadísticas precisas significa que los factores de verificación que se calculan para 
los distritos muestreados son representativos de los factores de verificación para todos los distritos 
que no fueron seleccionados en la muestra de control de la calidad de los datos. 


En otras palabras, el muestreo aleatorio permite al equipo de DQA estimar un factor de 
verificación a nivel nacional verificando los conteos informados por sólo una fracción de la 
cantidad total (nacional) de instalaciones.  ¿Cuán buena es la estimación?  ¿Cuánto se aproximan 
los resultados determinados por los auditores con esta fracción de instalaciones a los resultados 
que podrían encontrarse para la totalidad de ellas? 


La respuesta yace en los errores de muestreo.  Un error de muestreo es una medida de cuánto 
difieren las estimaciones de las muestras de los llamados valores verdaderos.  (Por lo general, los 
valores verdaderos se denominan parámetros.)  Los errores de muestreo son una función de dos 
elementos: (1) el tamaño de la muestra; y (2) la variabilidad del parámetro. Los errores de 
muestreo se reducen a medida que aumenta el tamaño de la muestra.  Mientras más grande sea 
su muestra, más pequeño será su error de muestreo y más precisos serán sus resultados.  Los 
errores de muestreo dependen también de la variabilidad del parámetro.  Por ejemplo, si el factor 
verdadero de verificación nacional (parámetro de la calidad de los datos) resulta ser 0,95, esto 
probablemente refleja buenas prácticas de presentación de informes en la mayoría de las 
instalaciones del país.  Por lo tanto, es probable que una muestra aleatoria contenga instalaciones 
de buen desempeño en cuanto a la presentación de informes.  En este ejemplo, la calidad de los 
datos es uniformemente buena y no se necesitaría una muestra grande para demostrarlo. 


Por otro lado, si el factor verdadero de verificación nacional es 0,50, esto probablemente refleje la 
combinación de buena y mala calidad de los datos en todas las instalaciones en el país.  Se 
necesitaría una muestra más grande para poder garantizar que suficientes cantidades de estas 
instalaciones "buenas" y "malas" quedaran representadas en la muestra de la misma manera que 
están distribuidas por todo el país.   


El error de muestreo es un constructo matemático que permite el cálculo de intervalos de 
certidumbre.  Se relaciona específicamente con la cantidad de desviaciones estándar (más o 
menos) por las cuales se desvían, o difieren, los resultados de las muestras de los resultados 
"verdaderos" (el parámetro).  La mayoría de los libros de texto de estadística contienen tablas de 
errores de muestreo en sus apéndices, en las que el valor específico del error de muestreo se 
indica según el tamaño de la muestra y la variabilidad del parámetro. 


La clave para reducir los errores de muestreo dentro del contexto del control de la calidad de los 
datos es recordar que el tamaño de una muestra no se refiere a cuántas agrupaciones (por 
ejemplo, distritos) están dentro de la muestra, ni tampoco se refiere a cuántas instalaciones están 
dentro de la muestra, sino que el tamaño de la muestra se refiere a cuántas veces se registra la 
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prestación de un servicio médico (una visita a la instalación por un paciente de TAR) en la 
instalación.   


En el Anexo 4 usamos un ejemplo en el que se seleccionaron tres distritos y tres instalaciones en 
cada distrito.  Los auditores verificarán los conteos informados de pacientes de TAR que 
recibieron servicios de TAR en las instalaciones seleccionadas.  La cantidad total de pacientes de 
TAR informada es 1.400. Ésa es la cifra real que los auditores de la calidad de los datos están 
intentando verificar y constituye un tamaño de muestra eficaz al tomar en consideración los 
asuntos de estadística relacionados con la exactitud de la muestra. 


¿Cuán grande es esta muestra?  En Uganda, la cantidad total de personas que recibieron 
servicios de TAR informada directamente por las instalaciones en 2005 fue 49.600. Mil 
cuatrocientas personas representa aproximadamente el tres por ciento de ese total, lo que en la 
mayoría de las condiciones es un tamaño de muestra razonable para esa población.  En cambio, 
en Nigeria, la cantidad directa total de personas a quienes se dio alcance con servicios de TAR en 
2005 fue 18.900. En el caso de Nigeria, nuestra muestra hipotética de 1.400 personas 
representaría aproximadamente el ocho por ciento del total - una muestra de 8% es sólida para la 
mayoría de las aplicaciones. 


De manera que, a menos que un país tenga una cantidad muy grande de instalaciones en las que 
se prestan servicios médicos importantes (por ejemplo, Sudáfrica, Kenia, Uganda), por lo general 
es posible captar una fracción significativa de los servicios visitando de 8 a 12 instalaciones y 
usando una metodología de probabilidad en proporción al tamaño.  


No obstante, los modelos matemáticos de la técnica modificada de muestreo por conglomerado en 
dos etapas descrita aquí han determinado que la exactitud de las estimaciones del factor de 
verificación de los datos de cobertura de inmunizaciones es demasiado baja para poder usarla de 
manera realista a nivel nacional.8  En simulaciones, Woodard y otros encontraron que tendrían 
que tomarse muestras en hasta 30 distritos para poder lograr una exactitud de alrededor de +/-
10%.  Debido a la inversión de tiempo, personal y recursos financieros necesaria para visitar 30 
distritos, es poco probable poder calcular un factor de verificación a nivel nacional preciso. 
 
No obstante, es posible obtener una idea de la calidad general de los datos de un 
programa/proyecto sin depender de un factor de verificación de estimaciones a nivel nacional.  Los 
aspectos cualitativos del DQA son adecuados para determinar los aspectos fuertes y débiles de 
un sistema dado de presentación de informes.  Por ejemplo, si las definiciones de los indicadores 
no se entienden bien en la mayor parte de una muestra representativa de instalaciones, es muy 
probable que las definiciones de los indicadores tampoco se entiendan bien en los distritos en los 
que no se tomaron muestras.  El recuento de indicadores y su comparación con los valores 
informados en una muestra de instalaciones es similarmente adecuado para determinar, en un 
sentido general, si la calidad de los datos es buena, mediocre o mala, aun sin el beneficio de una 
estimación nacional precisa.   La falta de informes o las grandes discrepancias entre los 
resultados del recuento y los resultados informados en unas cuantas instalaciones son indicios de 
discrepancias similares en otros lugares. 
 
Por último, el factor de verificación a nivel nacional debe interpretarse con cautela.  Para fines del 
control de la calidad de los datos, debe usarse como indicio de la calidad de los datos (o falta de 
calidad de los mismos), en lugar de como medida exacta. 


                                                 
8 Woodard S., Archer L., Zell E., Ronveaux O., Birmingham M. Design and Simulation Study of the 
Immunization Data Quality Audit (DQA) (Estudio de diseño y simulación de un control de la calidad de los 
datos sobre inmunización). Ann Epidemiol,  2007; 17:628–633.  
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Tomada de The Rand Corporation, A Million Random Digits with 100,000 Normal Deviates (Un millón de dígitos 
aleatorios con 100.000 desviaciones normales) (New York: The Free Press, 1955)


Anexo 4, Tabla 5. Tabla de números aleatorios 


Tabla de números aleatorios 
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ANEXO 5: Cálculo del factor de verificación 
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Durante una auditoria de la calidad de datos, una pregunta fundamental es la medida en la que los reportes 
concuerdan con los datos verificados.  Específicamente, “para el indicador auditado, ¿qué proporción de 
instalaciones en [nombre del país] reportaron resultados precisos durante el período anterior? El factor de 
verificación representa una manera de resumir la respuesta en una forma estandarizada y cuantitativa.   


El uso de factores de verificación puede aplicarse al conjunto entero de indicadores de salud cubierta por 
esta audioria – siempre y cuando la estrategia de muestreo sea estadísticamente representativa del 
programa a nivel nacional (o el subconjunto del programa que se esta examinando) y que la cantidad 
instalaciones de la muestra sea suficientemente grande para generar estimaciones sólidas sobre la 
consistencia de los informes.    


El factor de verificación es un indicador de la consistencia de presentación de informes que se mide en tres 
niveles: (1) instalaciones proveedoras de servicios; (2) nivel de administración del distrito; y (3) el nivel de 
administración nacional.  A menudo se le denomina indicador basado en distritos porque las unidades de 
muestreo para los factores de verificación son los distritos de salud (o “niveles intermedios de agregación”).  
También es posible referirse al mismo como el indicador basado en distritos porque en el método de la 
alianza GAVI los factores de verificación se construyen al nivel de distrito y al nivel nacional. 


 


La ecuación para los factores de verificación consisten en cuatro factores: 


Factor 1: el conteo verificado  en una instalación seleccionada. 


Factor 2: el conteo observado ien una instalación proveedora de servicios seleccionada.  


Factor 3: el conteo de todas las instalaciones en un conglomerado seleccionado (distrito).* 


Factor 4:  el conteo reportado en un conglomerado (distrito) seleccionado según lo observado a 
nivel nacional.* * 


* El conglomerado se refiere a una unidad administrativa/geográfica como un distrito, provicia, región, etc.  


** El nivel nacional se refiere al lugar final en el que ocurren los conteos de agregación, como la unidad 
del gobierno nacional del país o el encargado del enlace con el equipo de EE.UU. bajo el Plan de 
Emergencia del Presidente para el Alivio del SIDA (PEPFAR). 
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El cálculo del factor de verificación consiste en tres pasos. 


Paso uno: 


Divida el factor 1 entre el factor 2:  


Conteo verificado en la instalación seleccionada 
Conteo reportado por la instalación seleccionada 


Este resultado equivale a la proporción de conteos informados en una instalación seleccionada verificada 
por el equipo de auditoria.  Este resultado puede denominarse el conteo verificado en la instalación. 


Paso dos: 


Divida el factor 3 entre el factor 4: 


         Conteo reportado por todas las instalaciones en el conglomerado seleccionado (distrito)  
Conteo informado del conglomerado seleccionado (distrito) según observado en el nivel nacional 


Este resultado equivale a la proporción del conglomerado seleccionado o el informe de nivel de distrito que 
es completamente consistente con el informe del nivel nacional.  Este resultado se denomina relación de 
consistencia del conglomerado, o factor de ajuste. 


El factor de ajuste responde la siguiente pregunta: “¿Se informaron los resultados en el nivel de distrito 
seleccionado (para todas las instalaciones del distrito seleccionado – no sólo aquéllas que fueron visitadas 
por el equipo de auditoria) exactamente de la misma manera que los resultados (para el distrito 
seleccionado) que fueron observados en el nivel nacional?" 


Paso tres: 


Para cada distrito muestreado, sume los valores recontados en las instalaciones auditadas y divida el 
resultado entre la suma de los valores informados en las instalaciones auditadas.  Multiplique ese resultado 
en cada distrito muestreado por el valor de ajuste correspondiente.  Este resultado, al ponderarse con los 
"distritos", según se muestra a continuación, constituye el factor de verificación a nivel nacional. 


Es importante recordar que las unidades de tiempo deben ser equivalentes en todos los factores utilizados 
para calcular el factor de verificación.  Eso significa que si el auditor está trazando y verificando los 
resultados en una instalación seleccionada durante los últimos 12 meses, ese mismo período (los últimos 12 
meses) debe utilizarse como base para los demás factores de la ecuación. 
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El factor de verificación puede expresarse utilizando la siguiente formula estadística: 


 


en la que 


i = distrito seleccionado (i = 1, 2, 3) y  


j = instalación seleccionada (j = 1, 2, 3) 


y en la que 


Xij = el conteo validado de la ja instalación del io distrito 


Yij = el conteo observado de la ja instalación del io distrito 


Rdi = en el nivel de distrito, el conteo de todas las instalaciones del io distrito que fue preparado para 
presentación al nivel nacional 


Rni = al nivel nacional, el conteo observado según fue informado desde el io distrito. 


Para derivar un factor de verificación a nivel nacional, es necesario calcular primero los factores de 
verificación del distrito.  El factor de verificación nacional se calcula como el promedio ponderado (o media 
ponderada) de todos los factores de verificación de los distritos. 


El ejemplo que muestra cómo se derivan los factores de verificación supone que el equipo auditor de la 
calidad de los datos está en los tres distritos seleccionados en la muestra aleatoria.  Estos tres distritos (1, 
16, 26) y las instalaciones de TAR incorporadas se muestran en el Anexo 5, Tabla 1. 


 
Anexo 5, Tabla 1. El flujo de los conteos de TAR desde la instalación 


seleccionada, distrito seleccionado (i = 1, 16, 26) y hasta el nivel nacional 


Agregación de los conteos de los distritos ( N ) Nivel nacional 
(300) + (500) + (700) = 1.500 


Agregación de los conteos por las instalaciones ( N ) Nivel de distrito: Número 
de identificación del distrito ( I )


1 
(300) 


 16 
(500) 


 26 
(600) 


1 
(150) 


2 
(150) 


 3 
(100) 


4 
(350) 


5 
(50) 


 6 
(200) 


7 
(100) 


8 
(100) 


NA* 
(100) 


9 
(100) 


Nivel de la instalación: Número de identificación de la instalación seleccionada (j) 
y conteo de TAR informado (y) 


Note que el conteo agregado de TAR informado en el distrito 26 (600) se informó 
mal en el nivel nacional (700) 
* NA = Esta instalación no fue seleccionada aleatoriamente


El muestreo por conglomerado en dos etapas, según se planteó anteriormente, resultó en tres distritos y un 
total de 10 instalaciones de TAR.  De acuerdo con el método de GAVI, se requiere que se seleccione una 


i


i


j
ij


j
ij


i
Rn


Rd


y


x
VF 



































4


1


4


1







 


Herramienta de control de la calidad de los datos |  112


cantidad fija de instalaciones por distrito.  En este ejemplo han de seleccionarse tres instalaciones por 
distrito.  El distrito #1 sólo tiene dos instalaciones de TAR, entonces no es posible seleccionar tres. 


Una solución para este problema es seleccionar ambas instalaciones de TAR en el distrito 1, las tres 
instalaciones en el distrito 16 y seleccionar aleatoriamente 4 de las 5 instalaciones del distrito 26. Observe 
que hay alternativas posibles para abordar el problema de muestreo presentado anteriormente, pero esta 
herramienta de auditoria de datos no es el lugar adecuado para plantearlas. 


Una vez que se haya identificado una solucion al problema de muestreo, el equipo auditor puede completar 
la matriz para calcular los factores de verificación, ilustrados de la siguiente manera: 


 


Matriz para cálculo de los factores de verificación 


i= distrito seleccionado (i = 1, i = 16, i = 26)  


j= instalación de TAR seleccionada en el io distrito 


x = conteo verificado en la instalación  j 


y = conteo informado en la instalación  j 


 


El Anexo 5, Tabla 2 ilustra los cálculos derivados de la matriz de cálculo.   


 


Anexo 5, Tabla 2. Cálculos de i, j. x & y 


i j x y x/y 


1 1 145 150 0,96 


1 2 130 150 0,86 


Total: 2 275 300 0,91 


16 3 100 100 1,00 


16 4 355 350 1,01 


16 5 45 50 0,90 


Total: 3 500 500 1,00 


26 6 100 200 0,50 


26 7 50 100 0,50 


26 8 75 100 0,75 


26 9 40 100 0,40 


Total: 4 265 500 0,53 


Una de las lineas horizontales de la matriz está resaltada para entender mejor cómo se deriva el factor de 
verificación.  La linea d el distrito 26 (i=26) y la instalación número 7 (j=7).  La tercera columna de la matriz 
muestra (x), o el conteo verificado de pacientes de TAR que los auditores obtuvieron en la instalación (50).  
La cuarta columna de la matriz muestra (y), o el conteo de pacientes de TAR en esta instalación (100).  Esta 
parte del factor de verificación se deriva simplemente dividiendo el conteo verificado (50) con el conteo 
reportado (100) = (0,50). 
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La matriz ilustra cómo las instalaciones están agrupadas (conglomerado) dentro los distritos, ya que los 
factores de verificación se calculan en el distrito combinando los resultados de la auditoria de cada 
instalación dentro de un distrito.  Por lo tanto, en la matriz, el factor de verificación del distrito 1 es 0,91, que 
se deriva combinando los resultados [x/y] de las dos instalaciones del distrito 1. 


La combinación es lineal: el total de la columna x (275) se divide entre el total de la columna y (300) para 
calcular el factor de verificación distrital para el distrito 1. Esto se realiza para cada uno de los distritos 
seleccionados. 


A juzgar por estos factores de verificación (basados en valores hipotéticos que se ingresan en la columna x), 
la matriz sugiere que el distrito informó una cantidad exedente de pacientes de TAR que recibieron 
servicios.  Aquí, la cantidad total reportada informada de pacientes de TAR fue 500, mientras que el conteo 
total verificado derivado por el equipo auditor al examinar los registros de las cuatro instalaciones fue de 
265.  265 dividido entre 500 es 0,53, lo que implica que los auditores pudieron verificar sólo 
aproximadamente la mitad de todos los pacientes de TAR reportados por este distrito. 


Los dos pasos finales para derivar un factor de verificación a nivel nacional son (1) calcular el factor de 
ajuste [Rdi/Rni] para cada conglomerado y (2) multiplicar este por los factores de verificación de nivel de 
distrito ponderados. 


Cálculo del factor de ajuste 


El Anexo 5, Tabla 1 muestra el flujo de los conteos de TAR informados desde el nivel de la instalación 
seleccionada hasta el nivel de distrito (o conglomerado) seleccionado y finalmente hasta el nivel nacional (o 
final de agregación).  En el ejemplo, la tabla indica que el conteo agregado de TAR reportado por el distrito 
(distrito 26) no se represento en el nivel nacional.  Específicamente, la cifra de 600 pacientes de TAR 
reportados por los establecimientos del distrito 26 no concuerdan con los 700 pacientes de TAR reportados 
para el distrito 26 en el nivel nacional. 


Este hecho fue descubierto por el equipo auditor de la calidad de datos,, rastreando los resultados en el 
nivel distrital y comparadolos con el nivel nacional.  Como resultado de este trabajo del equipo auditor en los 
niveles de agregación superiores a la instalación (en los niveles intermedios y finales de agregación) ahora 
tenemos lo necesario para calcular el factor de ajuste.  
  
Rdi/Rni equivale a: 
 


1. el conteo agregado de todas las instalaciones dentro de un distrito seleccionado, según observado 
por el auditor en el nivel de agregación de distrito (o intermedio) 


2. dividido entre 
3. el conteo agregado reportado para todas las instalaciones de un distrito seleccionado, según 


observado por el auditor en el nivel de agregación nacional (o más alto). 
 


En nuestro ejemplo, los factores de ajuste para cada distrito serían  
 


 Distrito 1:  300/300 = 1,0 
 Distrito 16:  500/500 = 1,0 
 Distrito 26: 600/700 = 0,86  


 
El factor de ajuste se aplica multiplicándolo por el factor de verificación de cada distrito.  Por lo tanto, los 
factores de verificación ajustados para cada distrito son: 
 


 Distrito 1:  0,91 x 1,0 = 0,91 
 Distrito 16: 1,0 x 1,0 = 1,0 
 Distrito 26:  0,53 x 0,86 = 0,46 


El próximo paso del cálculo es ponderar los factores ajustados de verificación para los conteos verificados 
del nivel de distrito.  Ponderamos los factores ajustados de verificación de distritos para dar más importancia 
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a un factor de verificación que represente un número considerable de clientes/pacientes y, 
proporcionalmente, menos importancia a un factor de verificación que represente una cantidad pequeña de 
clientes/pacientes.  


En otras palabras, basándonos en el ejemplo hipotético de los tres distritos, parece que durante este 
período, el distrito 16 tendría un volumen mas alto de servicios de TAR y el distrito 26 tiene el volumen más 
bajo de servicios de TAR.  Al construir un factor de verificación promedio para los tres distritos, idealmente 
le asignaríamos proporcionalmente una mayor ponderación a los resultados de verificación del distrito 16 y 
menos ponderación al distrito 26, y así sucesivamente. 


La siguiente matriz muestra los cálculos intermedios y finales para construir un promedio ponderado de 
todos los factores de verificación de distritos. 


 


Anexo 5, Tabla 3. Cálculo del promedio y el promedio ponderado de los 
factores de verificación de distritos 


     
 
 


 
i = 1


 
i = 16


 
i = 26


 
Suma del total


Conteo verificado al nivel de distrito (x) 275 500 265 1040


Conteo informado al nivel de distrito (y) 300 500 500 1300


Factor de verificación de distritos (x/y) 0,91 1,00 0,53 2,44


Factor de ajuste 1,0 1,0 0,86 


Factor ajustado de verificación de distritos 0,91 1,0 0,46 2,37


Ponderación* 275 500 265 1040


Factor de verificación (Ponderación) 250,25 500,00 121,9 872,15


Promedio del distrito  0,81


Promedio ponderado del distrito  0,84


* La ponderación usada aquí es la cantidad verificada de pacientes que reciben TAR (x) 


El promedio de distritos se calcula sumando los tres factores de verificación de distritos para cada distrito 
(0,92+1,00+0,53 = 2,44) y dividiendo entre tres (2,44/3 = 0,813). 


El promedio ponderado de distritos se calcula multiplicando cada uno de los tres factores ajustados de 
verificación de distritos por la ponderación de nivel de distrito que le ha sido asignada.  En este ejemplo, la 
ponderación es igual al conteo verificado a nivel de distrito (x).  En la matriz, ese valor se muestra en la 
hilera identificada por Factor de verificación (Ponderación).  Luego, se toma la suma de los valores 
ponderados, que se muestra en la última columna de la hilera identificada por Factor de verificación 
(Ponderación) = 872,2, y este valor se divide entre la suma de las ponderaciones mismas (1.040).  De 
manera que 872,2/1.040 = 0,84. 


Con base en los cálculos mostrados en el Anexo 5, Tabla 3, el promedio aritmético simple de los factores de 
verificación combinados para los tres distritos es 0,813, mientras que el promedio ponderado es 0,840.  El 
promedio ponderado es mayor porque su cálculo tomó en cuenta el hecho de que el distrito 16 tuvo más 
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pacientes de TAR que los demás distritos.  Como el factor de verificación del distrito 16 fue 1,00, este Factor 
de verificación (perfecto) pudo aplicarse a más pacientes de TAR y, por lo tanto, tuvo mayor influencia en el 
promedio general. 
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InTroDucTIon


BACkgrOUnDA. 


National programs and donor-funded projects are working towards achieving ambitious goals 
related to the fight against diseases such as Acquired Immunodeficiency Syndrome (AIDS), 
Tuberculosis (TB), and Malaria. Measuring the success and improving the management of these 
initiatives is predicated on strong monitoring and evaluation (M&E) systems that produce quality 
data related to program implementation.


In the spirit of the “Three Ones,” the “Stop TB Strategy,” and the “RBM Global Strategic Plan,” 
a number of multilateral and bilateral organizations have collaborated to jointly develop a Data 
Quality Assessment (DQA) Tool. The objective of this harmonized initiative is to provide a 
common approach for assessing and improving overall data quality. A single tool helps to ensure 
that standards are harmonized and allows for joint implementation between partners and with 
National Programs.


The DQA Tool  focuses exclusively on (1) verifying the quality of reported data, and (2) assessing 
the underlying data management and reporting systems for standard program-level output 
indicators. The DQA Tool is not intended to assess the entire M&E system of a country’s response 
to HIV/AIDS, Tuberculosis, or Malaria.  In the context of 
HIV/AIDS, the DQA Tool relates to component 10 (i.e., 
supportive supervision and data auditing) of the “Organizing 
Framework for a Functional National HIV M&E System.1”


Two versions of the DQA Tool have been developed: (1) the 
“Data Quality Audit Tool” which provides guidelines to be 
used by an external audit team to assess a program/project’s 
ability to report quality data; and (2) the “Routine Data 
Quality Assessment Tool” (RDQA) which is a simplified 
version of the DQA Tool for auditing that allows programs 
and projects to assess the quality of their data and strengthen 
their data management and reporting systems.


1 UNAIDS (2008). Organizing Framework for a Functional National HIV Monitoring and Evaluation System.  
Geneva: UNAIDS.


Figure 1. Organizing Framework 
for a Functional National HIV 
M&E System – 12 Components.
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The objectives of the DQA Tool for auditing are to:


Verify the quality of reported data for key indicators at selected sites; and•	
Assess the ability of data management systems to collect and report •	
quality data.


In addition, for the programs/projects being audited, the findings of the DQA can also be very 
useful for strengthening their data management and reporting systems.


OBjECTIVESB. 


The DQA Tool for auditing provides processes, protocols, and templates addressing how to:  


Determine the scope of the data quality audit.•	   The DQA Tool begins with suggested 
criteria for selecting the country, program/project(s), and indicators to be reviewed. In 
most cases, the Organization Commissioning the DQA will select these parameters.  
Engage the program/project(s) and prepare for the audit mission.•	   The DQA Tool 
includes template letters for notifying the program/project of the data quality audit (and 
for obtaining relevant authorizations), as well as guidelines for preparing the country 
mission.
Assess the design and implementation of the program/project’s data management  •	
and reporting systems. The DQA Tool provides steps and a protocol to identify potential 
risks to data quality created by the program/project’s data management and reporting 
system.    
Trace and verify (recount) selected indicator results.•	   The DQA Tool provides 
protocol(s) with special instructions, based on the indicator and type of Service Delivery 
Site (e.g. health facility or community-based).  These protocols will direct the Audit Team 
as it verifies data for the selected indicator from source documents and compares the 
results to the program/project(s) reported results.  
Develop and present the Audit Team’s findings and recommendations.•	   The 
DQA Tool provides instructions on how and when to present the DQA findings and 
recommendations to program/project officials and how to plan for follow-up activities to 
ensure that agreed-upon steps to improve systems and data quality are completed.


note:  While the Data Quality Audit Tool is not designed to assess the quality of services provided, 
its use could facilitate improvements in service quality as a result of the availability of better 
quality data related to program performance.     
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ConCepTuAl FrAmeworkC. 


The conceptual framework for the DQA and RDQA is illustrated in the Figure 1 (below). Generally, 
the quality of reported data is dependent on the underlying data management and reporting systems; 
stronger systems should produce better quality data. In other words, for good quality data to be 
produced by and flow through a data management system, key functional components need to be 
in place at all levels of the system — the points of service delivery, the intermediate level(s) where 
the data are aggregated (e.g. districts, regions), and the M&E unit at the highest level to which data 
are reported. The DQA and RDQA tools are therefore designed to:


(1) verify the quality of the data, 
(2) assess the system that produces that data, and 
(3) develop action plans to improve both.


 
Introduction – Figure 1.  Conceptual Framework for the (R)DQA:  Data Management and 


Reporting Systems, Functional Areas, and Data Quality. 


 
 
 
 
 
 
 
 
 


METhODOLOgyD. 


The DQA and RDQA are grounded in the components of data quality, namely, that programs and projects 
need accurate, reliable, precise, complete and timely data reports that managers can use to effectively 
direct available resources and to evaluate progress toward established goals (see Introduction Table 1 on 
the following page).  Furthermore, the data must have integrity to be considered credible and should be 
produced ensuring standards of confidentiality.  







10 Data Quality Audit Tool


Introduction – Table 1.  Data Quality Dimensions


Dimension of 
Data Quality operational Definition


Accuracy
Also known as validity.  Accurate data are considered correct: the data measure what 
they are intended to measure.  Accurate data minimize errors (e.g., recording or 
interviewer bias, transcription error, sampling error) to a point of being negligible.


reliability


The data generated by a program’s information system are based on protocols and 
procedures that do not change according to who is using them and when or how 
often they are used.  The data are reliable because they are measured and collected 
consistently.


Precision


This means that the data have sufficient detail.  For example, an indicator requires 
the number of individuals who received HIV counseling & testing and received their 
test results, by sex of the individual.  An information system lacks precision if it is 
not designed to record the sex of the individual who received counseling and testing.


Completeness
Completeness means that an information system from which the results are derived 
is appropriately inclusive: it represents the complete list of eligible persons or units 
and not just a fraction of the list. 


Timeliness


Data are timely when they are up-to-date (current), and when the information is 
available on time.  Timeliness is affected by: (1) the rate at which the program’s 
information system is updated; (2) the rate of change of actual program activities; 
and (3) when the information is actually used or required.


Integrity Data have integrity when the system used to generate them is protected from 
deliberate bias or manipulation for political or personal reasons.


Confidentiality


Confidentiality means that clients are assured that their data will be maintained 
according to national and/or international standards for data.  This means that 
personal data are not disclosed inappropriately, and that data in hard copy and 
electronic form are treated with appropriate levels of security (e.g. kept in locked 
cabinets and in password protected files).   


Based on these dimensions of data quality, the DQA Tool is comprised of two components: (1) 
assessment of data management and reporting systems; and (2) verification of reported data for 
key indicators at selected sites.


Accordingly, the implementation of the DQA is supported by two protocols (see AnnEX 1):


Protocol 1:  System Assessment Protocol;
Protocol 2:  Data Verification Protocol.


These protocols are administered at each level of the data-collection and reporting system 
(i.e., program/project M&E Unit, Service Delivery Sites and, as appropriate, any Intermediate 
Aggregation Level – Regions or Districts).
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Protocol 1 - Assessment of Data Management and reporting Systems:


The purpose of Protocol 1 is to identify potential challenges to data quality created by the data 
management and reporting systems at three levels: (1) the program/project M&E Unit, (2) the 
Service Delivery Sites, and (3) any Intermediary Aggregation Level (at which reports from Service 
Delivery Sites are aggregated prior to being sent to the program/project M&E Unit, or other relevant 
level). 


The assessment of the data management and reporting systems will take place in two stages:


Off-site1.  desk review of documentation provided by the program/project;
On-site2.  follow-up assessments at the program/project M&E Unit and at selected Service 
Delivery Sites and Intermediate Aggregation Levels (e.g., Districts, Regions).


The assessment will cover five functional areas, as shown in Introduction – Table 2.


Introduction – Table 2.  Systems Assessment Questions by Functional Area


Functional Areas Summary Questions


I M&E Structures, 
Functions and 
Capabilities


1 Are key M&E and data-management staff identified with clearly 
assigned responsibilities?


2 Have the majority of key M&E and data-management staff received 
the required training?


II Indicator Definitions 
and Reporting 
Guidelines


3 Are there operational indicator definitions meeting relevant 
standards that are systematically followed by all service points?


4 Has the program/project clearly documented (in writing) what is 
reported to who, and how and when reporting is required?  


III Data Collection 
and Reporting 
Forms and Tools


5 Are there standard data-collection and reporting forms that are 
systematically used?


6 Is data recorded with sufficient precision/detail to measure relevant 
indicators?


7 Are data maintained in accordance with international or national 
confidentiality guidelines?


8 Are source documents kept and made available in accordance with a 
written policy? 


IV Data Management 
Processes 


9 Does clear documentation of collection, aggregation and 
manipulation steps exist?  


10 Are data quality challenges identified and are mechanisms in place 
for addressing them?  


11 Are there clearly defined and followed procedures to identify and 
reconcile discrepancies in reports?   


12 Are there clearly defined and followed procedures to periodically 
verify source data?  


V Links with National 
Reporting System 


13 Does the data collection and reporting system of the program/
project link to the National Reporting System?
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The outcome of this assessment will be identified strengths and weaknesses for each functional 
area of the data management and reporting system.


Introduction – Figure 2.  Assessment of Data Management System (Illustration).


Protocol 2 - Verification of reported Data for key Indicators:


The purpose of Protocol 2 is to assess, on a limited scale, if service delivery and intermediate 
aggregation sites are collecting and reporting data to measure the audited indicator(s) accurately 
and on time — and to cross-check the reported results with other data sources.  To do this, the 
DQA will determine if a sample of Service Delivery Sites have accurately recorded the activity 
related to the selected indicator(s) on source documents.  It will then trace that data to see if it has 
been correctly aggregated and/or otherwise manipulated as it is submitted from the initial Service 
Delivery Sites through intermediary levels to the program/project M&E Unit.


The data verification exercise will take place in two stages:


In-depth verifications at the Service Delivery Sites; and1. 
Follow-up verifications at the Intermediate Aggregation Levels and at the program/2. 
project M&E Unit. 
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Introduction – Figure 3.  Tracing and Verifying Report Totals from the Service Delivery Site 
Through Intermediate Reporting Levels to the Program/Project M&E Unit.


The first stage of the data-verification occurs at the Service Delivery Sites. There are five types of 
standard data-verification steps that can be performed at this level (Introduction – Table 3):


Introduction – Table 3.  Service Delivery Site: Five Types of Data Verifications


Verifications Description required


1.  Description Describe the connection between the delivery of services and/
or commodities and the completion of the source document 
to record that delivery.  


In all cases 


2.  Documentation Review Review availability and completeness of all indicator source
documents for the selected reporting period.


In all cases


3.  Trace and Verification Trace and verify reported numbers: (1) Recount the
reported numbers from available source documents; 
(2) Compare the verified numbers to the site reported 
number; (3) Identify reasons for any differences. 


In all cases


4.  Cross-checks Perform “cross-checks” of the verified report totals with 
other data-sources (e.g. inventory records, laboratory 
reports, registers, etc.).


In all cases 


5.  Spot-checks Perform “spot-checks” to verify the actual delivery of 
services and/or commodities to the target populations.


If feasible
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Because there are significant differences between certain types of indicators and sites—e.g., 
facility-based (clinics) and community-based sites—the DQA includes indicator-specific 
protocols to perform these standard data-verification steps (e.g., Antiretroviral Therapy [ART] 
Protocol; Voluntary Counseling and Testing [VCT] Protocol; TB Treatment Outcome Protocol(s); 
Insecticide-Treated Nets [ITN] Protocol; etc.). These indicator-specific protocols are based on 
generic protocols that have been developed for facility-based data sources and community-based 
data sources. The Service Delivery Site Worksheet from these generic data-verification protocols 
are shown in AnnEX 1.


The second stage of the data-verification occurs at the Intermediate Aggregation Levels (e.g., 
Districts, Regions) and at the program/project M&E Unit.  As illustrated in Introduction – Figure 
3, the DQA evaluates the ability at the intermediate level to accurately aggregate or otherwise 
process data submitted by Service Delivery Sites, and report these data to the next level in a timely 
fashion.  Likewise, the program/project M&E Unit must accurately aggregate data reported by 
intermediate levels and publish and disseminate National Program results to satisfy the information 
needs of stakeholders (e.g. donors).


The following verifications (Introduction - Table 4) will therefore be performed at Intermediate 
Aggregation Levels. Similar verifications are performed at the M&E Unit. 
 


Introduction – Table 4.  Intermediate Aggregation Levels:  Two Types of Data Verifications


Verifications Description required


1,  Documentation Review Review availability, timeliness, and completeness of 
expected reports from Service Delivery Sites for the 
selected reporting period.


In all cases


2.  Trace and Verification Trace and verify reported numbers: (1) Re-aggregate the 
numbers submitted by the Service Delivery Sites; (2) 
Compare the verified counts to the numbers submitted to 
the next level (program/project M&E Unit); (3) Identify 
reasons for any differences.


In all cases


The outcome of these verifications will be statistics on the accuracy, availability, completeness, 
and timeliness of reported data.
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Introduction – Figure 4.  Statistics on Data Quality (Illustration).


SeleCTIon oF SITeSE. 


There are four methods for selecting sites for the Data Quality Audit:


Purposive selection:1.   The sites to be visited are purposely selected, for example based on their 
size, their geographical proximity or concerns regarding the quality of their reported data. 
In this case, there is no need for a sampling plan. However, the data quality audit findings 
produced from such a “purposive” or targeted sample cannot be used to make inferences or 
generalizations about all the sites, or a group of sites, in that country. 


Restricted site design:2.   Only one site is selected for the DQA. The benefit of this approach 
is that the team can maximize its efforts in one site and have a high degree of control over 
implementation of the audit protocols and knowledge of the site-specific systems from 
which the results are derived. This approach is ideal for measuring the change in data quality 
attributable to an intervention (e.g. data management training).  In this approach, the data 
quality audit is implemented in a selected site; the intervention is conducted, and is followed 
by another data quality audit in the same site.  Any change in the quality of data could therefore 
be most likely a result of the intervention. 







16 Data Quality Audit Tool


Stratified random sampling:3.   This involves the drawing of a stratified random sample of a 
sub-national group of sites where a particular variable of interest is chosen as the basis of 
the sites to be visited.  Examples of such variables include rural sites, extremely large sites, 
sites run by a certain type of organization (e.g., nongovernmental organizations [NGOs]) or 
sites operating in a specific region or district of a country. Such stratified random sampling 
allows the audit team to make inferences from the sample audit findings to all the sites that 
belong to the stratification variable of interest (like all the rural sites, all the very large sites, 
all NGOs, etc.)


Random sampling:4.   It is often desirable to make judgments about data quality for an entire 
program or country.  However, in most countries, it would be far too costly and time 
consuming to audit all the sites reporting to a program.  Furthermore, it can be inaccurate 
and misleading to draw conclusions for all implementing sites based on the experiences of a 
few.  Random sampling techniques allow us to select a relatively small number of sites from 
which conclusions can be drawn which are generalizable to all the sites in a program/project.  
Such sampling relies on statistical properties (e.g., size of the sample, the variability of the 
parameter being measured) which must be considered when deciding which DQA approach 
to use.  Sometimes, the minimally acceptable number of sites (in terms of statistical validity) 
dictated by the sampling methodology is still too many sites to realistically pursue in terms 
of cost and available staff.  Compromising the methodology by including fewer sites than 
indicated, or replacing one site for another based on convenience, can yield erroneous or 
biased estimates of data quality.  However, given the appropriate resources, random sampling 
offers the most powerful method for drawing inferences about data quality for an entire 
program or country. This method involves the random selection of a number of sites that 
together are representative of all the sites where activities supporting the indicator(s) under 
study are being implemented. Representative means that the selected sites are similar to the 
entire population of sites in terms of attributes that can affect data quality (e.g., size, volume 
of service, and location). The purpose of this approach is to produce quantitative estimates 
of data quality that can be viewed as indicative of the quality of data in the whole program/
project, and not simply the selected sites.


The number of sites selected for a given DQA will depend on the resources available to conduct 
the audit and the level of precision desired for the national level estimate of the Verification Factor.  
A more precise estimate requires a larger sample of sites.  The Audit Teams should work with the 
Organization Commissioning the DQA to determine the right number of sites for a given program 
and indicator.  
    


F.  ouTpuTS


In conducting the DQA, the Audit Team will collect and document: (1) evidence related to the 
review of the program/project’s data management and reporting system; and (2) evidence related 
to data verification.  The documentation will include: 


Completed protocols and templates•	  included in the DQA Tool.
write-ups of observations, interviews, and conversations•	  with key data quality officials 
at the M&E Unit, at intermediary reporting locations, and at Service Delivery Sites.  
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preliminary findings •	 and draft Recommendation Notes based on evidence collected in 
the protocols;
Final Audit report•	 .   The Final Audit Report will summarize the evidence the Audit 
Team collected, identify specific audit findings or gaps related to that evidence, and 
include recommendations to improve data quality.  The report will also include the 
following summary statistics that are calculated from the system assessment and data 
verification protocols:


Strength of the Data Management and reporting System 1. based on a review of the 
program/project’s data collection and reporting system, including responses to questions 
on how well the system is designed and implemented; 
Accuracy of reported Data2.  through the calculation of Verification Factors2 generated 
from the trace and verify recounting exercise performed at each level of the reporting 
system (i.e., the ratio of the recounted value of the indicator to the reported value); and
Availability, Completeness and Timeliness of reports3.  through percentages calculated 
at the Intermediate Aggregation Level(s) and the M&E Unit. 


These summary statistics, which are automatically generated in the Excel files, are developed 
from the system assessment and data verification protocols included in this tool. 


All follow-up communication•	  with the program/project and the Organization 
Commissioning the DQA related to the results and recommendations of the Data Quality 
Audit.


g.  EThICAL COnSIDErATIOnS


The data quality audits must be conducted with the utmost adherence to the ethical standards of the 
country and, as appropriate, of the Organization Commissioning the DQA.  While the audit teams 
may require access to personal information (e.g., medical records) for the purposes of recounting 
and cross-checking reported results, under no circumstances will any personal information be 
disclosed in relation to the conduct of the audit or the reporting of findings and recommendations. 
The Audit Team should neither photocopy nor remove documents from sites.


In addition, the auditor shall not accept or solicit directly or indirectly anything of economic value 
as a gift, gratuity, favor, entertainment or loan that is or may appear to be designed to in any manner 
influence official conduct, particularly from one who has interests that might be substantially 
affected by the performance or nonperformance of the auditor’s duty.  This provision does not 
prohibit the acceptance of food and refreshments of insignificant value on infrequent occasions in 
the ordinary course of a meeting, conference, or other occasion where the auditor is properly in 
attendance, nor the acceptance of unsolicited promotional material such as pens, calendars, and/or 
other items of nominal intrinsic value.


2  Please refer to AnnEX 5 for a description of the methodology for calculating the Composite Verification Factor.
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h.  IMPLEMEnTATIOn


The Data Quality Audit will be implemented chronologically in 19 steps conducted in six phases, 
as shown in Introduction Figure 5.   


Introduction – Figure 5.  Data Quality Audit Phases and Steps.


	PhASE 1 – Steps 1-5 are performed at the Organization Commissioning the DQA and at   
 the Audit Team’s office.


The Organization Commissioning the DQA determines the country and program/•	
project(s) to be audited. The Audit Team and/or the Organization Commissioning the 
DQA then select(s) the corresponding indicators and reporting period (Step 1).
The Organization Commissioning the DQA is responsible for obtaining national •	
authorization to conduct the audit, as appropriate, and for formally notifying the program/
project of the DQA.  The Audit Team follows up with a request for documentation for its 
review prior to visiting the program/project, including information from which to draw 
the sample of sites (Step 2).







19Data Quality Audit Tool


The Audit Team, in collaboration with the Organization Commissioning the DQA, •	
identifies the number and locations of the Service Delivery Sites and related Intermediate 
Aggregation Levels (i.e., districts or regions) at which targeted system assessment and 
data verification will be conducted (Step 3).
The Audit Team prepares for on-site visits, including establishing the timing of the visits, •	
constituting the Audit Team and attending the requisite logistical issues (Step 4). 
The Audit Team conducts a desk review of the documentation provided by the program/•	
project (Step 5).


 PhASE 2 – Steps 6-7 are performed at the program/project’s M&E Unit. 


The Audit Team•	  assesses the data management and reporting system at the level of the 
M&E Unit (Step 6). This assessment is designed to identify potential challenges to data 
quality created by the program/project’s data management and reporting system.
The Audit Team begins to trace and verify data for the selected indicator(s) by reviewing •	
the reports for the selected reporting period submitted by lower reporting levels (such as a 
district or regional offices) (Step 7). 


	PhASE 3 – Steps 8-9 are conducted at the Intermediate Aggregation Levels (such as a 
district or regional offices), if the program/project data management system has such levels.  


The Audit Team assesses the data management and reporting system by determining how •	
data from sub-reporting levels (e.g., Service Delivery Sites) are aggregated and reported 
to the program/project M&E Unit (Step 8).  
The Audit Team continues to•	  trace and verify the numbers reported from the Service 
Delivery Sites to the intermediate level (Step 9).


 PhASE 4 – Steps 10-11 are conducted at Service Delivery Sites (e.g., in a health facility or a  
 community). 


The Audit Team continues the assessment of the data management and reporting system •	
at Service Delivery Sites by determining if a functioning system is in place to collect, 
check, and report data to the next level of aggregation (Step 10).  
The Audit Team also traces and verifies data for the selected indicator(s) from source •	
documents to reported results from Service Delivery Sites (Step 11).


 PhASE 5 – Steps 12-14 take place back at the program/project M&E Unit.  


The Audit Team finalizes the assessment of the data management and reporting system by •	
answering the final Audit Summary Questions (Step 12).  
The Audit Team then drafts its preliminary DQA findings and recommendations •	 (Step 
13) and shares them with the program/project M&E officials during an Audit Closeout 
Meeting (Step 14).  Emphasis is placed on reaching a consensus with M&E officers on 
what steps to take to improve data quality. 
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	PhASE 6 – Steps 15-18 are conducted at the Audit Team’s office and through meetings with  
 the Organization Commissioning the DQA and the program/project office.  


The Audit Team completes a draft Audit Report •	 (Step 15) which is communicated to the 
Organization Commissioning the DQA and the program/project (Step 16).  
Based on the feedback provided, the Audit Team completes the Final Audit Report and •	
communicates the report to the program/project (Step 17).
In the final audit step, the Audit Team may be asked to outline a follow-up process to help •	
assure that improvements identified in the Final Audit Report are implemented (Step 18).
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PHASe 1:  PrePArATIon AnD InITIATIon


The first phase of the DQA occurs prior to the Audit Team being 
on site at the location of the program/project. Responsibility for 
PHASE 1 rests partly with the Organization Commissioning the 
DQA and partly with the Audit Agency.  The steps in PHASE 
1 are to:


Identify the country and program/project and select the 1. 
indicator(s) and reporting period that will be the focus of 
the actual data verification work at a few Service Delivery 
Sites.  
Notify the selected program/project(s) of the impending 2. 
data quality audit and request documentation related to the 
data management and reporting system that the Audit Team 
can review in advance of the site visits.  Obtain national 
authorization(s), if needed, to undertake the audit.  Notify 
key country officials and coordinate with other organizations 
such as donors, implementing partners and national audit 
agencies, as necessary.
Determine the type of sample and the number of sites to be 3. 
the subject of on-site data quality verifications.
Prepare for the site visits, including determining the timing 4. 
of the visit, constituting the Audit Team, and addressing 
logistical issues.
Perform a “desk review” of the provided documentation to 5. 
begin to determine if the program/project’s data management 
and reporting system is capable of reporting quality data if 
implemented as designed.


The steps in PhASE 1 are estimated to take four to six 
weeks.


PHASE 1


Off-Site 
(Preparation 


and Initiation)


1. Select Country, 
Program/Project(s) 
Indicators and 
Reporting Period


2. Notify Program, 
Request 
Documentation and 
Obtain National 
Authorizations


3. Select Sites 
to be Audited


4. Prepare for On-
site Audit Visits:  1) 
Timing; 2) Team  
Constitution; 
3) Logistics


5. Review  
Documentation
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STeP 1.  SelecT counTry, ProgrAM/ProjecT(S), InDIcATor(S), 
AnD rePorTIng PerIoD


Step 1 can be performed by the Organization Commissioning the DQA and/or the Audit Team.


A – SELECT ThE COUnTry AnD PrOgrAM/PrOjECT(S)


In all likelihood, the Organization Commissioning the DQA will determine which country 
and program/project should be the subject of the Data Quality Audit. This DQA Tool presents 
strategies for selecting a program/project(s) for an audit by providing a list of relevant criteria and 
other issues to be considered. There is no single formula for choosing program/project(s) to be 
audited; international, local and programmatic circumstances must be taken into consideration in 
the decision. The audit documentation should include information about who made the selection 
and, to the extent known, the rationale for that decision.


An illustrative list of criteria to be used for the selection of a country and program/project is shown 
below in Step 1 – Table 1. If a National program is having the audit conducted, it can also use 
these criteria to select which aspects of the program (e.g. indicators) will be audited. 


Step 1 – Table 1. Illustrative Criteria for Selection of a Country, Disease/Health Area, and 
Program/Project


1 Amount of funding invested in the countries and programs/projects within the disease/health area.


2 Results reported from countries and programs/projects (such as number of people on ART, ITNs 
distributed, or Directly Observed Treatment, Short Course [DOTS] Detection Numbers). 


3 Large differences in results reporting from one period to the next within a country or a program/
project.


4 Discrepancies between programmatic results and other data sources (e.g., expenditures for health 
products that are inconsistent with number of people reported on anti-retroviral [ARV] treatment).


5 Inconsistencies between reported data from a specific project and national results (e.g., reported 
number of ITNs distributed is inconsistent with national numbers).


6 Findings of previous M&E assessments indicating gaps in the data management and reporting 
systems within program(s)/project(s).


7 Opinion/references about perceived data quality weaknesses and/or risks within a program/project.


8 A periodic audit schedule associated with funding or renewal reviews.


9 A desire to have some random selection of countries and programs/projects for audit.
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When Organizations Commissioning a DQA select the country and program/project to be the 
subject of a data quality audit, they might find it useful to rank the countries (or programs/projects) 
by the amount they have invested in them and/or the reported output (results). This could be done 
in the following sequence:


First	� , rank the countries or program/project(s) by the investment amount for a specific 
disease; 
Second	� , identify the indicators relevant for ranking the countries (or the programs/
projects) by reported results (this list will generally be specific to the particular 
Organization Commissioning the DQA);
Third	� , determine the ranking of each Country or program/project for each of the 
identified indicators.


This list should help the Organization Commissioning the DQA prioritize the countries or program/
project(s). AnneX 2, Step 1 – Template 1 is illustrative of such an analysis.


B – SELECT ThE InDICATOr(S)


Other important decisions in preparing for a Data Quality Audit are to determine: (1) which 
indicators will be included in the audit; and (2) for what reporting period(s) the audit will be 
conducted.  It is recommended that up to two indicators be selected within a Disease/health 
Area and that, if multiple Diseases/Health Areas are included in a Data Quality Audit, that a 
maximum of four indicators be included.  More than four indicators could lead to an excessive 
number of sites to be evaluated.


The decision regarding which indicators to include will generally be made by the Organization 
Commissioning the DQA and can be based on a number of criteria, including an analysis of the 
funding levels to various program areas (e.g., ARV, Prevention of Mother-to-Child Transmission 
[PMTCT], ITN, DOTS, Behavior Change Communication [BCC]) and the results reported for the 
related indicators.  In addition, the deciding factor could also be program areas of concern to the 
Organization Commissioning the DQA and/or to the National program (e.g., community-based 
programs that may be more difficult to monitor than facility-based programs).  In some cases, the 
Audit Agency may be asked to do an initial selection of indicators to be proposed to the Organization 
Commissioning the DQA.  The analysis conducted in Step 1 can help guide the selection of indicators 
to be included in the Data Quality Audit.


The criteria for selecting the indicators for the Data Quality Audit could be the following:


“Must review” Indicators1. . Given the program/project(s) selected for auditing, the 
Organization Commissioning the DQA  may have a list of “must review” indicators that 
should be selected first (e.g., indicators related to People on ARV Treatment, ITNs Distributed 
[or re-treated], and DOTS Detection Numbers). These are generally the indicators that are 
internationally reported to measure the global response to the disease. For example, for audits 
undertaken through the Global Fund, the indicators to be audited will generally come from its 
list of “Top 10 indicators.”  Under the President’s Emergency Plan for AIDS Relief, the list 
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will likely come from indicators that most directly relate to the goals of putting two million 
people on treatment and providing 10 million people with care and support. Other donors and 
National programs may have different lists of important indicators to consider.  


relative Magnitude of the Indicators2. .


Relative Magnitude of Resource Investment in Activities Related to the Indicator.a.   For 
example, if the program/project invests more than 25% of its funding in a specific program 
area, then the key indicator in that area could be selected.


Reported Number for an Indicator Relative to the Country Target.b.   If the identified program/
project has “substantial” reporting activity within a country for an indicator, that indicator 
should be considered for auditing.  Substantial could be defined as generating more than 
25% of the country’s total reported numbers for that indicator.  


“Case by Case” Purposive Selection3. . In some cases, the Organization Commissioning the 
DQA may have other reasons for including an indicator in the DQA. This could be because 
there are indicators for which data quality questions exist. It could also be the case for indicators 
that are supposedly routinely verified and for which the Organization Commissioning the 
DQA wants an independent audit. Those reasons should be documented as justification for 
inclusion.


AnneX 2, Step 1 – Template 2 contains an illustrative template for analyzing the relative magnitude 
of the investments and indicator results per program area.


C – SELECT ThE rEPOrTIng PErIOD


It is also important to clearly identify the reporting period associated with the indicator(s) to be 
audited. Ideally, the time period should correspond to the most recent relevant reporting period 
for the national system or to the program/project activities associated with the Organization 
Commissioning the DQA.  If the circumstances warrant, the time period for the audit could be less 
(e.g., a fraction of the reporting period, such as the last quarter or month of the reporting period).  
For example, the number of source documents in a busy VCT site could be voluminous, audit 
staff resources may be limited, or the program/project’s Service Delivery Sites might produce 
monthly or quarterly reports related to the relevant source documents. In other cases, the time 
period could correspond to an earlier reporting period where large results were reported by the 
program/project(s).  


D – DOCUMEnT ThE SELECTIOn 


AnneX 2, Step 1 – Template 3 provides a tool that can be used to document selection of the 
country, program/project(s), indicator(s), and reporting period being audited.
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STeP 2.  noTIfy ProgrAM, reQueST DocuMenTATIon AnD 
obTAIn nATIonAl AuTHorIzATIonS


Step 2 is typically performed by the Organization Commissioning the DQA.


A – noTIFy progrAm AnD reQueST DoCumenTATIon


The Organization Commissioning the DQA should notify the program/project about the impending 
Data Quality Audit as soon as possible and obtain national and other relevant authorizations. They 
should also notify other organizations, as appropriate, about the audit and request cooperation.  The 
Audit Team is expected to comply with national regulations regarding data confidentiality 
and ethics. It is the Audit Team’s responsibility to identify such national regulations and adhere 
to them.  


AnneX 2, Step 2 – Template 1 contains draft language for the notification letter. This letter can be 
modified, as needed, in consultation with local stakeholders (e.g., the National Disease Commission, 
the MOH, the CCM, relevant donors).  It is important that the Organization Commissioning the 
DQA stress the need for the relevant M&E Unit staff member(s) to accompany the Audit Team 
on its site visits.  The letter should be accompanied by the initial documentation request from the 
M&E Unit, which is found in Step 2 – Table 1. 


After the notification letter has been sent, the Organization Commissioning the DQA should send 
a copy of the notification letter to all relevant stakeholders, including, for example:   


Host country officials related to the program/project being audited;•	
National audit agency, as appropriate; and  •	
Donors, development partners, international implementing partner organizations, and •	
relevant M&E working-group representatives.  


The Audit Agency should follow up with the selected program/project about the pending audit, 
timeframes, contact points, and the need to supply certain information and documentation in 
advance.


The Audit Team will need four types of documentation at least two weeks in advance of the country 
mission:  


A list of all service points with latest reported results related to the indicator(s);1. 
A description of the data-collection and reporting system;2. 
The templates of the data-collection and reporting forms; and 3. 
Other available documentation relating to the data management and reporting systems and a 4. 
description of the program/project (e.g., a procedures manual).   
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1) List of Service Delivery Sites that offer services related to the indicator(s).  The Audit Team 
should receive a list of all Service Delivery Sites from which to select a sample of the sites to be 
audited.  This list of service sites should include: 


Location•	  – region, district, etc., and whether the site is in an urban or rural area.
Type of facility•	  – if the service site is a health facility (and what type of health facility, 
e.g. hospital, primary health care center) or a community-based service site. 
Latest reporting results•	  for each of the Service Delivery Sites (e.g., numbers of 
individuals on treatment or cases successfully treated). 
Information on other factors•	  (as necessary) – the Organization Commissioning the 
DQA may define other characteristics defining the sample of sites to be drawn.  For 
example, the selection may include public and private sector sites or may focus on sites 
supported by faith-based organizations or non-governmental organizations.  


Once Service Delivery Sites and the related Intermediate Aggregation Levels are selected for the 
audit, it is critical that the Audit Team work through the program/project to notify the selected 
sites and provide them with the information sheets found in ANNEX 3, Step 2 – Templates 1, 2, 3.  
This is meant to ensure that relevant staff is available and source documentation accessible for the 
indicator(s) and reporting period being audited.


2) Description of the data-collection and reporting system related to the indicator(s). The Audit 
Team should receive the completed template(s) found in AnneX 2, Step 2 – Template 2 describing 
the data-collection and reporting system related to the indicator(s) being audited.


3) Templates of the data-collection and reporting forms. The Audit Team should receive the 
templates of all data-collection and reporting forms used at all levels of the data management 
system for the related indicator(s) (e.g., patient records, client intake forms, registers, monthly 
reports, etc.).


4) Other documentation for the systems review.  The other documents requested are needed so 
that the Audit Team can start assessing the data collection and reporting system for the selected 
indicator(s). These documents are listed on the following page in Step 2 – Table 1.  In the event 
the program/project does not have such documentation readily available, the Audit Team should be 
prepared to follow-up with the program/project management once in country. 


In addition, the Organization Commissioning the Audit should also provide the Audit Team with 
relevant background documents regarding the country and program/project being audited.







27Data Quality Audit Tool


Step 2 – Table 1.  List of Audit Functional Areas and Documentation to Request from 
Program/Project for Desk Review (if available)


Functional Areas general Documentation requested  Check if 
provided 


 √


Contact Information
Names and contact information for key program/project •	
officials, including key staff responsible for data 
management activities.  


I – m&e Structures, 
roles, and 
Capabilities 


Organizational chart depicting M&E responsibilities.•	
List of M&E positions and status (e.g., full time or part •	
time, filled or vacant).  
M&E Training Plan, if one exists.•	


II – Indicator 
Definitions and 
reporting guidelines


Instructions to reporting sites on reporting requirements •	
and deadlines.
Description of how service delivery is recorded on •	
source documents, and on other documents such as clinic 
registers and periodic site reports.
Detailed data flow diagram including:•	


from Service Delivery Sites to Intermediate  {


Aggregation Levels (e.g., district offices, provincial 
offices, etc.); and 
from Intermediate Aggregation Levels (if any) to the  {


M&E Unit.
National M&E Plan, if one exists.•	
Operational definitions of indicators being audited. •	


III – Data collection 
and reporting 
Forms and Tools


Data-collection form(s) for the indicator(s) being audited.•	
Reporting form(s) for the indicator(s) being audited.•	
Instructions for completing the data collection and •	
reporting forms.


IV – Data 
Management 
Processes 


Written documentation of data management processes •	
including a description of all data-verification, 
aggregation, and manipulation steps performed at each 
level of the reporting system.
Written procedures for addressing specific data quality •	
challenges (e.g. double-counting, “lost to follow-up”), 
including instructions sent to reporting sites.
Guidelines and schedules for routine supervisory site •	
visits.


V – Links with 
national reporting 
System 


Documented links between the program/project data •	
reporting system and the relevant national data reporting 
system. 
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The systems review will be conducted by answering the questions in the DQA Protocol 1:  System 
Assessment Protocol.  The protocol is arranged into five functional areas with thirteen key 
summary questions that are critical to evaluating whether the program/project(s) data management 
system is well designed and implemented to produce quality data.  Performing the desk review 
with the documentation provided prior to visiting the program/project will reduce the burden the 
audit will place on the data management staff at the M&E Unit.  


B – OBTAIn nATIOnAL AUThOrIZATIOn


In certain cases, special authorization for conducting the DQA may be required from another 
national body, such as the National Audit Agency.  AnneX 2, Step 2 – Template 3 provides text 
for the letter requesting such additional authorization to conduct the Data Quality Audit.  This letter 
should be sent by the Organization Commissioning the DQA. The recipient(s) of the authorization 
letter will vary according to what program or project is being audited. The national authorization 
and any other relevant permission to conduct the DQA from donors supporting audited sites or 
program/project officials should be included in the Final Audit Report as an attachment.  







29Data Quality Audit Tool


STeP 3.  SelecT SITeS To be AuDITeD


Step 3 can be performed by the Organization Commissioning the DQA and/or the Audit Team.


In this section, four alternatives are presented for selecting the sites in which the data quality audit 
teams will conduct the work.  The alternatives are presented in order of complexity, from Sampling 
Strategy A which is completely non-statistical, to Sampling Strategy D which is a multistage cluster 
sampling method that can be used to make statistical inferences about data quality on a national 
scale. Sampling Strategies B and C represent midpoints between the non-statistical and statistical 
approaches and offer the audit team an opportunity to tailor the audit to a specific set of sites based 
on need or interest.


The Organization Commissioning the DQA should decide on the sampling strategy based on the 
objective of the DQA and available resources. The Audit Agency will determine, based on which 
type of sample is used, the sites for the audit. The Organization Commissioning the DQA may want 
to be involved in decisions regarding site selection, particularly if the sampling is not random.


A – SELECTIOn METhOD A:  PUrPOSIVE SELECTIOn


This is a pre-determined sample that the Organization Commissioning the DQA dictates to the 
Data Quality Audit team.  In some cases, there may be a need for a data quality audit to focus 
specifically on a set of service delivery points that are predetermined.  In this case, there is no 
need for a sampling plan. However, the data quality audit findings produced from such a 
“purposive” or targeted sample cannot be used to make generalized statements (or statistical 
inferences) about the total population of sites in that country.  The findings will be limited to 
those sites visited by the audit team.


B – SELECTIOn METhOD B:  rESTrICTED SITE SELECTIOn


Sampling Strategy B is also called a restricted site design.  It is commonly used as a substitute for 
probability sampling (based on a random algorithm) and is a good design for comparison of audit 
results over multiple periods.  In the Restricted Site design, the audit team selects one site where all 
the work will occur.  The benefit of this approach is that the team can maximize its efforts in one 
site and have a high degree of control over implementation of the audit protocols and knowledge 
of the site-specific systems from which the results are derived.  Sampling Strategy B is ideal for 
evaluating the effects of an intervention to improve data quality.  For example, the DQA is 
implemented at a site and constitutes a baseline measurement.  An intervention is conducted 
(e.g. training), and the DQA is implemented a second time.  Since all factors that can influence 
data quality are the same for both the pre and post test (the same site is used), any difference 
in data quality found on the post test can most likely be attributable to the intervention.  Such 
a repeated measure approach using the data quality audit tool might be prohibitively expensive if 
used in conjunction with a sampling plan that involves many sites.
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C – SELECTIOn METhOD C:  PrIOrITy ATTrIBUTE SELECTIOn


This sample is drawn by the Data Quality Audit team with the objective of maximizing exposure 
to important sites while minimizing the amount of time and money spent actually implementing 
the audit.  In most cases, Sampling Strategy C involves the random selection of sites from within 
a particular group, where group membership is defined by an attribute of interest.  Examples 
of such attributes include location (e.g. urban/rural, region/district), volume of service, type of 
organization (e.g. faith-based, non-governmental), or performance on system assessments (e.g. 
sites that scored poorly on the M&E Systems Strengthening Tool).


The stratified random sampling used in Sampling Strategy C allows the audit team to make 
inferences from the audit findings to all the sites that belong to the stratification attribute 
of interest (like all rural sites, all very large sites, all faith-based sites, etc.).  In this way, the 
audit findings can be generalized from the sample group of sites to a larger “population” of sites to 
which the sampled sites belong.  This ability to generate statistics and make such generalizations 
can be important and is discussed in more detail in the section below describing Sampling Strategy 
D.


The stratified sampling used in Sampling Strategy C is sub-national: the data quality auditors are 
not attempting to make generalizations about national programs.  In this sense, the strategy differs 
from Sampling Strategy D mainly with respect to its smaller scope.  Both strategies use random 
sampling (explained in more detail in Annex 4), which means that within a particular grouping of 
sites (sampling frame), each site has an equal chance of being selected into the audit sample. 


A Verification Factor can be calculated that indicates the data quality for the group with the attribute 
of interest but which is not national in scope.  


D – SELECTIOn METhOD D:  CLUSTEr SAMPLIng SELECTIOn


Sampling Strategy D is used to derive a national level Verification Factor for program-level 
indicators. It is complex and requires updated and complete information on the geographical 
distribution of sites (for whatever indicators have been selected) as well as the site-specific 
reported results (counts) for the indicator that is being evaluated.  Sampling Strategy D could also 
be referred to as a modified two-stage cluster sample (modified in that a stratified random sample 
of sites, rather than a simple random sample, is taken within the selected clusters).


Cluster sampling is a variation on simple random sampling (where all sites would be chosen 
randomly) that permits a more manageable group of sites to be audited.  Were all sites chosen at 
random they would likely be dispersed all over the country and require much time and resources 
to audit.  Cluster sampling allows for the selection of a few districts, thereby reducing the amount 
of travel required by the auditors.
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A scientific sampling plan implies the use of probability theory and involves statistics.  The purpose 
of statistics in this context is to allow the auditors to produce quantitative data quality findings that 
can be viewed as estimates of data quality for the whole program/project, and not simply as the 
data quality at the selected sites.  Furthermore, a scientific sample allows for the quantification of 
the certainty of the estimates of accuracy found by the audit (i.e. confidence intervals). The benefits 
of such a proportionally representative sampling plan go beyond the calculation of Verification 
Factors and apply to all empirical data quality audit findings.
  
The primary sampling unit for Sampling Strategy D is a cluster, which refers to the administrative 
or political or geographic unit in which Service Delivery Sites are located.  In practice, the selection 
of a cluster is usually a geographical unit like a district.  Ultimately, the selection of a cluster 
allows the audit team to tailor the sampling plan according to what the country program looks like.    


The strategy outlined here uses probability proportionate to size (PPS) to derive the final set of 
sites that the audit team will visit.   Sampling Strategy D generates a selection of sites to be visited 
by the audit team that is proportionately representative of all the sites where activities supporting 
the indicator(s) under study are being implemented.  


Clusters are selected in the first stage using systematic random sampling, where clusters with 
active programs reporting on the indicator of interest are listed in a sampling frame.  In the second 
stage, Service Delivery Sites from selected clusters are chosen using stratified random sampling 
where sites are stratified on volume of service.  


The number of sites selected for a given DQA will depend on the resources available to conduct 
the audit and the level of precision desired for the national level estimate of the Verification Factor.  
The Audit Teams should work with the Organization Commissioning the DQA to determine the 
right number of sites for a given program and indicator.  Annex 4 contains a detailed discussion 
and an illustrative example of Sampling Strategy D for the selection of clusters and sites for the 
DQA.  


note: The precision of estimates of the Verification Factor found using the GAVI sampling 
methodology employed here have been questioned.3  It is strongly advised that the Auditing Agency 
have access to a sampling specialist who can guide the development of representative samples and 
that the verification factors generated using these methods be interpreted with caution.


3  Woodard S., Archer L., Zell E., Ronveaux O., Birmingham M.  Design and Simulation Study of the Immunization 
    Data Quality Audit (DQA).  Ann Epidemiol, 2007;17:628–633.
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STeP 4.  PrePAre for on-SITe AuDIT VISITS


Step 4 is performed by the Audit Team.


The Audit Agency will need to prepare for the audit site visits. In addition to informing the 
program/project and obtaining a list of relevant sites and requesting documentation (Steps 2-3), 
the Audit Agency will need to: (1) estimate the timing required for the audit (and work with the 
program/project to agree on dates); (2) constitute an Audit Team with the required skills; and (3) 
prepare materials for the site visits.  Finally, the Audit Agency will need to make travel plans for 
the site visits.  
 
A – ESTIMATE TIMIng 


Depending on the number and location of the sampled sites to be visited, the Audit Agency will 
need to estimate the time required to conduct the audit.  As a guideline:


The •	 M&E Unit will typically require two days (one day at the beginning and one day at 
the end of the site visits);
Each •	 Intermediate Aggregation level (e.g., District or provincial offices) will require 
between one-half and one day;
Each •	 Service Delivery Site will require between one-half and two days (i.e., more than 
one day may be required for large sites with reported numbers in the several hundreds or 
sites that include satellite centers or when “spot-checks” are performed).
The Audit Team should also plan for an extra work day after completion of the site visits •	
to prepare for the meeting with the M&E Unit.


Step 4 – Table 1 on the following page provides an illustrative daily schedule for the site visits 
which will help the Audit Agency plan for the total time requirement.  
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4


Step 4 – Table 1.  Illustrative Daily Schedule for Data Quality Audit Site Visits and Meetings


Country: Indicator:


Date: Disease: Team:


Activity Estimated
Time notes


Note:  Add travel and DQA team work days, as needed


M&E UnIT (Beginning) – 1 day
1 Introduction and presentation of DQA process 30 min Morning – day 1
2 Questions and answers 15 min Morning – day 1
3 Confirm reporting period 15 min Morning – day 1


4
Complete “DQA Protocol 1: System Assessment Protocol”


a.  Request additional documentation (if needed)  
b.  Discuss and get answers to protocol questions 


2 hrs Morning – day 1


5 Complete “DQA Protocol 2:  Data Verification Protocol” 2-4 hrs Afternoon – day 1


SErVICE DELIVEry POInT – between ½-2 days4


1 Introduction and presentation of DQA process 30 min Morning – day 1
2 Questions and answers 15 min Morning – day 1
3 Discuss reporting period and service observation time 15 min Morning – day 1


4
Complete “DQA Protocol 1: System Assessment Protocol”


a.  Request additional documentation (if needed)
b.  Discuss and get answers to protocol questions 


1-2 hrs Morning – day 1


5 Complete “DQA Protocol 2:  Data Verification Protocol” 4-15 hours
-- Observation/Description 1 hr Afternoon – day 1
-- Documentation review 1-2 hrs Afternoon – day 1
-- Trace and verification 1-4 hrs Afternoon – day 1
-- Cross-checks 1-2 hours Afternoon – day 1
-- Spot-checks 0-6 hours Day 2 (if applicable)


InTErMEDIATE AggrEgATIOn LEVEL – between ½-1 day
1 Introduction and presentation of DQA process 30 min Morning – day 1
2 Questions and answers 15 min Morning – day 1
3 Discuss reporting period 15 min Morning – day 1


4 The time required at the Service Delivery Points will vary between one and two days depending on the size of the 
    reported numbers to be verified and whether or not spot-checks are performed.
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Step 4 – Table 1.  Illustrative Daily Schedule for Data Quality Audit Site Visits and Meetings


Country: Indicator:


Date: Disease: Team:


Activity Estimated
Time notes


4
Complete “DQA Protocol 1: System Assessment Protocol”


a.  Request additional documentation (if needed)  
b.  Discuss and get answers to protocol questions 


1-2 hrs Morning – day 1


5 Complete “DQA Protocol 2:  Data Verification Protocol” 2-4 hrs Afternoon – day 1


AuDIT TeAm work DAy
1 Review and consolidate DQA Protocols 1 & 2 1-2 hrs Morning
2 Complete preliminary findings and Recommendation Notes 3 hrs Morning
3 Prepare final presentation for meeting with M&E Unit 4 hrs Afternoon


M&E UnIT (End) – 1 day
1 Conduct closeout meeting 2-3 hrs Morning


B – COnSTITUTE ThE AUDIT TEAM 


While the Organization Commissioning the DQA will select the organization to conduct the data 
quality audit, it is recommended that the following skills be represented in the audit teams:


Public Health (closely related to the disease area and indicator(s) being audited);•	
Program Auditing;•	
Program Evaluation (e.g., health information systems, M&E systems design, indicator •	
reporting);
Data Management (e.g., strong understanding of and skills in data models and querying/•	
analyzing databases);
Excel (strong skills preferable to manipulate, modify and/or create files and worksheets); •	
and
Relevant Country Experience; preferable.•	


Audit Team members can have a combination of the skills listed above.  While the total number of 
team members will vary by the size of the audit, it is recommended that the Audit Team comprise 
a minimum of two to four consultants including at least one Senior Consultant. The team may be 
comprised of international and/or regional consultants. In addition, if the consultants do not speak 
the country language, one or more independent translator(s) should be hired by the Audit Team.
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When visiting the sites, the Audit Team will need to split into sub-teams and pair-up with at 
least one representative of the program/project.  Each sub-team will be responsible for visiting a 
number of sites related to the audit (for example, one sub-team would visit the sites A, B, and C; 
while the second sub-team would visit the sites D, E, and F).  For sub-teams visiting sites with 
computerized systems, one team member should have the capability to conduct queries of the 
relevant database.


Finally, the Organization Commissioning the DQA may have other requirements for team members 
or skills. It will be important for all Audit Team members to be familiar with the indicator-specific 
protocols being used in the audit and to become familiar with the program/project being audited.


C – PrEPArE LOgISTICS  


Materials to Take on the Audit Visits


When the Audit Team visits the program/project, it should be prepared with all the materials needed 
to carry out the on-site audit steps.  A list of materials the Audit Team should be prepared with is 
shown in Annex 3, Step 4 – Template 4.  


note:  While the protocols in the DQA are automated Excel files, the Audit Team should be 
prepared with paper copies of all needed protocols.  In some cases, it may be possible to use 
computers during site visits, but in other cases the Audit Team will need to fill out the protocols on 
the paper copies and then transcribe the findings to the Excel file.  


Planning Travel 


The Audit Team should work with the program/project to plan for travel to the country (if the 
Audit Team is external) and to the sampled sites — both to set appointments and to coordinate with 
program/project staff that will accompany the audit team on the site visits.  The Audit Team should 
arrange for transportation to the sampled sites and for lodging for the team.  
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STeP 5.  reVIew DocuMenTATIon


Step 5 is performed by the Audit Team.


The purpose of reviewing and assessing the design of the program/project’s data management and 
reporting system is to determine if the system is able to produce reports with good data quality if 
implemented as planned. The review and assessment is accomplished in several steps, including a 
desk review of information provided in advance by the program/project, and follow-up reviews at 
the program/project M&E Unit, at selected Service Delivery Sites, and Intermediate Aggregation 
Levels. During the off-site desk review, the Audit Team will work to start addressing the questions 
in the DQA Protocol 1: System Assessment Protocol based on the documentation provided. The 
Audit Team should nevertheless anticipate that not all required documentation will be submitted 
by the program/project in advance of the country mission.


Ideally, the desk review will give the Audit Team a good understanding of the Program’s reporting 
system — its completeness and the availability of documentation relating to the system and 
supporting audit trails.  At a minimum, the desk review will identify the areas and issues the Audit 
Team will need to follow-up at the program/project M&E Unit (Phase 2).


Because the M&E system may vary among indicators and may be stronger for some indicators 
than others, the Audit Team will need to fill out a separate DQA Protocol 1:  System Assessment 
Protocol for each indicator audited for the selected program/project. However, if indicators selected 
for auditing are reported through the same data reporting forms and systems (e.g., ART and OI 
numbers or TB Detection and Successfully Treated numbers), only one DQA Protocol 1:  System 
Assessment Protocol may be completed for these indicators.


AnnEX 1 shows the list of 39 questions included in the DQA Protocol 1:  System Assessment 
Protocol that the Audit Team will complete, based on its review of the documentation and the 
audit site visits.    


As the Audit Team is working, it should keep sufficiently detailed notes or “work papers” related 
to the steps in the audit that will support the Audit Team’s final findings.  Space has been provided 
on the protocols for notes during meetings with program/project staff. In addition, if more detailed 
notes are needed at any level of the audit to support findings and recommendations, the Audit 
Team should identify those notes as “work papers” and the relevant “work paper” number should 
be referenced in the appropriate column on all DQA templates and protocols. For example, the 
“work papers” could be numbered and the reference number to the “work paper” noted in the 
appropriate column on the DQA templates and protocols. It is also important to maintain notes 
of key interviews or meetings with M&E managers and staff during the audit.  Annex 3, Step 5 
– Template 1 provides a format for the notes of those interviews. 
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PHASe 2:  ProgrAM/ProjecT’S M&e unIT


The second phase of the DQA is conducted at the M&E Unit of 
the program/project being audited.  The steps in PHASE 2 are 
to:


Assess the design and implementation of the data 6. 
management and reporting system at the M&E Unit.   
Begin tracing and verifying results reported from 7. 
Intermediate Aggregation Levels (or Service Delivery Sites) 
to the M&E Unit.


 During PHASE 2, the Audit Team should meet the head of 
the M&E Unit and other key staff who are involved in data 
management and reporting.


The steps in PHASE 2 are estimated to take one day.


PHASE 2


 
M&E Management 


Unit


6. Assess Data 
Management 
Systems


7. Trace and 
verify results 
from Intermediate 
Aggregation 
Site Reports
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STeP 6.  ASSeSS DATA MAnAgeMenT SySTeMS 
(AT THe M&e unIT)


Step 6 is performed by the Audit Team.


While the Data Quality Audit Team can determine a lot about the design of the data management and 
reporting system based on the off-site desk review, it will be necessary to perform on-site follow-up 
at three levels (M&E Unit, Intermediate Aggregation Levels, and Service Delivery Points) before 
a final assessment can be made about the ability of the overall system to collect and report quality 
data.  The Audit Team must also anticipate the possibility that a program/project may have some data 
reporting systems that are strong for some indicators, but not for others.  For example, a program/
project may have a strong system for collecting ART treatment data and a weak system for collecting 
data on community-based prevention activities.


The Excel-based DQA Protocol 1: System Assessment Protocol contains a worksheet for the Audit 
Team to complete at the M&E Unit. The Audit Team will need to complete the protocol as well as obtain 
documentary support for answers obtained at the program/project’s M&E Unit.  The most expeditious 
way to do this is to interview the program/project’s key data management official(s) and staff and to 
tailor the interview questions around the unresolved systems design issues following the desk review 
of provided documentation.  Hopefully, one meeting will allow the Audit Team to complete the DQA 
Protocol 1: System Assessment Protocol section (worksheet) for the M&E Unit.


It is important that the Audit Team include notes and comments on the DQA Protocol 1: System 
Assessment Protocol in order to formally document the overall design (and implementation) of the 
program/project data management and reporting system and identify areas in need of  improvement.  
Responses to the questions and the associated notes will help the Audit Team answer the 13 overarching 
Audit Team Summary Questions towards the end of the DQA (see Step 12 – Table 2 for the list of 
summary questions – which will be completely answered in PHASE 5 - Step 12).


As the Audit Team completes the DQA Protocol 1: System Assessment Protocol, it should keep in 
mind the following two questions that will shape the preliminary findings (Step 13) and the Audit 
Report (drafted in Step 15 and finalized in Step 17):  


Does the design of the program/project’s overall data collection and reporting system ensure 1. 
that, if implemented as planned, it will collect and report quality data?   Why/why not?
Which audit findings of the data management and reporting system warrant Recommendation 2. 
Notes and changes to the design in order to improve data quality?  These should be documented 
on the DQA Protocol 1: System Assessment Protocol.


note:  While the Audit Team is meeting with the M&E Unit, it should determine how the audit findings 
will be shared with staff at the lower levels being audited. Countries have different communication 
protocols; therefore in some countries, the Audit Team will be able to share preliminary findings at 
each level, while in other countries, the M&E Unit will prefer to share findings at the end of the audit. 
It is important for the Audit Team to comply with the communication protocols of the country. The 
communication plan should be shared with all levels.  
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STeP 7.  TrAce AnD VerIfy reSulTS froM InTerMeDIATe 
AggregATIon leVelS (AT THe M&e unIT)


Step 7 is performed by the Audit Team.


Step 7 is the first of three data verification steps that will assess, on a limited scale, if Service 
Delivery Sites, Intermediate Aggregation Levels (e.g., Districts or Regions), and the M&E Unit 
are collecting, aggregating, and reporting data accurately and on time.  


The Audit Team will use the appropriate version of the DQA protocol 2:  Data Verification 
Protocol—for the indicator(s) being audited—to determine if the sampled sites have accurately 
recorded the service delivery on source documents. They will then trace those data to determine 
if the numbers have been correctly aggregated and/or otherwise manipulated as the numbers are 
submitted from the initial Service Delivery Sites, through Intermediary Aggregation Levels, to 
the M&E Unit. The protocol has specific actions to be undertaken by the Audit Team at each level 
of the reporting system (for more detail on the DQA protocol 2:  Data Verification protocol, 
see Steps 9 and 11). In some countries, however, Service Delivery Sites may report directly to 
the central M&E Unit, without passing through Intermediate Aggregation Levels (e.g., Districts 
or Regions). In such instances, the verifications at the M&E Unit should be based on the reports 
directly submitted by the Service Delivery Sites.


While the data verification exercise implies recounting numbers from the level at which they are 
first recorded, for purposes of logistics, the M&E Unit worksheet of the DQA Protocol 2:  Data 
Verification protocol can be completed first.  Doing so provides the Audit Team with the numbers 
received, aggregated and reported by the M&E Unit and thus a benchmark for the numbers the 
Audit Team would expect to recount at the Service Delivery Sites and the Intermediate Aggregation 
Levels.  


At the M&E Unit, the steps undertaken by the Audit Team on the DQA Protocol 2:  Data 
Verification protocol are to: 


re-aggregate reported numbers from 1. all Intermediate Aggregation Sites:  Reported 
results from all Intermediate Aggregation Sites (e.g., Districts or Regions) should be re-
aggregated and the total compared to the number contained in the summary report prepared 
by the M&E Unit. The Audit Team should identify possible reasons for any differences 
between the verified and reported results.


 STATISTIC:  Calculate the Result Verification Ratio for the M&E Unit.


Sum of reported counts from all Intermediate Aggregation Sites
Total count contained in the Summary Report prepared by the M&E Unit
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Copy results for the 2. audited Intermediate Aggregation Sites as observed in the Summary 
report prepared by the M&E Unit.  To calculate the Adjustment Factor (which is necessary 
to derive a Composite Verification Factor — see AnnEX 5), the Audit Team will need to 
find the numbers available at the M&E Unit for the audited Intermediate Aggregation Sites.  
These are likely to be contained in the Summary Report prepared by the M&E Unit or in a 
database.


review availability, completeness, and timeliness of reports from 3. all Intermediate 
Aggregation Sites. How many reports should there have been from all Intermediate 
Aggregation Sites?  How many are there?  Were they received on time? Are they complete?


 STATISTIC:  Calculate % of all reports that are A) available; B) on time; and C) complete.  


A)  % Available Reports (available to the Audit Team) = 


Number of reports received from all Intermediate Aggregation Sites
Number of reports expected from all Intermediate Aggregation Sites


B)  % On Time Reports (received by the due date) = 


Number of reports received on time from all Intermediate Aggregation Sites
Number of reports expected from all Intermediate Aggregation Sites


C)  % Complete Reports = 


Number of reports that are complete from all Intermediate Aggregation Sites
Number of reports expected from all Intermediate Aggregation Sites 


That is to say, for a report to be considered complete it should include at least (1) the reported 
count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; 
and (4) a signature from the staff having submitted the report.


warning:  If there are any indications that some of the reports have been fabricated (for the purpose 
of the audit), the Audit Team should record these reports as “unavailable” and seek other data 
sources to confirm the reported counts (for example, an end-of-year report from the site containing 
results for the reporting period being audited). As a last resort, the Audit Team may decide to visit 
the site(s) for which reports seem to be fabricated to obtain confirmation of the reported counts. In 
any event, if these reported counts cannot be confirmed, the Audit Team should dismiss the reported 
counts and record “0” for these sites in the DQA protocol 2:  Data Verification protocol.


note: In no circumstances should the Audit Team record personal information, photocopy or 
remove documents from the M&E Unit.
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PHASe 3:  InTerMeDIATe AggregATIon leVel(S)


The third phase of the DQA takes place, where applicable, 
at one or more intermediary aggregation (reporting) levels 
where data reported by the selected Service Delivery Sites may 
be aggregated with data from other service sites before it is 
communicated to the program/project headquarters.  The steps 
in PHASE 3 are to:  


Determine if key elements of the program/project’s data 8. 
management and reporting system are being implemented at 
the intermediary reporting sites (e.g., Districts or Regions).   
Trace and verify reported numbers from the Service Delivery 9. 
Site(s) through any aggregation or other manipulative steps 
performed at the intermediary sites.


During PHASE 3, the Audit Team should meet with key staff 
involved in program/project M&E at the relevant Intermediate 
Aggregation Level — including the staff member(s) in charge 
of M&E and other staff who contribute to aggregating the 
data received from Service Delivery Sites and reporting the 
aggregated (or otherwise manipulated) results to the next 
reporting level.  


NOTE: As stated earlier, in some countries, Service Delivery 
Sites may report directly to the central M&E Unit, without 


passing through Intermediate Aggregation Levels.  In such instances, the Audit Team should not 
perform PHASE 3.


The steps in PhASE 3 are estimated to take between one-half and one day.


STeP 8.  ASSeSS DATA MAnAgeMenT SySTeMS
(AT THe InTerMeDIATe AggregATIon leVelS)


Step 8 is performed by the Audit Team.
 
In Step 8, the Audit Team continues the assessment of the data management and reporting system  
at the intermediate aggregation levels at which data from Service Delivery Sites are aggregated 
and manipulated before being reported to the program/project M&E Unit.  Specific instructions 
for completing the Intermediate Aggregation Level worksheet of the DQA Protocol 1: System 
Assessment Protocol are found in the Excel file of the protocol. 


PHASE 3


 Intermediate  
Aggregation Levels


(e.g. District, 
Region)


8. Assess of  
Data Management 


Systems


9. Trace and Verify 
Results from 
Site Reports
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STeP 9.  TrAce AnD VerIfy reSulTS froM SITe rePorTS
(AT THe InTerMeDIATe AggregATIon leVelS)


Step 9 is performed by the Audit Team.


The Audit Team will continue with the DQA Protocol 2: Data Verification protocol for Steps 9 
and 11. 


Step 9 – Table 1.  Intermediate Aggregation Levels:  Two Types of Data Verifications


Verifications Description required


1.  Documentation     
     Review


Review availability, timeliness and completeness of expected 
reports from Service Delivery Sites for the selected reporting 
period.


In all cases


2.  Trace and 
     Verification


Trace and verify reported numbers: (1) Re-aggregate the numbers 
submitted by the Service Delivery Sites; (2) Compare the verified 
counts to the numbers submitted to the next level (program/
project M&E Unit); (3) Identify reasons for any differences.


In all cases


At this stage of the audit, the Data Quality Audit seeks to determine whether the intermediary 
reporting sites correctly aggregated the results reported by Service Delivery Points.


The Audit Team will perform the following data quality audit steps for each of the selected 
indicators at the Intermediate Aggregation Level(s):    


re-aggregate reported numbers from 1. all Service Delivery Points:  Reported results from all 
Service Delivery Points should be re-aggregated and the total compared to the number contained 
in the summary report prepared by the Intermediate Aggregation Site. The Audit Team should 
identify possible reasons for any differences between the verified and reported results.


 STATISTIC:  Calculate the Result Verification Ratio for the Intermediate Aggregation Site.


Sum of reported counts from all Service Delivery Points
Total count contained in the Summary Report prepared by the Intermediate Aggregation Site


review availability, completeness and timeliness of reports from 2. all Service Delivery 
Points.  How many reports should there have been from all Service Delivery Points?  How 
many are there?  Were they received on time? Are they complete?


 STATISTIC:  Calculate % of all reports that are A) available; B) on time; and C) complete.  
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A)  % Available Reports (available to the Audit Team) = 
Number of reports received from all Service Delivery Points
Number of reports expected from all Service Delivery Points


B)  % On Time Reports (received by the due date) = 


Number of reports received on time from all Service Delivery Points
Number of reports expected from all Service Delivery Points


C)  % Complete Reports (i.e. contains all the relevant data to measure the indicator) = 


Number of reports that are complete from all Service Delivery Points
Number of reports expected from all Service Delivery Points


That is to say, for a report to be considered complete, it should at least include (1) the reported 
count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; 
and (4) a signature from the staff having submitted the report.


warning:  If there are any indications that some of the reports have been fabricated (for the purpose 
of the audit), the Audit Team should record these reports as “unavailable” and seek other data 
sources to confirm the reported counts (for example, an end-of-year report from the site containing 
results for the reporting period being audited). As a last resort, the Audit Team may decide to visit 
the site(s) for which reports seem to be fabricated to obtain confirmation of the reported counts. In 
any event, if these reported counts cannot be confirmed, the Audit Team should dismiss the reported 
counts and record “0” for these sites in the DQA protocol 2:  Data Verification protocol.


note: In no circumstances should the Audit Team record personal information, photocopy or 
remove documents from the Intermediate Aggregation Sites.
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PHASe 4:  SerVIce DelIVery SITeS


The fourth phase of the DQA takes place at the selected Service 
Delivery Sites where the following data quality audit steps are 
performed:


Determine if key elements of the program/project’s data 10. 
management and reporting system are being implemented 
at the Service Delivery Sites.   
Trace and verify reported data from source documents for 11. 
the selected indicators.


   During PHASE 4, the Audit Team should meet with key 
data collection and management staff at the Service Delivery 
Site — including the staff involved in completing the source 
documents, in aggregating the data, and in verifying the reports 
before submission to the next administrative level. 


The steps in PhASE 4 are estimated to take between one-
half and two days.  More than one day may be required for 
large sites (with reported numbers in the several hundreds), 
sites that include satellite centers, or when “spot-checks” 
are performed.


STeP 10.  ASSeSS DATA collecTIon AnD rePorTIng SySTeM 
(AT THe SerVIce DelIVery PoInTS)


Step 10 is performed by the Audit Team.


In Step 10, the Audit Team conducts the assessment of the data management and reporting system 
at a selection of Service Delivery Sites at which services are rendered and recorded on source 
documents.  Data from Service Delivery Sites are then aggregated and manipulated before being 
reported to the Intermediate Aggregation Levels. Specific instructions for completing the Service 
Delivery Site worksheet of the DQA Protocol 1: System Assessment Protocol are found in the 
Excel file of the protocol.


PHASE 4


Service Delivery 
Sites/  


Organizations


10. Assess Data 
Collection and Re-


porting System


11. Trace and Verify 
Results from Source 


Documents
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STeP 11.  TrAce AnD VerIfy reSulTS froM Source 
DocuMenTS (AT THe SerVIce DelIVery PoInTS)


Step 11 is performed by the Audit Team.


At the Service Delivery Site, each indicator-specific protocol begins with a description of the service(s) 
provided in order to orient the Audit Team towards what is being “counted” and reported. This will 
help lead the Audit Team to the relevant source documents at the Service Delivery Point, which can 
be significantly different for various indicators (e.g., patient records, registers, training logs).


Regardless of the indicator being verified or the nature of the Service Delivery Site (health based/
clinical or community-based), the Audit Team will perform some or all of the following data 
verification steps (Step 11 – Table 1) for each selected indicator:


Step 11 – Table 1.  Service Delivery Site:  Five Types of Data Verifications


Verifications Description required


1. Description Describe the connection between the delivery of services and/
or commodities and the completion of the source document that 
records that delivery.


In all cases 


2. Documentation
    review


Review availability and completeness of all indicator source 
documents for the selected reporting period.


In all cases


3. Trace and
    Verification


Trace and verify reported numbers: (1) Recount the reported 
numbers from available source documents; (2) Compare the 
verified numbers to the site reported number; (3) Identify reasons 
for any differences. 


In all cases


4. Cross-checks Perform “cross-checks” of the verified report totals with other data-
sources (e.g. inventory records, laboratory reports, other registers, etc.).


In all cases 


5. Spot-checks Perform “spot-checks” to verify the actual delivery of services and/
or commodities to the target populations.


If feasible


Before starting the data verifications, the Audit Team will need to understand and describe the 
recording and reporting system related to the indicator being verified at the Service Delivery 
Site (i.e., from initial recording of the service delivery on source documents to the reporting of 
aggregated numbers to the next administrative level).


DESCrIPTIOn 1. – Describe the connection between the delivery of the service and/or 
commodity and the completion of the source document.  This step will give the Audit Team 
a “frame of reference” for the link between the service delivery and recording process, and 
obtain clues as to whether outside factors such as time delays and/or competing activities 
could compromise the accurate and timely recording of program activities.
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DoCumenTATIon reVIew 2. – Review availability and completeness of all indicator 
source documents for the selected reporting period.  


Review a template of the source document (by obtaining a blank copy) and determine 	�
if the site has sufficient supplies of blank source documents;
Check availability and completeness of source documents and ensure that all the 	�
completed source documents fall within the reporting period being audited;
Verify that procedures are in place to prevent reporting errors (e.g., double-counting 	�
of clients who have transferred in/out, died or are lost to follow up (if applicable).


Note that the indicator-specific protocols have listed likely source document(s). If the Audit 
Team determines that other source documents are used, the team can modify the protocol(s) 
accordingly and document in its work papers the change that has been made to the protocol.   
The Audit Team will need to maintain strict confidentiality of source documents.  


TrACe AnD VerIFICATIon3.  – Recount results from source documents, compare the 
verified numbers to the site reported numbers and explain discrepancies.  


 STATISTIC:  Calculate the Result Verification Ratio for the Service Delivery Site.


Verified counts at selected Service Delivery Site
Reported count at selected Service Delivery Site 


Possible reasons for discrepancies could include simple data entry or arithmetic errors. The 
Audit Team may also need to talk to data reporting staff about possible explanations and 
follow-up with program data-quality officials if needed. This step is crucial to identifying 
ways to improve data quality at the Service Delivery Sites. It is important to note that the Audit 
Team could find large mistakes at a site “in both directions” (i.e., over-reporting and under-
reporting) that results in a negligible difference between the reported and recounted figures 
— but are indicative of major data quality problems.  Likewise, a one-time mathematical error 
could result in a large difference. Thus, in addition to the Verification Factor calculated for the 
site, the Audit Team will need to consider the nature of the findings before drawing conclusions 
about data quality at the site.


4.  CrOSS-ChECkS – Perform feasible cross-checks of the verified report totals with other 
data sources.  For example, the team could examine separate inventory records documenting 
the quantities of treatment drugs, test-kits, or ITNs purchased and delivered during the reporting 
period to see if these numbers corroborate the reported results.  Other cross-checks could 
include, for example, comparing treatment cards to unit, laboratory, or pharmacy registers.  
The Audit Team can add cross-checks to the protocol, as appropriate.    


 STATISTIC:  Calculate percent differences for each cross-check.
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5. SPOT ChECkS – Spot-checks to verify the actual delivery of services and/or commodities 
can also be done, time and resources permitting.  Spot-checks entail selecting a number of 
patients/clients (e.g., three to five) from source documents and verifying that they actually 
received the services and/or commodities recorded.  Spot-checks can be performed in two 
ways: (1) the Audit Team obtains the names and addresses of people in the community and 
makes an effort to locate them; or (2) the Audit Team requests representatives of the site to 
contact the people and ask them to come to the Service Delivery Site (for example the next 
day). For reasons of confidentiality, spot-checks will not be possible for indicators related to 
some medical services, such as ART treatment for HIV. 


As noted above, while the five data verification steps of the DQA protocol 2: Data Verification 
Protocol should not change5 within each verification step the protocol can be modified to better 
fit the program context (e.g., add cross-checks, modify the reference source document). Major 
modifications should be discussed with the Organization Commissioning the DQA.


note: In no circumstances should the Audit Team record personal information, photocopy, or 
remove documents from sites.


5  1. description, 2. documentation review, 3. trace and verification, 4.  cross-checks, 5. spot-checks.
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PHASe 5:  M&e unIT


In the fifth phase of the DQA, the Audit Team will return to the 
program/project M&E Unit.  The steps in PHASE 5 are to:


Complete the assessment of the data management and 12. 
reporting system by answering the 13 overarching summary 
audit questions.  
Develop preliminary audit findings and recommendation 13. 
notes.
Communicate the preliminary findings and recommenda-14. 
tions to the program/project’s M&E officers and senior 
management during an audit closeout meeting.


The steps in PhASE 5 are estimated to take two days.


PHASE 5


 
M&E Manage-


ment Unit


12. Consolidate  
Assessment of  
Data Manage-
ment Systems


13. Draft Preliminary 
Findings and Recom-


mendation Notes


14. Conduct Close-
out Meeting
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STeP 12.  conSolIDATe ASSeSSMenT of DATA MAnAgeMenT 
SySTeMS


Step 12 is performed by the Audit Team.


By Step 10, the Excel file worksheets of the DQA Protocol 1: System Assessment Protocol related 
to the M&E Unit, the Intermediate Aggregation Levels, and the Service Delivery Sites will have 
been completed. Based on all responses to the questions, a summary table (Step 12 – Table 1) will 
be automatically generated, as will a summary graphic of the strengths of the data management and 
reporting system (Step 12 – Figure 1).  The results generated will be based on the number of “Yes, 
completely,” “Partly,” and “No, not at all” responses to the questions on the DQA Protocol 1: 
System Assessment Protocol.


Step 12 – Table 1.  Summary Table:  Assessment of Data Management and Reporting System 
(Illustration)


SUMMAry TABLE


Assessment of Data 
Management 


and reporting Systems


I II III IV V


Av
er


ag
e 


(p
er


 si
te


)


M&E 
Structure, 


Functions, and 
Capabilities


Indicator 
Definitions 


and reporting 
guidelines


Data-
Collection and 


reporting 
Forms/Tools


Data 
Management 


Processes


Links with 
national 


reporting 
System


M&E Unit


- National M&E Unit 1.80 1.83 1.80 1.82 1.67 1.78


Intermediate Aggregation Level Sites


1 Collines 2.67 2.50 1.67 1.78 2.00 2.12


2 Atakora 3.00 2.25 1.33 1.67 2.50 2.15


3 Borgu 2.33 2.00 1.67 1.90 2.50 2.08


Service Delivery Points/Organizations


1.1 Savalou 2.67 2.00 1.67 1.86 2.00 2.04


1.2 Tchetti 2.00 2.25 1.67 2.13 2.00 2.01


1.3 Djalloukou 2.67 1.75 1.67 2.00 2.25 2.07


2.1 Penjari 2.33 2.00 2.00 1.86 2.50 2.14


2.2 Ouake 2.67 2.25 1.67 1.88 2.50 2.19


2.3 Tanagou 2.67 2.75 1.67 1.88 2.75 2.34


3.1 Parakou 2.33 2.00 2.00 1.86 2.25 2.09


3.2 Kandi 2.33 2.25 1.67 2.00 2.25 2.10


3.3 Kalale 2.67 2.25 1.67 1.88 2.50 2.19


Average (per 
functional area)


2.46 2.15 1.76 1.92 2.30 2.12


Color Code key


Green 2.5 - 3.0 Yes, Completely


Yellow 1.5 - 2.5 Partly


Red < 1.5 No, Not at All
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Step 12 – Figure 1.  Assessment of Data Management and Reporting System (Illustration).


Interpretation of the Output:  The scores generated for each functional area on the Service 
Delivery Site, Intermediate Aggregation Level, and M&E Unit pages are an average of the 
responses which are coded 3 for “Yes, completely,” 2 for “Partly,” and 1 for “No, not at all.”  
Responses coded “N/A” or “Not Applicable,” are not factored into the score. The numerical value 
of the score is not important; the scores are intended to be compared across functional areas as a 
means to prioritizing system strengthening activities. That is, the scores are relative to each other 
and are most meaningful when comparing the performance of one functional area to another.  For 
example, if the system scores an average of 2.5 for ‘M&E Structure, Functions and Capabilities’ 
and 1.5 for ‘Data-collection and Reporting Forms/Tools,’ one would reasonably conclude that 
resources would be more efficiently spent strengthening ‘Data-collection and Reporting Forms/
Tools’ rather than ‘M&E Structure, Functions and Capabilities.’  The scores should therefore not 
be used exclusively to evaluate the information system. Rather, they should be interpreted within 
the context of the interviews, documentation reviews, data verifications, and observations made 
during the DQA exercise.


Using these summary statistics, the Audit Team should answer the 13 overarching questions on 
the Audit Summary Question Worksheet of the protocol (see Step 12 – Table 2).  To answer 
these questions, the Audit Team will have the completed DQA Protocol 1: System Assessment 
Protocol worksheets for each site and level visited, as well as the summary table and graph of 
the findings from the protocol (see Step 12 – Table 1 and Figure 1).  Based on these sources of 
information, the Audit Team will need to use its judgment to develop an overall response to the 
Audit Summary Questions.
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Step 12 – Table 2.  Summary Audit Questions


13 OVERARCHING SUMMARY AUDIT QUESTIONS


Program Area:  
Indicator:  


Question


Answer


Comments
Yes - completely 


Partly 
No - not at all 


N/A


1
Are key M&E and data-management staff identified with 
clearly assigned responsibilities?   


2
Have the majority of key M&E and data-management staff 
received the required training?   


3
Has the program/project clearly documented (in writing) what 
is reported to who, and how and when reporting is required?   


4
Are there operational indicator definitions meeting relevant 
standards that are systematically followed by all service points?   


5
Are there standard data collection and reporting forms that are 
systematically used?   


6
Are data recorded with sufficient precision/detail to measure 
relevant indicators? 


7
Are data maintained in accordance with international or 
national confidentiality guidelines?


8
Are source documents kept and made available in accordance 
with a written policy?   


9
Does clear documentation of collection, aggregation, and 
manipulation steps exist?    


10
Are data quality challenges identified and are mechanisms in 
place for addressing them?    


11
Are there clearly defined and followed procedures to identify 
and reconcile discrepancies in reports?     


12
Are there clearly defined and followed procedures to 
periodically verify source data?    


13
Does the data collection and reporting system of the program/
project link to the National Reporting System?   
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STeP 13.  DrAfT PrelIMInAry fInDIngS AnD 
recoMMenDATIon noTeS


Step 13 is performed by the Audit Team.


By Step 12, the Audit Team will have completed both the system assessment and data verification 
protocols on selected indicators.  In preparation for its close-out meeting with the M&E Unit, in 
Step 13 the Audit Team drafts Preliminary Findings.  Recommendation Notes for data quality 
issues found during the audit. Annex 3, Step 13 – Template 1 provides a format for those 
Recommendation Notes. These findings and issues are presented to the program/project M&E 
Unit (Step 14) and form the basis for the Audit Report (Steps 15 and 17). The Audit Team should 
also send a copy of the Preliminary Findings and Recommendation Notes to the Organization 
Commissioning the DQA.


The preliminary findings and Recommendation Notes will be based on the results from the DQA 
Protocol 1: System Assessment Protocol and the DQA Protocol 2: Data Verification protocol 
and will be developed by the Audit Team based on:


The notes columns of the protocols•	  in which the Audit Team has explained findings 
related to: (1) the assessment of the data-management and reporting system; and (2) the 
verification of a sample of data reported through the system.  In each protocol, the final 
column requests a check (√) for any finding that requires a Recommendation Note.  
work papers•	  further documenting evidence of the Audit Team’s data quality audit 
findings.


The findings should stress the positive aspects of the program/project M&E system as it relates 
to data management and reporting as well as any weaknesses identified by the Audit Team.  It is 
important to emphasize that a finding does not necessarily mean that the program/project is deficient 
in its data collection system design or implementation.  The program/project may have in place a 
number of innovative controls and effective steps to ensure that data are collected consistently and 
reliably.  


Nevertheless, the purpose of the Data Quality Audit is to improve data quality. Thus, as the Audit 
Team completes its data management system and data verification reviews, it should clearly 
identify evidence and findings that indicate the need for improvements to strengthen the design 
and implementation of the M&E system. All findings should be backed by documentary evidence 
that the Audit Team can cite and provide along with its recommendation notes. 


Examples of findings related to the design and implementation of data collection, reporting and 
management systems include:  


The lack of documentation describing aggregation and data manipulation steps.•	
Unclear and/or inconsistent directions provided to reporting sites about when or to whom •	
report data is to be submitted. 
The lack of designated staff to review and question submitted site reports.•	
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The lack of a formal process to address incomplete or inaccurate submitted site reports.•	
The lack of a required training program for site data collectors and managers.•	
Differences between program indicator definitions and the definition as cited on the data •	
collection forms.
The lack of standard data collection forms.•	


Examples of findings related to verification of data produced by the system could include:  


A disconnect between the delivery of services and the filling out of source documents.•	
Incomplete or inaccurate source documents.•	
Data entry and/or data manipulation errors. •	
Misinterpretation or inaccurate application of the indicator definition.•	


Draft Recommendation Note(s)  


In the recommendation notes, the Audit Team should cite the evidence found that indicates a 
threat to data quality. The team should also provide one or more recommended actions to prevent 
recurrence. The Audit Team may propose a deadline for the recommended actions to be completed 
and seek concurrence from the program/project and the Organization Commissioning the DQA. 
Step 13 – Table 1 provides an example of the content of recommendation notes.    


Step 13 – Table 1.  Illustrative Findings and Recommendations for Country X’s TB Treatment Program:  
Number of Smear Positive TB Cases Registered Under DOTS Who Are Successfully Treated


Country X runs an organized and long-established TB treatment program based on international treatment 
standards and protocols.  The processes and requirements for reporting results of the TB program are 
specifically identified and prescribed in its Manual of the National Tuberculosis and Leprosy Programme.  
The Manual identifies required forms and reporting requirements by service sites, districts, and regions.   


Based on information gathered through interviews with key officials and a documentation review, the 
Data Quality Audit Team identified the following related to improving data quality.


Findings and recommendations for the m&e unit


1)  M&E Training
FInDIng•	 : The Audit Team found a lack of a systematic and documented data management 
training plan that identifies training requirements, including necessary data management skills 
for all levels of the program from health care workers at Service Delivery Sites to district 
coordinators, regional staffers, and M&E Unit data managers. Currently, training is instigated, 
implemented, and paid for by different offices at multiple levels throughout the TB program.  


rECOMMEnDATIOn:  That the National TB M&E Unit develop a plan to coordinate available 
training resources and identify training needs throughout the system including those needed to 
efficiently achieve data management requirements.
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2)  Supervisory checks of District Reports 
FInDIng•	 : The lack of supervisory checks of the files used to store submitted quarterly reports 
from district offices can lead to potential aggregation errors.  For example, the Audit Team’s 
verification exercise identified duplicate, out-of-date, and annual rather than quarterly reports in 
these files that could easily lead to data entry errors.  


rECOMMEnDATIOn:   That a program management supervisor regularly review the files used 
to store regional reports after they are submitted, but before data entry occurs to help reduce the 
possibility of errors. 


FInDIng•	 : Approximately 2% of the submitted regional reports to the MOH lacked 
supervisory signatures.  This signature is required to document that the report was reviewed for 
completeness and obvious mistakes. 


rECOMMEnDATIOn:  That the MOH reinforce its requirement that submitted reports contain a 
supervisory signature, perhaps by initially rejecting reports that have not been reviewed. 


3)  Policy on Retention of Source Documents
FInDIng•	 : The TB program has no policy regarding the retention of reporting documents 
including patient treatment cards, registers and related report.  While the documents are 
routinely retained for years, good data management requires that a specific document retention 
policy be developed. 


rECOMMEnDATIOn:  That the program office develop a specific document retention policy for 
TB program source and key reporting documents in its new reporting system.


Findings and recommendations for the Intermediate Aggregation level Sites


4)  Quality Control in Data Entry
FInDIng•	 : The Audit Team found that limited measures are taken to eliminate the possibility 
of data entry errors at the district level.  While there are checks in the reporting software to 
identify out-of-range entries, the district staff could not describe any other steps taken to 
eliminate data entry errors. 


rECOMMEnDATIOn:  That the program identify steps to eliminate data entry errors wherever 
report numbers are entered into the electronic reporting system.


Findings and recommendations for the Service Delivery Sites  


5)  Ability to Retrieve Source Documents
FInDIng•	 : At all service sites, the Audit Team had difficulty completing the data verification 
exercise because the site staff found it difficult or was unable to retrieve source documents—
e.g., the TB patient treatment cards for patients that had completed treatment. If such 
verification cannot be performed, a Data Quality Audit Team cannot confirm that the reported 
treatment numbers are accurate and valid.


rECOMMEnDATIOn:  That TB Service Delivery Sites should systematically file and store TB 
treatment source documents by specific reporting periods so that they can be readily retrieved for 
audit purposes. 
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STeP 14.  conDucT A cloSeouT MeeTIng


Step 14 is performed by the Audit Team.


At the conclusion of the site visits, the Audit Team Leader should conduct a closeout meeting with 
senior program/project M&E officials and the Director/Program Manager to:


Share the results of the data-verifications (recounting exercise) and system review;1. 
Present the preliminary findings and Recommendation Notes; and2. 
Discuss potential steps to improve data quality.3. 


A face-to-face closeout meeting gives the program/project’s data management staff the opportunity 
to discuss the feasibility of potential improvements and related timeframes.  The Audit Team Leader 
should stress, however, that the audit findings at this point are preliminary and subject to change 
once the Audit Team has had a better opportunity to review and reflect on the evidence collected 
on the protocols and in its work papers. 


The Audit Team should encourage the program/project to share relevant findings with the appropriate 
stakeholders at the country-level such as multi-partner M&E working groups and the National 
program, as appropriate. The Audit Team should also discuss how the findings will be shared 
by the program/project M&E officials with the audited Service Delivery Sites and Intermediate 
Aggregation Levels (e.g., Regions, Districts).


As always, the closeout meeting and any agreements reached on the identification of findings 
and related improvements should be documented in the Audit Team’s work papers in order to be 
reflected in the Final Audit Report. 
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PHASe 6:  coMPleTIon


The last phase of the DQA takes place at the offices of the 
DQA Team, and in face-to-face or phone meetings with the 
Organization Commissioning the DQA and the program/
project.  The steps in PHASE 6 are to:


Draft Audit Report.  15. 
Discuss the Draft Audit Report with the program/project 16. 
and with the Organization Commissioning the DQA.
Complete the Final Audit Report and communicate 17. 
the findings, including the final Recommendation 
Note(s), to the program/project and the Organization 
Commissioning the DQA.
As appropriate, initiate follow-up procedures to ensure 18. 
that agreed upon changes are made.


The steps in PhASE 5 are estimated to take between two 
and four weeks.


PHASE 6


Off-Site  
(Completion)


15. Draft Audit 
Report


16. Review and Col-
lect Feedback from 
Country and Orga-
nization Commis-
sioning the DQA


17. Finalize  
Audit Report


18. Initiate  
Follow-up of  


Recommended 
Actions
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STeP 15.  DrAfT AuDIT rePorT


Step 15 is performed by the Audit Team.


Within 1-2 weeks, the Audit Team should complete its review of all of the audit documentation 
produced during the mission and complete a draft Audit Report with all findings and suggested 
improvements. Any major changes in the audit findings made after the closeout meeting in country 
should be clearly communicated to the program/project officials. The draft of the Audit Report 
will be sent to the program/project management staff and to the Organization Commissioning the 
DQA. Step 15 – Table 1 shows the suggested outline for the Audit Report.  


Step 15 – Table 1:  Suggested Outline for the Final Data Quality Audit Report


Section Contents


I Executive Summary
II Introduction and Background


Purpose of the DQA	�
Background on the program/project 	�
Indicators and Reporting Period – Rationale for selection	�
Service Delivery Sites – Rationale for selection	�
Description of the data-collection and reporting system (related to the 	�
indicators audited)


III Assessment of the Data Management and reporting System 


Description of the performed system assessment steps	�
Dashboard summary statistics 	� (table and spider graph of functional areas – Step 
12: Table 1 and Figure 1)
Key findings at the three levels:	�


Service Delivery Sites {
Intermediate Aggregation Levels {
M&E Unit {


Overall strengths and weaknesses of the Data-Management System 	� (based on 13 
Summary Audit Questions)
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IV Verification of reported Data


Description of the performed data-verifications steps 	�
Data Accuracy – Verification Factor	�
Precision and confidentiality of reported data	�
Availability, completeness, and timeliness of reports	�
Key findings at the three levels:	�


Service Delivery Sites {
Intermediate Aggregation Levels {
M&E Unit {


Overall assessment of Data Quality	�


V recommendation notes and Suggested Improvements


VI Final Data Quality Classification (if required by the organization Commissioning the DQA).
VII Country response to DQA Findings


STeP 16.  collecT AnD reVIew feeDbAck froM counTry 
AnD orgAnIzATIon coMMISSIonIng THe DQA


Step 16 is performed by the Audit Team.


To build consensus and facilitate data quality improvements, the Audit Team needs to share the 
draft Audit Report with the Organization Commissioning the DQA and with the program/project 
management and M&E staff. The program/project will be given an opportunity to provide 
a response to the audit findings.  This response will need to be included in the Final Audit 
report.  


STeP 17.  fInAlIze AuDIT rePorT


Step 17 is performed by the Audit Team.


Once the program/project and the Organization Commissioning the DQA have reviewed the Draft 
Audit Report (given a time limit of two weeks, unless a different time period has been agreed) and 
provided feedback, the Audit Team will complete the Final Audit Report. while the Audit Team 
should elicit feedback, it is important to note that the content of the Final Audit report is 
determined by the Audit Team exclusively.
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STeP 18.  InITIATe follow-uP of recoMMenDeD AcTIonS


Step 18 can be performed by the Organization Commissioning the DQA and/or the Audit Team.


The program/project will be expected to send follow-up correspondences once the agreed upon 
changes/improvements have been made. If the Organization Commissioning the DQA wants the 
Audit Team to be involved in the follow-up of identified strengthening measures, an appropriate 
agreement may be reached.  The Organization Commissioning the DQA and/or the Audit Team 
should maintain a “reminder” file to alert itself as to when these notifications are due (see AnnEX 
3, Step 19 – Template 1). In general, minor data quality issues should be remedied in one to 
six months and major issues in six to twelve months.







60 Data Quality Audit Tool


AnnexeS
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Annex 1:  DQA Protocols 
Protocol 1:  System Assessment Protocol
Protocol 2:  Data Verification Protocol
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Protocol 1 – System Assessment Protocol (AIDS and Malaria)


LIST OF ALL QUESTIONS – For reference only (Protocol 1 - System’s Assessment) 


Component of the M&E System 


Checkmark indicates 
reporting system 
level at which the 
question is asked
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I – m&e Structure, Functions, and Capabilities 


1 
There is a documented organizational structure/chart that clearly 
identifies positions that have data management responsibilities at 
the M&E Unit. 


√ Yes 


2 All staff positions dedicated to M&E and data management 
systems are filled. √ -


3 There is a training plan which includes staff involved in data-
collection and reporting at all levels in the reporting process. √ Yes 


4 All relevant staff have received training on the data management 
processes and tools. √ √ √ -


5 
A senior staff member (e.g., the Program Manager) is responsible 
for reviewing the aggregated numbers prior to the submission/
release of reports from the M&E Unit. 


√ -


6 
There are designated staff responsible for reviewing the quality 
of data (i.e., accuracy, completeness and timeliness) received 
from sub-reporting levels (e.g., regions, districts, service points). 


√ √ -


7 
There are designated staff responsible for reviewing aggregated 
numbers prior to submission to the next level (e.g., to districts, to 
regional offices, to the central M&E Unit). 


√ √ -


8 The responsibility for recording the delivery of services on source 
documents is clearly assigned to the relevant staff. √ -


II – Indicator Definitions and reporting guidelines 


9 
The M&E Unit has documented and shared the definition of the 
indicator(s) with all relevant levels of the reporting system (e.g., 
regions, districts, service points). 


√ Yes 


10 There is a description of the services that are related to each 
indicator measured by the program/project. √ Yes 


The M&E Unit has provided written guidelines to each sub-reporting level on … 
11  … what they are supposed to report on. √ √ √ Yes 
12  … how (e.g., in what specific format) reports are to be submitted. √ √ √ Yes 
13  … to whom the reports should be submitted. √ √ √ Yes 
14  … when the reports are due. √ √ √ Yes 


15 There is a written policy that states for how long source 
documents and reporting forms need to be retained. √ Yes 
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LIST OF ALL QUESTIONS – For reference only (Protocol 1 - System’s Assessment) 


Component of the M&E System 


Checkmark indicates 
reporting system 
level at which the 
question is asked


Su
pp


or
tin


g 
do


cu
m


en
-


ta
tio


n 
re


qu
ire


d?


M
&


E 
U


ni
t


Ag
gr


eg
at


io
n 


Le
ve


ls


Se
rv


ic
e 


Po
in


ts


III – Data-collection and reporting Forms/Tools 


16 
The M&E Unit has identified a standard source document (e.g., 
medical record, client intake form, register, etc.) to be used 
by all Service Delivery Points to record service delivery. 


√ Yes 


17 The M&E Unit has identified standard reporting forms/tools to be 
used by all reporting levels. √ Yes 


18 Clear instructions have been provided by the M&E Unit on 
how to complete the data collection and reporting forms/tools. √ √ √ Yes 


19 The source documents and reporting forms/tools specified by 
the M&E Unit are consistently used by all reporting levels. √ √ -


20 
If multiple organizations are implementing activities under the 
program/project, they all use the same reporting forms and report 
according to the same reporting timelines. 


√ √ √ -


21 


The data collected by the M&E system has sufficient precision 
to measure the indicator(s) (i.e., relevant data are collected by 
sex, age, etc., if the indicator specifies disaggregation by these 
characteristics). 


√ -


22 
All source documents and reporting forms relevant for measuring 
the indicator(s) are available for auditing purposes (including 
dated print-outs in case of computerized system). 


√ √ √ -


IV – Data Management Processes 


23
The M&E Unit has clearly documented data aggregation, analysis 
and/or manipulation steps performed at each level of the reporting 
system. 


√ Yes 


24 
There is a written procedure to address late, incomplete, 
inaccurate, and missing reports; including following-up with sub-
reporting levels on data quality issues. 


√ √ Yes 


25 


If data discrepancies have been uncovered in reports from sub-
reporting levels, the M&E Unit or the Intermediate Aggregation 
Levels (e.g., districts or regions) have documented how these 
inconsistencies have been resolved. 


√ √ -


26 
Feedback is systematically provided to all sub-reporting levels 
on the quality of their reporting (i.e., accuracy, completeness, and 
timeliness). 


√ √ -


27 
There are quality controls in place for when data from paper-
based forms are entered into a computer (e.g., double entry, post-
data entry verification, etc). 


√ √ √ -
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LIST OF ALL QUESTIONS – For reference only (Protocol 1 - System’s Assessment) 


Component of the M&E System 


Checkmark indicates 
reporting system 
level at which the 
question is asked
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28 


For automated (computerized) systems, there is a clearly 
documented and actively implemented database administration 
procedure in place. This includes backup/recovery procedures, 
security administration, and user administration. 


√ √ √ Yes 


29 There is a written back-up procedure for when data entry or data 
processing is computerized. √ √ √ Yes 


30 
If yes, the latest date of back-up is appropriate given the 
frequency of update of the computerized system (e.g., backups 
are weekly or monthly). 


√ √ √ -


31 Relevant personal data are maintained according to national or 
international confidentiality guidelines. √ √ √ -


The reporting system avoids double counting people … 


32 


… within each point of service/organization (e.g., a person 
receiving the same service twice in a reporting period, a person 
registered as receiving the same service in two different locations, 
etc). 


√ √ √ -


33 
… across service points/organizations (e.g., a person registered 
as receiving the same service in two different service points/
organizations, etc). 


√ √ √ -


34 The reporting system enables the identification and recording of a 
“drop out,” a person “lost to follow-up,” and a person who died. √ √ √ -


35 The M&E Unit can demonstrate that regular supervisory site 
visits have taken place and that data quality has been reviewed. √ Yes 


V – Links with national reporting System 


36 When available, the relevant national forms/tools are used for 
data-collection and reporting. √ √ √ Yes 


37 When applicable, data are reported through a single channel of 
the national information systems. √ √ √ -


38 Reporting deadlines are harmonized with the relevant timelines of 
the National program (e.g., cut-off dates for monthly reporting). √ √ √ -


39 The service sites are identified using ID numbers that follow a 
national system. √ √ √ -
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Protocol 2 – Data Verification Protocol (Illustration – Community-based Interventions)
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Annex 2:  Templates for the organization
commissioning the DQA
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Annex 2 – Step 2.  Template 1.  Notification and Documentation Request Letter to the Selected 
Program/Project  


Date
Address
Dear__________________: 


[Your organization] has been selected for a Data Quality Audit by [name of Organization 
Commissioning the Audit] related to [Program/Project name]. 


The purpose of this audit is to: (1) assess the ability of the data management systems of the program/
project(s) you are managing to report quality data; and (2) verify the quality of reported data for 
key indicators at selected sites.  [Name of Audit Agency] will be conducting the audit and will 
contact you soon regarding the audit.  


This Data Quality Audit relates to [disease], [program area] and the verifications will focus on the 
following indicators:


1 [indicator name]
2 [indicator name]


The audit will:
Assess the design of the data management and reporting systems;1. 
Check at selected Service Delivery Sites and intermediary aggregation levels (e.g., districts, 2. 
regions) if the system is being implemented as designed;
Trace and verify past reported numbers for a limited number of indicators at a few sites; 3. and
Communicate the audit’s findings and suggested improvements in a formal Audit Report.4. 


Prior to the audit taking place, [list name of Audit Agency] will need:
A list of all the Service Delivery Sites with the latest reported results (for the above  �
indicators);
The completed Template 2 (attached to this letter) describing the data-collection and  �
reporting system (related to the above indicators);
Data-collection and reporting forms (related to the above indicators). �


This information is critical for beginning the audit, therefore it is requested within two weeks of 
receipt of this letter and should be sent to [address of Audit Agency].


To help the Audit Team perform the initial phase of the review of your overall data management 
system and to limit the team’s on-site presence to the extent possible, we also request that you 
provide the Audit Agency with the existing and available documentation listed in Table 1 (attached 
to this letter).


Thank you for submitting the requested documentation to ___________ at ______ by _________.  
If any of the documentation is available in electronic form it can be e-mailed to _____________.
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Following a desk review of the information and documentation provided, the Audit Agency will 
pursue the audit at the office that serves as the M&E management unit for the program/project and 
at a small number of your reporting sites and intermediary data management offices (e.g., district 
or regional offices). To facilitate site visits, we request that two staff members responsible for 
M&E, or who receives, reviews and/or compiles reports from reporting entities accompany the 
Audit Team to the sites for the duration of the audit.


Because the time required for the audit depends on the number and location of sampled sites, the 
Audit Agency will contact you with more specific information regarding timing after the sample 
of sites has been selected.  However, you should anticipate that the audit will last between 10 and 
15 days (including two days at the M&E Unit and around one day per Service Delivery Site and 
Intermediate Aggregation Level — e.g., Districts or Regions). 


Finally, since the Audit Team will need to obtain and review source documents (e.g., client records 
or registration logs/ledger), it is important that official authorization be granted to access these 
documents. However, we would like to assure you that no details related to individuals will be 
recorded as part of the audit — the team will only seek to verify that the counts from “source 
documents” related to the service or activity are correct for the reporting period. The personal 
records will neither be removed from the site nor photocopied.


We would like to emphasize that we will make every effort to limit the impact our audit will have 
on your staff and ongoing activities.  In that regard, it would be very helpful if you could provide 
the Audit Agency with a key contact person early on in this process (your chief data management 
official, if possible) so we can limit our communications to the appropriate person. If you have any 
questions please contact ___________ at ____________.  


Sincerely, 


cc:  Government Auditing Agency
Donor/Development Partners and Implementing Partners
Other, as appropriate for the country and audit
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Table 1 –  List of Audit Functional Areas and Documentation to Request from Program/
Project for Desk Review (if available)


Functional 
Areas general Documentation requested  


Check if 
provided 


√


Contact 
Information


Names and contact information for key program/project officials, •	
including key staff responsible for data management activities.  


I – M&E 
Structures, 
roles and  
Capabilities


Organizational chart depicting M&E responsibilities.•	


List of M&E positions and status (e.g., full time or part time, filled •	
or vacant).  


M&E Training plan, if one exists.•	


II – Indicator 
Definitions 
and reporting 
guidelines


Instructions to reporting sites on reporting requirements and •	
deadlines.


Description of how service delivery is recorded on source documents, •	
and on other documents such as clinic registers and periodic site reports.


Detailed diagram of how data flows:•	
from Service Delivery Sites to Intermediate Aggregation Levels  {


(e.g. district offices, provincial offices, etc.); 
from Intermediate Aggregation Levels (if any) to the M&E  {


Unit.


National M&E Plan, if one exists.•	


Operational definitions of indicators being audited. •	


III – Data 
collection and 
reporting 
Forms and Tools


Data-collection form(s) for the indicator(s) being audited.•	


Reporting form(s) for the indicator(s) being audited.•	


Instructions for completing the data-collection and reporting •	
forms.


IV – Data 
Management 
Processes 


Written documentation of data management processes including a •	
description of all data-verification, aggregation, and manipulation 
steps performed at each level of the reporting system.


Written procedures for addressing specific data quality challenges •	
(e.g. double-counting, “lost to follow-up”), including instructions 
sent to reporting sites.
Guidelines and schedules for routine supervisory site visits.•	


V – Links 
with national 
reporting 
System 


Documented links between the program/project data reporting •	
system and the relevant national data reporting system. 
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Annex 2 – Step 2.  Template 3.  Letter to Request National Authorization for the DQA  


Date


Address of National Authorizing Agency for Data Quality Audit


Dear__________________: 


As part of its ongoing oversight activities, [name of Organization Commissioning the Audit] has selected 
[program/project(s)] in [country] for a Data Quality Audit.  Subject to approval, the Data Quality Audit will 
take place between [months       and        ], [Year]. 


The purpose of this Data Quality Audit is to assess the ability of the program’s data management system 
to report quality data and to trace and verify reported results from selected service sites related to the 
following indicators:


1 [indicator name]
2 [indicator name]


[Name of auditing firm] has been selected by [name of Organization Commissioning the Audit] to carry out 
the Data Quality Audit.


Conducting this Data Quality Audit may require access to data reported through the national data reporting 
system on [Disease and Program Area]. The audit will include recounting data reported within selected 
reporting periods, including obtaining and reviewing source documents (e.g. client records or registration 
logs/ledgers, training log sheets, commodity distribution sheets).  While the Audit Team will potentially 
require access to personal patient information, the Team will hold such information in strict confidence and 
no audit documentation will contain or disclose such personal information. The purpose of access to such 
information is strictly for counting and cross-checking purposes related to the audit. When necessary, the 
Audit Team will need to access and use such information at Service Delivery Sites. The personal records 
will neither be removed from the site nor photocopied.   


If you have any questions about this Data Quality Audit, please contact ______ at ________.  


[Name of Organization Commissioning the Audit] hereby formally requests approval to conduct this Data 
Quality Audit.


Please indicate approved or not approved below (with reasons for non-approval) and return this letter to 
______________________ at ________________________.  


Approved/Not approved (please circle one)      


Sincerely,         Date:


 


cc:  Program/project Director, Donor/Development Partners and Implementing Partners,  Other, as 
appropriate for the Audit.


Title
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Annex 3:  Templates for the Audit Agency and Team
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Annex 3, Step 2 – Template 1.  Information Sheet for the M&E Unit Involved in the DQA


1.  Objective of the DQA


The objectives of the Data Quality Audit are to:
Verify that appropriate data management systems are in place;  � and
Verify the quality of reported data for key indicators at selected sites. �


2.  Program Areas Included in the Audit


- to be completed by Audit Team -


3.  Tasks Performed by the Audit Team at the M&E Unit  


Interview Program Manager and staff involved in M&E and data-management. �
Review availability, completeness, and timeliness of reports received from reporting sites. �
Re-count numbers from received reports and compare result to the numbers reported by the M&E  �
Unit.


4.  Staff to Be Available at the M&E Unit during the DQA
Program Manager. �
Chief Data-management Official. �
Staff involved in reviewing and compiling reports received from reporting sites. �
IT staff involved in database management, if applicable. �
Relevant staff from partner organizations working on M&E systems strengthening, if applicable. �


4.  Documentation to Prepare in Advance of Arrival of Audit Team


Reported results by the M&E Unit for the selected reporting period ( � see Point 3 above).
Access to the site summary reports submitted for the period ( � see Point 3 above).
Organizational chart depicting M&E responsibilities. �
List of M&E positions and status (e.g., full time or part time, filled or vacant).   �
M&E Training Plan, if one exists. �
Instructions to reporting sites on reporting requirements and deadlines. �
Description of how service delivery is recorded on source documents, and on other documents such  �
as clinic registers and periodic site reports.
Detailed diagram of how data flows from Service Delivery Sites to the M&E Unit.  �
National M&E Plan, if one exists. �
Operational definitions of indicators being audited  � (see Point 2 above).
Template data-collection and reporting form(s) for the indicator(s) being audited (with the  �
instructions).
Written documentation of data-management processes including a description of all data-verification,  �
aggregation, and manipulation steps performed at each level of the reporting system.
Written procedures for addressing specific data quality challenges (e.g., double-counting, “lost to  �
follow-up”), including instructions sent to reporting sites.
Guidelines and schedules for routine supervisory site visits. �
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5.  Expected time of Audit Team at the M&E Unit
To be completed by Audit Team 


[Guideline: two days – one day at the beginning and one day at the end of the DQA]


WARNING:  In no circumstances should reports be fabricated for the purpose of the audit.


Annex 3, Step 2 – Template 2.  Information Sheet for the Intermediate Aggregation Levels 
Selected for the DQA


1.  Objective of the DQA


The objectives of the Data Quality Audit are to:
Verify that appropriate data management systems are in place; �  and
Verify the quality of reported data for key indicators at selected sites. �


2.  Program Areas Included in the Audit


- to be completed by Audit Team -


3.  Tasks Performed by the Audit Team at the Intermediate Aggregation Level  


Interview Site Manager and staff involved in data-management and compilation. �
Review availability, completeness, and timeliness of reports received from reporting sites. �
Re-count numbers from received reports and compare result to the numbers reported to the next level. �


4.  Staff to Be Available at the Intermediate Aggregation Level during the DQA


Site Manager �
Staff involved in reviewing and compiling reports received from reporting sites. �
IT staff involved in database management, if applicable. �


5.  Documentation to Prepare in Advance of Arrival of Audit Team


Reported results to the next level for the selected reporting period ( � see Point 3 above).
Access to the site summary reports submitted for the period ( � see Point 3 above).
Description of aggregation and/or manipulation steps performed on data submitted by reporting sites. �


6.  Expected Time of Audit Team at the Intermediate Aggregation Level


To be completed by Audit Team 
[Guideline: between one-half and one day at each Intermediate Aggregation Level Site]


WARNING:  In no circumstances should reports be fabricated for the purpose of the audit.







82 Data Quality Audit Tool


Annex 3, Step 2 – Template 3.  Information Sheet for all Service Delivery Sites Selected for the DQA


1.  Objective of the DQA


The objectives of the Data Quality Audit are to:
Verify that appropriate data management systems are in place; �  and
Verify the quality of reported data for key indicators at selected sites. �


2.  Program Areas Included in the Audit


- to be completed by Audit Team -


3.  Tasks Performed by the Audit Team at the Service Delivery Site  


Interview Site Manager and staff involved in data-collection and compilation. �
Understand how and when source documents are completed in relation to the delivery of services. �
Review availability and completeness of all source documents for the selected reporting period. �
Recount the recorded numbers from available source documents and compare result to the numbers  �
reported by the site.
Compare reported numbers with other data sources (e.g., inventory records, laboratory reports, etc.). �
Verify the actual delivery of services and/or commodities to the target populations ( � if feasible).


4.  Staff to Be Available at the Service Delivery Site during the DQA


Site Manager. �
Staff responsible for completing the source documents (e.g., patient treatment cards, clinic registers, etc.). �
Staff responsible for entering data in registers or computing systems (as appropriate). �
Staff responsible for compiling the periodic reports (e.g., monthly, quarterly, etc.). �


5.  Documentation to Prepare in Advance of Arrival of Audit Team


Reported results to the next level for the selected reporting period ( � see Point 3 above).
All source documents for the selected reporting period, including source documents from auxiliary/ �
peripheral/satellite sites (see Point 3 above).
Description of aggregation and/or manipulation steps performed on data submitted to the next level. �


6.  Expected Time of Audit Team at the Service Delivery Site


To be completed by Audit Team 
[Guideline: between one-half and two days (i.e., more than one day may be required for large sites with 
reported numbers in the several hundreds or sites that include satellite centers or when “spot-checks” 


are performed).]


WARNING:  In no circumstances should source documents or reports be fabricated for the purpose of the 
audit.
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Annex 3, Step 4 – Template 4.  Checklist for Audit Team Preparation for Audit Site Visits


no. Item
Check when 
completed 


(√)


1 Letter of authorization


2 Guidelines for implementation


3 DQA Protocol 1: System Assessment Protocol (paper copy of all relevant 
worksheets and computer file) 


4 DQA Protocol 2:  Data Verification Protocol(s) (paper copy of all relevant 
worksheets and computer file)


5 List of sites and contacts


6 Confirmed schedule of site visits  


7 Laptop computer (at least one per sub-team)


8 Plan for logistical support for the audit


9 Relevant documentation provided by program/project for the desk review


10 Other
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Annex 3, Step 5 - Template 1.  Format for Recoding Notes of Interviews/Meetings with Key 
M&E Managers and Staff


Name and Address of Program/Project:  


Contract Number (if relevant):  


Name of Person(s) Interviewed:  


Auditor: Interview Date:


Program Area: Relevant Indicator(s):  


Work Paper Reference or Index Number:


Purpose of the Interview:  


Narrative Description of Discussions:


 


Auditor Signature:  Date:
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Annex 3, Step 13 - Template 1.  Data Quality Audit Recommendation Note6


Name and Address of Program/Project:  


Contract Number (if relevant):  


Contact Person:  


Auditor: Audit Date:


Location: Relevant Indicator(s):  


Classification: Major/Minor Data Quality Dimension:6


Explanation of Findings (including evidence):


Recommended Action for Correction (complete prior to closeout meeting with the program/project):  


Notes from Closeout Meeting Discussion with Program/Project:  


Final Recommended Action (complete after closeout meeting with the program/project):  


Expected Completion Date (if applicable):


Auditor Signature:  Date:


6 The data quality dimensions are:  Accuracy, reliability, precision, completeness, timeliness, integrity, and confidentiality.
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Annex 3, Step 19 - Template 1:   Reminder File for M&E Data Quality Strengthening Activities 
of Program/Project


Name and Address of Program/Project:  


Contract Number (if relevant):  


Contact Person:  


Auditor: Audit Date:


Program Area: Relevant Indicator(s):


Activity Title and 
Description


Estimated Date of 
Completion


Person(s) 
Responsible


Date checked Outcome
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Annex 4:   Site Selection using cluster Sampling 
Techniques







88 Data Quality Audit Tool


Instructions for Sampling using Sampling Strategy D – Cluster Sampling Selection:


Determine the number of clusters and sites.1.   The Audit Team should work with the Organization 
Commissioning the DQA to determine the number of clusters and sites within clusters.  
More than one intermediate level.2.   In the event there is more than one Intermediate Aggregation 
Level (i.e., the data flows from district to region before going to national level), a three-
stage cluster sample should be drawn.  That is, two regions should be sampled and then two 
districts sampled from each region.
No intermediate level.3.  If the data is reported directly from Service Delivery Sites to the 
national level (i.e., no Intermediate Aggregation Sites), the site selection will be conducted as 
above (cluster sampling with the district as the primary sampling unit), but the calculation of 
the Verification Factor will change.  In this case, there is no adjustment for the error occurring 
between the district and national level.  
Prepare the sampling frame.4.   The first step in the selection of clusters for the audit will be to 
prepare a sampling frame, or a listing of all districts (or clusters) where the activity is being 
conducted (e.g., districts with ART treatment sites). The methodology calls for selecting 
clusters proportionate to size, i.e. the volume of service. Often it is helpful to expand the 
sampling frame so that each cluster is listed proportionate to the size of the program in the 
cluster.  For example, if a given cluster is responsible for 15% of the clients served, that 
cluster should comprise 15% of the elements in the sampling frame. See the Illustrative 
Example Sampling Strategy D (Annex 4, Table 3) for more details.  Be careful not to order 
the sampling frame in a way that will bias the selection of the clusters.  Ordering the clusters 
can introduce periodicity; e.g. every 10th cluster is a rural district. Ordering alphabetically is 
generally a harmless way of ordering the clusters.
Calculate the sampling interval.5.   The sampling interval is obtained by dividing the number of 
elements in the sampling frame by the number of elements to be sampled.  Using a random 
number table (Annex 4, Table 5) or similar method, randomly choose a starting point on the 
sampling frame.  This is the first sampled district.  Then proceed through the sampling frame 
selecting districts which coincide with multiples of the sample interval.
Randomly select a starting point.6.   Use the random number table in Annex 4, Table 5 to 
generate a random starting number.  Select a starting point on the table by looking away and 
marking a dot on the table with a pencil.  Draw a line above the row nearest the dot, and a line 
to the left of the column nearest the dot.  Moving down and right of your starting point select 
the first number read from the table whose last X digits are between 0 and N. (If N is a two 
digit number, then X would be 2; if it is a four digit number, X would be 4; etc.).


Example:
N = 300; M = 50; starting point is column 3, row 2 on Random Number Table; read down. You 
would select 043 as your starting number. 


59468
99699
14043
15013
12600
33122
94169
etc...
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Select clusters.  7. Move down the ordered and numbered list of clusters and stop at the starting 
number.  This is the first cluster.  Now proceed down the sampling frame a number of elements 
equal to the sampling interval.  The starting number + sampling interval = 2nd cluster.  The 
starting number + 2 (sampling interval) = 3rd cluster etc.
Stratify Service Delivery Points.  8. Order the Service Delivery Points within each of the sampled 
districts by volume of service, i.e. the value of the indicator for the audited reporting period.  
Divide the list into strata according to the number of sites to be selected.  If possible, select 
an equal number of sites from each strata.  For example, if you are selecting three sites, create 
three strata (small, medium, and large).  If selecting two sites, create two strata.  For six sites, 
create three strata and select two sites per stratum and so on.  Divide the range (subtract the 
smallest value from the largest) by the number of strata to establish the cut points of the strata.  
If the sites are not equally distributed among the strata use your judgment to assign sites to 
strata.  
Select Service Delivery Points.9.   For a large number of sites you can use a random number 
table and select sites systematically as above.  For a small number of sites, simple random 
sampling can be used to select sites within clusters.
Select ‘back up’ sites.  10. If possible, select a back up site for each stratum.  Use this site only if 
you are unable to visit the originally selected sites due to security concerns or other factors.  
Start over with a fresh sampling frame to select this site (excluding the sites already selected).  
Do not replace sites based on convenience.  The replacement of sites should be discussed 
with the Organization Commissioning the DQA if possible.
Know your sampling methodology.11.   The sites are intended to be selected for auditing as 
randomly (and equitably) as possible while benefiting from the convenience and economy 
associated with cluster sampling.  You may be asked to explain why a given site has been 
selected.  Be prepared to describe the sampling methods and explain the equitable selection 
of sites.


Illustrative Example – Sampling Strategy D:  Cluster Sampling Selection


In the following example, Sampling Strategy D (modified two-stage cluster sample) is used to 
draw a sample of ART sites in “Our Country” in order to derive an estimate of data quality at 
the national level.  In a cluster sampling design, the final sample is derived in stages.  Each stage 
consists of two activities: (1) listing; and (2) sampling.  Listing means drawing a complete list of 
all the elements from which a number will be selected. Sampling is when a pre-determined number 
of elements are chosen at random from the complete listing of elements.   A sample is only as good 
as the list from which it is derived.  The list, also called a sampling frame, is “good” (valid) if it is 
comprehensive, i.e. it includes all the known elements that comprise the population of elements.  
For ART sites in a country, a good sampling frame means that every single ART site in the country 
is properly identified in the list.  


Illustrative Indicator for this application = Number of Individuals Receiving Anti-Retroviral 1. 
Therapy (ART)
Audit Objective: to verify the consistency of 2. Our Country’s national reports of ART progress 
based on administrative monitoring systems.
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Sampling Plan: two-stage cluster design is used to select three districts and then to select 3. 
three ART sites in each of the selected districts.
Sampling Stage 1: (a) list all districts; (b) select three districts.  4. 
Problem: Listing all districts is inefficient because ART sites may not be located in every 5. 
district of Our Country.  Therefore, to make sampling of districts more efficient, first find 
out which districts have ART sites.  In the illustrative grid below (Annex 4, Table 1), the 
highlighted cells represent those districts (n=12) in which ART sites are located.  These 12 
highlighted districts comprise the initial sampling frame.


Annex 4, Table 1.  Illustrative grid Display of All Districts in Our Country


1 2 3 4 5
6 7 8 9 10
11 12 13 14 15
16 17 18 19 20
21 22 23 24 25
26 27 28 29 30


Sampling Frame for Stage 1: The list in 6. Annex 4, Table 2 on the following page is called 
a sampling frame.  It contains a complete list of districts that are relevant for auditing ART 
sites, because only the districts in which ART sites are located are included in the list.  
The first column of the frame contains a simple numbering scheme beginning with “1” and 7. 
ending with the final element in the list, which in this case is 12, because only 12 districts in 
“Our Country” contain ART sites.  
The second column of the frame contains the number of the district that corresponds to the 8. 
illustrative grid display shown in the previous table.  These were the highlighted cells that 
showed which districts contained ART sites.  Column 2 (District Number) does not list the 
selected districts. Rather, it lists only those districts in “Our Country” where ART sites are 
located.  The sample of three districts will be drawn from Column 2. 
The third column shows how many ART sites are located in each district.  This is important 9. 
because the selection of districts will be proportional to the number of individuals receiving 
ART in each district.
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Annex 4, Table 2.  Sampling Frame for Selection of Districts in Our Country


Sampling Frame  
Simple Ascending 


number


District 
number


number of ArT Sites 
per district


number of Individuals 
receiving ArT  


per District


1 1 2 300
2 3 1 100
3 9 2 200
4 12 3 500
5 16 3 500
6 19 1 60
7 20 1 70
8 21 2 300
9 22 1 90
10 26 5 600
11 27 1 80
12 28 2 200


Total 24 3000


The next step in this stage of sampling is to use the sampling frame to select the three districts 10. 
where the auditors will conduct the audit at specific ART sites.  We are attempting to estimate 
a parameter (data quality) for all the districts/sites in the country using a select few.  Therefore 
we would like that the few we select be as ‘typical’ as possible so as to provide an estimate 
as close to the actual value as possible.  Some districts may contribute more, or less to the 
average of data quality in the whole country. Since we are interested in selecting districts 
that are representative of all districts with ART sites in the country, and we know that some 
districts with ART sites may not be typical (or representative) of all districts with ART sites, 
we need to ensure that districts with a high volume of service (which contribute more to the 
average data quality of all districts) are included in our sample.  Therefore, the sampling 
technique will select districts using “probability proportionate to size.”
In other words, the chance of a district being selected for the audit depends on the number of 11. 
individuals being treated in the district.  This information can be found in column 4 of Annex 
4, Table 2: “Number of Individuals Receiving ART per District.”  Usually this number 
corresponds to quarterly reports.
One way to link the probability of selection of a district to the volume of service is to inflate 12. 
the sampling frame according to the number of individuals receiving ART in each district.  
For example, if in District 1 a total of 300 individuals are receiving ART, then District 1 
should be listed in the sampling frame 300 times.
To make this easier, divide the values in Column 4 (Number of Individuals Receiving ART) 13. 
by 10.  For example, now District 1 should appear 30 times instead of 300 times.  District 
3 should appear 10 times instead of 100 times, and so on.  This inflated sampling frame is 
shown on in Table 3 of this section.  
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Using the inflated sampling frame shown in Annex 4, Table 3 we are ready to use 14. systematic 
random sampling to select three districts.
In systematic random sampling, every kth element in the sampling frame is chosen for 15. 
inclusion in the final audit sample.  If the list (the sampling frame) contains 1,000 elements 
and you want a sample of 100 elements, you will select every 10th element for your sample.  
To ensure against bias, the standard approach is to select the first element at random.  In this 
case, you would randomly select a number between 1 and 10; that number would represent 
the first element in your sample.  Counting 10 elements beyond that number would represent 
the second element in your sample, and so on.
In this ART site example, we want to select three districts, and then within each of those three 16. 
selected districts we want to select three ART sites.  Therefore, our desired sample size is nine 
ART sites.  It is a two stage sample: the first stage involves listing and sampling districts.  The 
second stage involves listing and sampling ART sites. 
Our sampling frame is organized by a Probability Proportionate to Size methodology because 17. 
the list is weighted by the number of individuals receiving ART per district.  In other words, 
we will have a higher probability of selecting a district where a high number of individuals 
are receiving ART, because these districts are listed more often (that is what the “inflation” of 
the sampling frame accomplished).
In systematic random sampling, the sampling interval is calculated by dividing the desired 18. 
sampling size (three districts) by the number of elements in the sampling frame (300 in the 
frame shown in Annex 3, Table 3).  So, our sampling interval is 300/3, which equals 100.
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# Distr. # Distr. # Distr. # Distr. # Distr. # Distr. # Distr.
1 1 51 9 101 12 151 16 201 21 251 26 301
2 1 52 9 102 12 152 16 202 21 252 26 302
3 1 53 9 103 12 153 16 203 21 253 26 303
4 1 54 9 104 12 154 16 204 22 254 26 304
5 1 55 9 105 12 155 16 205 22 255 26 305
6 1 56 9 106 12 156 16 206 22 256 26 306
7 1 57 9 107 12 157 16 207 22 257 26 307
8 1 58 9 108 12 158 16 208 22 258 26 308
9 1 59 9 109 12 159 16 209 22 259 26 309
10 1 60 9 110 12 160 16 210 22 260 26 310
11 1 61 12 111 16 161 19 211 22 261 26 311
12 1 62 12 112 16 162 19 212 22 262 26 312
13 1 63 12 113 16 163 19 213 26 263 26 313
14 1 64 12 114 16 164 19 214 26 264 26 314
15 1 65 12 115 16 165 19 215 26 265 26 315
16 1 66 12 116 16 166 19 216 26 266 26 316
17 1 67 12 117 16 167 20 217 26 267 26 317
18 1 68 12 118 16 168 20 218 26 268 26 318
19 1 69 12 119 16 169 20 219 26 269 26 319
20 1 70 12 120 16 170 20 220 26 270 26 320
21 1 71 12 121 16 171 20 221 26 271 26 321
22 1 72 12 122 16 172 20 222 26 272 26 322
23 1 73 12 123 16 173 20 223 26 273 27 323
24 1 74 12 124 16 174 21 224 26 274 27 324
25 1 75 12 125 16 175 21 225 26 275 27 325
26 1 76 12 126 16 176 21 226 26 276 27 326
27 1 77 12 127 16 177 21 227 26 277 27 327
28 1 78 12 128 16 178 21 228 26 278 27 328
29 1 79 12 129 16 179 21 229 26 279 27 329
30 1 80 12 130 16 180 21 230 26 280 27 330
31 3 81 12 131 16 181 21 231 26 281 28 331
32 3 82 12 132 16 182 21 232 26 282 28 332
33 3 83 12 133 16 183 21 233 26 283 28 333
34 3 84 12 134 16 184 21 234 26 284 28 334
35 3 85 12 135 16 185 21 235 26 285 28 335
36 3 86 12 136 16 186 21 236 26 286 28 336
37 3 87 12 137 16 187 21 237 26 287 28 337
38 3 88 12 138 16 188 21 238 26 288 28 338
39 3 89 12 139 16 189 21 239 26 289 28 339
40 3 90 12 140 16 190 21 240 26 290 28 340
41 9 91 12 141 16 191 21 241 26 291 28 341
42 9 92 12 142 16 192 21 242 26 292 28 342
43 9 93 12 143 16 193 21 243 26 293 28 343
44 9 94 12 144 16 194 21 244 26 294 28 344
45 9 95 12 145 16 195 21 245 26 295 28 345
46 9 96 12 146 16 196 21 246 26 296 28 346
47 9 97 12 147 16 197 21 247 26 297 28 347
48 9 98 12 148 16 198 21 248 26 298 28 348
49 9 99 12 149 16 199 21 249 26 299 28 349
50 9 100 12 150 16 200 21 250 26 300 28 350


Annex 4, Table 3.  Sampling Frame for Selection of Districts Based on Probability 
Proportionate to Size
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Using a random start methodology, let us now select a random number between 1 and 100.  19. 
Use the random number table in Annex 4, Table 5 to generate this random number.  Select 
a starting point on the table by looking away and marking a dot on the table with a pencil.  
Draw a line above the row nearest the dot, and a line to the left of the column nearest the dot.  
From the starting point (the dot) go down the column to the right of the vertical line until you 
arrive at a number less than the sampling interval.  This number is your starting point and 
first sampled district. In this case the random number equaled 14.  This now becomes the first 
element selected from the sampling frame, and corresponds to District #1.
In a systematic random sample we move systematically down the list based on the sampling 20. 
interval.  Our calculated sampling interval is 100.  Since our random start was 14, the task is 
now to move 100 rows down the list to arrive at our next selected district.  14 plus 100 equals 
114; this location in our list refers to District #16.  This is our next selected district.
Moving down the list by our sampling interval (100) from 114 means that our next district is 21. 
114 + 100 = 214, which corresponds to District #26.  This is our third selected district.
Stage 1 of the sampling strategy generated the three districts from which the actual ART sites 22. 
to be audited will be drawn in Stage 2.
Using the exact same methodology that was used in Stage 1 of this sampling strategy, list all 23. 
the ART sites in District 1, District 16, and District 26, (Annex 4, Table 4).


Annex 4, Table 4.  The Four Selected Districts and the Listing of ART Sites within District 12


The 4 Districts Selected into the Audit 
Sample


Illustrative Listing of ArT Sites  
within the Selected Districts  
(District 16 is highlighted)


District 
Number


Sites 
per District


Aggregate 
Reported 
Count: 


Individuals 
on ART


District 
Number


Aggregate 
Reported 
Count: 


Individuals 
on ART


Site 
Number


Site 
Specific 
Reported 


Count


1 2 300
16 3 500  16 500 #1 100
26 5 600 #2 350


#3 50
Total: 3 500


The task is now to select three ART sites in each of the selected districts.  But, as can be seen, 24. 
District 1 only has two ART sites; District 16 has three sites; and District 26 has five sites.  
Depending on the population distribution of the country and the epidemiology of the disease 25. 
of interest, there may be many sites per district, or comparatively few.  Given the relative 
maturity of TB programs and the generalized distribution of both TB and Malaria, sites with 
programs addressing these diseases are likely to be fairly numerous per district.  On the other 
hand, sites with HIV/AIDS programs will be relatively few, particularly in countries with 
low prevalence or countries with concentrated epidemics (i.e., cases found primarily in high 
risk groups).  In our ART example there are very few sites per district.   With these small 
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numbers of sites per district, any kind of random (chance) algorithm can be used to derive 
the 9 ART sites that will comprise the audit sample.  A simple random sample algorithm is 
perhaps easiest to use in this case.  In the case of many sites per district, sites should be ranked 
per district according to the volume of service and three sites chosen using stratified random 
sampling.  That is, stratify the sites into large, medium and small volume (number of patients 
treated, number of commodities distributed) and select one site at random from within each 
stratum.  This will ensure adequate representation of all sites with respect to the volume of 
service
At this point, a sample of 9 ART sites has been drawn.  Now the data quality auditors know 26. 
which districts to visit and which sites within those districts are to be audited, so the team can 
plan its work accordingly.  After the Audit Team has completed work at these nine sites, the 
next step is to calculate Verification Factors. 


note:  the combination of number of clusters and number of sites within clusters is not fixed; rather, 
this combination should be based on the distribution of sites across a programmatic landscape.  
Fewer sites per district can be selected when volume of services is heavily concentrated.  For 
example, in “Our Country” we could have selected four districts and then two sites per district in 
order to ensure more geographical representation of sites.  While increasing the number of districts 
in the sample leads to greater statistical power of the analysis (i.e., greater precision of the estimate 
of data quality), the expense and time required for traveling to the additional districts will likely 
out-weigh the marginal improvement in precision (see Woodard et al.7 for a discussion on the 
precision of estimates using the GAVI DQA sampling methodology).


The total number of clusters and sites will be determined by the Organization Commissioning the 
DQA in consultation with the Auditing Agency, but is ultimately dependent upon the resources 
available to conduct the Data Quality Audit. The main constraints in this regard are:  (1) the time that 
an Audit Team can devote to the in-country work; (2) the composition (number and training) of the 
audit team in-country; and (3) the funding available to support the implementation of the audit.


How Big Should the Sample Be?


There is no right or wrong answer to this question.  The question is really asking, “how many 
clusters (e.g., districts) should we select and how many sites per cluster should we select in order 
to generate statistics that are accurate?”


Accurate statistics in this case mean that the verification factors that are calculated for the sampled 
districts are representative of the verification factors for all the districts that were not selected into 
the data quality audit sample.


In other words, random sampling allows the DQA team to estimate a national Verification Factor 
by verifying reported counts in only a fraction of the total (national) number of sites.  How good is 
this estimation?  How closely do the results found by the auditors at this fraction of sites represent 
the results that might be found for the whole?


7  Woodard S., Archer L., Zell E., Ronveaux O., Birmingham M.  Design and Simulation Study of the Immunization 
   Data Quality Audit (DQA).  Ann Epidemiol, 2007;17:628–633.
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The answer lies in sampling errors.  A sampling error is a measure of how much the sample 
estimates deviate from the so-called true values.  (The true values are usually called the parameters.)  
Sampling errors are a function of two things: (1) sample size; and (2) variability of the parameter.
Sampling errors decrease as the sample size increases.  The larger your sample, the lower your 
sampling error, and the more accurate your results are.  Sampling error also depends on the 
variability of the parameter.  For example, if the true national verification factor (data quality 
parameter) happens to be 0.95, it is likely a reflection of good reporting practices in the majority of 
sites in the country.  Therefore, it is probable that a random sample would contain sites with good 
reporting performance.  In this sample, the data quality is uniformly good and you would not need 
a large sample to demonstrate this.  


On the other hand, if the true national verification factor is 0.50, then it probably reflects a 
combination of good and poor data quality across all sites in the country.  It would take a larger 
sample to ensure that enough of these “good” and “bad” sites were represented in the sample just 
as they are distributed overall in the country.  


The sampling error is a mathematical construct that permits the calculation of confidence intervals.  
It specifically relates to the number of standard deviations (plus or minus) that your sample results 
deviate from the “true” results (the parameter).  Most statistical textbooks have tables of sampling 
errors in appendix form, where the specific value of the sampling error is indicated according to 
sample size and variability of the parameter.


The key to reducing sampling errors in the context of the data quality audit is to remember that 
sample size is not how many clusters (e.g. districts) are in the sample, nor is it how many sites are 
in the sample; rather, sample size pertains to how many instances of a health service (a visit to the 
site by an ART patient) are recorded at the site.  


In Annex 4, we use an example where three districts are selected and three sites are selected per 
district.  The auditors are verifying reported counts of ART patients receiving ART services at the 
selected sites.  The total reported number of ART patients is 1,400.  This is the actual number that 
the data quality auditors are attempting to verify and it constitutes an effective sample size when 
considering statistical issues of sample accuracy.


How big is this sample?  In Uganda, the total reported number of individuals receiving ART 
services directly from sites in 2005 was 49,600.  Fourteen hundred individuals is about three 
percent of that total, which under most conditions is a reasonable sample size for that population.  
In Nigeria, the total direct number of individuals reached with ART services was 18,900 in 2005.  
For Nigeria our hypothetical sample size of 1,400 individuals represents about eight percent of the 
total – an 8% sample is robust in most applications.


So unless a country has a very large number of sites where important health services are occurring 
(e.g., South Africa, Kenya, Uganda), it is usually possible to capture a robust fraction of services 
by visiting 8-12 sites using a probability proportionate to size methodology. 
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However, mathematical modeling of the modified two-stage cluster sampling technique described 
here has determined that the precision of estimates of the verification factor for immunization 
coverage data is too low for realistic use at the national level.2   In simulations, Woodard et al. 
found that up to 30 districts would need to be sampled to achieve precision in the neighborhood of 
+/-10%.  Given the investment of time, staff and financial resources required to visit 30 districts, 
the calculation of a precise national verification factor is unlikely.  


That said, it is possible to gain an insight into the overall quality of data in a program/project 
without reliance on the national estimate of verification factor.  The qualitative aspects of the DQA 
are adequate to determine the strengths and weaknesses of a given reporting system.  For example, 
if indicator definitions are poorly understood in a majority of a representative sample of sites, it is 
quite likely that indicator definitions are poorly understood in non-sampled districts as well.  The 
recounting of indicators and comparison with reported values for a sample of sites is similarly 
adequate to determine in a general sense whether data quality is good, mediocre or poor, even 
without the benefit of a precise national estimate.   Missing reports or large disparities between 
recounted and reported results in a handful of sites is indicative of similar disparities elsewhere.  


Ultimately, the national verification factor should be interpreted with caution.  For the purposes of 
the Data Quality Audit, it should be used as an indication of data quality (or lack of data quality), 
rather than an exact measure.
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Annex 4, Table 5.  Random Number Table


From The Rand Corporation, A Million Random Digits with 100,000 Normal Deviates
(New York: The Free Press, 1955)
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Annex 5:   calculation of the Verification factor
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In a data quality audit, one of the most fundamental questions is the extent to which reported results 
match verified results.  More specifically, “for the indicator being audited, what proportion of sites 
in {country name} reported accurate results over the previous time period?” The Verification Factor 
represents a way to summarize the answer to this question in a standard, quantitative measure. 
 
The use of Verification Factors can be applied to the full set of health indicators that this Data 
Quality Audit Tool is designed to cover — provided that the sampling strategy used by the 
Audit Team is statistically representative of the country-wide program (or an important 
subset of the country-wide program) and that the actual number of sites in the sample is 
large enough to generate robust estimates of reporting consistency.   


The Verification Factor is an indicator of reporting consistency that is measured at three levels: 
(1) the Service Delivery Site level; (2) the district administrative level; and (3) the national 
administrative level.  It is often called a district-based indicator of reporting consistency because 
the primary sampling units for estimating Verification Factors are districts (or ‘intermediate 
aggregation levels’).  It can also be referred to as a district-based indicator because in the GAVI 
approach Verification Factors are constructed at the district level and at the national level.


The equation to derive Verification Factors consists of four factors:


Factor 1: the Audit Team’s verified count at a selected site.
Factor 2: the observed reported count at a selected Service Delivery Site. 
Factor 3: the observed reported count from all sites in a selected cluster (district).*
Factor 4:  the reported count of a selected cluster (district) as observed at the national level.** 


 Cluster level refers to an administrative/geographical unit like a district, a province, a region, etc. * 
** National level refers to the final place where aggregation of reported counts occur, like the
 relevant unit within the host country national government or the Strategic Liaison Officer 


within the USG team under the President’s Emergency Plan for AIDS Relief.


Calculation of the Verification Factor consists of three steps.


Step One:


Divide Factor 1 by Factor 2: 


Verified count at selected site
Reported count at selected site


This result equals the proportion of reported counts at a selected site that is verified by the Audit 
Team.  This result can be called the Verified Site Count.
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Step Two:


Divide Factor 3 by Factor 4:


               Reported count from all sites in selected cluster (district) 
Reported count of selected cluster (district) as observed at the national level


This result equals the proportion of the selected cluster or district-level reporting that is completely 
consistent with the national-level reporting.  This result is called the cluster consistency ratio, or 
Adjustment Factor.    


The adjustment factor answers the following question: “Were the results reported at the selected 
district level (for all sites in the selected district — not just those sites that were visited by the Audit 
Team) exactly the same as the results (for the selected district) that were observed at the national 
level?”


Step Three:


For each sampled district, sum the recounted values for the audited sites and divide by the sum 
of the reported values for the audited sites.  Multiply this result for each sampled district by the 
adjustment factor appropriate for each district.  This result, when further adjusted with “district” 
weights as shown below, is the national Verification Factor.


It is important to remember that the units of time should be equivalent across each of the factors 
used to calculate the Verification Factor.  What this means is that if the auditor is tracing and 
verifying reported results for the past 12 months at a selected site, then this time period (past 12 
months) should be used as the basis for the other factors in the equation.


The Verification Factor can be expressed using statistical notation as follows:


where


i = selected district (i = 1, 2, 3) and 


j = selected site (j = 1, 2, 3)
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and where


Xij = the validated count from the jth site of the ith district


Yij = the observed reported count from the jth site of the ith district


rdi = at the district level, the reported count from all the sites in the ith district that were prepared 
for submission to the national level


rni = at the national level, the observed count as reported from the ith district.


In order to derive a National Verification Factor, it is necessary to first calculate Verification Factors 
at the district level.  The national Verification Factor is calculated as the weighted average of the 
district Verification Factors.


The example showing how Verification Factors are derived assumes that the Data Quality Audit 
Team is working in the three districts that were selected in the random sample section outlined 
previously.  These three districts (1, 16, 26) and the ART sites embedded within them are shown 
in Annex 5, Table 1.    


Annex 5, Table 1. The Flow of Reported ART Counts from the Selected Site Level 
Up to the Selected District ( i = 1, 16, 26) Level and Up to the National Level


Aggregation of reported Counts from Districts ( n )  national Level
(300) + (500) + (700) = 1,500


Aggregation of reported Counts from Sites ( n )  District level: District Identification 
number ( I )


1 
(300)


16 
(500)


26 
(600)


1 
(150)


2 
(150)


3 
(100)


4 
(350)


5 
(50)


6 
(200)


7 
(100)


8 
(100)


nA* 
(100)


9 
(100)


Site level: Selected Site Identification number (j ) and reported ArT Count ( y )


note that the aggregated ArT reported count at District 26 (600) is misreported at the 
national Level (700)


* nA = This site not randomly selected


Two-stage cluster sampling, as discussed above, resulted in three districts and a total of 10 ART 
sites.  In accordance with the GAVI approach, this strategy requires a set number of sites to be 
selected per district.  In this example, three sites are to be selected per district.  The problem is that 
since District #1 only has two ART sites it is not possible to select three.
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One solution to this problem is to select both ART sites in District #1, all three sites in District 
16, and randomly select four of the five sites in District 26.  Please note that there are a number of 
alternatives available to address the sampling problem shown above – this Data Quality Audit Tool 
is not the place to discuss these alternatives.


Once an alternative to the sampling issue shown above is identified, then the Audit Team can begin 
to complete the matrix required to calculate Verification Factors.  The matrix can be illustrated as 
below:


Illustrative Calculation matrix for Verification Factors


I = selected district (i = 1, i = 16, i = 26)
j= selected ART site located in the ith district


x = verified count at selected site j
y = reported count at selected site j


Annex 5, Table 2 illustrates the calculations derived from the calculation matrix.  


Annex 5, Table 2.  Calculations of i, j, x, and y


i j x y x/y
1 1 145 150 0.96
1 2 130 150 0.86


Total: 2 275 300 0.91
16 3 100 100 1.00
16 4 355 350 1.01
16 5 45 50 0.90


Total: 3 500 500 1.00
26 6 100 200 0.50
26 7 50 100 0.50
26 8 75 100 0.75
26 9 40 100 0.40


Total: 4 265 500 0.53


One of the rows in the matrix is highlighted for the purpose of further understanding how the 
Verification Factor is derived.  The row is associated with District 26 (i=26) and Site number 7 
(j=7).  The third column in the matrix shows (x), or the verified count of ART patients that the 
auditors came up with at the site (50).  The fourth column in the matrix shows (y), or the reported 
count of ART patients at this site (100).  This part of the Verification Factor is derived by simply 
dividing the verified count (50) by the reported counted (100) = (0.50).  


The matrix illustrates how sites are clustered together within districts, because the verification 
factors are calculated at the district level by pooling the audit results from each selected site within 
a district.  Thus the Verification Factor for District 1 in the matrix is 0.91, which is derived by 
pooling the [x/y] results from the two sites in District 1.  
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Pooling is straightforward: the total of the x column (275) is divided by the total of the y column 
(300) to calculate the district level Verification Factor for District 1.  This is done for each of the 
selected districts.


Judging from these verification factors (based on hypothetical values typed into the x column), the 
matrix suggests that District 26 over-reported the number of ART patients served in its sites.  Here, 
the total number of reported ART patients was 500, while the total verified count that was derived 
by the Data Quality Audit Team examining source documents at the four selected sites was 265; 
265 divided by 500 equals 0.53, which implies that the auditors were able to verify only about half 
of all the ART patients that were reported in this district.


The final two steps to deriving a national Verification Factor is to (1) calculate the adjustment 
factor [Rdi/Rni] for each cluster; and (2) multiply this adjustment factor by the weighted district-
level Verification Factors.


Calculation of the Adjustment Factor


Annex 5 Table 1 shows the flow of reported ART counts from the selected site level up to the 
selected district (or cluster) level, and then finally up to the national (or final aggregate) level.  
In our example, the table indicates that the aggregated ART reported count at the district level 
(District 26) was not reflected at the national level.  Specifically, the 600 reported ART patients as 
found in the District 26 health offices was found not to match the 700 reported ART patients for 
District 26 at the national health office.


This fact was uncovered by a member of the Data Quality Audit Team who was tracing the district 
level results to what could be observed at the national level.  As a result of this work by the Data 
Quality Audit Team that occurs in levels of aggregation higher than the site (namely intermediate 
and final levels of aggregation), we now have what we need to calculate the Adjustment Factor. 
 
Rdi/Rni is equal to:


The reported aggregate count from all sites in a selected district as observed by the auditor 1. 
at the district (or intermediate) level of aggregation
Divided by2. 
The reported aggregate count from all sites in a selected district as observed by the auditor 3. 
at the national (or highest) level of aggregation.


In our example, the adjustment factors for each district would be:


District 1:  300/300 = 1.0•	
District 16:  500/500 = 1.0•	
District 26: 600/700 = 0.86 •	
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The adjustment factor is applied by multiplying it against the Verification Factor for each district.  
Thus, the adjusted verification factors for each district are:


District 1:  0.91 x 1.0 = 0.91•	
District 16: 1.0 x 1.0 = 1.0•	
District 26:  0.53 x 0.86 = 0.46•	


The next step in the calculation is to weight the adjusted district Verification Factors by the verified 
counts at district level.  We weight the adjusted district Verification Factors because we want to 
assign more importance to a Verification Factor that represents a large number of clients, and 
proportionately less importance to a Verification Factor that represents a small number of clients.


In other words, based on our hypothetical example of the three districts, it looks like District 16 
has the highest volume of ART patient services and that District 26 has the smallest volume of 
ART patient services during this time period.  When we construct an average Verification Factor 
for all of the three districts, we ideally would like to assign proportionately more weight to the 
verification results from District 16, proportionately less weight to District 26, and so on.


The matrix below shows the intermediate and final calculations that are required to construct a 
weighted average of all the District Verification Factors.


Annex 5, Table 3.  Calculation of the Average and Weighted Average 
of the District Verification Factors


i = 1 i = 16 i = 26 Summed Total


District-level Verified Count (x) 275 500 265 1040
District-level Reported Count (y) 300 500 500 1300
District Verification Factor (x/y) 0.91 1.00 0.53 2.44


Adjustment Factor 1.0 1.0 0.86
Adjusted District Verification Factor 0.91 1.0 0.46 2.37


Weight* 275 500 265 1040
Verification Factor (Weight) 250.25 500.00 121.9 872.15


District Average 0.81
Weighted District Average 0.84


* The weight used here is the verified number of patients on ART (x)


The District Average is calculated by summing the three District Verification Factors for each 
district (0.92+1.00+0.53 = 2.44) and then dividing by three (2.44/3 = 0.813).


Weighted District Average is calculated by first multiplying each of the three adjusted District 
Verification Factors by the district-level weight that has been assigned.  In this example, the weight 
is equal to the district-level verified count (x).  In the matrix, this value is shown in the row labeled 
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Verification Factor (Weight).  Next you take the sum of the weighted values, which is shown in the 
last column of the row labeled Verification Factor (Weight) = 872.2.  Then, you divide this value 
by the sum of the weights themselves (1040).  So, 872.2/1040 = 0.84.


Based on the calculations shown in Annex 5, Table 3, the simple arithmetic average of the combined 
Verification Factors across all three districts is 0.813, while the weighted average is 0.840.  The 
weighted average is higher because its calculation took into account the fact that District 16 had 
more ART patients than the other districts.  Since the Verification Factor for District 16 was 1.00, 
this (perfect) Verification Factor was applicable to more ART patients and thus it had more influence 
on the overall average.
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el sitio Web de MEASURE Evaluation: http://www.cpc.unc.edu/measure. 
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INTRODUCCIÓN 
 


 
A. ANTECEDENTES 
 
Los programas nacionales y proyectos por donación están trabajado en el logro de ambiisosos 
objetivos en la lucha contra el síndrome de inmunodeficiencia adquirida (SIDA), la tuberculosis 
(TB) y la Malaria. Para medir el éxito y mejorar la administración de estas iniciativas, se deben 
contar con sistemas de monitoreo y evaluación (M y E) sólidos y que produzcan datos de calidad 
sobre el proceso de implementación.  
 
Bajo el principio de los “Tres unos”, las estrategias “Alto a la Tuberculosis” y la “Alianza Global 
para Retroceder la Malaria”, varias organizaciones multilaterales y bilaterales han colaborado para 
desarrollar conjuntamente una herramienta para auditar la calidad de la información (Data Quality 
Assessment [DQA]).  El objetivo de esta iniciativa es proveer un método común para evaluar y 
mejorar la calidad general de los datos y la información. Una herramienta única garantizaría la 
armonización de la normas y permitiría una aplicación conjunta entre socios y responsables de 
programas nacionales. 
 
El enfoque exclusivo de la herramienta DQA es (1) la verificación de la calidad de los datos 
reportados, y (2) la evaluación de los sistemas subyacentes en el procesamiento de datos y 
presentación de informes sobre los indicadores de resultado a nivel del programa. La herramienta 
DQA no fue diseñada para evaluar todo el sistema de M y E de la respuesta nacional contra el 
VIH/SIDA, la tuberculosis o malaria.  Dentro del contexto del VIH/SIDA, DQA se relaciona al 
componente 10 (es decir, supervisión capacitante y control o auditoria de datos) en el “Marco 
organizacional del sistema nacional de M y E del programa de VIH”.1 


 


Existen dos versiones de la herramienta DQA: (1) La 
“Herramienta para la auditoria de la calidad de la 
información” (cuyas siglas en inglés, DQA, se usarán de 
aquí en adelante) establece pautas para que un equipo de 
auditoria externa evalúe la capacidad de un 
programa/proyecto de producir informes con datos de 
calidad; y (2) La “Herramienta de evaluación rutinaria de la 
calidad de los datos” (cuyas siglas en inglés, RDQA, que 
se usarán de aquí en adelante) es una versión simplificada 
de la herramienta DQA para realizar auditorias internas 
para que los programas y proyectos evalúen la calidad de 
sus datos, fortalezcan sus sistemas de procesamiento y 
manejo de datos y presentación de informes. 
 
 


                                                 
1 ONUSIDA (2008). Organizing Framework for a Functional National HIV Monitoring and Evaluation System 
(Marco de organización de un sistema nacional de M y E funcional del VIH. Ginebra: ONUSIDA 


Figura 1. Marco de 
organización de un sistema 
nacional de M y E funcional 
del VIH – 12 componentes.
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Los objetivos de la herramienta DQA para auditoria de datos son: 


 
En adición, los hallazgos de DQA también pueden ser muy útiles para fortalecer los sistemas de 
administración de datos y sistemas de presentación de informes de los programas/proyectos que 
están siendo auditados 
 


B. OBJETIVOS 
 
La herramienta DQA para realizar auditorias provee procesos, protocolos y plantillas sobre cómo:   
 


 Determinar el alcance del control de la calidad de los datos.  La herramienta DQA se 
inicia en base a criterios para seleccionar el país, el programa/proyecto y los indicadores 
que habrán de auditarse. En la mayoría de los casos, la organización que solicitó la 
herramienta DQA definirá estos parámetros.   


 
 Involucrar al programa/proyecto y preparar la misión de auditoria.  La herramienta 


DQA incluye ejemplos de cartas para notificar al programa/proyecto que se realizará una 
auditoria de de la calidad de los datos (y para obtener las autorizaciones necesarias), así 
como guías para preparar la misión en el país. 


 
 Evaluar el diseño y la aplicación de los sistemas de manejo de datos y presentación 


de informes del programa/proyecto. La herramienta DQA provee pasos y un protocolo 
para identificar posibles sesgos que afecten la calidad de los datos creados por el sistema 
de manejo de datos y presentación de informes del programa/proyecto.     


 
 Rastrear y verificar (volver a contar) los resultados de indicadores selectos.  La 


herramienta DQA provee protocolos con instrucciones especiales de acuerdo a los 
indicadores y el tipo de servicio de salud (por ejemplo, centros de salud o servicios 
basados en la comunidad).  Estos protocolos guiarán al equipo de auditoria a medida que 
se verifiquen los datos del indicador seleccionado de las fuentes de información y 
comparándolos con los informes y reportes del programa/proyecto.   


 
 Desarrollar y presentar los hallazgos y recomendaciones del equipo de auditoria.  La 


herramienta DQA provee instrucciones sobre cómo y cuándo presentar los hallazgos y las 
recomendaciones de DQA a los funcionarios del programa/proyecto y cómo planificar las 
actividades de seguimiento y así garantizar los pasos necesarios para mejorar los sistemas 
de información y la calidad de los datos. 


 
Nota: Aunque la herramienta de control de la calidad de los datos no fue diseñada para evaluar la 
calidad de los servicios, su aplicación podría facilitar mejoras en la calidad de los servicios a través 
de de datos de mejor calidad sobre el desempeño del programa. 
 


 Verificar la calidad de los datos de los informes sobre indicadores claves en puntos 
selectos; y 


 Evaluar la capacidad de los sistemas en la recopilación, manejo de datos y presentación 
de informes con datos de calidad. 
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C. MARCO CONCEPTUAL 
 
El marco conceptual de DQA y RDQA esta ilustrado en la Figura 1 a continuación. En términos 
generales, la calidad de los datos depende de los sistemas subyacentes en el manejo de la 
información y presentación de informes.  En otras palabras, los sistemas sólidos producen datos 
de calidad. Para que se produzcan datos de calidad y fluyan por un sistema de manejo de datos, 
es necesario tener componentes funcionales clave en todos los niveles del sistema – desde los 
puntos de entrega de servicios, a los niveles intermedios, donde se consolida la información  en 
los distritos o regiones de salud, hasta la unidad de M y E en el nivel central. Las herramientas 
DQA y RDQA fueron, por lo tanto, diseñadas para: 
 


(1) verificar la calidad de los datos,  
(2) evaluar el sistema de procesamiento y manejo de datos, y  
(3) desarrollar planes para mejorar ambos. 


 
 
Introducción – Figura 1. Marco conceptual de (R)DQA: Sistemas de manejo de datos y 


presentación de informes, áreas funcionales y calidad de los datos. 
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D. METODOLOGÍA 
 
Las herramientas DQA y RDQA se fundamentan en los componentes de calidad de los datos, es 
decir, los programas y proyectos necesitan informes con datos exactos, fiables, precisos, 
completos y a tiempo, para los gerentes puedan usarlos en la asignación de recursos y evaluar el 
progreso hacia el logro de los objetivos (véase Introducción, Tabla 1 en la próxima página).  
Además, los datos deben tener integridad para poder considerarse creíbles y deben garantizar las 
normas de confidencialidad. 
 


Introducción – Tabla 1. Dimensiones de la calidad de los datos 


 


Dimensión de la 
calidad de los 


datos 


 


Definición operativa 


 


Exactitud 


También se podría llamar validez.  Se puede decir exactitud en los datos 
cuando; mide lo que se supone debe medir; minimiza los errores (por 
ejemplo, sesgos en el registro, transcripciones, en el muestreo o parcialidad 
del entrevistador) hasta el punto que sean insignificantes. 


 


Fiabilidad 


Los datos generados por el sistema de información de un programa se basan 
en protocolos y procedimientos que no deberían cambiar de acuerdo a quién 
los use, en que momento o cuán a menudo se usen.  Los datos son fiables 
porque se miden y se recopilan de manera consistente. 


 


 


Precisión 


Significa que los datos tienen el detalle suficiente.  Por ejemplo, un indicador 
que requiere que la cantidad de personas que recibieron consejería, se 
tomaron la prueba de VIH y recibieron los resultados, se reporte por el sexo 
de la persona.  Un sistema de información es no es preciso si el los datos no 
están diseñados para registrar el sexo de la personas.  


 


Totalidad 


Totalidad significa que el sistema de información del que se derivan los 
resultados es debidamente inclusivo; es decir, representa la lista total de 
personas o unidades elegibles y no sólo una fracción de ella.  


 


Puntualidad 


Los datos son puntuales cuando están actualizados (al día) y cuando la 
información está disponible a tiempo.  La puntualidad se ve afectada por: (1) 
la frecuencia con la cual se actualiza el sistema de información del programa; 
(2) la frecuencia de cambio de las actividades reales del programa; y (3) 
cuándo realmente se usa o requiere la información. 


 


Integridad 


Los datos tienen integridad cuando el sistema esta protegido contra 
prejuicios y sesgos, parcialidad o manipulación por motivos políticos o 
personales. 


 


 


Confidencialidad 


Confidencialidad significa que los clientes tienen la garantía de que su 
información personal se mantendrá de conformidad con normas nacionales 
y/o internacionales de protección de datos.  Eso significa que los datos 
personales no se revelan de manera inapropiada y que los datos en 
documentos impresos y formatos electrónicos se manejan con los niveles 
adecuados de seguridad (por ejemplo, se mantienen en ficheros bajo llave y 
en archivos electrónicos protegidos por contraseñas). 
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Basándose en estas dimensiones de calidad de los datos, la herramienta DQA consta de dos 
componentes: (1) evaluación de los sistemas de manejo de datos y presentación de informes; y 
(2) verificación de los datos informados sobre los indicadores clave en instalaciones selectas. 
 
Por consiguiente, la implementación del DQA recibe apoyo de dos protocolos (véase el ANEXO 
1): 


Protocolo 1: Protocolo de evaluación del sistema; 
Protocolo 2: Protocolo de verificación de los datos. 


 
Estos protocolos se administran a cada nivel del sistema de recopilación de datos y presentación 
de informes (es decir, la unidad de M y E del programa/proyecto, Puestos de entrega de servicios 
y, según corresponda, cualquier nivel intermedio de agregación de datos – regiones o distritos). 
 
Protocolo 1 – Evaluación de los sistemas de manejo de datos y presentación de informes: 
 
El propósito del Protocolo 1 es identificar las posibles dificultades de calidad de los datos en los 
sistemas de información y presentación de informes en tres niveles: (1) la unidad de M y E del 
programa/proyecto, (2) las instalaciones proveedoras de servicios, y (3) en el nivel intermedio de 
agregación de datos (en el cual los informes de los servicios se agregan antes de enviarlos a la 
unidad de M y E del programa/proyecto o a cualquier otro nivel) 
 
La evaluación de los sistemas de manejo de datos y presentación de informes tendrá lugar en dos 
etapas: 


1. Revisión de documentos del proyecto/programa, sin visitar los servicios; 


2. Evaluaciones de seguimiento en servicios seleccionados y en la unidad de M y E del 
programa y en los niveles intermedios de agregación de datos (por ejemplo, distritos o 
regiones).
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La evaluación cubrirá 5 áreas funcionales, según se muestra en la Tabla 2 - Introducción. 
 


Introducción – Tabla 2. Preguntas de evaluación de los sistemas por área funcional 
 
Áreas funcionales Preguntas de resumen


I Estructuras, funciones y 
capacidades de M y E 


1 ¿Está el personal clave de M y E y manejo de datos identificado 
con descripción clara de sus responsabilidades? 


2 ¿Ha recibido la capacitación necesaria la mayoría del personal 
clave de M y E y manejo de datos?  


II Definiciones de los 
indicadores y pautas 
para la presentación de 
informes 


3 ¿Siguen los servicios de salud en forma sistemática indicadores 
con definiciones operacionales estándares? 


4 ¿Documenta claramente (por escrito) el programa/proyecto lo que 
se informa, a quién, cómo, y la frecuencia con la que se requiere 
presentar el informe? 


III Formularios y 
herramientas de 
recopilación de datos y 
preparación de informes 


5 ¿Existen formularios estándar de recopilación de datos y 
preparación de informes que se usan sistemáticamente? 


6 ¿Se registran los datos con precisión/detalles suficientes para 
medir los indicadores clave? 


7 ¿Se mantienen los datos de conformidad con normas de 
confidencialidad nacional o internacional? 


8 ¿Se mantienen y se hacen disponibles los documentos y sus 
fuentes conforme a una política escrita?  


IV 


 


Procesos de manejo de 
datos  


9 ¿Existe documentación clara de los pasos de recopilación, 
agregación y manipulación?   


10 ¿Se identifican las dificultades en la calidad de los datos y hay 
mecanismos establecidos para abordarlas? 


11 ¿Existen procedimientos claramente definidos y seguidos para 
identificar y conciliar las discrepancias en los informes?    


12 ¿Existen procedimientos claramente definidos y seguidos para 
verificar periódicamente los datos y sus fuentes?   


V Enlaces al sistema 
nacional de 
presentación de 
informes  


13 ¿Está ligado el sistema de recopilación de datos y preparación de 
informes del programa/proyecto con el sistema nacional de 
presentación información? 


 
 
El resultado de esta evaluación será la identificación de las fortalezas y debilidades de cada área 
funcional del sistema de manejo de datos y presentación de informes. 
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Introducción – Figura 2. Evaluación de los sistemas de manejo de datos (Grafica) 


 


GENERAL - Evaluación de los sistemas de manejo de datos y presentación de informes


0.00


1.00


2.00


3.00
Estructura, funciones y capacidades de M&E


Definiciones de los indicadores y pautas de
presentación de informes


Formularios/herramientas de recopilación de
datos y preparación de informes


Procesos de manejo de datos


Enlaces al sist. nacional de informes 


 
 
Protocolo 2 – Verificación de los datos informados sobre los indicadores clave: 
 
El propósito del Protocolo 2 es evaluar, en una escala limitada, si los servicios y niveles 
intermedios de agregación de datos están recopilando e informando datos sobre indicadores clave 
en una manera precisa y a tiempo - y si hay un proceso de verificación a través de la comparación 
con resultados de otras fuentes.  Para esto, el DQA determinará en una muestra de servicios si se  
han registrado con exactitud los indicadores seleccionados en documentos oficiales.  Se rastreará 
esos datos para ver si se han agregado y/o manejado correctamente desde los servicios, niveles  
intermedios hasta la unidad de M y E del proyecto. 
 
El ejercicio de verificación de los datos tendrá lugar en dos etapas: 
 


1. Trabajo de gabinete sobre los documentos recibidos del programa/proyecto; y 


2. Verificaciones de seguimiento en los niveles intermedios de agregación de datos y en la 
unidad de M y E del programa/proyecto.  


 


Clave de código de color 


verde 2.5 - 3.0 Sí, completamente  


amarillo 1.5 - 2.5 En parte  


rojo < 1.5 No - nada 
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Introducción – Figura 3. Rastreo y verificación de los datos reportados de los servicios de 
salud, a los niveles intermedios de consolidación de datos y  a unidad de M y E del 
programa/proyecto  


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
La primera etapa de verificación de los datos ocurre en las instalaciones proveedoras de servicios. 
Hay cinco tipos de pasos estándar de verificación de datos que pueden realizarse en este nivel 
(Introducción – Tabla 3): 
 


Introducción – Tabla 3. Instalación proveedora de servicios: Cinco tipos de verificaciones 
de los datos  


 


Verificaciones Descripción Se 
requiere 


1. Descripción Describir la conexión entre la entrega de los servicios y/o suministros 
y cómo se registro la información en las formas de ese servicio. 


En todos 
los casos  


2. Revisión de la 
documentación 


Revisar si están disponibles y completas las formas para todos 
indicadores para el período del informe. 


En todos 
los casos 


3. Rastreo y 
verificación 


Rastrear y verificar los datos reportados: (1) Volver a contar las 
cantidades informadas de las formas originales; (2) Comparar las 
cifras verificadas con la cantidad informada por el servicio; (3) 
Describir las causas de cualquier diferencia.  


En todos 
los casos 


4. Verificaciones 
cruzadas 


Realizar "verificaciones cruzadas" de los totales de informes 
verificados con otras fuentes de datos (por ejemplo, expedientes de 
inventario, informes de laboratorio, registros, etc.). 


En todos 
los casos  


5. Inspecciones al 
azar  


Realizar "inspecciones al azar" para verificar la entrega de los 
servicios y/o suministros a la población beneficiaria. 


De ser 
posible 
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Debido a que existen diferencias significativas entre ciertos tipos de indicadores y servicios – por 
ejemplo, servicios médicos (clínicas) y servicios de base comunitaria – el DQA incluye protocolos 
específicos a los indicadores para verificar los datos en una forma estandarizada (por ejemplo, 
protocolo de terapia antirretroviral [TAR]; protocolo de consejería y pruebas voluntarias [APV]; 
protocolos sobre los resultados del tratamiento de TB; protocolo de mosquiteros impregnados con 
insecticida, etc.). Estos protocolos específicos a los indicadores se basan en protocolos genéricos 
que fueron desarrollados para fuentes de datos en instalaciones y en la comunidad. Las Hojas de 
cálculo de instalaciones proveedoras de servicios de estos protocolos genéricos de verificación de 
los datos se muestran en el ANEXO 1. 
 
La segunda etapa de la verificación de los datos ocurre en los niveles intermedios de agregación 
de datos (distritos y regiones) y en la unidad de M y E del programa/proyecto.  Según se ilustra en 
Introducción – Figura 3, el DQA evalúa la habilidad de un nivel intermedio de agregar, procesar 
con precisión los datos provenientes de las instalaciones proveedoras de servicios y de reportar al 
siguiente nivel puntualmente.  De igual manera, la unidad de M y E del programa/proyecto debe 
agregar de manera precisa los datos provenientes de los niveles intermedios, reportar y diseminar 
los resultados del programa nacional las partes interesadas (por ejemplo agencias donantes). 
 
Por lo tanto, las siguientes verificaciones (Introducción – Tabla 4) se realizarán en los niveles 
intermedios de agregación. Una verificación similar que se realizara en la unidad de M y E.   
 


Introducción – Tabla 4. Niveles intermedios de agregación: Dos tipos de verificaciones de 
los datos 


 


Verificaciones Descripción Se 
requiere 


1. Revisión de la 
documentación 


Revisar la disponibilidad, puntualidad e integridad los informes 
esperados de servicios para el presente período. 


En todos 
los casos 


2. Rastreo y 
verificación 


Rastrear y verificar los datos: (1) Volver a sumar las cantidades 
reportadas por los servicios; (2) Comparar los totales verificados con 
las cantidades presentadas al siguiente nivel (unidad de M y E del 
programa/proyecto); (3) Explicar las causas de cualquier diferencia 
encontrada. 


En todos 
los casos 


 
El resultado de estas verificaciones serán estadísticas sobre la precisión, disponibilidad, integridad 
y puntualidad de los datos informados. 







 


 Auditoria sobre calidad de datos | 14 


 
Introducción – Figura 4. Estadísticas de la calidad de los datos (Ilustración). 


 


 
 
E. SELECCIÓN DE LOS SERVICIOS  
 
Hay cuatro métodos para seleccionar los servicios para aplicar la herramienta de auditoria de 
datos: 
 
1. Selección por propósito:  Los servicios que se visitarán se seleccionan con un propósito; por 


ejemplo, según el tamaño del servicio, la ubicación geográfica o para examinar aspectos 
específicos relacionados con la los datos reportados. En este caso, no hay necesidad de un 
marco muestral. Sin embargo, los resultados de la auditoria de tal muestra no pueden usarse 
para hacer deducciones o generalizaciones sobre todas los servicios de una región o país. 


 
2. Diseño restringido a una instalación:  Se selecciona sólo una instalación para realizar el DQA. 


El beneficio de este método es que el equipo puede aumentar al máximo sus esfuerzos en una 
instalación y ejercer un alto nivel de control sobre la implementación de los protocolos de 
auditoria, así como adquirir conocimientos de los sistemas específicos de la instalación de 
donde se obtuvieron los datos. Este método es ideal para medir los cambios de calidad de los 
datos que pueden atribuirse a alguna intervención (por ejemplo, capacitación de manejo de 
datos).  En este método, el control de la calidad de los datos se implementa en una instalación 
seleccionada, se realiza la intervención y ésta se sigue con otro control de la calidad de los 
datos en la misma instalación.  Cualquier cambio de calidad de los datos podría, por lo tanto, 
ser muy probablemente un resultado de la intervención.  


Factores totales y ajustados de verificación de 
distritos de DQA 
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3. Muestreo aleatorio estratificado:  Éste consiste en tomar una muestra aleatoria estratificada de 


un grupo de instalaciones subnacionales en las que una variable de interés particular es la 
base para visitar instalaciones.  Ejemplos de tales variables incluyen instalaciones rurales, 
extremadamente grandes, instalaciones operadas por ciertos tipos de organizaciones (por 
ejemplo ONGs), o instalaciones especificas en una región o distrito. Un muestreo aleatorio 
estratificado permite que el equipo de auditoria proyecte los resultados de la a todas las 
instalaciones del sub grupo de estratificación (como a todas las instalaciones rurales, todas las 
instalaciones muy grandes, todas las ONG, etc.). 


 
4. Muestreo aleatorio simple:  A menudo, es deseable hacer juicios sobre la calidad de los datos 


de un programa o nivel nacional.  No obstante, en la mayoría de los países, sería demasiado 
costoso y tomaría demasiado tiempo realizar auditorias a todas las instalaciones de un 
programa.  Además, podría resultar impreciso y engañoso llegar a conclusiones sobre todas 
las instalaciones de implementación basándose en las experiencias de sólo algunas.  Las 
técnicas de muestreo aleatorio simple nos permiten seleccionar una cantidad relativamente 
pequeña de instalaciones de las cuales llegar a conclusiones que pueden generalizarse a 
todas las instalaciones de un programa/proyecto.  Ese muestreo depende de propiedades 
estadísticas (por ejemplo, el tamaño de la muestra y la variabilidad de los parámetros a 
examinar) que deben tomarse en cuenta al decidir cuál método de DQA aplicar.  Algunas 
veces, la cantidad mínima aceptable de instalaciones (en términos de validez estadística) 
exigida por la metodología de muestreo comprende aún demasiadas instalaciones en términos 
de costo y personal disponible.  Si se compromete la metodología al incluir menos 
instalaciones de las necesarias, o al reemplazar una instalación por otra por motivos de 
conveniencia, se podrían producir estimaciones erróneas o sesgar calidad de los datos.  No 
obstante, con los recursos adecuados, el muestreo aleatorio ofrece el método más sólido de 
llegar a conclusiones sobre la calidad de los datos de un programa o país. Este método 
conlleva seleccionar aleatoriamente una cantidad de instalaciones que, en conjunto, son 
representativas de TODAS las instalaciones en las que se están implementando actividades 
que apoyan los indicadores bajo estudio. Representatividad significa que las instalaciones 
seleccionadas son semejantes a la población entera de instalaciones en términos de los 
atributos que pueden afectar la calidad de los datos (por ejemplo, el tamaño, volumen de 
servicios y ubicación). El propósito de este método es producir estimaciones cuantitativas de la 
calidad de los datos que puedan interpretarse como indicativas de la calidad del 
programa/proyecto total, y no sólo de las instalaciones seleccionadas.  
 


La cantidad de instalaciones seleccionadas para un DQA en particular dependerá de los recursos 
disponibles para realizar la auditoria , con  el nivel de precisión deseado para la estimación del 
factor de verificación a nivel nacional.  Una estimación más precisa necesita una muestra más 
grande de instalaciones.  Los equipos de auditoria deberán colaborar con la organización que 
solicitó el DQA para determinar la cantidad correcta de instalaciones de un programa e indicador 
en específico.   
 
F. PRODUCTOS 


 
Al aplicar el DQA, el equipo de auditoria recopilará y documentará: (1) pruebas relacionadas con 
la revisión del sistema de manejo de datos y presentación de informes del programa/proyecto y (2) 
pruebas relacionadas con la verificación de datos.  La documentación incluirá:  
 


 Completar los protocolos y plantillas de la herramienta DQA. 
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 Tomar notas de las observaciones, entrevistas y conversaciones con funcionarios 
clave de calidad de los datos en la unidad de M y E, niveles intermedios y en instalaciones 
proveedoras de servicios. 


 Hallazgos preliminares y recomendaciones preliminares basadas en las pruebas 
recopiladas mediante los protocolos; 


 Informe de auditoria final.  El Informe de auditoria final resumirá las pruebas recopiladas 
por el equipo de auditoria, identificará hallazgos o faltantes específicos a esas pruebas e 
incluirá recomendaciones para mejorar la calidad de los datos.  El informe también incluirá 
los siguientes resúmenes de estadísticas que se calculan a partir de los protocolos de 
evaluación de sistemas y verificación de los datos; 


 
1. Solidez del sistema de manejo de datos y presentación de informes basándose en 
una revisión del sistema de recopilación de datos y presentación de informes del 
programa/proyecto, incluyendo respuestas a preguntas sobre cuán bien se diseñó y se 
implementó el sistema;  


 
2. Precisión de los datos informados mediante el cálculo de factores de verificación2 
generados a partir del ejercicio de recuento de rastreo y verificación realizado en cada nivel 
del sistema de presentación de informes (es decir, la relación del valor de recuento del 
indicador al valor informado); y  
 
3. Informes de disponibilidad, totalidad y puntualidad mediante porcentajes calculados 
en los niveles intermedios de agregación y la unidad de M y E.  


 
Estos resúmenes de estadísticas, que son generados automáticamente en los archivos en 
Excel, son desarrollados a partir de los protocolos de evaluación del sistema y verificación 
de los datos de esta herramienta.   
 


 Toda la comunicación de seguimiento con el programa/proyecto y la organización que 
solicitó el DQA relacionada con los resultados y las recomendaciones del la auditoria de 
datos de la calidad de los datos. 


 
G. CONSIDERACIONES DE ÉTICA 
 
Los controles de la calidad de los datos deben realizarse con el apego más estricto a las normas 
de ética del país y, según corresponda, la organización que solicitó el DQA.  Si bien los equipos 
de auditoria pueden requerir acceso a información personal (por ejemplo, expedientes médicos) 
para fines del recuento y la verificación cruzada de los resultados informados, en ninguna 
circunstancia podrá revelarse ninguna información personal relacionada con la realización de la 
auditoria o la preparación de informes de los hallazgos y recomendaciones.  El equipo de auditoria 
no deberá ni fotocopiar ni sacar los documentos de las instalaciones. 
 
Además, el auditor no deberá aceptar ni solicitar, directa o indirectamente, ningún objeto de valor 
económico, como obsequios, propinas, favores, entretenimiento o préstamos, que sea o pueda 
dar la impresión de haber sido diseñado para influenciar de alguna manera la conducta del 
funcionario, particularmente por parte de una persona que tenga intereses que puedan verse 
sustancialmente afectados por el desempeño o la falta de desempeño de los deberes del auditor. 


                                                 
2   Véase el ANEXO 5 para una descripción de la metodología utilizada para calcular el factor de 


verificación compuesto. 
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Esta disposición no prohíbe la aceptación de alimentos y refrigerios de valor insignificante en 
ocasiones infrecuentes y durante el transcurso regular de reuniones, conferencias u otras 
ocasiones en las que el auditor esté presente, ni la aceptación de material promocional no 
solicitado, como bolígrafos, calendarios y/u otros artículos de un valor intrínseco nominal. 
 
H. IMPLEMENTACIÓN 
 
El control de la calidad de los datos se implementará cronológicamente en 18 pasos realizados en 
seis fases, según se ilustra en la Figura 5 de la Introducción. 
 


 
 
 FASE 1 – Los pasos 1 a 5 son realizados en la organización que solicitó el DQA  y en las 


oficinas del equipo de auditoria. 


 La organización que solicitó el DQA determina el país y los programas/proyectos que 
serán auditados. El equipo de auditoria y/o la organización que solicitó el DQA luego 
seleccionan los indicadores correspondientes, así como el período de informe (Paso 
1). 


 La organización que solicitó el DQA es responsable de obtener la autorización oficial 
del país para realizar la auditoria, según el protocolo, y para notificar formalmente al 
programa/proyecto que se aplicará el DQA.  El equipo de auditoria da seguimiento 
mediante una solicitud de documentación, incluyendo información para definir el marco 
muestral de las instalaciones, antes de su visita al país (Paso 2). 


 
Preparación e 


inicio  
(múltiples 
servicios) 


FASE 1 


1. Selección del país, 
los programas/ 


proyectos, 
indicadores y 


período de informe 


5. Revisión de la 
documentación 


2. Notificación al 
programa, solicitar 
documentación y 


obtención de 
autorización  oficial 


 


Unidad de M y 
E  


FASE 2 


6. Evaluación de los 
sistemas de manejo 


de datos 


3. Selección de las 
instalaciones que 
serán auditadas 


Niveles 
intermedios de 


agregación 
(distrito. región) 


FASE 3


8. Evaluación de los 
sistemas de 


recopilación de datos 
y preparación de 


informes


9. Rastreo y ver. de 
los resultados de los 


informes de las 
instalaciones 


proveedoras de 
i i


Instalaciones/ 
organizaciones 
de entrega de 


servicios 


FASE 4


10. Evaluación de los 
sistemas de 


agregación de datos 
y preparación de 


informes


11. Rastreo y 
verificación de los 
resultados de los 


documentos fuente 


Unidad de 
manejo de 


 M y E  


FASE 5 


12. Consolidación de 
la evaluación de los 
sistemas de manejo 


de datos 


13. Redacción de los 
hallazgos 


preliminares y las 
recomendaciones 


14. Realización de 
una reunión de 


clausura 


Finalización  
(múltiples 


instalaciones)


FASE 6


15. Redacción del 
informe de auditoría


16. Revisión y 
recopilación de 


retroalimentación del 
país y la 


organización que 
solicitó el DQA


17. Finalización del 
informe de auditoría


Evaluación de los sistemas de manejo de datos y presentación de informes 


Rastreo y verificación de los datos de los indicadores


Introducción – Figura 5. Fases y pasos de control de la calidad de los datos


18. Iniciación del 
seguimiento de las 


acciones 
recomendadas 


7. Rastreo y ver. de 
los resultados de los 
informes de niveles 


intermedios de 
agregación 


4. Preparación de 
visitas de auditoría: 
1) cronograma, 2) 
Composición del 


equipo; y 3) 
Logística  
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 En colaboración con la organización que solicitó el DQA, el equipo de auditoria 
identifica y ubica las instalaciones proveedoras de servicios y los niveles intermedios 
de agregación (por ejemplo, distritos o regiones) en los cuales se realizarán la auditoria 
de los sistemas y verificación de datos (Paso 3). 


 El equipo de auditoria se prepara para las visitas a las instalaciones, incluyendo el 
horario de visitas, la composición del equipo y el apoyo logístico necesario (Paso 4).  


 Revisión de la documentación proporcionada por el programa/proyecto (Paso 5). 


 


 FASE 2 – Los pasos 6 y 7 son realizados en la unidad de M y E del programa/proyecto.  


 El equipo de auditoria evalúa el sistema de manejo de datos y presentación de 
informes en la unidad de M y E (Paso 6). Esta evaluación tiene el fin de identificar 
sesgos potenciales que afectarían la calidad de los datos del sistema de manejo de 
datos y presentación de informes del programa/proyecto. 


 El equipo de auditoria rastrea y verifica los datos de indicadores claves a través de los 
reportes seleccionados de los niveles primarios (distrito o región) (Paso 7).  


 


 FASE 3 – Los pasos 8 y 9 son realizados en los niveles intermedios de agregación (como 
ser una oficina de distrito o región), en caso de que el programa tenga estos niveles. 


 El equipo de auditoria evalúa el sistema de manejo de datos y presentación de 
informes a través de los reportes de los niveles primarios (instalaciones proveedoras de 
servicios), como agregan y como se reportan a la unidad de M y E (Paso 8). 


 El equipo de auditoria continúa rastreando y verificando las cifras informadas por las 
instalaciones proveedoras de servicios al nivel intermedio (Paso 9). 


 


 FASE 4 – Los pasos 10 y 11 se realizan en las instalaciones proveedoras de servicios 
(servicios de salud o comunidad)  


 El equipo de auditoria continúa su evaluación en instalaciones selectas (muestra) a 
través de la auditoria de formas y reportes a los niveles de agregación de datos (Paso 
10). 


 Además, el equipo de auditoria rastrea y verifica los datos de indicadores claves desde 
las formas para la recolección de datos hasta los reportes de los servicios prestados 
(Paso 11). 
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 FASE 5 – Los pasos 12 a 14 son realizados en la unidad de M y E del programa/proyecto.   


 El equipo de auditoria finaliza la evaluación del sistema de manejo de datos y 
presentación de informes, llenando el resumen final de auditoria (Paso 12).   


 Luego, el equipo de auditoria redacta sus hallazgos y recomendaciones preliminares de 
DQA (Paso 13) y los comparte con los funcionarios de M y E del programa/proyecto 
durante una reunión de retroalimentación (Paso 14).   Se busca consenso con los 
funcionarios de M y E sobre las medidas para mejorar la calidad de los datos.  


 


 FASE 6 – Los pasos 15 a 19 son realizados en la oficina del equipo de auditoria con la 
organización que solicitó el DQA y la oficina del programa/proyecto.   


 El equipo de auditoria completa un informe de auditoria preliminar (Paso 15) que se 
transmite a la organización que solicitó el DQA y al programa/proyecto (Paso 16).   


 Según la retroalimentación que reciba, el equipo de auditoria completa el informe de 
auditoria final y lo transmite al programa/proyecto (Paso 17). 


 En el paso final de la auditoria, es posible que se le solicite al equipo de auditoria que 
esboce un plan de seguimiento para garantizar que las mejoras identificadas en el 
informe final sean implementadas (Paso 18). 
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FASE 1: PREPARACIÓN E INICIO  
 


 


 
 
 
 
 
 
 
 
 
 
 


La primera fase del DQA ocurre antes de la reunión del equipo de 
auditoria en el país o lugar del programa/proyecto. La 
responsabilidad de la FASE 1 recae en parte en la organización que 
solicitó el DQA y en parte en la agencia auditora. Los pasos de la 
FASE 1 son: 
 


1. Identificar el país y el programa/proyecto, y seleccionar los 
indicadores y el período de presentación de informes que 
serán el enfoque del trabajo de verificación de datos en 
algunas instalaciones proveedoras de servicios.   


 
2. Notificar a los programas/proyectos seleccionados sobre la 


auditoria de la calidad de datos y solicitar la documentación 
relacionada con el sistema de manejo de datos y 
presentación de informes, que el equipo de auditoria revisará 
antes de visitar las instalaciones y niveles seleccionados.  De 
acuerdo al protocolo, obtener autorizaciones oficiales para 
realizar la auditoria y notificar a los funcionarios a cargo en 
país y coordinar con otras organizaciones interesadas, tales 
como donantes y agencias de cooperación. 


 
3. Determinar el tipo de muestra y la cantidad de instalaciones 


que se visitaran durante la auditoria de datos. 
 
4. Prepararse para las visitas a las instalaciones, incluyendo un 


cronograma de actividades, la composición del equipo de 
auditoria y apoyo logístico. 


 
5. Trabajo de gabinete para revisar la documentación antes de 


la visita de auditoria y ver si la calidad de los datos e informes 
esta de acuerdo con el diseño del sistema. 


 
Se estima que los pasos de la FASE 1 tomarían de cuatro a seis 
semanas. 


Previa a la 
visita 


(Preparación e 
inicio) 


FASE 1 


1. Selección del 
país, los programas/ 
proyectos, 
indicadores y el 
período de informe 


5. Revisión de la 
documentación 


2. Notificación al 
programa, solicitud 
de documentación y 
obtención de las 
autorizaciones 
nacionales  


3. Selección de las 
instalaciones que 
serán auditadas 


4. Preparación de 
visitas de auditoría 
en las instalaciones: 
1) Cronograma, 2) 
Composición del 
equipo, 3) Logística 
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El paso 1 puede ser realizado por la organización que solicitó el DQA con el equipo de auditoria. 


 
A – SELECCIÓN DEL PAÍS Y EL PROGRAMA/PROYECTO 
 
Lo más probable es que la organización que solicitó el DQA determine el país y 
programa/proyecto a auditar  la calidad de los datos. La herramienta de DQA tiene estrategias 
para determinar que programa/proyecto se debe auditar según una lista de criterios y otros 
aspectos a considerar. Es evidente que no existe una fórmula única para elegir los 
programas/proyectos a auditarse; al tomar la decisión, deben tomarse en cuenta las 
circunstancias internacionales, locales y programáticas. El informe de auditoria debería incluir 
información sobre quién hizo la selección y el razonamiento lógico. 
 
El Paso 1 – Tabla 1 de a continuación, muestra gráficamente los criterios que deben utilizarse 
para seleccionar un país y programa/proyecto. Si la auditoria está siendo realizada a solicitud de 
un programa nacional, también se pueden usar estos criterios para seleccionar aspectos 
específicos de un programa (o indicadores) a ser auditados.  


PASO 1. SELECCIÓN DEL PAÍS, LOS PROGRAMAS/PROYECTOS, INDICADORES 
Y EL PERÍODO DE INFORMES A AUDITAR 
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Paso 1 – Tabla 1. Criterios para la elección de un país, enfermedad/área de salud y 
programa/proyecto 


 


1 Financiamiento nacional o programático por enfermedades o área de salud. 


2 Resultados reportados por el país y programas/proyectos (como total de personas 
recibiendo TAR, distribución de mosquiteros impregnados con insecticida, personas con 
DOTS de primera línea o total detectados para DOTS).  


3 Discrepancias notables detectadas en los informes de un período al siguiente, bajo un 
mismo país o programa/proyecto. 


4 Discrepancias entre los reportes del programa y otras fuentes de datos (por ejemplo, 
gastos en la adquisición de productos médicos que no concuerdan con la cantidad de 
personas bajo tratamiento antirretroviral [ARV]). 


5 Inconsistencias entre los informes de un proyecto específico, con datos nacionales (por 
ejemplo, los informes sobre distribución de mosquiteros no concuerdan con las cifras 
nacionales). 


6 Resultados de evaluaciones previas indican deficiencias en los sistemas de manejo de 
datos y presentación de informes dentro de los programas/proyectos. 


7 Opiniones y percepciones sobre  debilidades en la calidad de los datos y/o sesgos de un 
programa/proyecto. 


8 Resultados de auditorias rutinarias ligados a financiamientos específicos. 


9 La decisión de seleccionar un grupo aleatorio de países y programas/proyectos para 
auditorias. 


 
En el momento que las organizaciones que solicitan un DQA seleccionan los países y 
programas/proyectos para auditar la calidad de los datos, seria útil clasificar los países (o 
programas/proyectos) de acuerdo a su financiamiento o resultados alcanzados. Esto podría 
realizarse de la siguiente forma: 


 Primero, clasificar los países o programas/proyectos según el financiamiento para una 
condición específica;  


 Segundo, identificar los indicadores mas relevantes para clasificar los países (o los 
programas/proyectos) según los resultados alcanzados (por lo general, esta lista es parte 
de la información enviada por la organización que solicita el DQA); 


 Tercero, determinar la posición que ocupa cada país o programa/proyecto respecto a cada 
uno de los indicadores. 


 
Esta lista ayudaría a la organización que solicita el DQA a priorizar los países o 
programas/proyectos. El ANEXO 2, Paso 1 – Plantilla 1 ilustra este tipo de análisis. 
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B – SELECCIÓN DE LOS INDICADORES 
 


Otras decisiones importantes en preparación de una auditoria de la calidad de los datos son 
definir: (1) los indicadores se incluirán en la auditoria; y (2) los períodos de los informes que se 
examinaran. Se recomienda que se seleccionen hasta dos indicadores dentro de una 
enfermedad o condición y que, si se incluyen múltiples enfermedades o condiciones de 
salud en una auditoria, se incluya un máximo de cuatro indicadores.  Más de cuatro 
indicadores podría resultar en una cantidad excesiva de instalaciones a evaluar. 
 
La decisión sobre cuáles indicadores deberán incluirse la tomaría generalmente la organización 
que solicita el DQA y ésta puede basarse en varios criterios, como el financiamiento para las 
varias áreas del programa (por ejemplo, ARV, prevención de transmisión de madre a hijo [PTMH], 
mosquiteros impregnados con insecticida, DOTS, comunicación para el cambio de 
comportamiento [CCC]) y los resultados de los indicadores relacionados.  Además, el factor de 
decisión también podrían ser áreas del programa que son prioritarios para la organización que 
solicita el DQA y/o para el programa nacional (por ejemplo, los programas basados en la 
comunidad son más difíciles de supervisar que los programas en servicios de salud).  En algunos 
casos, se le podría pedir a la agencia auditora que haga una selección inicial de indicadores para 
proponerlos a la organización que solicita el DQA. El análisis realizado en el Paso 1 puede ayudar 
a seleccionar los indicadores que se incluirán en la auditoria de la calidad de datos. 
 
Los criterios para elegir los indicadores para la auditoria de datos podrían ser los siguientes: 
 


1.  Indicadores obligatorios a revisar.  Dependiendo de los programas/proyectos 
seleccionados, la organización que solicita el DQA podría tener una lista de indicadores 
obligatorios, que deben seleccionarse primero (por ejemplo, indicadores relacionados con 
personas que reciben tratamiento ARV, distribución de mosquiteros impregnados (o re-
impregnados) , numero de casos detectados para DOTS). Esos son indicadores que por lo 
general se reportan a nivel internacional como parte de la respuesta mundial a la 
enfermedad. Por ejemplo, las auditorias realizadas por el Fondo Mundial, tienen una lista 
de “10 indicadores principales”.  Bajo PEPFAR, es probable que la lista provenga de los 
indicadores que se relacionen con las metas de tener 2 millones de personas en 
tratamiento y proveer cuidado y apoyo a 10 millones. Otros donantes y programas 
nacionales podrían tener otras listas de indicadores importantes. 


 
2.  Magnitud relativa de los indicadores. 


a. Magnitud relativa de la inversión en actividades relacionadas con el indicador.  Por 
ejemplo, si el programa/proyecto invierte más de 25% de sus fondos en un área específica, 
de esta área podría seleccionarse un indicador clave. 


 
b. Reporte de un indicador en relación a las metas del país.  Si el programa/proyecto tiene 


una actividad “sustancial” para reportar, este indicador debería tomarse en cuenta para ser 
auditado.  Sustancial podría definirse como que genera más del 25% de las cifras totales 
para ese indicador. 
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3. Selección por propósito “según cada caso”. En algunos casos, la organización que 


solicita el DQA podría tener otras razones para incluir un indicador en el DQA. Esto puede 
ser porque hay indicadores que generan dudas sobre la calidad de sus datos. También 
podría ser el caso de indicadores que se supone que se verifiquen rutinariamente y para 
los cuales la organización que solicita el DQA desea una auditoria independiente. Esos 
motivos podrían documentarse como justificación de la inclusión. 


 
El ANEXO 2, Paso 1 – Plantilla 2 contiene una plantilla ilustrativa para analizar la magnitud 
relativa de las inversiones y los resultados del indicador según el área del programa. 
 
C – SELECCIÓN DEL PERÍODO DE INFORME 
 
Es también importante identificar claramente el período de los reportes de los indicadores a 
auditar. Idealmente, el período debería corresponder con el período de informe más reciente del 
sistema nacional o con las actividades del programa/proyecto asociadas con la organización que 
solicita el DQA.  Si las circunstancias lo ameritan, el período de auditoria podría ser más corto (por 
ejemplo, una fracción del período, como el último trimestre o mes de reportes).  Por ejemplo, la 
cantidad de formas a revisar en un servicio con muchos clientes para consejería y pruebas podría 
ser voluminosa y el personal de auditoria estaría limitado o las instalaciones proveedoras de 
servicios podrían producir informes mensuales o trimestrales relacionados con las formas 
relevantes. En otros casos, el período podría concordar con un período de informe anterior en el 
que los programas/proyectos informaron gran actividad.   
 
D – DOCUMENTACIÓN DE LA SELECCIÓN 
 
El ANEXO 2, Paso 1 – Plantilla 3 provee una herramienta para documentar la selección de 
países, programas/proyectos, indicadores y períodos de reportes para ser auditados. 







 


 Auditoria sobre calidad de datos | 25 


 
Por lo general, el paso 2 lo realiza la organización que solicitó el DQA. 


 
A – NOTIFICACIÓN AL PROGRAMA Y SOLICITUD DE DOCUMENTACIÓN 
 
La organización que solicita el DQA deberá notificar al programa/proyecto sobre la auditoria de la 
calidad de los datos tan pronto como sea posible y obtener las autorizaciones oficiales pertinentes. 
También deberá notificar a otras agencias y organizaciones sobre la auditoria y solicitar su 
cooperación. El equipo de auditoria observará los reglamentos nacionales sobre 
confidencialidad de los datos y ética. Es responsabilidad del equipo de auditoria identificar esos 
reglamentos nacionales para su cumplimiento.   
 
El ANEXO 2, Paso 2 – Plantilla 1 contiene un ejemplo para la carta de notificación. Esta carta 
puede ser modificada a discreción luego de consultar las partes interesadas (como las comisiones 
Nacional contra el HIV, malaria, TB, el Ministerio de Salud, y otras agencias de cooperación). Es 
importante que la organización que solicitó el DQA haga hincapié en la necesidad de que los 
miembros relevantes del personal de la unidad M y E acompañen al equipo de auditoria en su 
trabajo de campo. La carta debe ir acompañada de la solicitud inicial de documentación de la 
unidad de M y E, la cual se encuentra en el Paso 2 - Tabla 1.  
 
Después de enviar la carta de notificación, la organización que solicitó el DQA deberá enviar una 
copia de ella a todas las partes interesadas, por ejemplo: 
 


 Los funcionarios del país anfitrión relacionados con el programa/proyecto a auditarse; 
 La agencia auditora, según corresponda; y 
 Los donantes, socios, agencias de cooperación y el grupo de trabajo en M y E. 


 
La agencia auditora deberá dar seguimiento al programa/proyecto seleccionado sobre la auditoria, 
cronograma de trabajo, contactos y la necesidad de proveer cierta información y documentación 
por adelantado. 
 
El equipo de auditoria necesitará cuatro tipos de documentación por lo menos dos semanas antes 
de emprender la misión en el país: 


 


1. Una lista de todos los establecimientos proveedores de servicios y las estadísticas más 
recientes de los indicadores; 


2. Una descripción del sistema de recopilación de datos y presentación de informes; 


3. Las plantillas de los formularios de recopilación de datos y presentación de informes; y  


4. Otra documentación disponible del sistema de manejo de datos y presentación de 
informes y una descripción del programa/proyecto (manual de procedimientos). 


PASO 2. NOTIFICACIÓN AL PROGRAMA, SOLICITUD DE DOCUMENTACIÓN Y 
OBTENCIÓN DE LAS AUTORIZACIONES OFICIALES  
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1) Lista de las instalaciones que ofrecen servicios relacionados con los indicadores.  El 
equipo de auditoria necesita una lista de todas las instalaciones proveedores de servicios para 
elaborar el marco muestral para la auditoria.  Esta lista de instalaciones deberá incluir:  
 


 Ubicación – región, distrito, etc. y si la instalación se encuentra en un área urbana o rural. 


 Tipo de instalación – si la instalación de servicio es una instalación de salud (y qué tipo – 
hospital o centro de atención primaria) o una instalación de servicios de base comunitaria. 


 Los informes estadísticos más recientes de cada una de los servicios (por ejemplo, 
cantidad de personas en tratamiento; casos curados).  


 Información sobre otros factores (según sea necesario) – la organización que solicitó el 
DQA podrá definir otras características para definir muestra de instalaciones.  Por ejemplo, 
la selección puede incluir instalaciones del sector público y privado, apoyadas por 
organizaciones religiosas u ONGs.   


 
Una vez que se hayan seleccionado las instalaciones y los niveles intermedios de agregación de 
datos, es crítico que el equipo de auditoria, por medio del programa/proyecto notifique a las 
instalaciones seleccionadas y les provea las hojas de información del ANEXO 3, Paso 2 – 
Plantillas 1, 2, 3.  Esto para garantizar que el personal esté disponible y que haya acceso a los 
formularios para los indicadores para el período de presentación de informes. 
 


2) Descripción del sistema de recopilación de datos y presentación de informes de 
indicadores.  El equipo de auditoria recibirá las hojas de Excel lleno del ANEXO 2, Paso 2 con la 
descripción del sistema de recopilación de datos y presentación de informes de los indicadores a 
ser auditados. 
 


3) Formas y registros usados en la recopilación de datos y presentación de informes.  El 
equipo recibirá todas las formas y registros que se usan en la recopilación de datos y presentación 
de informes de todos los niveles del sistema para los indicadores relacionados (por ejemplo, 
expedientes de pacientes, formularios de registro de clientes, registros, informes mensuales, etc.). 
 


4) Otra documentación para la revisión de los sistemas.  Los demás documentos solicitados 
son necesarios para que el equipo de auditoria pueda comenzar a evaluar el sistema de 
recopilación de datos y presentación de informes para los indicadores seleccionados. La lista de 
estos documentos se provee en la Tabla 1 - Paso 2. En caso de que el programa/proyecto no 
tenga esta documentación disponible, el equipo de auditoria deberá dar seguimiento al llegar al 
país con los administradores del programa/proyecto. 
 
Además, la organización que solicita la auditoria deberá también proveer al equipo de auditoria 
documentos con todos los antecedentes relevantes sobre al país y el programa/proyecto. 


 
Paso 2 – Tabla 1. Lista de áreas funcionales de auditoria y documentación que deberá 


solicitarse del programa/proyecto para la revisión de gabinete (de haberla)


Áreas 
funcionales 


Documentación general solicitada Marcar 
si se 


provee 
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Paso 2 – Tabla 1. Lista de áreas funcionales de auditoria y documentación que deberá 


solicitarse del programa/proyecto para la revisión de gabinete (de haberla)


Contactos 
 Nombres y referencias para contactar los funcionarios clave del 


programa/proyecto, entre ellos el personal responsable de las 
actividades de manejo de datos.   


 


I - Estructuras, 
funciones y 
capacidades de 
M y E  


 Organigrama con responsabilidades de M y E.  


 Lista de los puestos de M y E y su clasificación (por ejemplo, a tiempo 
completo o parcial, ocupado o vacante).   


 


 Plan de capacitación de M y E, si existe.  


II- Definiciones 
de indicadores y 
guías para la 
presentación de 
informes 


 Instrucciones a las instalaciones que presentan servicios sobre los 
requisitos y fechas para entregar informes. 


 


 Descripción de cómo se registra la entrega de los servicios en los 
registros y en otros documentos como el registros de servicios y los 
informes rutinarios de la instalación. 


 


 Diagrama detallado del flujo de los datos que incluya: 


o desde las instalaciones proveedores de servicios hasta los niveles 
intermedios de agregación (por ejemplo, oficinas de distrito, oficinas 
de provincia, etc.); y 


o desde los niveles intermedios de agregación (de haberlos) hasta la 
unidad de M y E. 


 


 Plan nacional de M y E, si existe.  


 Definiciones operacionales de los indicadores que están siendo 
auditados.  


 


III- Formularios 
y herramientas 
de recopilación 
de datos y 
preparación de 
informes 


 Formularios de recopilación de datos para los indicadores que están 
siendo auditados. 


 


 Formularios de presentación de informes para los indicadores que 
están siendo auditados. 


 


 Instrucciones para llenar los formularios de recopilación de datos y 
presentación de informes. 
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Paso 2 – Tabla 1. Lista de áreas funcionales de auditoria y documentación que deberá 
solicitarse del programa/proyecto para la revisión manual (de haberla) 


 
Áreas 
funcionales 


Documentación general solicitada Marcar 
si se 


provee 
 


IV- Procesos de 
manejo de datos  


 Documentación por escrito de los procesos de manejo de datos, 
incluyendo una descripción de todos los pasos de verificación, 
agregación y manipulación de datos realizados en cada nivel del 
sistema de presentación de informes. 


 


 Procedimientos por escrito para abordar dificultades específicas de la 
calidad de los datos (por ejemplo, conteo doble, "sin seguimiento"), 
incluyendo las instrucciones enviadas a las instalaciones que presentan 
los informes. 


 


 Guías y procedimientos para las visitas de supervisión. 
 


V- Interfase con 
el sistema 
nacional de 
información  


 Documentos sobre la interfase entre sistema de información de datos 
del programa/proyecto y el sistema nacional de información.  


 


 
La revisión de los sistemas será realizada respondiendo al Protocolo 1 del DQA:  Protocolo de 
evaluación del sistema.  El protocolo está organizado en cinco áreas funcionales con trece 
preguntas claves que son de importancia crítica para evaluar si el sistema de manejo de datos del 
programa/proyecto está bien diseñado e implementado para generar datos de calidad.  Revisar la 
documentación proporcionada antes de visitar el programa/proyecto reducirá la carga de trabajo 
para el personal de manejo de datos en la unidad de M y E.   
 
B – OBTENCIÓN DE LA AUTORIZACIÓN NACIONAL 
 
En ciertos casos, es posible que se requiera autorización oficial de alguna otra oficina, como 
alguna agencia auditora nacional, para aplicar el DQA.  El ANEXO 2, Paso 2 – Plantilla 3 provee 
un ejemplo de carta de solicitud de alguna autorización adicional para realizar la auditoria sobre la 
calidad de los datos.  Esta carta deberá ser enviada por la organización que solicitó el DQA. Los 
destinatarios de la carta de autorización variarán según el programa o proyecto que esté siendo 
auditado. La autorización oficial y cualquier otro permiso pertinente para realizar el DQA de los 
donantes que apoyan las instalaciones auditadas o los funcionarios de programas/proyectos 
deberán incluirse como documento adjunto en el informe final de auditoria.   
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El paso 3 puede ser realizado por la organización que solicitó el DQA  y/o el equipo de auditoria. 


 
Esta sección presenta cuatro alternativas para seleccionar las instalaciones en las que los equipos 
auditores de datos realizarán su trabajo.  Las alternativas se presentan en orden de complejidad, 
comenzando con el marco muestral A, no estadístico, hasta el marco muestral D, que es un 
método de muestreo por conglomerado en etapas múltiples para hacer deducciones estadísticas 
sobre la calidad de los datos a escala nacional. Las estrategias de muestreo B y C representan 
puntos intermedios entre los métodos estadístico y no estadístico y ofrecen al equipo de auditoria 
la oportunidad de adecuar a un conjunto de instalaciones según necesidad o interés. 
 
La organización que solicitó el DQA deberá decidir cuál estrategia de muestreo utilizar basándose 
en el objetivo del DQA y en los recursos disponibles. Basándose en el tipo de muestreo, la 
agencia auditora determinará que instalaciones serán auditadas. La organización que solicita el 
DQA podrá participar en las decisiones sobre la selección de instalaciones, especialmente si el 
muestreo no es aleatorio. 
 
A – MÉTODO DE SELECCIÓN A: SELECCIÓN POR PROPÓSITO 
 
Ésta es una muestra predeterminada que la organización que solicita el DQA propone al equipo 
auditor.  En algunos casos, la auditoria sobre la calidad de los datos se enfoque específicamente 
en un conjunto predeterminado de instalaciones proveedores de servicios.  En ese caso, no se 
necesita de un marco muestral. Sin embargo, los resultados de la auditoria , con una muestra 
“a propósito” no pueden usarse para hacer proyecciones generalizadas (o deducciones 
estadísticas) sobre el total de la población de instalaciones en el país.  Los resultados se 
limitarán a esas instalaciones visitadas por el equipo de auditoria. 
 
B – MÉTODO DE SELECCIÓN B: SELECCIÓN RESTRINGIDA A UNA INSTALACIÓN 
 
El marco muestral B es un diseño restringido a una instalación.  Se usa comúnmente para sustituir 
el muestreo de probabilidad (basándose en un algoritmo aleatorio) y es un buen diseño para 
comparar los resultados de control durante varios períodos.  El diseño restringido a una 
instalación, el equipo de auditoria selecciona una instalación en se hará todo el trabajo.  El 
beneficio de este método es que el equipo puede concentrar sus esfuerzos en una sola instalación 
y ejercer un alto nivel de control sobre la implementación de los protocolos de auditoria, así como 
adquirir conocimientos de los sistemas específicos de la instalación de donde se obtuvieron los 
resultados.  La estrategia de muestreo B es ideal para evaluar los efectos de una 
intervención para mejorar de la calidad de los datos (experimental).  Por ejemplo, el DQA se 
implementa en una instalación y obtiene una línea de base.  Se realiza una intervención (por 
ejemplo, capacitación), y el DQA se implementa nuevamente al final.  Ya que todos los 
factores que pueden afectar la calidad de los datos son los mismos antes y después de la 
evaluación, cualquier diferencia en la calidad de los datos se podría atribuir a la 
intervención.  Tal método de repetición de medidas con el uso de DQA podría ser muy costoso si 
se un plan de muestreo en varias instalaciones. 
 
C – MÉTODO DE SELECCIÓN C: MUESTREO ALEATORIO ESTRATIFICADO  
 


PASO 3. SELECCIÓN DE LAS INSTALACIONES QUE SERÁN AUDITADAS 
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El equipo de control auditor usa este marco muestral con el fin de aumentar al máximo la 
exposición a instalaciones importantes con un mínimo de tiempo y dinero en su implementación.  
En general, la estrategia de muestreo C consiste en una selección aleatoria de instalaciones 
dentro un grupo particular según un atributo de interés.  Ejemplos de esos atributos incluyen la 
ubicación (por ejemplo, urbana/ rural, regional/de distrito), el volumen de servicios, el tipo de 
organización (por ejemplo, religiosa, no gubernamental) o el desempeño en evaluaciones del 
sistema (por ejemplo, instalaciones que obtuvieron puntajes bajos en la M y E Systems 
Strengthening Tool [Herramienta de fortalecimiento de los sistemas de M y E]), etc. 
 
El muestreo aleatorio estratificado permite que el equipo de auditoria proyecte los 
hallazgos del control a todas las demás instalaciones que sean parte del atributo de interés 
(como todas las instalaciones rurales, todas las instalaciones muy grandes, todas las 
instalaciones religiosas, etc.).  De esta manera, los hallazgos de la auditoria pueden 
generalizarse al grupo de instalaciones a la cual pertenecen las instalaciones muestreadas.  Esta 
habilidad de generar estadísticas y hacer ese tipo de generalizaciones puede ser importante y se 
explica con más detalles en la siguiente sección que describe la estrategia de muestreo D. 
 
El muestreo estratificado utilizado en la estrategia C es subnacional: eso significa que los 
auditores de calidad de los datos no intentan hacer generalizaciones a nivel nacional.  En ese 
sentido, la estrategia difiere de la estrategia de muestreo D debido a su alcance limitado.  Ambas 
estrategias usan muestreo aleatorio (que se explica con más detalles en el Anexo 4), lo que 
significa que dentro de una conglomerado particular de instalaciones (marco de muestreo), cada 
instalación tiene igual probabilidad de ser seleccionada para la muestra de control.  
 
El factor de verificación sobre la calidad de los datos se aplica al grupo con el atributo de interés, 
pero sin alcance nacional.   
 
D – MÉTODO DE SELECCIÓN D: MUESTREO POR CONGLOMERADO EN ETAPAS 
MÚLTIPLES 
 
La estrategia de muestreo D se usa para calcular un factor de verificación a nivel nacional 
sobre los indicadores del programa; es compleja y requiere el uso de información actualizada y 
completa sobre la distribución geográfica de las instalaciones (para los indicadores 
seleccionados), así como los resultados (conteos) específicos de las instalaciones del indicador 
que será auditado.  La estrategia de muestreo D podría también denominarse una muestra por 
conglomerado en dos etapas (modificada en el sentido que se toma una muestra aleatoria 
estratificada, en lugar de una muestra aleatoria simple de las instalaciones seleccionadas). 
 
El muestreo por conglomerado es una variante del muestreo aleatorio simple (en el que todas las 
instalaciones se elegirían al azar) que permite realizar una auditoria en un grupo de instalaciones 
más manejable.  Si todas las instalaciones se eligieran aleatoriamente, quedarían dispersas por 
todo el país y requerirían mucho tiempo y recursos para ser auditadas.  El muestreo por 
conglomerado permite que se seleccionen pocos distritos, reduciendo así la cantidad de viajes 
que deben hacer los auditores. 
 
Un plan de muestreo científico implica el uso de la teoría de probabilidad y conlleva estadísticas.  
En este contexto, el propósito de la estadística es permitir que los auditores produzcan hallazgos 
cuantitativos de la calidad de los datos que puedan interpretarse como estimaciones de la calidad 
de los datos del programa/proyecto total, no sólo de la calidad de las instalaciones seleccionadas.  
Además, una muestra científica permite que se cuantifique la certidumbre de las estimaciones de 
precisión determinadas por el control (es decir, intervalos de confianza). Los beneficios de un plan 
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de muestreo proporcionalmente representativo de ese tipo van más allá del cálculo de factores de 
verificación y se aplican a todos los hallazgos del control de la calidad de datos empíricos.  
 
La unidad de muestreo principal de la estrategia de muestreo D es el conglomerado, que se 
refiere a la unidad administrativa, política o geográfica dentro de la cual están ubicadas las 
instalaciones proveedores de servicios.  En la práctica, una conglomerado se selecciona 
usualmente por unidad geográfica, como un distrito.  Por último, la selección de una conglomerado 
permite que el equipo de auditoria ajuste el plan de muestreo al programa del país.    
 
La estrategia delineada aquí utiliza la probabilidad en proporción al tamaño (PPT) para obtener el 
conjunto final de instalaciones que visitará el equipo de auditoria.  La estrategia de muestreo D 
genera una selección de instalaciones para ser visitadas por el equipo de auditoria que 
representan proporcionalmente a todas las instalaciones en las que se están implementando 
actividades que prestan apoyo a los indicadores bajo estudio. 
 
Los conglomerados se seleccionan en la primera etapa usando un muestreo aleatorio sistemático 
entre los conglomerados con programas activos que reportan el indicador de interés se incluyen 
en el marco muestral.  En la segunda etapa, las instalaciones proveedores de servicios del 
conglomerado seleccionados se eligen por muestreo aleatorio estratificado por volumen en la 
prestación de servicios. 
 
La cantidad de instalaciones seleccionadas para un DQA dependerá de los recursos disponibles y 
el nivel de precisión deseado para la estimación del factor de verificación a nivel nacional.  Los 
equipos de auditoria deberán colaborar con la organización que solicitó el DQA para determinar la 
cantidad correcta de instalaciones de un programa e indicador.  El Anexo 4 contiene una 
explicación detallada y un ejemplo ilustrativo de la estrategia de muestreo D para seleccionar 
agrupaciones e instalaciones para el DQA. 
 
Aviso: Se ha cuestionado la exactitud de las estimaciones del factor de verificación calculado 
mediante la metodología de muestreo de la alianza GAVI empleada aquí.3 Se recomienda 
firmemente que la agencia auditora tenga acceso a un especialista en muestreo que pueda guiar 
el desarrollo de muestras representativas y que los factores de verificación calculados por estos 
métodos se interpreten con cautela. 


                                                 
3  Woodard S, Archer L, Zell E, Ronveaux O, Birmingham M. Design and Simulation Study of the 
Immunization Data Quality Audit (DQA) (Estudio de diseño y simulación de un control de la calidad de los 
datos sobre inmunización)  Ann Epidemiol  2007;17:628–633. 
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El paso 4 es realizado por el equipo de auditoria. 
 
La agencia auditora tendrá que prepararse para las visitas a las instalaciones que serán 
auditadas. Además de informar al programa/proyecto, obtener una lista de las instalaciones 
pertinentes y solicitar la documentación (Pasos 2 y 3), la agencia auditora tendrá que: (1) estimar 
el tiempo necesario para realizar la auditoria (y trabajar con el programa/proyecto para hacer un 
cronograma ve visitas); (2) formar un equipo de auditoria con las destrezas necesarias; y (3) 
preparar los materiales para las visitas.  Por último, la agencia auditora tendrá que hacer planes 
de viaje para las visitas.   


  
A – ESTIMACIÓN DEL TIEMPO  
 
Dependiendo de la cantidad y la ubicación de las instalaciones muestreadas, la agencia auditora 
tendrá que estimar cuánto tiempo llevará realizar la auditoria.  Como regla general: 
 


 Típicamente, la unidad de M y E requerirá 2 días (un día al comienzo y un día al final 
de las visitas a las instalaciones); 


 Cada nivel intermedio de agregación (por ejemplo, oficinas de distrito o 
provincia) requerirá entre medio a un día; 


 Cada instalación proveedor de servicios requerirá entre medio a dos días (es 
posible se requiera más de un día para instalaciones con flujos de cientos, 
instalaciones que tengan centros satélite o cuando se realizan "supervisiones al azar"). 


 El equipo de auditoria deberá también planear un día de trabajo después de las visitas 
para prepararse para la reunión con la unidad de M y E. 


 
En la Tabla 1 - Paso 4 se provee un ejemplo de programa diario ayudar al equipo auditor planear  
el tiempo total para visitar las instalaciones seleccionadas. 


PASO 4. PREPARACIÓN DE LAS VISITAS DE AUDITORÍA EN LAS 
INSTALACIONES 







 


 Auditoria sobre calidad de datos | 33 


 
Paso 4 – Tabla 1. Ejemplo de cronograma diario para las visitas de auditoria  y reuniones


 


País:  Indicador:  


Fecha:  Enfermedad: Equipo: 


Actividad Tiempo 
estimado


Comentarios


Aviso:  añada días para viajes y trabajo en equipo de los auditores, según sea necesario 
 


UNIDAD DE M y E (Inicio) – 1 día     


1 Introducción y presentación del proceso de DQA 30 min Mañana – día 1 


2 Preguntas y respuestas 15 min Mañana – día 1 


3 Confirmación del período de informe 15 min Mañana – día 1 


4 


Completar el “Protocolo 1 de DQA: Evaluación del 
sistema” 


a. Solicitar documentación adicional (si se necesita)  


b. Plantear y obtener respuestas para el protocolo  


2 horas Mañana – día 1 


5 
Completar el “Protocolo 2 de DQA:  Verificación de los 
datos” 2 a 4 horas Tarde – día 1 


 
PUNTO DE ENTREGA DE SERVICIOS – entre ½ día y 2 días4


1 Introducción y presentación del proceso de DQA 30 min Mañana – día 1 


2 Preguntas y respuestas 15 min Mañana – día 1 


3 
Plantear el período de informe y el tiempo de 
observación de los servicios 15 min Mañana – día 1 


4 


Completar el “Protocolo 1 de DQA: Evaluación del 
sistema” 


a. Solicitar documentación adicional (si se necesita) 


b. Plantear y obtener respuestas a las preguntas 
del protocolo  


1 a 2 horas Mañana – día 1 


5 
Completar el “Protocolo 2 de DQA:  Verificación de los 
datos” 


4 a 15 
horas  


 -- Observación/Descripción 1 hora Tarde – día 1 


  -- Revisión de la documentación 1 a 2 horas Tarde – día 1 


 -- Rastreo y verificación 1 a 4 horas Tarde – día 1 


 -- Verificaciones cruzadas  1 a 2 horas Tarde – día 1 


 -- Supervisiones al azar 0 a 6 horas Día 2 (si se aplica) 
 


                                                 
4  El tiempo necesario en los puntos de entrega de servicios variará de uno a dos días dependiendo del 


numero de datos reportados que deben verificarse y si se realizaran  inspecciones al azar. 
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Paso 4 – Tabla 1. Ejemplo de cronograma diario para las visitas de auditoria  y reuniones
 


País:  Indicador:  


Fecha:  Enfermedad: Equipo: 


Actividad Tiempo 
estimado


Comentarios


NIVEL INTERMEDIO DE AGREGACIÓN – entre ½ día y 1 día    


1 Introducción y presentación del proceso de DQA 30 min Mañana – día 1 


2 Preguntas y respuestas 15 min Mañana – día 1 


3 Planteamiento del período de informe 15 min Mañana – día 1 


4 


Completar el “Protocolo 1 de DQA: Evaluación del 
sistema” 


a. Solicitar documentación adicional (si se necesita)  


b. Plantear y obtener respuestas a las preguntas 
del protocolo  


1 a 2 horas Mañana – día 1 


5 
Completar el “Protocolo 2 de DQA:  Verificación de los 
datos” 2 a 4 horas Tarde – día 1 


 


DÍA DE TRABAJO DEL EQUIPO DE AUDITORIA   


1 
Revisión y consolidación de los Protocolos 1 y 2 de 
DQA 1 a 2 horas Mañana 


2 
Finalización de los hallazgos preliminares y 
recomendaciones 3 horas Mañana 


3 
Preparación de la presentación para la reunión con la 
unidad de M y E 4 horas Tarde 


 
UNIDAD DE M y E (Fin) – 1 día   


1 Reunión de clausura 2 a 3 horas Mañana 
 
B – COMPOSICIÓN DEL EQUIPO DE AUDITORIA  
 
Aunque la organización que solicitó el DQA seleccionará la organización que realice la auditoria, 
se recomienda que los equipos de auditoria tengan las siguientes destrezas: 
 


 Salud pública (en relacionado al área de salud e indicadores auditados) 
 Auditoria de programas 
 Evaluación de programas (por ejemplo, sistemas de información de salud, diseño de 


sistemas de M y E, preparación de informes de indicadores)  
 Manejo de datos (por ejemplo, buen entendimiento y habilidades en el diseño de 


sistemas de datos y manejo de bases de datos) 
 Excel (se prefieren destrezas sólidas de manipulación, modificación y/o creación de 


archivos y hojas de cálculo); y 
 Idealmente experiencia en el país pertinente. 
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Entre los miembros del equipo de auditoria se pueden las destrezas mencionadas.  Aunque el 
número total de miembros de un equipo puede variar, según el tamaño del proyecto de auditoria, 
se recomienda que el equipo tenga un mínimo de 2 a 4 consultores, incluyendo por lo menos 1 
consultor principal. El equipo puede ser internacional y/o regionales. Además, si los consultores no 
hablan el idioma del país, el equipo debe contar con a uno o más traductores independientes. 
 
Al visitar las instalaciones, el equipo de auditoria tendrá que dividirse en subequipos y combinarse 
por lo menos con un representante del programa/proyecto.  Cada subequipo será responsable de 
visitar una cantidad de instalaciones (por ejemplo, un subequipo visitaría las instalaciones A, B y 
C, mientras que el segundo subequipo visitaría las instalaciones D, E y F).  Para los subequipos 
que visiten instalaciones con sistemas computarizados, un miembro del equipo deberá tener la 
habilidad de realizar consultas en la base de datos. 
 
Finalmente, la organización que solicitó el DQA podría pedir otras destrezas en los equipos. Todos 
los miembros del equipo deben estar familiarizados con los protocolos de indicadores y con el 
programa/proyecto. 
 
C – APOYO LOGÍSTICO 
 
Materiales para llevar a las visitas de auditoria 
 
Cuando el equipo de auditoria visite el programa/proyecto, deberá estar preparado con los 
materiales para realizar los pasos de la auditoria.  La lista de materiales con los cuales debe ir 
preparado el equipo de auditoria se muestra en el Anexo 3, Paso 4 – Plantilla 4. 
 
Aviso:  Aunque los protocolos del DQA están en archivos electrónicos en Excel, el equipo de 
auditoria deberá tener copias impresas de todos los protocolos necesarios.  En algunos casos, 
será posible usar computadoras durante las visitas, pero en otros, el equipo de auditoria tendrá 
que completar los protocolos en papel y luego traspasar los hallazgos al archivo en Excel. 
 
Planificación de viajes 


 
El equipo de auditoria deberá desarrollar el plan de visitas con el programa/proyecto (si el equipo 
es externo) – tanto para concertar las citas como para coordinar con el personal del 
programa/proyecto sobre quien acompañará al equipo de auditoria.  También deberá hacer 
arreglos de transporte a las instalaciones y alojamiento para el equipo.   
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El paso 5 es realizado por el equipo de auditoria. 
 
El objetivo de revisar y evaluar el diseño y el funcionamiento del sistema de manejo de datos y 
presentación de informes del programa/proyecto es determinar si el sistema es capaz de producir 
informes de buena calidad de datos si se implementa según se haya planificado. La revisión y 
evaluación se efectúa en varios pasos, entre ellos una revisión de la información suministrada por 
adelantado por el programa/proyecto y revisiones de seguimiento en la unidad de M y E en 
instalaciones proveedoras de servicios y en niveles intermedios de agregación. Durante la revisión 
de gabinete, el equipo de auditoria trabajará en las preguntas del Protocolo 1 de DQA: 
Evaluación del sistema basándose en la documentación suministrada. No obstante, el equipo de 
auditoria deberá anticipar que no toda la documentación requerida será presentada antes de 
iniciar la misión al país. 


 
Idealmente, la revisión de gabinete dará al equipo de auditoria un buen entendimiento sobre el 
sistema de presentación, si da información completa,  la disponibilidad de la documentación sobre  
el sistema y mas pistas para la auditoria.  Como mínimo, la revisión de gabinete identificará áreas 
y problemas que el equipo de auditoria tendrá que abordar en la unidad de M y E (FASE 2). 
 
Debido a que el sistema de M y E puede variar según el indicador y podría ser mejor para algunos 
indicadores que para otros, el equipo de auditoria tendrá que llenar el Protocolo 1 de DQA: 
Evaluación del sistema, para cada indicador del programa/proyecto. No obstante, si los 
indicadores seleccionados para la auditoria se informan a través de los mismos formularios y 
sistemas de informe de datos (por ejemplo, cifras de TAR e IO o cifras de detección y tratamiento 
exitoso de TB), podría completarse sólo un Protocolo 1 de DQA: Evaluación del sistema. 
 
El ANEXO 1 tiene las 39 preguntas del Protocolo 1 de DQA: Evaluación del sistema, que el 
equipo completara sobre la revisión de la documentación y las visitas a las instalaciones. 
 
El equipo de auditoria deberá tomar apuntes suficientemente detallados o recolectar "documentos 
de trabajo" como referencia para justificar los resultados finales.  Los protocolos tienen un espacio 
para anotar comentarios durante las reuniones con el personal del programa/proyecto. Además, si 
se necesitan comentarios más detallados para apoyar los hallazgos y recomendaciones en 
cualquier nivel de la auditoria, el equipo de auditoria deberá identificarlos como “documentos de 
trabajo” y deberá hacerse referencia al número de identificación correspondiente en la columna 
indicada en las plantillas y los protocolos de DQA. Por ejemplo, podrían asignarse números a los 
“documentos de trabajo” y anotar el número de referencia correspondiente en la columna indicada 
de las plantillas y los protocolos de DQA. Es también importante mantener notas de las entrevistas 
o reuniones clave con los administradores y el personal de M y E.  El Anexo 3, Paso 5 – Plantilla 
1 provee un formato para las notas.  


PASO 5. REVISIÓN DE LA DOCUMENTACIÓN 







 


 Auditoria sobre calidad de datos | 37 


 


 


FASE 2: UNIDAD DE M y E DEL PROGRAMA/PROYECTO 
 


 
 
 


 


La segunda fase del DQA se realiza en la unidad de M y E del 
programa/proyecto. Los pasos de la FASE 2 son: 
 
6. Evaluar el diseño e implementación del sistema de 


manejo de datos y presentación de informes de la unidad 
de M y E. 


 
7. Comenzar a rastrear y verificar los resultados de los 


niveles intermedios de agregación (o instalaciones 
proveedoras de servicios) a la unidad de M y E. 


 
Durante la FASE 2, el equipo de auditoria deberá reunirse con 
el jefe de la unidad de M y E y demás personal clave que 
participa en el manejo de datos y la presentación de informes. 
 
Los pasos de la FASE 2 tomará un día aproximadamente. 
 


 
 


FASE 2 


6- Evaluación de los 
sistemas de manejo 


de datos 


7- Rastreo y 
verificación de los 
resultados de los 


informes de niveles 
intermedios de 


agregación 


 
Unidad de 
manejo de  


M y E  
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El paso 6 es realizado por el equipo de auditoria. 


 
Aunque el equipo de control de la calidad de los datos puede decir mucho sobre el diseño del 
sistema de manejo de datos y presentación de informes basándose en la revisión de gabinete 
previa a la visita, es necesario realizar un seguimiento en los tres niveles (la unidad de M y E, los 
niveles intermedios de agregación y los establecimientos proveedores de servicios) antes de 
concluir finalmente sobre la habilidad general del sistema de recopilar e informar datos de calidad.  
El equipo de auditoria también deberá anticipar la posibilidad de que un programa/proyecto tenga 
algunos sistemas de presentación de informes de datos que funcionan bien para ciertos 
indicadores, pero no para otros.  Por ejemplo, un programa/proyecto podría tener un buen sistema 
para recopilar datos relacionados con el tratamiento TAR y otro ineficaz para recopilar datos sobre 
las actividades de prevención basadas en la comunidad. 
 
El Protocolo 1 de DQA: Evaluación del sistema en Excel contiene una hoja de cálculo para 
completar en la unidad de M y E. El equipo de auditoria tendrá que completar el protocolo y 
obtener documentación de apoyo para las respuestas de la unidad de M y E del 
programa/proyecto.  La manera más rápida de hacerlo es entrevistando a los funcionarios y 
personal clave que manejan los datos del programa/proyecto y dirigir las preguntas a problemas 
no resueltos sobre el diseño del sistema, luego de la revisión de gabinete de la documentación 
recibida.  Con suerte, una reunión será suficiente para que el equipo de auditoria complete la 
sección (hoja de cálculo) del Protocolo 1 de DQA: Evaluación del sistema para la unidad de M y 
E. 
 
Es importante que el equipo de auditoria incluya apuntes y comentarios en el Protocolo 1 de 
DQA: Evaluación del sistema para documentar el diseño general (y la implementación) del 
sistema de manejo de datos del programa/proyecto e identificar áreas que necesitan mejorar.  Las 
respuestas a las preguntas y los apuntes ayudarán al equipo a responder las 13 Preguntas de 
resumen del equipo de auditoria al final del DQA (véase el Paso 12 – Tabla 2 para obtener la lista 
de preguntas, las cuales se completaran en la FASE 5 – PASO 12). 
 
A medida que el equipo completa el Protocolo 1 de DQA: Evaluación del sistema, deberá tener 
presentes las siguientes dos preguntas que darán forma a los hallazgos preliminares (Paso 13) y el 
informe de auditoria (que se redactará en el Paso 15 y se finalizará en el Paso 17): 


1. ¿Garantiza el diseño del sistema general de recopilación de datos y presentación de 
informes, si se implementara según se lo planificado, datos de buena calidad?   Si es así, 
o no, indique porque? 


 
2. ¿Qué hallazgos de la auditoria del sistema ameritan recomendaciones para cambiar el 


diseño para mejorar la calidad de los datos?  Éstos deben documentarse en el Protocolo 
1 de DQA: Evaluación del sistema. 


 
Aviso: Cuando el equipo de auditoria se reúne con la unidad de M y E, se deberá determinar 
cómo se comunicarán los hallazgos de la auditoria al personal de los niveles inferiores. Los países 
tienen diferentes vías comunicación; en algunos el equipo de auditoria  comunicará los hallazgos 
preliminares en cada nivel, mientras que en otros, la unidad de M y E preferirá compartir los 


PASO 6. EVALUACIÓN DE LOS SISTEMAS DE MANEJO DE DATOS  
(EN LA UNIDAD DE M y E) 
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hallazgos al finalizar. Es importante que el equipo de auditoria respete el protocolo de cada país. 
El plan de retroalimentación deberá cubrir todos los niveles.  
 


 
El paso 7 es realizado por el equipo de auditoria. 


 
El Paso 7, el primero de tres pasos de verificación, evaluará, en una escala limitada, si las 
instalaciones proveedoras de servicios, los niveles intermedios de agregación (distritos o regiones) 
y la unidad de M y E están recopilando, agregando e informando de manera precisa y a tiempo. 
 
El equipo de auditoria usará la versión adecuada del Protocolo 2 de DQA:  Verificación de 
datos para los indicadores auditados, para determinar si las instalaciones han registrado con 
precisión la entrega de servicios en los registros. Luego, rastrearán esos datos para determinar si 
los totales han sido agregados sin errores y/o manipuladas de cómo se presentaron inicialmente 
por las instalaciones proveedoras de servicios, los niveles intermedios, y a la unidad de M y E. El 
protocolo tiene acciones específicas que el equipo deberá realizar en cada nivel del sistema de 
informe de datos (para ver más detalles sobre el Protocolo 2 de DQA:  Verificación de los 
datos, pasos 9 y 11.) No obstante, en algunos países, las instalaciones proveedoras de servicios 
podrían reportar directamente a la unidad central de M y E, sin pasar por niveles intermedios 
(distritos o regiones).  En esos casos, las verificaciones realizadas en la unidad de M y E deberán 
basarse en los informes presentados directamente por las instalaciones proveedoras de servicios. 
 
Ejercicio de verificación de los datos implica volver a contar las cantidades del nivel en el que 
fueron registradas inicialmente, entonces por fines prácticos, se puede llenar primero la hoja de 
cálculo de la unidad de M y E en el Protocolo 2 de DQA: Verificación de los datos.  De esa 
forma el equipo de auditoria tendrá las cifras agregadas de la unidad de M y E y, como puntos de 
referencia para los totales esperados cuando se vuelvan a contar en las instalaciones y en los 
niveles intermedios. 


PASO 7.  RASTREO Y VERIFICACIÓN DE LOS RESULTADOS DE LOS NIVELES 
INTERMEDIOS DE AGREGACIÓN (EN LA UNIDAD DE M y E) 
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El equipo de auditoria completará los siguientes pasos del Protocolo 2 de DQA:  Verificación de 
los datos en la unidad de M y E:  
 
1. Reagregación de los totales de todas las instalaciones intermedias de agregación:  Los 


resultados de todas las instalaciones intermedias de agregación (distritos o regiones) deben 
volver a agregarse y compararse con los reportes preparados por la unidad de M y E. El 
equipo de auditoria deberá identificar las razones de cualquier discrepancia entre los 
resultados verificados y los reportados. 


 
 ESTADÍSTICA: Calcular la razón de verificación de resultados por la  


unidad de M y E. 
 


Suma de los conteos de todas las instalaciones intermedias de agregación 
Conteo total del reporte presentado por la unidad de M y E 


 
2. Copiar los resultados de las instalaciones intermedias auditadas según se observan en 


el informe de resumen preparado por la unidad de M y E.  Para calcular el factor de ajuste 
(necesario para derivar un factor de verificación compuesto – véase el ANEXO 5), el equipo 
de auditoria tendrá que encontrar las cifras disponibles en la unidad de M y E para las 
instalaciones intermedias de agregación auditadas.  Es probable que estén contenidas en el 
informe de resumen preparado por la unidad de M y E o en una base de datos. 


 


3. Verificar la disponibilidad, integridad y puntualidad de los informes de todas los puntos 
intermedios de agregación. ¿Cuántos informes deberían haber de todos los puntos?  
¿Cuántos hay?  ¿Se recibieron a tiempo? ¿Están completos/íntegros? 


 
 ESTADÍSTICA:  Calcular el % de todos los informes que están A) disponibles; B) a tiempo; 


y C) completos.   
 
A) % de informes disponibles (disponibles para el equipo de auditoria) =  


Total de informes recibidos de todas las instalaciones intermedias 
Total de informes esperados de todas las instalaciones intermedias de agregación 


 
B) % de informes a tiempo (recibidos antes o en la fecha límite) =  


Total de informes recibidos a tiempo de todas las instalaciones intermedias 
Total de informes esperados de todas las instalaciones intermedias 


 
C) % de informes completos =  


Total informes completos de todas las instalaciones intermedias de agregación 
Total informes esperados de todas las instalaciones intermedias de agregación  


 
Es decir, para que un informe se considere completo, debe incluir por lo menos (1) el 
conteo relativo al indicador; (2) el período de informe; (3) la fecha de presentación del 
informe; y (4) la firma del miembro del personal que presentó el informe. 


 
Advertencia: Si existe algún indicio de que algunos de los informes fueron fabricados (para fines 
de la auditoria), el equipo de auditoria deberá registrar estos informes como “no disponibles” y 
buscar otras fuentes de datos para confirmar los conteos (por ejemplo, un informe de fin de año de 
la instalación, que contenga resultados del período de informe que esté siendo auditado). En 
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último caso, el equipo de auditoria podría visitar las instalaciones en las cuales los informes 
parecen haber sido fabricados para confirmar los totales. En cualquier caso, si esos conteos no 
pueden ser confirmados, el equipo de auditoria deberá descartarlos y reportar “0” para esas 
instalaciones en el Protocolo 2 de DQA: Verificación de los datos. 
 
Aviso: En ninguna circunstancia deberá el equipo registrar información que identifique a nadie, 
fotocopias, ni sacar ningún documentos de la unidad de M y E. 
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FASE 3: NIVELES INTERMEDIOS DE AGREGACIÓN 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
La tercera fase del DQA tiene lugar en uno o más niveles 
intermedios de agregación, donde los que los datos 
provenientes de las instalaciones proveedoras de servicios se 
agregan con datos de otras instalaciones de servicio y de allí, 
se reportan a  las oficinas centrales del programa/proyecto.  
Los pasos de la FASE 3 son:   
 


8. Determinar si componentes clave del sistema de 
manejo de datos e informes se han implementado en 
las instalaciones intermedias (distritos o regiones). 


 
9.  Rastrear y verificar las cifras provenientes de las 


instalaciones proveedoras de servicios, los pasos que 
se siguieron, y manipulaciones a nivel de 
instalaciones intermedias. 


 
Durante la FASE 3, el equipo de auditoria deberá reunirse con 
personal de M y E del programa/proyecto en el nivel 
intermedio, incluyendo miembros del personal de M y E y otro 
personal que colabore agregando los datos provenientes de 
las instalaciones, y que reporten esos resultados agregados (o 
manipulados) al siguiente nivel.   
 
Nota: Como se indicó anteriormente, en algunos países, las 
instalaciones proveedoras de servicios podrían reportar 
directamente a la unidad central de M y E, sin pasar por 
niveles intermedios. En esos casos, el equipo de auditoria no 
tiene que realizar la FASE 3. 
 
Se estima que los pasos de la FASE 3 tomarán entre medio 
día y un día. 


 
 


8. Evaluación de los 
sistemas de manejo 


de datos 


9. Rastreo y 
verificación de los 
resultados de los 
informes de las 
instalaciones 


FASE 3 


 Niveles 
intermedios de 


agregación 
(distrito, región) 
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El paso 8 es realizado por el equipo de auditoria. 


 
En el Paso 8, el equipo de auditoria continúa la evaluación del sistema de manejo de datos y 
presentación de informes en los niveles intermedios de agregación y manipulación de datos antes 
de reportar a la unidad de M y E del programa/proyecto. Las instrucciones para llenar planilla de 
de los niveles intermedios del Protocolo 1 de DQA: Evaluación del sistema se encuentran en el 
archivo Excel del protocolo. 
 


 
El paso 9 es realizado por el equipo de auditoria. 


 
El equipo de auditoria continuará el Protocolo 2 de DQA: Verificación de, datos, pasos 9 y 11.  
 


Paso 9 – Tabla 1.  Nivele intermedio de agregación:  Dos tipos de verificación de datos  
 


Verificaciones Descripción Se 
requiere 


1. Revisión de la 
documentación 


Revisar la disponibilidad, puntualidad y totalidad de todos los informes 
esperados desde los puntos de provisión de servicios durante el 
período seleccionado. 


En todos 
los casos 


2. Rastreo y 
verificación 


Rastrear y verificar las cantidades: (1) Volver a sumar las cantidades 
reportadas por las instalaciones; (2) Comparar los totales con las 
cifras presentadas al siguiente nivel o unidad de M y E del programa/ 
proyecto); e (3) Identificar las razones si hay diferencias. 


En todos 
los casos 


 
En esta etapa de auditoria, la auditoria busca determinar si las instalaciones intermedias 
agregaron correctamente los resultados de los puntos proveedores de servicios. 


 


PASO 8. EVALUACIÓN DE LOS SISTEMAS DE MANEJO DE DATOS 
(EN LOS NIVELES INTERMEDIOS DE AGREGACIÓN) 


PASO 9. RASTREO Y VERIFICACIÓN DE RESULTADOS DE LOS INFORMES DE 
LAS INSTALACIONES 


(EN LOS NIVELES INTERMEDIOS DE AGREGACIÓN) 
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El equipo de auditoria realizará los siguientes pasos de control de la calidad de datos para cada 
uno de los indicadores seleccionados en los niveles intermedios de agregación:  
 
1. Agregar nuevamente las cantidades recibidas de todos los puntos proveedores de 


servicios: Los resultados de todos los puntos proveedores de servicios deben volver a 
agregarse y se debe compararse con las cifras de reporte preparado por la instalación 
intermedia de agregación. El equipo de auditoria deberá identificar los posibles motivos de 
cualquier discrepancia encontrada entre los resultados verificados y los reportados. 


 
 ESTADÍSTICA: Cálculo de la razón de verificación de los resultados para la instalación 


intermedia de agregación. 
 


Suma de los conteos de todos los puntos proveedores de servicios 
Conteo total del informe resumen preparado por la instalación intermedia de agregación 


 
2. Revisión de la disponibilidad, totalidad y puntualidad de los informes recibidos de todos 


los puntos proveedores de servicios.  ¿Cuántos informes deben haber de todos los puntos 
proveedores de servicios?  ¿Cuántos se pueden verificar?  ¿Llegaron a tiempo? ¿Están 
completos? 


 
 ESTADÍSTICA: Calcular el % de todos los informes que están A) disponibles; B) a tiempo; 


y C) completos. 
 
A) % de informes disponibles (disponibles para el equipo de auditoria) =  


Cantidad de informes recibidos de todos los puntos proveedores de servicios 
Cantidad de informes esperados de todos los puntos proveedores de servicios 


 
B) % de informes a tiempo (recibidos en la fecha límite) =  


Cantidad de informes recibidos a tiempo de todos los puntos proveedores de servicios 
Cantidad de informes esperados de todos los puntos proveedores de servicios 


 
C) % de informes completos (es decir, contienen todos los datos relevantes para medir el 
indicador)=  


Cantidad de informes completos de todos los puntos proveedores de servicios 
Cantidad de informes esperados de todos los puntos proveedores de servicios 


 
Es decir, para que un informe se considere completo, debe incluir por lo menos (1) el 
conteo sobre el indicador; (2) el período de informe; (3) la fecha de presentación del 
informe; y (4) la firma del miembro del personal que presentó el informe. 


 
Advertencia: Si existe algún indicio de que algunos de los informes fueron fabricados (para fines 
de auditoria), el equipo de auditoria deberá registrar estos informes como “no disponibles” y 
buscar otras fuentes de datos para confirmar los conteos (por ejemplo, un informe de fin de año de 
la instalación, que contenga resultados del período de informe que esté siendo auditado). Como 
última solución, el equipo de auditoria visitar las instalaciones en las cuales los informes parece 
haber sido fabricados y obtener directa de las cifras reportadas. Si estas cifras no pueden 
confirmarse, el equipo de auditoria deberá descartar las cifras informados y reportar “0” para esas 
instalaciones en el Protocolo 2 de DQA:  Verificación de los datos. 
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Aviso: En ninguna circunstancia el equipo registrara datos personales de los entrevistados, 
fotocopiar ni sacar documentos de las instalaciones intermedias auditadas. 
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FASE 4: INSTALACIONES PROVEEDORAS DE SERVICIOS  
 


 
 
 


 


La cuarta fase del DQA tiene lugar en las instalaciones 
proveedoras de servicios seleccionadas, en las que se realizan 
los siguientes pasos de control de la calidad de los datos: 
 
10. Determinar si elementos clave del sistema de manejo de 


datos y presentación de informes del  programa/proyecto 
están siendo implementados en las instalaciones 
intermedias proveedoras de servicios. 


 
11. Rastrear y verificar los datos informados en los registros 


para los indicadores seleccionados.    
 


Durante la FASE 4, el equipo de auditoria deberá reunirse con 
el personal clave a cargo de recopilación de datos y 
administración de la instalación, incluyendo el personal que 
lleno los registros, agregó datos y verificó los informes antes 
de reportarlos al siguiente nivel administrativo.  
 
Se estima que los pasos de la FASE 4 tomarán entre medio 
a dos días.  Es posible que se necesite más de un día para 
instalaciones grandes (donde hay cifras de varios cientos), 
instalaciones que tienen centros satélite o cuando se 
realicen "inspecciones al azar". 
 


 
 


FASE 4 


10. Evaluación del 
sistema de 


recopilación de 
datos y preparación 


de informes 


11. Rastreo y 
verificación de los 
resultados de los 


documentos fuente 


 
Instalaciones/ 


organizaciones 
proveedoras de 


servicios 
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El paso 10 es realizado por el equipo de auditoria. 


 
 
En el Paso 10, el equipo de auditoria completara la platilla en Excel de instalaciones proveedoras 
de servicios del Protocolo 1 de DQA: Evaluación del sistema. 
 
 


 
El paso 11 es realizado por el equipo de auditoria. 


 
En la instalación proveedoras de servicios, cada protocolo específico al indicador comienza con 
una descripción de los servicios prestados para orientar al equipo de auditoria sobre qué se 
“cuenta” y reporta. Eso ayudará al equipo de auditoria sobre los registros relevantes en el punto 
de entrega de servicios, los cuales pueden ser bastante distintos para cada indicador (por 
ejemplo, expedientes de pacientes, registros de capacitación, otros registros). 
 
Independientemente del indicador que se esta verificando o el tipo de instalación (clínica/basada 
en una institución o basada en la comunidad), el equipo de auditoria realizará todos o algunos de 
los siguientes pasos de verificación (Paso 11 – Tabla 1) para cada indicador: 
 


 


PASO 10. EVALUACIÓN DEL SISTEMA DE RECOPILACIÓN DE DATOS Y 
PRESENTACIÓN DE INFORMES (EN LOS PUNTOS DE ENTREGA DE SERVICIOS) 


PASO 11.  RASTREO Y VERIFICACIÓN DE LOS RESULTADOS DE LOS 
REGISTROS (EN LOS PUNTOS DE ENTREGA DE SERVICIOS) 







 


 Auditoria sobre calidad de datos | 48 


Paso 11 – Tabla 1. Instalación de entrega de servicios:  Cinco tipos de  
verificación de datos 


 


Verificaciones Descripción Se 
requiere 


1. Descripción Describir la conexión entre la entrega de los servicios o suministros y 
cómo se llenó el registro de dicha entrega. 


En todos 
los casos  


2. Revisión de la 
documentación 


Revisar la disponibilidad y totalidad de todos los registros del 
indicador para el período del informe seleccionado. 


En todos 
los casos 


3. Rastreo y 
verificación 


Rastrear y verificar las cantidades reportadas: (1) Volver a contar las 
cifras reportadas en los registros disponibles; (2) Comparar las cifras 
verificadas con la cantidad reportada por la instalación; (3) Identificar 
las razones de cualquier diferencia.  


En todos 
los casos 


4. Verificaciones 
cruzadas 


Realizar "verificaciones cruzadas" de los totales de informes 
verificados con otras fuentes de datos (por ejemplo, expedientes de 
inventario, informes de laboratorio, otros registros, etc.). 


En todos 
los casos  


5. Inspecciones al 
azar 


Realizar "inspecciones al azar" para verificar la entrega real de los 
servicios o suministros a las poblaciones objetivo. 


De ser 
posible 


 
Antes de comenzar a verificar los datos, el equipo de auditoria necesitará entender y describir el 
sistema de información para el indicador seleccionado en la instalación auditada (es decir, desde 
el registro de la entrega del servicio hasta los informes consolidados para el siguiente nivel 
administrativo). 
 


1. DESCRIPCIÓN – Describe la conexión entre la entrega del servicio o suministros y cómo 
se llenó el registro.  Este paso proporcionará al equipo de auditoria un “marco de 
referencia” de la conexión entre la entrega del servicios y el proceso de registro para 
examinar si hay factores externos que afecten, como demoras y actividades que podrían 
perjudicar la exactitud y puntualidad de los registros de actividades. 


 
2. REVISIÓN DE LA DOCUMENTACIÓN – Revisar la disponibilidad y totalidad de todos los 


documentos fuente del indicador para el período del informe seleccionado. 


 Revisar una plantilla del registro básico (copia en blanco) y determinar si la 
instalación tiene cantidades suficientes de registros en blanco; 


 Verificar la disponibilidad e integridad de los registros y asegurarse que todos los 
registros correspondan al período que está siendo auditado; 


 Verificar que hayan procedimientos para prevenir los errores (por ejemplo, conteo 
doble de clientes por visitas de seguimiento, traslados, fallecimientos o abandonos . 


 
Los protocolos de DQA contienen una lista de registros probables. Si el equipo de auditoria 
determina que se usan otros registros, el equipo puede modificar y ajustar los protocolos y 
documentar sus “notas de trabajo” los cambios al protocolo.   El equipo auditor mantendrá 
estricta confidencialidad en relación a los registros.   


 
3. RASTREO Y VERIFICACIÓN – Volver a contar los resultados de los registros comparando 


las cifras verificadas con las cifras informadas por la instalación y explicar las discrepancias.   
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 ESTADÍSTICA:  Cálculo de la razón de verificación de los resultados para la instalación 
proveedor de servicios. 
 


Total conteos verificados en la instalación proveedor de servicios 
Total conteos informados en la instalación proveedor de servicios 


 
Algunas razones por posibles discrepancias son errores en el ingreso de datos o sumas.  El 
equipo auditor debería hablar con el personal a cargo del manejo de datos y las posibles 
explicaciones y de ser necesario, dar seguimiento con funcionarios a cargo de garantizar la 
calidad de los datos del programa. Este paso es de importancia crítica para identificar 
maneras de mejorar la calidad de los datos en las instalaciones proveedoras de servicios. El 
equipo de auditoria podría encontrar grandes errores “de ambos tipos” (sobreestimación o 
subestimación de los datos) en una instalación que podrían resultar en una discrepancia 
menor, pero que indican problemas considerables en de calidad de los datos.   De igual 
manera, un solo error de cálculo podría resultar en una gran discrepancia. Por lo tanto, 
además del factor de verificación para la instalación, el equipo de auditoria tendrá que tomar 
en consideración las razones de las discrepancias para llegar a conclusiones sólidas sobre 
la calidad de los datos. 


 
4. VERIFICACIONES CRUZADAS – Realizar verificaciones cruzadas de los totales 


observados con otras fuentes de datos.  Por ejemplo, comparar los resultados con el 
inventario de medicamentos, test de pruebas, o mosquiteros impregnados adquiridos y 
distribuidos , para ver si las cifras concuerdan.  Otras verificaciones cruzadas podrían incluir, 
por ejemplo, comparación de las fichas de tratamiento con los registros de la unidad, el 
laboratorio o la farmacia.  El equipo de auditoria puede añadir otras verificaciones cruzadas 
al protocolo. 


 
 ESTADÍSTICA:  Cálculo del porcentaje de discrepancia para cada verificación cruzada. 
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5. INSPECCIONES AL AZAR – Si permiten el tiempo y los recursos, se pueden realizar 


inspecciones al azar para verificar la entrega de servicios o suministros.  Las inspecciones al 
azar consiste en seleccionar un grupo de clientes (por ejemplo, de tres a cinco) de los 
registros y verificar si han recibido los servicios o suministros reportados.  Las inspecciones 
al azar pueden realizarse de dos maneras: (1) el equipo de auditoria obtiene los nombres y 
las direcciones de personas en la comunidad y trata de encontrarlas; o (2) el equipo de 
auditoria solicita que representantes de la instalación se comuniquen con los clientes y les 
pidan que vayan al lugar proveedor de servicios (por ejemplo, al día siguiente). Por motivos 
de confidencialidad, no será posible realizar inspecciones al azar para los indicadores 
relacionados con ciertos servicios médicos, como tratamiento para VIH.  


 
Como se indicó anteriormente, aunque los cinco pasos de verificación de datos del Protocolo 2 
de DQA: Verificación de los datos no deben cambiarse5 en cada paso de verificación puede 
modificarse para que se ajuste mejor al contexto del programa (por ejemplo, añadir verificaciones 
cruzadas, modificar la referencia de los registros).  Las modificaciones considerables se deberán 
discutir con la organización que solicitó el DQA. 
 
Aviso: En ninguna circunstancia el equipo de auditoria pedirá información personal de los 
entrevistados, fotocopiar ni sacar documentos de las instalaciones. 


                                                 
5 1. descripción, 2. revisión de la documentación, 3. rastreo y verificación, 4. verificaciones cruzadas, 5. 
inspecciones al azar. 
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FASE 5: UNIDAD DE M y E 
 


 
 
 
 
 


 


Para la quinta fase del DQA, el equipo auditor volverá a la 
unidad de M y E del programa/proyecto.  Los pasos de la 
FASE 5 son: 
 


12. Completar la evaluación del sistema de manejo de 
datos y presentación de informes respondiendo las 13 
preguntas generales del resumen de auditoria. 


 
13. Desarrollar los hallazgos preliminares y las 


recomendaciones 
 
14. Transmitir los hallazgos y recomendaciones 


preliminares a funcionarios y administradores de M y 
E del programa/proyecto durante una reunión final. 


 
Se estima que los pasos de la FASE 5 tomarán dos días. 
 


 
Unidad de 
manejo de  


M y E 


FASE 5 


12. Consolidación de 
la evaluación de los 
sistemas de manejo 


de datos 


13. Redacción de los 
hallazgos 


preliminares y 
recomendaciones 


14. Realización de la 
reunión de clausura 
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El paso 12 es realizado por el equipo de auditoria. 


 
Para el Paso 10, las plantillas en Excel del Protocolo 1 de DQA: Evaluación del sistema 
respecto a la unidad de M y E, los niveles intermedios de agregación y las instalaciones 
proveedoras de servicios estarán llenadas. En base a todas las respuestas, se generará 
automáticamente una tabla de resumen (Paso 12 – Tabla 1), así como una gráfica con las 
fortalezas y debilidades del sistema de manejo de datos y presentación de informes (Paso 12 – 
Figura 1).  Los resultados generados se basarán en el total de respuestas "Sí, completamente", 
"Parcialmente " y "No, nada" a las preguntas del Protocolo 1 de DQA:. Evaluación del sistema. 
 
Paso 12 – Tabla 1. Resumen:  Evaluación del sistema de manejo de datos y presentación de 


informes (Ilustración) 
 


 
 


PASO 12.  CONSOLIDACIÓN DE LA EVALUACIÓN DE LOS SISTEMAS DE 
MANEJO DE DATOS


Clave de código de color 


verde 2.5 - 3.0 Sí, completamente  
amarillo 1.5 - 2.5 En parte  


rojo < 1.5 No, nada 
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Paso 12 – Figura 1. Evaluación del sistema de manejo de datos y presentación de informes 
(Ilustración) 


 


GENERAL - Eval. de los sist. de manejo de datos y pres. de informes


2.8 2.1


1.3


2.5


1.4
0.0


0.5


1.0


1.5


2.0


2.5


3.0


Estructura, funciones y capacidades
de M y E


Def. de los indicadores 
y pautas de informe 


Formularios/ herramientas de
recopilación 


de datos y presentación de informes


Procesos de manejo
 de datos


Enlaces con el sist.
 nacional de informe 


 
 


Interpretación del producto:  Los totales generados para cada área funcional en las tablas de 
instalaciones proveedoras de servicios, nivel intermedio de agregación y unidad de M y E son un 
promedio de las respuestas codificadas de la siguiente manera:  3 para "Sí, completamente", 2 
para "Parcialmente" y 1 para "No, nada".  Las respuestas codificadas “N/A” o "No se aplica", no se 
cuentan en el puntaje. El valor numérico del puntaje no es importante; la intención de los puntajes 
es compararlos a través de áreas funcionales como medida para priorizar las actividades de 
fortalecimiento del sistema. Es decir, los puntajes se relacionan unos con otros y son del mayor 
significado al comparar el desempeño de un área funcional con otra.  Por ejemplo, si el sistema 
calcula un promedio de 2.5 para "Estructura, funciones y capacidades de M y E" y 1.5 para 
"Formularios/herramientas de recopilación de datos y preparación de informes", se podría concluir 
razonablemente que los recursos se emplearían de manera más eficiente para fortalecer los 
"Formularios/herramientas de recopilación de datos y preparación de informes" que para 
"Estructura, funciones y capacidades de M y E". Por lo tanto, los puntajes no se deben utilizar 
exclusivamente para evaluar el sistema de información. En lugar de ello, deben interpretarse 
dentro del contexto de las entrevistas, las revisiones de documentación, las verificaciones de 
datos y las observaciones hechas durante el ejercicio de DQA. 
 
Los resúmenes estadísticos servirán para que el equipo de auditoria responda las 13 preguntas 
generales en la Plantilla de resumen de auditoria del protocolo (véase el Paso 12 – Tabla 2).  
Para responder estas preguntas, el equipo de auditoria habrá completado las hojas de Excel 
Protocolo 1 de DQA: Evaluación del sistema para cada instalación y nivel visitado, así como la 
tabla de resumen y la gráfica de los hallazgos del protocolo (véase Paso 12 – Tabla 1 y Figura 1).  
Basándose en estas fuentes de información, el equipo de auditoria deberá ejercer su juicio para 
desarrollar una respuesta general al cuestionario de resumen de auditoria. 


Clave de código de color 


verde 2.5 - 3.0 Sí, completamente  
amarillo 1.5 - 2.5 En parte  


rojo < 1.5 No, nada 
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Paso 12 – Tabla 2. Cuestionario de resumen de auditoria 
 


13 PREGUNTAS GENERALES DEL RESUMEN DE AUDITORIA 


Área del programa:  


Indicador:   


Pregunta 


Respuesta 


Comentarios 
Sí, 


completamente 
Parcialmente 


No, nada 
 


N/A 


1 
¿Está el personal clave de M y E y manejo de datos identificado con 
responsabilidades claras asignadas?     


2 
¿Ha recibido la capacitación necesaria la mayoría del personal clave 
de M y E y manejo de datos?      


3 
¿Ha documentado claramente (por escrito) el programa/proyecto lo 
que se informa, a quién y cómo, y cuándo se requiere presentar el 
informe? 


    


4 
¿Hay definiciones operacionales de indicadores que cumplen con las 
normas relevantes que se observan sistemáticamente en todos los 
puntos de entrega de servicios? 


    


5 
¿Existen formularios estándar de recopilación de datos y preparación 
de informes que se usan sistemáticamente?     


6 
¿Se registran los datos con precisión/detalles suficientes para medir 
los indicadores relevantes?    


7 
¿Se mantienen los datos de conformidad con normas de 
confidencialidad nacional o internacional?   


8 
¿Se mantienen y se hacen disponibles los documentos fuente de 
conformidad con una política por escrito?      


9 
¿Existe documentación clara de los pasos de recopilación, 
agregación y manipulación?       


10 
¿Se identifican las dificultades de calidad de los datos y hay 
mecanismos establecidos para abordarlas?       


11 
¿Existen procedimientos claramente definidos y seguidos para 
identificar y reconciliar las discrepancias en los informes?        


12 
¿Existen procedimientos claramente definidos y seguidos para 
verificar periódicamente los datos fuente?       


13 
¿Está enlazado el sistema de recopilación de datos y preparación de 
informes del programa/proyecto con el sistema nacional de 
presentación de informes? 
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El paso 13 es realizado por el equipo de auditoria. 
 
Para el Paso 12, el equipo de auditoria habrá finalizado la evaluación del sistema y los protocolos 
de verificación de datos de los indicadores seleccionados.  Como preparación para la reunión de 
final con la unidad de M y E del el Paso 13, el equipo de auditoria redacta los hallazgos 
preliminares, incluyendo recomendaciones sobre los problemas en calidad de los datos 
identificados durante la auditoria. El Anexo 3, Paso 13 – Plantilla 1 provee un formato para las 
recomendaciones. Estos hallazgos y problemas se presentan a la unidad de M y E del 
programa/proyecto (Paso 14) y constituyen la base del informe de auditoria (Pasos 15 y 17).  El 
equipo de auditoria debe también enviar una copia de los hallazgos preliminares y las 
recomendaciones a la organización que solicitó el DQA. 
 
Los hallazgos preliminares y las recomendaciones se basarán en los resultados del Protocolo 1 
de DQA: Evaluación del sistema y el Protocolo 2 de DQA: Verificación de los datos y serán 
elaborados por el equipo de auditoria en base a: 
 


 Las columnas de comentarios de los protocolos en las que el equipo de auditoria 
explica los hallazgos relacionados con: (1) la evaluación del sistema de manejo de datos y 
presentación de informes; y (2) la verificación de una muestra de datos informados a través 
del sistema.  En cada protocolo, la columna final solicita que se coloque una marca de 
cotejo () junto a cualquier hallazgo donde haya una recomendación.   


 Documentos de trabajo que proveen mayor información de las pruebas que apoyan los 
hallazgos de control de la calidad de los datos. 


 
Los hallazgos deberán recalcar los aspectos positivos del sistema de M y E del programa/proyecto 
en relación al manejo y el reporte de datos, así como cualquier debilidad observada por el equipo 
de auditoria.  Es importante enfatizar que un hallazgo no significa necesariamente que el 
programa/proyecto tenga un diseño o implementación deficiente.  El programa/proyecto puede 
tener controles innovadores y pasos eficaces para garantizar que los datos se recopilen de 
manera consistente y fiable. 
 
No obstante, el propósito de la auditoria es fortalecer la calidad de los datos. Por consiguiente, a 
medida que el equipo auditor complete sus revisiones, deberá exponer claramente las pruebas de 
sus hallazgos y la necesidad de realizar mejoras para fortalecer el diseño y la implementación del 
sistema de M y E. Todos los hallazgos deberán estar respaldados por pruebas documentadas, 
que el equipo auditor citara y proveerá recomendaciones.  
 
Ejemplos de los hallazgos relacionados con el diseño y la implementación de los sistemas de 
recopilación, presentación de informes y manejo de datos del programa/proyecto incluyen:   
 


 Falta de documentación que describa los pasos de agregación y manipulación de datos. 
 Instrucciones poco claras y/o inconsistentes a las instalaciones que presentan informes 


sobre cuándo o a quién presentar los informes de datos.  
 Falta de personal para revisar y cuestionar los informes presentados. 


PASO 13. REDACCIÓN DE LOS HALLAZGOS PRELIMINARES Y 
RECOMENDACIONES 
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 Falta de un proceso formal para tratar los informes incompletos o imprecisos. 
 Falta de un programa de capacitación obligatorio para el personal encargado de recopilar 


datos y los administradores. 
 Diferencias entre las definiciones de los indicadores en el programa y las definiciones que 


aparecen en los formularios de recopilación de datos del programa/proyecto. 
 Falta de formularios de recopilación de datos estandarizados. 


 
Ejemplos de hallazgos relacionados con la verificación de datos generados por el sistema podrían 
incluir:   
 


 Falta de relación entre la entrega de los servicios y los registros. 
 Registros incompletos o imprecisos. 
 Errores de ingreso y/o manipulación de datos.  
 Interpretación errada o definición incorrecta de los indicadores. 


 
Recomendaciones 


En la sección de Recomendaciones, el equipo de auditoria deberá citar las evidencias que ponen 
en riesgo la calidad de los datos. El equipo debe también proveer una o más acciones para evitar 
que esto ocurra. Finalmente, el equipo de auditoria sugeriría fechas límites para que se cumplan 
las acciones recomendadas y solicitar la anuencia del programa/proyecto y la organización que 
solicitó el DQA. El Paso 13 – Tabla 1 ilustra un ejemplo de recomendaciones. 


 


Paso 13 – Tabla 1. Ilustración de hallazgos y recomendaciones para un programa de 
tratamiento de TB en un país “X”: Cantidad de casos de TB con baciloscopía positiva 


registrados bajo DOTS cuyo tratamiento fue exitoso 
 


El país “X” opera un programa de tratamiento de TB bien establecido y organizado, basado en las normas y 
protocolos de tratamiento internacionales.  Los procesos y requisitos para la presentación de informes 
sobre los resultados del programa están descritos específicamente en el Manual del Programa Nacional de 
Tuberculosis y Lepra.  El manual describe los formularios y registros para la presentación de informes para 
instalaciones proveedoras de servicios, distritos y regiones. 
 
Basándose en información recolectada mediante entrevistas con funcionarios clave y revisión de 
documentos, el equipo auditor ha identificado los siguientes temas relacionados con la calidad de los datos. 







 


 Auditoria sobre calidad de datos | 57 


 


Hallazgos y recomendaciones para la unidad de M y E 


1) Capacitación en M y E 
 
 HALLAZGO: El equipo de auditoria encontró que no existe un plan de capacitación sistemática en 


manejo de datos, que a su ves identifique las necesidades de capacitación, como las destrezas en el 
manejo de datos por los niveles del programa.  Desde los médicos en las instalaciones proveedoras 
de servicios, coordinadores de distrito, miembros del personal regional, hasta los administradores de 
datos de la unidad de M y E.  Actualmente, la capacitación la dan y financian varios departamentos en 
varios niveles del programa nacional de TB. 


RECOMENDACIÓN:  Que la unidad nacional de M y E del programa de TB elabore un plan para 
coordinar los recursos de capacitación disponibles e identifique las necesidades de capacitación en 
todo el sistema, entre ellas las mínimas para el manejo de datos. 


2) Verificación de los informes de los distritos por parte de los supervisores  
 
 HALLAZGO: La falta de revisión de los archivos utilizados para consolidar los informes trimestrales de  


las oficinas de distrito podría ser causa de posibles errores de agregación.  La verificación realizada 
por del equipo de auditoria identificó informes duplicados, obsoletos y que se reportaban anualmente 
en ves de trimestralmente, lo que podría dar errores en el ingreso de datos.   
 


RECOMENDACIÓN: Que un supervisor de gestión de programas revise regularmente los archivos 
utilizados para consolidar los informes regionales, después de recibirlos, pero antes de ingresar los 
datos, para reducir la posibilidad de errores. 


 
 HALLAZGO: Aproximadamente el 2% de los informes regionales presentados al MDS no tenían las 


firmas de los supervisores.  Estas firmas son necesarias como prueba que el informe fue revisado para 
verificar su integridad y corregir errores obvios.  


 
RECOMENDACIÓN:  Que el MDS recalque el requisito de que los informes presenten la firma de un 
supervisor, tal vez rechazando inicialmente aquéllos que no la tengan.  


 


3) Política de retención de los registros 
 
 HALLAZGO: El programa de TB no tiene una política para la retención de los registros, como las 


fichas de tratamiento, los historias clínicas y otros informes relacionados.  Aunque los documentos se 
conservan rutinariamente por años, un buen manejo de datos requiere de una política específica para 
la retención de documentos. 


 


RECOMENDACIÓN:  Que en el sistema de presentación de informes del programa de TB, identifique 
una política específica de retención de documentos y registros clave 
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Hallazgos y recomendaciones para las instalaciones del nivel intermedio de agregación 


4) Control de calidad en el ingreso de datos 
 
 HALLAZGO: El equipo de auditoria encontró que se toman medidas limitadas para eliminar la 


posibilidad de errores de ingreso de datos en los distritos.  Aunque el software de entrada de datos 
tiene un componente para identificar datos fuera de parámetros, el personal de distrito no refirió 
ninguna otra acción para eliminar los errores de ingreso de datos.   


 
RECOMENDACIÓN: Que el programa defina acciones para eliminar los errores de ingreso de datos 
al momento en que los datos se ingresen en el sistema electrónico. 


Hallazgos y recomendaciones para las instalaciones proveedoras de servicios   


 
5) Habilidad para acceder a los registros 
 


  HALLAZGO: En todas las instalaciones proveedoras de servicios, el equipo de auditoria tuvo 
dificultades para completar la verificación de datos porque al personal de la instalación se le dificultó, 
o no pudo conseguir los registros; por ejemplo, las fichas de tratamiento de de pacientes de TB que 
habían completado el tratamiento. Sin este tipo de verificación, el equipo de control de calidad de 
datos no podrá confirmar si las cifras de tratamiento son precisas o válidas. 


 
RECOMENDACIÓN:  Las instalaciones proveedoras de servicios de TB deben archivar y guardar 
sistemáticamente los archivos relacionados con el tratamiento de la TB, según los períodos de 
información específicos de manera que se puedan hallar fácilmente para fines de control.  
 







 


 Auditoria sobre calidad de datos | 59 


 


 
El paso 14 es realizado por el equipo de auditoria. 


 
Al concluir las visitas a las instalaciones, el equipo de auditoria deberá realizar una reunión de 
clausura entre funcionarios de M y E del programa/proyecto y el director/administrador del 
programa con el propósito de: 


1. Comunicar los resultados de las verificaciones de datos (recuento) y revisión de los sistemas; 
2. Presentar los hallazgos preliminares y recomendaciones; 
3. Plantear posibles pasos para mejorar la calidad de los datos. 
 
La reunión de clausura dará oportunidad al personal de manejo de datos del programa/proyecto 
de hablar sobre la viabilidad de las mejoras propuestas y los tiempos.  No obstante, el líder del 
equipo de auditoria deberá recalcar que los hallazgos del control hasta ese momento son 
preliminares y están sujetos a cambios una vez que el equipo haya tenido más tiempo para revisar 
y reflexionar sobre las pruebas recopiladas en los protocolos y documentos de trabajo.  
 
El equipo de auditoria pedirá al programa/proyecto que comunique los hallazgos a todas las partes 
interesadas en el país, como a los grupos de trabajo en M y E y al programa nacional. El equipo 
de auditoria también planteará cómo los funcionarios de M y E del programa/proyecto 
comunicarán los hallazgos a los puntos de entrega de servicios y los niveles intermedios de 
agregación (regiones, distritos) auditados. 
 
La reunión de clausura y los acuerdos a los que se llegue sobre los hallazgos y las mejoras 
propuestas deberán documentarse para que se presenten en el informe final de auditoria.  
 
 


PASO 14. REALIZACIÓN DE UNA REUNIÓN DE CLAUSURA 
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FASE 6: FINALIZACIÓN  
 


 
 
 
 


 
 
 
 
 
 
 
 
 
 


 
 
La fase final del DQA tiene lugar en las oficinas del equipo de DQA 
y a través de charlas telefónicas o personales con la organización 
que solicitó el DQA y el programa/proyecto.  Los pasos de la FASE 
6 son: 
 


15. Redactar el informe de auditoria. 
 
16. Discutir el borrador del informe con el programa/ 


proyecto y la organización que solicitó el DQA. 
 
17. Completar el informe final de auditoria y comunicar los 


hallazgos y recomendaciones finales al programa/ 
proyecto y a la organización que solicitó el DQA. 


 
18. Si corresponde, iniciar el seguimiento para asegurar que 


los cambios acordados se cumplan. 
 
 


Se estima que los pasos de la FASE 6 tomarán entre dos y 
cuatro semanas. 


 
Luego al 


trabajo de 
campo 


(Finalización) 


FASE 6 


15. Redacción del 
informe de auditoría 


16. Revisión y 
recopilación de 


retroalimentación del 
país y la 


organización que 
solicitó el DQA 


 
17. Finalización del 
informe de auditoría 


18. Inicio del 
seguimiento de las 


acciones 
recomendadas 
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El paso 15 es realizado por el equipo de auditoria. 


 
Al cabo de 1 ó 2 semanas, el equipo de auditoria deberá revisar toda la documentación obtenida 
durante la misión y redactar un informe de auditoria preliminar con los hallazgos y mejoras 
sugeridas. Cualquier cambio a los hallazgos de la auditoria después de la reunión de clausura 
deberá comunicarse claramente a los funcionarios del programa/proyecto del país. El borrador del 
informe de auditoria será transmitido al personal administrativo del programa/proyecto y la 
organización que solicitó el DQA. El Paso 15 – Tabla 1 muestra un bosquejo sugerido para el 
informe de auditoria. 
 


Paso 15 – Tabla 1: Bosquejo sugerido para el informe final de  
control de la calidad de los datos 


 
Sección Contenido 


I Resumen 


II Introducción y antecedentes 
 Propósito del DQA 
 Antecedentes d el programa/proyecto  
 Indicadores y período de informe – Razonamiento de selección 
 Instalaciones proveedoras de servicios – Razonamiento de selección 
 Descripción del sistema de recopilación de datos y presentación de informes 


(relacionado con los indicadores). 
 


III Evaluación del sistema de manejo de datos y presentación de informes  
 Descripción de los pasos tomados para la evaluación del sistema 
 Estadísticas de resumen (tabla y gráfica de radar de las áreas funcionales – Paso 12: 


Tabla 1 y Figura 1) 
 Hallazgos clave en los tres niveles: 


 Instalaciones proveedoras de servicios 
 Niveles intermedios de agregación 
 Unidad de M y E 


 Fortalezas y debilidades del sistema de manejo de datos (basados en las 13 preguntas 
del resumen de auditoria) 


 


IV Verificación de los datos 
 Descripción de los pasos de verificación de datos  
 Precisión de los datos – Factor de verificación 
 Precisión y confidencialidad de los datos 
 Disponibilidad, totalidad y puntualidad de los informes 
 Hallazgos clave en los tres niveles: 


 Instalaciones proveedoras de servicios 
 Niveles intermedios de agregación 
 Unidad de M y E 


 Evaluación general de la calidad de los datos 
 


PASO 15. REDACCIÓN DEL INFORME DE AUDITORÍA 
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V Recomendaciones y sugerencias para mejorar 


VI Clasificación final de la calidad de los datos (si así lo requiere lo exige la organización que 
solicitó el DQA). 


VII Respuesta del país a los hallazgos de DQA 


 


 
El paso 16 es realizado por el equipo de auditoria. 


 
Para llegar a un consenso y facilitar las mejoras a la calidad de los datos, el equipo debe compartir 
los informes de auditoria a la organización que solicitó el DQA y al personal administrativo del 
programa/proyecto y de M y E. El programa/proyecto tendrá la oportunidad de responder a 
los hallazgos y su respuesta deberá incluirse en el informe final de auditoria. 
 
 


 
El paso 17 es realizado por el equipo de auditoria. 


 
Una vez que el programa/proyecto y la organización que solicitó el DQA hayan revisado el 
borrador del informe de auditoria (en un plazo de dos semanas, a menos que se haya acordado 
un período distinto) y se hayan incluido la retroalimentación, el equipo de auditoria completará el 
informe final. Aunque el equipo de auditoria solicita retroalimentación, es importante que el 
contenido del informe final de auditoria sea exclusivo al equipo de auditoria. 
 
 


 
El paso 18 se realiza el equipo de auditoria. 


 
El equipo de auditoria entregara el informe final de la auditoria al proyecto/programa y a la 
organización que solicito el DQA, en un lapso no mas de 4 semanas de finalizado el 
trabajo de campo. 
 
 


 
El paso 19 puede ser realizado por la organización que solicitó el DQA y/o el equipo de auditoria. 


PASO 16. REVISIÓN Y RECOPILACIÓN DE RETROALIMENTACIÓN DEL PAÍS Y LA 
ORGANIZACIÓN QUE SOLICITÓ EL DQA 


PASO 17. FINALIZACIÓN DEL INFORME DE AUDITORÍA 


PASO 19. INICIAR EL SEGUIMIENTO DE LAS ACCIONES RECOMENDADAS  


PASO 18. COMUNICACIÓN CON EL PROGRAMA/PROYECTO  
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Se espera que el programa/proyecto envíe cartas de seguimiento una vez que se hayan efectuado 
los cambios/mejoras acordados.  Si la organización que solicitó el DQA desea que el mismo 
equipo de un seguimiento de las medidas de fortalecimiento, se deba hacer un acuerdo especifico.  
La organización que solicitó el DQA y/o el equipo de auditoria deberán mantener el cronograma de 
actividades para notificarse cuando se realicen (véase el ANEXO 3, Paso 19 – Plantilla 1).  En 
general, los problemas de calidad menores se deben resolver en uno a seis meses y los 
problemas más grandes entre seis a doce meses. 
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ANEXOS 
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ANEXO 1: Protocolos de DQA 
Protocolo 1: Evaluación del sistema 


Protocolo 2: Verificación de los datos 
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Protocolo 1 - Evaluación del sistema (VIH y malaria) 
 


LISTA DE TODAS LAS PREGUNTAS - Sólo como referencia (Protocolo 1 - Evaluación 
del sistema)  


Componente del sistema de M y E  


Una marca de cotejo 
indica el nivel del 


sistema de 
presentación de 


informes al cual se 
formuló la pregunta.


¿
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 d
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I - Estructura, funciones y capacidades de M y E  


1  
Existe una estructura/un organigrama documentado que identifica claramente los puestos que 
conllevan responsabilidades de manejo de datos en la unidad de M y E.  √  


  
Sí  


2  Todos los puestos dedicados a M y E y sistemas de manejo de datos están dotados de personal.  √  
  


- 


3 
Existe un plan de capacitación que incluye personal que participa en la recopilación de datos y 
presentación de informes en todos los niveles del proceso de preparación de informes.  √  


  
Sí  


4  
Todo el personal relevante ha recibido capacitación sobre el proceso y las herramientas de manejo 
de datos.  √  √  √  - 


5  
Un miembro directivo del personal (p. ej., el administrador del programa) es responsable de revisar 
las cifras agregadas antes de presentar/publicar los informes de la unidad de M y E.  √  


  
- 


6  
Hay personal designado responsable de revisar la calidad de los datos (es decir, la precisión, 
totalidad y puntualidad) recibidos de los niveles inferiores de informe (p. ej., regiones, distritos, puntos 
de servicio).  


√  √  
 


- 


7  
Hay personal designado responsable de revisar las cifras agregadas antes de presentarlas al nivel 
siguiente (p. ej., a los distritos, a las oficinas regionales, a la unidad central de M y E).  


 


√  √  - 


8  
La responsabilidad de registrar la entrega de los servicios en los documentos fuente está asignada 
claramente al miembro del personal correspondiente.  


  


√  - 


II - Definiciones de los indicadores y pautas de presentación de informes  


9  
La unidad de M y E ha documentado y compartido la definición de los indicadores con todos los 
niveles relevantes del sistema de presentación de informes (p. ej., regiones, distritos, puntos de 
servicio).  


√  
  


Sí  


10  
Existe una descripción de los servicios relacionados con cada indicador medido por el 
programa/proyecto.  √  


  
Sí  


La unidad de M y E ha proporcionado pautas por escrito a cada nivel inferior de informe sobre...  
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LISTA DE TODAS LAS PREGUNTAS - Sólo para referencia (Protocolo 1 - Evaluación del 
sistema)  


Componente del sistema de M y E  


Una marca de cotejo 
indica el nivel del 


sistema de 
presentación de 


informes al cual se 
formuló la pregunta.
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11    ... qué se supone que informen.  √  √  √  Sí  


12    … cómo (p. ej., en qué formato específico) han de presentarse los informes.  √  √  √  Sí  


13   … a quién deben presentarse los informes.  √  √  √  Sí  


14    … cuándo hay que entregar los informes.  √  √  √  Sí  


15  
Existe una política por escrito que indica por cuánto tiempo deben conservarse los documentos 
fuente y los formularios de presentación de informes.  √  


  
Sí  


III- Formularios/herramientas de recopilación de datos y preparación de informes  


16  
La unidad de M y E ha identificado un documento fuente estándar (p. ej., expediente médico, 
formulario de ingreso del cliente, registro, etc.) para ser usado por todos los puntos de entrega de 
servicios para registrar la entrega de los servicios.  


√  
  


Sí  


17  
La unidad de M y E ha identificado formularios/herramientas de preparación de informes estándar 
para ser usados por todos los niveles de presentación de informes.  √  


  
Sí  


18  
La unidad de M y E ha dado instrucciones claras sobre cómo completar los formularios/herramientas 
de recopilación de datos y preparación de informes.  √  √  √  Sí  


19  
Los documentos fuente y formularios/herramientas de preparación de informes especificados por la 
unidad de M y E son usados consistentemente por todos los niveles de presentación de informes.  


 


√  √  - 


20  
Si varias organizaciones implementan actividades bajo el programa/proyecto, todas usan los mismos 
formularios de preparación de informes y presentan los informes en las mismas fechas.  √  √  √  - 


21  
Los datos recopilados por el sistema de M y E son suficientemente precisos para medir los 
indicadores (p. ej., los datos relevantes son recopilados por sexo, edad, etc. si el indicador especifica 
que se segreguen según esas características).  


√  
  


- 


22  
Todos los documentos fuente y formularios de preparación de informes relevantes para medir los 
indicadores están disponibles para fines de auditoría (incluyendo copias impresas con fecha en el 
caso de un sistema computarizado).  


√  √  √  - 
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LISTA DE TODAS LAS PREGUNTAS - Sólo para referencia (Protocolo 1 - Evaluación del 
sistema)  


Componente del sistema de M y E  


Una marca de cotejo 
indica el nivel del 


sistema de 
presentación de 


informes al cual se 
formuló la pregunta.
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IV- Procesos de manejo de datos  


23 
La unidad de M y E ha documentado claramente los pasos de agregación, análisis y/o manipulación 
de los datos realizados en cada nivel del proceso de preparación de informes.  √  


  
Sí  


24  
Existe un procedimiento por escrito para abordar los informes tardíos, incompletos, imprecisos y 
faltantes, incluyendo un seguimiento de los niveles inferiores de informe sobre los asuntos 
relacionados con la calidad.  


√  √  
 


Sí  


25  
Si se han descubierto discrepancias de datos en los informes de los niveles inferiores, la unidad de M 
y E o los niveles intermedios de agregación (p. ej., los distritos o regiones) han documentado cómo 
se han resuelto esas inconsistencias.  


√  √  
 


- 


26  
Se provee retroalimentación sistemática a todos los niveles inferiores de informe sobre la calidad de 
sus informes (p. ej., precisión, totalidad y puntualidad).  √  √  


 
- 


27  
Hay medidas de control de calidad establecidas para cuando se ingresen los datos de los formularios 
impresos en una computadora (p. ej., ingreso doble, verificación posterior al ingreso de datos, etc.).  √  √  √  - 


28  
Para sistemas automatizados (computarizados), hay establecido un procedimiento de administración 
de la base de datos documentado claramente e implementado activamente. Eso incluye 
procedimientos de respaldo/recuperación, administración de seguridad y administración de usuarios.  


√  √  √  Sí  


29  
Existe un procedimiento de respaldo por escrito cuando el ingreso o el procesamiento de los datos se 
hace por computadora.  √  √  √  Sí  


30  
De ser así, la fecha más reciente de respaldo es adecuada dada la frecuencia de actualización del 
sistema computarizado (p. ej., se respalda semanal o mensualmente).  √  √  √  - 


31  
Los datos personales relevantes se mantienen de conformidad con normas de confidencialidad 
nacionales o internacionales.  √  √  √ - 


El sistema de preparación de informes evita el doble conteo de personas...  


32  
… dentro de cada punto/organización de entrega de servicios (p. ej., una persona que reciba el 
mismo servicio dos veces durante un período de informe, una persona registrada como recibiendo el 
mismo servicio en dos lugares distintos, etc.).  


√  √  √  - 


33  
… a través de todos los puntos/organizaciones de entrega de servicios (p. ej., una persona registrada 
como recibiendo el mismo servicio en dos puntos/organizaciones distintas de entrega de servicios, 
etc.).  


√  √  √  - 
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LISTA DE TODAS LAS PREGUNTAS - Sólo para referencia (Protocolo 1 - Evaluación del 
sistema)  


Componente del sistema de M y E  


Una marca de cotejo 
indica el nivel del 


sistema de 
presentación de 


informes al cual se 
formuló la pregunta.
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34  
El sistema de preparación de informes permite la identificación y el registro de una persona "dada de 
baja", "desaparecida del seguimiento" o fallecida.  √  √  √  - 


35  
La unidad de M y E puede demostrar que las visitas de supervisión regulares a las instalaciones se 
han efectuado y que se ha revisado la calidad de los datos.  √  


  
Sí  


V- Enlaces con el sistema nacional de presentación de informes  


36  
Cuando están disponibles, se usan los formularios/herramientas nacionales relevantes para recopilar 
datos y preparar informes.  √  √  √  Sí  


37  
Cuando corresponde, los datos se informan a través de un solo canal de los sistemas nacionales de 
presentación de informes.  √  √  √  - 


38  
Las fechas límite de presentación de informes se armonizan con las fechas relevantes del programa 
nacional (p. ej., fechas de cierre de los informes mensuales).  √  √  √  - 


39  
Las instalaciones de servicio se identifican mediante números de ID que se acogen a un sistema 
nacional.  √  √  √  - 
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Protocolo 2 – Protocolo de verificación de los datos (Ilustración – Intervenciones en la comunidad) 
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ANEXO 2: Plantillas para la organización que solicitó el 
DQA 
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Anexo 2 – Paso 1. Plantilla 1. Clasificación de países según inversiones y resultados presentados 


 


Enfermedad:  SIDA 


Países (o programas/ 
proyectos) 


(clasificados por 
dólares invertidos) 


Inversión en dólares 


Clasificación de los resultados informados  


Notas/ 


comentarios  


Área programatica 
Tratamiento 


Área programatica 
Comunicación para el 


cambio de 
comportamiento 


Área programatica 
Huerfanos y vulnerables 


Indicador 1 
Personas recibiendo 


ARV 


Indicador 2 


Cantidad de condones 
distribuidos 


Indicador 3 


Huerfanos y vulnerables 
que reciben cuidado y 


apoyo 


País X $66 millones 
2 


(6.500) 
4  


(3 millones) 
8  


(1.879) 
 


País Y $52 millones 
1 


(7.000) 
N/A 


10 
(1.254) 
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Anexo 2 – Paso 1. Plantilla 2.  Análisis de la magnitud relativa a las inversiones y los resultados según el área programatica 


 


Programa/proyecto:  _____________ 


Área del 
programa 


$ invertido en el 
área del programa 


% total de 
inversión en el 


programa/ 
proyecto 


Indicador clave del 
área programatica 


Meta o resultado 
presentado 


% de la meta  o 
resultados 


reportados por 
el país 


Notas/ 
comentarios 


Tratamiento TAR $2.000.000 80% 
Cantidad de personas 


que reciben TAR 
20.000 80%  
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Anexo 2 – Paso 1.  Plantilla 3.  Documentación de la selección del país, la condicionenfermedad/área de salud, programas/proyectos, área 


del programa e indicadores 
 


País  
Enfermedad/


Área de 
salud 


Programa/ 
proyecto 


Área 
programatica Indicador(es) Período de 


informe 


Criterios usados 
para seleccionar 
el indicador y el 


período de 
informe


Personas/ 
entidades que 
participaron en 


la determinación 
de la auditoria
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Anexo 2 – Paso 2. Plantilla 1. Modelo de aarta de notificacion y solicitud de documentación 


al programa/proyecto seleccionado 
 
Fecha 
Dirección 
Estimado(a) _____________________:  
 
[Nombre de la organización que solicita el control] ha seleccionado a [su organización] para  
realizar una auditoria de la calidad de los datos dell [nombre del programa/`proyecto].  
 
El propósito de esta auditoria es: (1) evaluar la capacidad de los sistemas de manejo de datos de 
los programas/proyectos que usted esta a cargo, para producir informes de calidad; y (2) verificar 
la calidad de los datos indicadores clave en instalaciones selectas.  [Nombre de la agencia 
auditora] realizará el trabajo y se comunicará con usted sobre este tema.   
 
Este control de la calidad de los datos se relaciona con [enfermedad], [área del programa] y las 
verificaciones se concentrarán en los siguientes indicadores: 
 


1 [nombre del indicador] 


2 [nombre del indicador] 
 
La auditoria hará posible: 


1. Evaluar el diseño de los sistemas de manejo de datos y presentación de informes; 


2. Verificar en instalaciones proveedoras de servicios y niveles intermedios de agregación 
selectos (por ejemplo, distritos, regiones) si el sistema está siendo implementado según fue 
diseñado; 


3. Rastrear y verificar las cifras informadas en el pasado para un número limitado de indicadores 
en algunos lugares; y 


4. Comunicar los hallazgos de auditoria y sugerir mejoras en el informe final de la auditoria. 
 
Antes de realizar el control, [indicar nombre de la agencia auditora] necesitará: 


- una lista de todas las instalaciones proveedoras de servicios con los reportes más 
recientemente (para los indicadores mencionados en el cuadro); 


- Complete la Plantilla 2 (adjunta a esta carta) con la descripción del sistema de recopilación de 
datos y presentación de informes (relacionado con los indicadores mencionados en el cuadro); 


- Los registros de recopilación de datos e informes (relacionados a los indicadores). 
 
Esta información es de importancia crítica para iniciar la auditoria, por lo tanto, agradeceriamos la 
envien en un plazo de dos semanas y la envíe a  [dirección de la agencia auditora]. 
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Para ayudar a que el equipo de auditoria realice la fase inicial, revisión del sistema general de 
manejo de datos y para reducir el tiempo en las instalaciones seleccionadas, rogariamos que 
también proporcione a la agencia auditora la documentación disponible en la lista de la Tabla 1 
(adjunta a esta carta). 
 
Le agradecemos que presente la documentación solicitada a _______________ en _________ a 
más tardar _______________.  Si la documentación está disponible electrónicamente, puede 
enviarse por correo electrónico a ________________. 
 
Después revisar la información en gabinete sobre los documentos recibidos, la agencia auditora 
continuará con la unidad de monitoreo y evaluación (M y E) del programa/proyecto en un número 
pequeño de instalaciones que reportan datos y las oficinas que consolidan datos en niveles 
intermedios (oficinas de distrito o regionales). Para facilitar las visitas a las instalaciones, dos 
miembros del personal de M y E, o que reciben, revisan y/o compilan los informes de las 
instalaciones, acompañen al equipo de auditoria durante el trabajo de campo. 
 
Debido a que el tiempo necesario para la auditoria depende de la cantidad y la ubicación de las 
instalaciones muestreadas, la agencia auditora se comunicará directamente con usted con 
información sobre el cronograma de visitas de acuerdo a una muestra.  De todas maneras, por 
favor considere que el trabajo de campo tomará entre 10 a 15 días, incluyendo dos días en la 
unidad de M y E, un día aproximadamente por instalación proveedor de servicios y un dia para 
visitar el nivel intermedio de agregación de datos (distrito o región).  
 
Por último, el equipo de auditoria y revisara los registros de las instalaciones (expedientes de 
pacientes/clientes, registros/libros de inscripción, etc.), por lo tanto, es importante que se les 
otorgue una autorización oficial para que tengan acceso a esa informacion. Quisiera asegurarle, 
que durante la auditoria no se tomara referencias ni ningún personal de los pacientes/clientes – el 
proposito del equipo es verificar los conteos y totales de los registros y consolidados para un 
período especifico de informacion. Los expedientes personales no se sacarán de la instalación ni 
se fotocopiarán. 
 
Haremos todo esfuerzo posible pora no interrumpir el trabajo del personal ni las actividades de las 
instalaciones a visitar.  En ese respecto, le agradeceriamos proporcione a la agencia auditora el 
nombre y referencias para contactar a una persona del establecimiento (de ser posible, el 
funcionario en jefe, a cargo del manejo de datos) asi solo limitaremos la comunicarnos con esta 
persona. Si tiene alguna pregunta, no dude en comunicarse con ________________en 
____________.   
 
Atentamente,  
 
 
cc:   Agencia Auditora del Gobierno 


Donantes/Socios de Desarrollo y Socios de Implementación 
Otros, según corresponda para el país y auditoria 
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Tabla 1 - Lista de áreas funcionales de auditoria y documentación a solicitar del 


programa/proyecto para la revisión de gabinete (si están disponibles) 
 
Áreas 
funcionales 


 
Documentación general solicitada 


Marcar si  
recibida  


 


Información de 
contacto 


 Nombres y referencias para contactar los funcionarios del 
programa/proyecto, principalmente el personal a cargo del manejo de 
datos.   


 


I - Estructuras, 
funciones y 
capacidades de 
M y E 


 Organigrama con descripción de funciones en M y E.  


 Lista de los puestos en M y E y su clasificación (a tiempo completo o 
parcial, ocupado o vacante).   


 


 Plan de capacitación en M y E, si existe. 
 


II- Definiciones 
de los 
indicadores y 
pautas de 
presentación de 
informes 


 Instrucciones sobre como reportar y la fechas limites 
 


 Descripción de cómo se registra la entrega de los servicios en los 
registros individuales, de la clinica y reportes rutinarios. 


 


 Diagrama del flujo de los datos: 


o desde las instalaciones a los niveles de consolidacion de datos 
(oficinas de distrito y regionales);  


o desde los niveles intermedios a la unidad de M y E. 


 


 Plan nacional de M y E, si existe. 
 


 Definiciones operacionales de los indicadores requeridos por la 
auditoria.  


 


III- Formularios 
y herramientas 
de recopilación 
de datos y 
preparación de 
informes 


 Formularios de registro para los indicadores requeridos por la 
auditoria. 


 


 Formularios para la presentación de informes para los indicadores 
auditados. 


 


 Instrucciones para llenar los registros consolidados y presentación de 
informes. 


 


IV- Procesos de 
manejo de datos  


 Documentos sobre los procesos de manejo de datos, incluyendo 
descripciones de los pasos de verificación, agregación y manipulación 
de datos en cada nivel del sistema de información. 


 


 Procedimientos escritos sobre como abordar dificultades y problemas 
en la calidad de los datos (por ejemplo, conteo doble, "abandonos "), 
incluyendo instrucciones enviadas a las instalaciones que reportan. 
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Tabla 1 - Lista de áreas funcionales de auditoria y documentación a solicitar del 
programa/proyecto para la revisión de gabinete (si están disponibles) 


 
Áreas 
funcionales 


 
Documentación general solicitada 


Marcar si  
recibida  


 
  Guias y cronograma de vistas de supervision. 


 


V- Interface con 
el sistema 
nacional de 
informacion  


 Descripcion de la interface entre el sistema de información del 
programa/proyecto y el sistema nacional de información.  
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Anexo 2 – Paso 2. Plantilla 2. Descripción del sistema de recopilación de datos y presentación de informes 
 


Sírvase completar una plantilla para cada indicador a verificar por la auditoria de la calidad de los datos (Data Quality Audit [DQA]) 
 


Nombre del indicador  


Definición del indicador  


 


1. ¿Hay alguien a cargo del manejo y análisis de datos en la unidad de monitoreo y evaluación (M y E) en el nivel central? Sí No 


 


 1.1. De ser así, indicar el nombre y la dirección electrónica de la persona de contacto. Nombre  


   Correo electrónico  


 
 


REGISTRO DE LA ENTREGA DEL SERVICIO EN FORMULARIOS Y CUADERNOS DE REGISTRO (en los puntos de entrega de servicios) 
 


2. ¿Existen registros y formularios nacionales estandarizados que usan todos los puntos de entrega de servicios? Sí No 
 


 2.1. Si no existen, ¿cuántos registros y formularios se utilizan en los puntos de entrega de servicios? Número  


 
 


3. ¿Cómo se llaman los registros y formularios de los puntos de entrega de servicios? 


 Nombres de los registros y formularios  


 
 


4. ¿Cuáles son los campos del formulario para construir los indicadores relevantes? Campo 1  


 Campo 2  


 Campo 3  


 Campo 4  


 Sírvase añadir…  
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INFORMES DESDE LOS PUNTOS DE ENTREGA DE SERVICIOS HASTA LA UNIDAD NACIONAL DE M y E (a través de niveles intermedios – distritos, 
regiones, etc.) 


 


5. Use la tabla a continuacion para describir el proceso de presentación de informes en su país. En el primer renglón, proporcione información sobre los 
informes recibidos en la oficina central. Muestre de dónde provienen esos informes, cuántos espera para cada período de informe y cuántas veces al año los 
recibe. 


 


Informes recibidos por: Remitente 
Cantidad de remitentes 


(es dedir, si los informes son 
enviados por distritos, indique 


cuántos distritos) 


Veces al año que se 
reciben los informes 


(por ejemplo, trimestralmente = 
4 veces) 


    
    
    
    
    
 
 


6. ¿Cuál es la unidad administrativa mas baja del cual recibe datos en la unidad de de M y E a nivel central? 
 


     


 Pacientes individuales Instalaciones de salud Distritos Regiones Otro… [especifique]  
 
 
 


7. ¿En qué nivel se inicia la computarizacion de datos (es decir, cuándo se ingresan en una computadora)? 
 


 Instalaciones de salud    Distritos Regiones Nacional Otro… [especifique]  
 
 


8. Otros comentarios (si corresponde). 
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Por último, adjuntar plantillas de los (1) registros basicos y (2) informes recibidos por cada nivel. 
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Anexo 2 – Paso 2. Plantilla 3. Carta de solicitud de autorización oficial para el DQA 
 
Fecha 
 
Dirección de la “agencia nacional/oficial” que autorizaria una auditoria a la calidad de los datos 
 
Distinguido (a) _____________________:  
 
Como parte de sus actividades de apoyo, la/el [nombre de la organización que solicita el control] ha 
seleccionado al/el [programas/proyectos] en [país] para  realizar una auditoria de la calidad de la 
informacion.  Pendiente a su aprobación, la auditoria se realizaria entre [mes       y       ] de [año].  
 
El propósito de esta auditoria es para evaluar la capacidad del sistema de informacion para presentar 
informes de alta calidad, rastrear y verificar los resultados sobre los indicadores a continuacion, en 
instalaciones proveedoras de servicios seleccionadas: 
 


1 [nombre del indicador] 


2 [nombre del indicador] 


 
[Nombre de la organización que solicita l auditoria] ha seleccionado a [nombre de la empresa auditora] para  
realizar la auditoria de la calidad de los datos. 
 
La realización de esta auditoria requerira acceso a los datos del sistema nacional de informacion sobre 
[enfermedad/condicion y área programatica]. La auditoria incluirá volver a contar los datos durante períodos 
especificos de informacion, incluyendo obtener y revisar registros basicos (por ejemplo, registro de 
pacientes/clientes o libros de inscripción, formularios de registro de capacitación, distribución de 
suministros).  Aunque el equipo de auditoria revisara información de pacientes, el equipo mantendra esos 
datos con estricta confidencialidad y ninguna documentación de auditoria revelará esa información personal. 
El propósito para acceder a esa información es estrictamente para fines de conteo y verificación cruzada. 
Igualmente, el equipo de auditoria necesitará tener acceso y usar datos en instalaciones proveedoras de 
servicios; en ese caso, los expedientes personales no se sacarán de la instalación ni se fotocopiarán. 
 
Si tiene alguna pregunta sobre la auditoria, le rogaria comunicarse con_____________en __________. 
 
Por consiguiente, [nombre de la organizaicón que solicita la auditoria] solicita formalmente su aprobación 
para realizar la auditoria sobre la calidad de la informacion. 
 
 
 
 
Atentamente,         Fecha: 
 
___________________      ____________________ 
         Cargo 
 
cc:   Director del programa/proyecto, donante/socios de desarrollo y socios de implementación, otros, 


según sea apropiado para la auditoria. 
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ANEXO 3: Plantillas para la agencia y el equipo de 
auditoria 
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Anexo 3, Paso 2 – Plantilla 1. Hoja de información para la unidad de M y E que participa en 
el DQA 
 


1. Objetivo del DQA 


Los objetivos de la auditoria de la calidad de los datos son: 
 verificar que los sistemas de manejo de datos esten bien establecidos; y 
 verificar la calidad de los datos sobre indicadores clave en una selección de instalaciones. 


2. Áreas del programa que se incluyen en el control


- será completado por el equipo de auditoria - 


3. Periodos de los reportes a incluirse 


- será completado por el equipo de auditoria - 


4. Tareas de audotoria en la unidad de M y E 


 Entrevistar al administrador del programa, al personal de M y E y a los que manejan datos. 
 Revisar disponibilidad, totalidad y puntualidad de los informes de los niveles de informacion. 
 Volver a contar las cifras de los informes recibidos y compararlos con los totales reportados a la unidad 


de M y E. 


4. Personal que deberá estar disponible en la unidad de M y E durante el DQA 


 Administrador del programa. 
 Encargado oficial del manejo de datos. 
 Personal a cargo de la revisión y compilación de los informes de los niveles de informacion. 
 Personal de informática que participa en la administración de la base de datos, si corresponde. 
 Personal de organizaciones que colaboran en el fortalecimiento de los sistemas de M y E, si 


corresponde. 


5. Documentación que deberá prepararse antes de la llegada del equipo de auditoria 


 Reportes generados por la unidad de M y E para un período especifico. 
 Acceso a los informes consolidados para ese período especifico. 
 Organigrama con niveles y responsabilidades en M y E. 
 Lista de los puestos de M y E y su clasificación (por ejemplo, a tiempo completo o parcial, ocupado o 


vacante). 
 Plan de capacitación de M y E, si existe. 
 Instrucciones para presentar informes sobre requisitos y fechas límite. 
 Descripción de cómo registrar la entrega de servicios en los registros y en otros como las fichas clínicas 


y los informes rutinarios. 
 Flujograma de los datos desde las instalaciones proveedoras de servicios hasta la unidad de M y E. 
 Plan nacional de M y E, si existe. 
 Definiciones operacionales de los indicadores que serán auditados (véase el renglón 2 arriba). 
 Formularios de recopilación de datos y preparación de informes para los indicadores que serán 


auditados (con instrucciones para su llenado). 
 Documentación sobre el de manejo de datos, incluyendo descripciones de los pasos de verificación, 


agregación y manipulación de datos realizados en cada nivel del sistema de presentación de informes. 
 Procedimientos para abordar dificultades y problemas comunes relacionadas con la calidad de los datos 


(por ejemplo, conteo doble, "abandono al seguimiento"), incluyendo instrucciones enviadas a las 
instalaciones que reportan. 
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 Directrices y programas para las visitas rutinarias de supervisión a las instalaciones. 


6. Tiempo que el equipo de auditoria espera dedicar a la unidad de M y E


Será completado por el equipo de auditoria 
[Pauta: 2 días – un día al comenzar y un día al finalizar el DQA] 


 
ADVERTENCIA: En ninguna circunstancia deberán fabricarse informes para fines de la 
auditoria. 
 
 


Anexo 3, Paso 2 – Plantilla 2. Hoja de información para los niveles intermedios de 
agregación seleccionados para el DQA


 


1. Objetivo del DQA 


Los objetivos de la auditoria de la calidad de los datos son: 
 verificar que los sistemas de manejo de datos esten bien establecidos; y 
 verificar la calidad de los datos sobre indicadores clave en una selección de instalaciones. 


2. Indicadores incluidos en la auditoria


- será completado por el equipo de auditoria - 


3. Peridodo especifico a ser revisado 


- será completado por el equipo de auditoria - 


4. Tareas a realizarse en el nivel intermedio de agregación de datos 


 Entrevistar al administrador del establecimiento y al personal a cargo del manejo y compilación de 
datos. 


 Revisar disponibilidad, totalidad y puntualidad de los informes de los niveles de informacion. 


 Volver a contar las cifras de los informes recibidos y compararlos con los totales reportados a la unidad 
de M y E. 


5. Personal que deberá estar disponible durante el DQA en el nivel intermedio de agregación 


 Administrador de la instalación. 


 Personal a cargo de la revisión y compilación de los informes de los nieveles de informacion. 


 Personal de informática a cargo de la base de datos, si corresponde. 


6. Documentación que deberá prepararse antes de la llegada del equipo de auditoria 


 Resultados reportados al nivel inmediato superior para el período de informe seleccionado (véase el 
punto 3 arriba). 


 Acceso a los informes consolidados de la instalación para ese período (véase el punto 3 arriba). 


 Descripción de los pasos de consolidacion y/o manipulación de datos por niveles de informacion. 


7. Tiempo que el equipo de auditoria espera dedicar al nivel intermedio de agregación 


Será completado por el equipo de auditoria 
[Pauta: entre medio día y un día en cada instalación de nivel intermedio de agregación] 


 
ADVERTENCIA: En ninguna circunstancia deberán fabricarse informes para la auditoria. 
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Anexo 3, Paso 2 – Plantilla 3. Hoja de información para los servicios seleccionados para el 


DQA
 


1. Objetivo del DQA 


Los objetivos de la auditoria de la calidad de los datos son: 
 verificar que los sistemas de manejo de datos esten bien establecidos; y 
 verificar la calidad de los datos sobre indicadores clave en una selección de instalaciones. 


2. Indicadores incluidos en la auditoria


- será completado por el equipo de auditoria - 


3. Peridodo especifico a ser revisado 


- será completado por el equipo de auditoria - 


4. Tareas realizadas por el equipo de auditoria en la instalación de entrega de servicios   


 Entrevistar al administrador de la instalación y al personal a cargo de recopilar y compilar datos. 


 Entender cómo y cuándo se completan los regitros de la entrega de los servicios. 


 Revisar la disponibilidad y totalidad de todos los registros para el período de informacion seleccionado. 


 Volver a contar las cifras de los informes recibidos y compararlos con los totales reportados por la 
instalación. 


 Comparar las cantidades informadas con otras fuentes de datos (por ejemplo, expedientes de 
inventario, informes de laboratorio, registros, etc.). 


 Verificar la entrega de los servicios o suministros a las poblaciones objetivo (si es factible). 


5. Personal que deberá estar disponible en la instalación de entrega de servicios durante el DQA


 Administrador de la instalación. 


 Personal responsable de llenar los registros y fomularios (por ejemplo, fichas de tratamiento, registros 
clínicos, etc.). 


 Personal responsable de ingresar los datos en los sistemas de computación (según corresponda). 


 Personal responsable de compilar los informes rutinarios (por ejemplo, mensuales, trimestrales, etc.). 


6. Documentación que deberá prepararse antes de la llegada del equipo de auditoria 


 Reportes enviados al nivel superior para el período de informe seleccionado (véase el punto 3 arriba). 


 Todos los registros para el período de informe seleccionado, incluyendo los registros de las 
instalaciones auxiliares/periféricas/satélite (véase el punto 3 arriba). 


 Descripción de los pasos de consolidacion y/o manipulación de datos por niveles de informacion.. 


7. Tiempo que el equipo de auditoria espera dedicar a la instalación de entrega de servicios


Será completado por el equipo de auditoria 
[Pauta: entre medio día y dos días (es decir, es posible que se requiera más de un día para instalaciones 


grandes donde se informan cifras de varios cientos o instalaciones que incluyen centros satélite o cuando se 
realicen "inspecciones al azar").] 


 
ADVERTENCIA: En ninguna circunstancia deberán fabricarse documentos o informes para 


auditoria. 
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Anexo 3, Paso 4. Plantilla 4. Lista de verificación de preparación para las visitas a las 
instalaciones auditadas por el equipo de auditoria  


 


 


No. 
 


Artículo 
Marcar al 
completar 


() 


1 Carta de autorización  


2 Guias de implementación  


3 
Protocolo 1 de DQA: Evaluación del sistema (copias impresas de todas las hojas 
de cálculo pertinentes y el archivo de computadora)   


4 
Protocolo 2 de DQA:  Verificación de los datos (copias impresas de todas las 
hojas de cálculo pertinentes y el archivo de computadora)  


5 Listas de las instalaciones y contactos  


6 Cronograma final de visitas a las instalaciones   


7 Computadora portátil (por lo menos una por subequipo)  


8 Plan de apoyo logístico  


9 
Documentación relevante suministrada por el programa/proyecto para la revisión 
de gabinete  


10 Otros  
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Anexo 3, Paso 5 – Plantilla 1. Formato para la toma de notas en las entrevistas/reuniones 


con los administradores y el personal clave de M y E 


Nombre y dirección del programa/proyecto:   


Número de contrato (si es pertinente):   


Nombre de la persona entrevistada:   


Auditor: Fecha de la entrevista: 


Área del programa: Indicadores relevantes:   


Número de referencia o índice: 


 


 


Propósito de la entrevista:   


Descripción de lo que se habló: 


  


Firma del auditor:   Fecha: 
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Anexo 3, Paso 13 – Plantilla 1. Recomendaciones de control de la calidad de los datos 


Nombre y dirección del programa/proyecto:   


Número de contrato (si es pertinente):   


Persona de contacto:   


Auditor: Fecha de la auditoria: 


Lugar: Indicadores relevantes:   


Clasificación: Principal / Secundario  Dimensión de la calidad de los datos6: 


Explicación de los hallazgos (incluyendo las evidencias): 


 


Acción correctiva recomendada (completar antes de la reunión de clausura con el 
programa/proyecto):   


Notas de la reunión de clausura con el programa/proyecto:   


Recomendación final de acciones (completar después de la reunión de clausura con el 
programa/proyecto):   


Fecha esperada de finalización (si se aplica): 


Firma del auditor:   Fecha: 


 


                                                 
6 Las dimensiones de calidad de los datos son: Exactitud, fiabilidad, precisión, totalidad, puntualidad, 
integridad y confidencialidad. 
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Anexo 3, Paso 19 – Plantilla 1:  Archivo recordatorio de actividades de fortalecimiento de la 
calidad de los datos de M y E del programa/proyecto 


 
Nombre y dirección del programa/proyecto:  
 
 
Número de contrato (si es pertinente):  
 


Persona de contacto:   
 


Auditor: 
 


Fecha de la auditoria: 
 
 


Área del programa: Indicadores relevantes:


Título y descripción 
de la actividad 


Fecha estimada 
de finalización


Personas 
responsables


Fecha de 
verificación 


Resultado
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ANEXO 4: Selección de las instalaciones usando 
muestreo por conglomerado 
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Instrucciones de muestreo con la estrategia de muestreo D – Selección de muestreo por 
conglomerado: 
 


1. Determine la cantidad de conglomerados e instalaciones.  El equipo de auditoria deberá 
colaborar con la organización que solicitó el DQA para determinar la cantidad de 
conglomerados y el numero de instalaciones dentro los conglomerdos.   


2. Más de un nivel intermedio.  En caso de haber más de un nivel intermedio de consolidacion 
(es decir, los datos fluyen del distrito a la región antes de pasar al nivel nacional), deberá 
tomarse una muestra de conglomerdo en tres etapas.  Es decir, deben muestrearse dos 
regiones y luego dos distritos de cada región.   


3.  Sin nivel intermedio.  Si los datos se informan directamente desde la instalación 
prestadora de servicios al nivel nacional (es decir, no hay instalaciones intermedias de 
consolidacion), la selección de las instalaciones se hará como se indicó anteriormente 
(muestreo por conglomerdaos en el que el distrito es la unidad de muestreo principal) pero 
el cálculo del factor de verificación cambiará.  En este caso, no se hacen ajustes por 
errores que ocurran entre el distrito y el nivel nacional.   


4. Prepare el marco muestral.  El primer paso de la selección de conglomerados es preparar 
un marco de muestreo o una lista de todos los distritos (o conglomerados) en los que se 
realizara la actividad (por ejemplo, distritos con instalaciones de tratamiento por TAR).  La 
metodología requiere que se seleccionen agrupaciones en proporción al volumen de 
atenciones.  Es útil hacer el marco de muestreo mostrando los conglomerados con el 
volumen de atenciones.  Por ejemplo, si un determinado conglomerado es responsable del 
15% del flujo de clientes, ese conglomerado debe comprender el 15% del marco de 
muestreo.  Véase el Ejemplo de la estrategia de muestreo D (Anexo 4, Tabla 3) para más 
detalles.  Tenga cuidado de no organizar el marco de muestreo de tal manera que la 
selección de agrupaciones este sesgada.  Ordenar las agrupaciones podría introducir 
periodicidad; por ejemplo, cada 10ª conglomerado es un distrito rural.  Por lo general, en 
orden alfabetico es una manera inocua de ordenar las agrupaciones.  


5. Calcule el intervalo de muestreo.  El intervalo de muestreo se obtiene dividiendo la 
cantidad de unidades en el marco de muestreo por la cantidad de elementos que se 
muestrearán.  Mediante una tabla de números aleatorios (Anexo 4, Tabla 5) o un método 
similar, elija aleatoriamente un punto de partida en el marco de muestreo.  Ése será el 
primer distrito muestreado.  Luego proceda a través del marco de muestreo y seleccione 
los distritos que coincidan con múltiplos del intervalo de muestreo.   


6. Seleccione un punto de inicio al azar.  Use la tabla de números aleatorios del Anexo 4, 
Tabla 5, para generar un número de inicio aleatorio.  Seleccione el punto de partida en la 
tabla volteando la mirada y marcando con un lápiz un punto en la tabla.  Trace una línea 
sobre la hilera más cercana al punto y una línea a la izquierda de la columna más cercana 
al punto.  Desplácese hacia abajo y a la derecha de su punto de partida, seleccione el 
primer número de la tabla cuyos últimos dígitos X sean entre 0 y N (si N es una cifra de dos 
dígitos, entonces X sería 2, si es una cifra de cuatro dígitos, X sería 4, y así 
sucesivamente). 
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Ejemplo: 


N = 300; M = 50; el punto de partida es la columna 3, hilera 2 de la tabla de números 
aleatorios; lea hacia abajo. Seleccionaría 043 como su número de inicio.  


59468 
99699 
14043 
15013 
12600 
33122 
94169 
etc... 


 
7. Seleccione las agrupaciones.  Desplácese hacia abajo por la lista ordenada y numerada de 


agrupaciones y deténgase en el número de partida.  Ésa es el primer conglomerado.  
Proceda hacia abajo por el marco de muestreo por una cantidad de elementos equivalente 
al intervalo de muestreo.  El número de partida + intervalo de muestreo = 2do 
conglomerado.  El número de partida + 2 (intervalo de muestreo) = 3er conglomerado, y asi 
susesivamente. 


8. Estratifique los puntos de entrega de servicios.  Ordene los puntos de entrega de servicios 
dentro de cada uno de los distritos muestras según el volumen de servicios, es decir, el 
valor del indicador para el período de informe que esté siendo auditado.  Divida la lista en 
estratos según la cantidad de instalaciones que serán seleccionadas.  De ser posible, 
seleccione un número igual de instalaciones de cada estrato.  Por ejemplo, si va a 
seleccionar tres instalaciones, cree tres estratos (pequeño, mediano y grande).  Si va a 
seleccionar dos instalaciones, cree dos estratos.  Para seis instalaciones, cree tres estratos 
y seleccione dos instalaciones por estrato, y así sucesivamente.  Divida el margen (reste el 
valor más pequeño del más grande) entre el número de estratos para establecer los puntos 
de corte de los estratos. Si las instalaciones no están igualmente distribuidas entre los 
estratos, use su juicio para asignar instalaciones a los estratos.  


9. Seleccione los puntos de entrega de servicios.  Para cantidades grandes de instalaciones 
puede usar una tabla de números aleatorios y seleccionar las instalaciones 
sistemáticamente según se explicó anteriormente.  Para una cantidad pequeña de 
instalaciones, puede utilizarse un muestreo aleatorio sencillo para seleccionar las 
instalaciones dentro de las agrupaciones. 


10. Seleccione instalaciones “de reserva”.  De ser posible, seleccione una instalación de 
reserva para cada estrato.  Use esas instalaciones únicamente si no puede visitar las 
seleccionadas originalmente debido a asuntos de seguridad u otros factores.  Vuelva a 
comenzar con un marco de muestreo nuevo para seleccionar esas instalaciones (excluya 
las que ya seleccionó).  No reemplace las instalaciones por motivos de conveniencia.  De 
ser posible, el reemplazo de instalaciones deberá plantearse a la organización que solicitó 
el DQA. 


11. Conozca su metodología de muestreo.  Se supone que las instalaciones se seleccionen o 
controlen de la manera más aleatoria (y equitativa) posible, con el beneficio de la 
conveniencia y economía de un muestreo por conglomerado.  Es posible que le pidan que 
explique por qué seleccionó una instalación en particular.  Esté preparado para describir 
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los métodos de muestreo y explicar la selección equitativa de las instalaciones. 
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Ejemplo – Estrategia de muestreo D: Selección de muestreo por conglomerado 


 
En el siguiente ejemplo, la estrategia de muestreo D (muestra por conglomerado de dos etapas 
modificada) se usa para obtener una muestra de instalaciones de TAR en “nuestro país” para 
derivar una estimación de la calidad de los datos al nivel nacional.  En un diseño de muestreo por 
conglomerado, la muestra final se deriva en etapas.  Cada etapa consiste en dos actividades: (1) 
listar y (2) muestrear.  Listar significa hacer una lista completa de todos los elementos de los 
cuales se seleccionará una cantidad. Muestrear es cuando se elige al azar una cantidad 
predeterminada de elementos de la lista completa de elementos.   Una muestra es únicamente tan 
buena como la lista de la cual se derivó.  La lista, que también se denomina el marco de muestreo, 
es “buena” (válida) si es completa, es decir, si incluye todos los elementos conocidos que integran 
la población de elementos.  En el caso de las instalaciones de TAR en un país, un buen marco de 
muestreo significa que cada una de las instalaciones de TAR del país está debidamente 
identificada en la lista. 


1. Indicador de ilustración para esta aplicación = Cantidad de personas que reciben terapia 
antirretroviral (TAR) 


2. Objetivo de la auditoria: verificar la consistencia de los informes nacionales de progreso de 
TAR de nuestro país basándose en los sistemas de monitoreo administrativo. 


3. Plan de muestreo: se usa un diseño de conglomerado en dos etapas para seleccionar 13 
distritos y luego seleccionar 3 instalaciones de TAR en cada uno de los distritos 
seleccionados. 


4. Etapa de muestreo 1: (a) crear lista de todos los distritos; (b) seleccionar 3 distritos.   


5. Problema: Crear una lista de todos los distritos es ineficaz debido a que las instalaciones 
de TAR podrían no estar ubicadas en cada distrito de nuestro país.  Por lo tanto, para que 
los distritos de muestreo sean más eficaces, determine primero cuáles distritos tienen 
instalaciones de TAR.  En la cuadrícula siguiente (Anexo 4, Tabla 1), las celdas resaltadas 
representan los distritos (n=12) en los cuales hay instalaciones de TAR.  Estos 12 distritos 
resaltados integran el marco de muestreo inicial. 
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Anexo 4, Tabla 1. Cuadrícula de ilustración de todos los distritos de nuestro país 


1 2 3 4 5 


6 7 8 9 10 


11 12 13 14 15 


16 17 18 19 20 


21 22 23 24 25 


26 27 28 29 30 


 


6. Marco de muestreo para la etapa 1: La lista del Anexo 4, Tabla 2 en la página siguiente se 
denomina marco de muestreo.  Contiene una lista completa de todos los distritos que son 
relevantes para auditar las instalaciones de TAR porque incluye únicamente los distritos en 
los que hay instalaciones de TAR.   


7. La primera columna del marco contiene un esquema de numeración simple que comienza 
con “1” y termina con el elemento final de la lista, que en este caso es el número 12, ya 
que hay sólo 12 distritos en “nuestro país” que tienen instalaciones de TAR.   


8. La segunda columna del marco contiene el número de identificación del distrito que 
corresponde a la cuadrícula de ilustración que se mostró en la tabla anterior.  Ésas eran las 
celdas resaltadas que mostraban los distritos que tienen instalaciones de TAR.  La 
columna 2 (Número del distrito) no indica los distritos seleccionados. Indica meramente los 
distritos de “nuestro país” en los que hay instalaciones de TAR.  La muestra de tres 
distritos se tomará de la columna 2.  


9. La tercera columna muestra cuántas instalaciones de TAR hay en cada distrito.  Esto es 
importante porque la selección de los distritos se hará en proporción a la cantidad de 
personas que reciben TAR en cada distrito. 
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Anexo 4, Tabla 2. Marco de muestreo para la selección de los distritos en 
nuestro país 


Número simple 
ascendente del marco 


de muestreo 


 
Número 


del distrito


Cantidad de 
instalaciones de 
TAR por distrito 


Cantidad de personas que 
reciben TAR por distrito 


1 1 2 300 


2 3 1 100 


3 9 2 200 


4 12 3 500 


5 16 3 500 


6 19 1 60 


7 20 1 70 


8 21 2 300 


9 22 1 90 


10 26 5 600 


11 27 1 80 


12 28 2 200 


Total 24 3000 


 
 


10. El próximo paso en esta etapa del muestreo es utilizar el marco de muestreo para 
seleccionar los tres distritos en los que los auditores realizarán el control de instalaciones 
de TAR específicas.  Estamos intentando estimar un parámetro (la calidad de los datos) 
para todos los distritos/instalaciones del país utilizando sólo unos cuantos.  Por lo tanto, 
deseamos que los pocos que seleccionemos sean tan “típicos” como sea posible para 
llegar a una estimación tan cercana al valor actual como sea posible.  Algunos distritos 
podrían aportar más o menos al promedio de la calidad de los datos del país entero. Como 
nos interesa seleccionar distritos que sean representativos de todos los distritos que tienen 
instalaciones de TAR en el país y sabemos que algunos de ellos pueden no ser típicos (o 
representativos) de todos los distritos que tienen instalaciones de TAR, tenemos que 
garantizar que los distritos con alto volumen de casos (los cuales aportan más al promedio 
de la calidad de los datos de todos los distritos) se incluyan en nuestra muestra.  Por lo 
tanto, la técnica de muestreo seleccionará los distritos mediante el uso de la "probabilidad 
en proporción al tamaño". 
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11. En otras palabras, la probabilidad de que se elija un distrito para ser auditado dependerá 
de la cantidad de personas que reciban tratamiento en ese distrito.  Esa información se 
encuentra en la columna 4 del Anexo 4, Tabla 2: “Cantidad de personas que reciben TAR 
por distrito”.  Por lo general, esa cifra corresponde a los informes trimestrales. 


12. Una manera de vincular la probabilidad de selección de un distrito con el volumen de 
servicios es inflar el marco de muestreo según la cantidad de personas que reciben TAR 
en cada distrito.  Por ejemplo, si hay un total de 300 personas que reciben TAR en el 
Distrito 1, entonces ese distrito debería listarse 300 veces en el marco de muestreo. 


13. Para que sea más fácil, divida los valores de la columna 4 (cantidad de personas que 
reciben TAR) entre 10. Por ejemplo, ahora el Distrito 1 aparecerá 30 veces en lugar de 300 
veces.  El Distrito 3 aparecerá 10 veces en lugar de 100 veces, y así sucesivamente.  Este 
marco de muestreo inflado se ilustra en la Tabla 3 de esta sección.   


14. Con el marco de muestreo inflado que se muestra en el Anexo 4, Tabla 3, ahora estamos 
listos para usar el muestreo aleatorio sistemático para elegir tres distritos. 


15. En un muestreo aleatorio sistemático, se elige cada ko elemento del marco de muestreo 
para ser incluido en la muestra de control final.  Si la lista (el marco de muestreo) contiene 
1.000 elementos y usted desea una muestra de 100 elementos, seleccionará cada 10mo 
elemento para su muestra.  Para garantizar que no ocurra prejuicio, el método estándar es 
seleccionar el primer elemento al azar.  En este caso, seleccionaría aleatoriamente un 
número entre 1 y 10; ese número representaría el primer elemento de su muestra.  Contar 
10 elementos más después de ese número le daría el segundo elemento de la muestra, y 
así sucesivamente. 


16. En este ejemplo de instalaciones de TAR, queremos seleccionar tres distritos y luego 
seleccionar tres instalaciones de TAR en cada uno de los tres distritos seleccionados.  Por 
lo tanto, el tamaño deseado de nuestra muestra de instalaciones de TAR es nueve.  Éste 
es un ejemplo en dos etapas: la primera etapa conlleva hacer una lista de distritos y 
muestrearlos.  La segunda etapa conlleva hacer una lista de las instalaciones de TAR y 
muestrearlas. 


17. Nuestro marco de muestreo está organizado por medio de una metodología de 
probabilidad en proporción al tamaño porque la lista está ponderada por la cantidad de 
personas que reciben TAR por distrito.  En otras palabras, tendremos una probabilidad 
mayor de seleccionar un distrito en el que hay una cantidad grande de personas que 
reciben TAR porque esos distritos figuran más veces en la lista (eso fue lo que se logró al 
"inflar" el marco de muestreo). 


18. En el muestreo aleatorio sistemático, el intervalo de muestreo se calcula dividiendo el 
tamaño deseado de la muestra (tres distritos) entre la cantidad de elementos dentro del 
marco de muestreo (300, en el marco que se ilustra en el Anexo 3, Tabla 3).  De manera 
que nuestro intervalo de muestreo es 300/3, lo que equivale a 100. 
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Anexo 4, Tabla 3. Marco de muestreo para la selección de distritos basándose en 
probabilidad en proporción al tamaño 


# Distr. # Distr. # Distr. # Distr. # Distr. # Distr. # Distr. 
1 1 51 9 101 12 151 16 201 21 251 26 301  
2 1 52 9 102 12 152 16 202 21 252 26 302  
3 1 53 9 103 12 153 16 203 21 253 26 303  
4 1 54 9 104 12 154 16 204 22 254 26 304  
5 1 55 9 105 12 155 16 205 22 255 26 305  
6 1 56 9 106 12 156 16 206 22 256 26 306  
7 1 57 9 107 12 157 16 207 22 257 26 307  
8 1 58 9 108 12 158 16 208 22 258 26 308  
9 1 59 9 109 12 159 16 209 22 259 26 309  
10 1 60 9 110 12 160 16 210 22 260 26 310  
11 1 61 12 111 16 161 19 211 22 261 26 311  
12 1 62 12 112 16 162 19 212 22 262 26 312  
13 1 63 12 113 16 163 19 213 26 263 26 313  
14 1 64 12 114 16 164 19 214 26 264 26 314  
15 1 65 12 115 16 165 19 215 26 265 26 315  
16 1 66 12 116 16 166 19 216 26 266 26 316  
17 1 67 12 117 16 167 20 217 26 267 26 317  
18 1 68 12 118 16 168 20 218 26 268 26 318  
19 1 69 12 119 16 169 20 219 26 269 26 319  
20 1 70 12 120 16 170 20 220 26 270 26 320  
21 1 71 12 121 16 171 20 221 26 271 26 321  
22 1 72 12 122 16 172 20 222 26 272 26 322  
23 1 73 12 123 16 173 20 223 26 273 27 323  
24 1 74 12 124 16 174 21 224 26 274 27 324  
25 1 75 12 125 16 175 21 225 26 275 27 325  
26 1 76 12 126 16 176 21 226 26 276 27 326  
27 1 77 12 127 16 177 21 227 26 277 27 327  
28 1 78 12 128 16 178 21 228 26 278 27 328  
29 1 79 12 129 16 179 21 229 26 279 27 329  
30 1 80 12 130 16 180 21 230 26 280 27 330  
31 3 81 12 131 16 181 21 231 26 281 28 331  
32 3 82 12 132 16 182 21 232 26 282 28 332  
33 3 83 12 133 16 183 21 233 26 283 28 333  
34 3 84 12 134 16 184 21 234 26 284 28 334  
35 3 85 12 135 16 185 21 235 26 285 28 335  
36 3 86 12 136 16 186 21 236 26 286 28 336  
37 3 87 12 137 16 187 21 237 26 287 28 337  
38 3 88 12 138 16 188 21 238 26 288 28 338  
39 3 89 12 139 16 189 21 239 26 289 28 339  
40 3 90 12 140 16 190 21 240 26 290 28 340  
41 9 91 12 141 16 191 21 241 26 291 28 341  
42 9 92 12 142 16 192 21 242 26 292 28 342  
43 9 93 12 143 16 193 21 243 26 293 28 343  
44 9 94 12 144 16 194 21 244 26 294 28 344  
45 9 95 12 145 16 195 21 245 26 295 28 345  
46 9 96 12 146 16 196 21 246 26 296 28 346  
47 9 97 12 147 16 197 21 247 26 297 28 347  
48 9 98 12 148 16 198 21 248 26 298 28 348  
49 9 99 12 149 16 199 21 249 26 299 28 349  
50 9 100 12 150 16 200 21 250 26 300 28 350  
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19. Utilizando la metodología de comienzo al azar, seleccionemos ahora un número aleatorio 
entre 1 y 100. Use la tabla de números aleatorios del Anexo 4, Tabla 5 para generar ese 
número aleatorio.  Seleccione el punto de partida en la tabla volteando la mirada y 
marcando con un lápiz un punto en la tabla.  Trace una línea sobre la hilera más cercana al 
punto y una línea a la izquierda de la columna más cercana al punto.  Desde el lugar de 
partida (el punto) baje por la columna a la derecha de la línea vertical hasta que llegue a un 
número que sea menor que el intervalo de muestreo.  Ese número será su punto de partida 
y el primer distrito muestreado. En este caso, el número aleatorio es 14. Ahora, ése se 
convierte en el primer elemento seleccionado del marco de muestreo y corresponde al 
Distrito #1. 


20. En una muestra aleatoria sistemática nos desplazamos sistemáticamente por la lista hacia 
abajo basándonos en el intervalo de muestreo.  Nuestro intervalo de muestreo calculado es 
100. Como nuestro punto de partida aleatorio fue 14, nos toca ahora desplazarnos por la 
lista 100 hileras hacia abajo para llegar a nuestro próximo distrito seleccionado.  Catorce 
(14) más cien (100) equivale a 114; en nuestra lista, ese lugar se refiere al Distrito #16. Ése 
es nuestro próximo distrito seleccionado. 


21. Bajando por la lista de acuerdo con nuestro intervalo de muestreo (100) desde 114 
significa que nuestro próximo distrito será 114 + 100 = 214, que corresponde al Distrito 26. 
Ése es nuestro tercer distrito seleccionado. 


22. La etapa 1 de la estrategia de muestreo generó los tres distritos de los cuales, en la etapa 
2, se tomarán las instalaciones de TAR que serán auditadas. 


23. Utilizando exactamente la misma metodología que se usó en la etapa 1 de esta estrategia 
de muestreo, haga una lista de todas las instalaciones de TAR en el Distrito 1, Distrito 16,y 
Distrito 26 (Anexo 4, Tabla 4). 


 


Anexo 4, Tabla 4. Los tres distritos seleccionados y la lista de instalaciones de TAR en el 
Distrito 16 


 


 
Los 3 distritos seleccionados 


para la muestra del control 


 Lista de ilustración de las instalaciones de TAR 
dentro de los distritos seleccionados (se resalta 


el Distrito 16) 


 
 
 


Número 
del 


distrito 


 
 


Instala-
ciones 


por 
distrito 


 
Conteo 


agregado 
informado: 
Personas 
en TAR 


  
 
 


Número 
del 


distrito 


 
Conteo 


agregado 
informado: 
Personas 
en TAR 


 
 
 


Número 
de la 


instala-
ción. 


 
 


Conteo 
específico de 
la instalación 


informado 


1 2 300   


16 3 500  16 500 #1 100


26 5 600 #2 350


   #3 50


   Total: 3 500
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24. La tarea ahora es seleccionar tres instalaciones de TAR en cada uno de los distritos 
seleccionados.  Pero, como se puede observar, el Distrito 1 sólo tiene dos instalaciones de 
TAR, el Distrito 16 tiene tres instalaciones y el Distrito 26 tiene cinco instalaciones.   


25. Dependiendo de la distribución de la población del país y la epidemiología de la 
enfermedad en cuestión, podría haber muchas instalaciones por distrito o 
comparativamente pocas.  Debido a la madurez relativa de los programas de TB y la 
distribución generalizada tanto de la TB como del paludismo, las instalaciones con 
programas que tratan estas enfermedades tienen probabilidad de ser bastante numerosas 
por distrito.  En cambio, las instalaciones con programas de VIH/SIDA serán relativamente 
pocas, particularmente en países de baja incidencia o países con epidemias concentradas 
(es decir, los casos se encuentran principalmente en los grupos de alto riesgo).  En nuestro 
ejemplo de TAR hay muy pocas instalaciones por distrito.  Con esas cantidades tan 
pequeñas de instalaciones por distrito, se puede usar cualquier tipo de algoritmo aleatorio 
(al azar) para derivar las 9 instalaciones de TAR que integrarán la muestra de control.  Tal 
vez lo más fácil sería usar un algoritmo de muestreo aleatorio simple en este caso.  En el 
caso de muchas instalaciones por distrito, éstas deben clasificarse por distrito según el 
volumen de servicios y elegirse tres instalaciones mediante el muestreo aleatorio 
estratificado.  Es decir, estratificar las instalaciones por volumen grande, mediano y 
pequeño (cantidad de pacientes tratados, cantidad de suministros distribuidos) y 
seleccionar una instalación aleatoriamente de cada estrato.  Eso garantizará la 
representación adecuada de todas las instalaciones con respecto al volumen de servicios. 


26. Hasta este punto, se ha tomado una muestra de nueve instalaciones de TAR.  Ahora los 
auditores de calidad de los datos saben cuáles distritos visitar y cuáles instalaciones dentro 
de esos distritos serán auditadas, de manera que el equipo puede planear su trabajo de 
manera correspondiente.  Después de que el equipo de auditoria haya completado su 
trabajo en esas nueve instalaciones, el próximo paso será calcular los factores de 
verificación.  


 


Aviso: La combinación de cantidad de agrupaciones y cantidad de instalaciones dentro de las 
agrupaciones no es fija; más bien, esta combinación debe basarse en la distribución de 
instalaciones a través de un panorama programático.  Se pueden seleccionar menos instalaciones 
por distrito cuando el volumen de los servicios está muy concentrado.  Por ejemplo, en “nuestro 
país”, podríamos haber seleccionado cuatro distritos y dos instalaciones por distrito para poder 
garantizar una representación más geográfica de las instalaciones.  Aunque aumentar la cantidad 
de distritos de la muestra conduce a mayor poder estadístico del análisis (es decir, mayor 
precisión de la estimación de la calidad de los datos), los gastos y el tiempo necesarios para viajar 
a los distritos adicionales será con mucha probabilidad mayor que la mejora marginal obtenida en 
términos de precisión (véase Woodard7 y otros para un planteamiento de la precisión de las 
estimaciones utilizando la metodología de muestreo de DQA de GAVI). 


La cantidad total de agrupaciones e instalaciones será determinada por la organización que 
solicitó el DQA en colaboración con la agencia auditora, pero depende por último de los recursos 


                                                 
7 Woodard S., Archer L., Zell E., Ronveaux O., Birmingham M. Design and Simulation Study of the 
Immunization Data Quality Audit (DQA) (Estudio de diseño y simulación de un control de la calidad de los 
datos sobre inmunización). Ann Epidemiol,  2007; 17:628–633.  
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disponibles para realizar el control de la calidad de los datos. En ese aspecto, las limitaciones 
principales son las siguientes: (1) el tiempo que un equipo de auditoria puede dedicar al trabajo 
dentro del país; (2) la composición (cantidad y capacitación) del equipo de auditoria en el país; (3) 
los fondos disponibles para respaldar la implementación de la auditoria. 


¿Cuán grande debe ser la muestra? 


Esta pregunta no tiene una respuesta correcta ni incorrecta.  La pregunta en realidad plantea, 
"¿cuántas agrupaciones (por ejemplo, distritos) debemos seleccionar y cuántas instalaciones por 
conglomerado debemos seleccionar para generar estadísticas precisas?” 


En este caso, estadísticas precisas significa que los factores de verificación que se calculan para 
los distritos muestreados son representativos de los factores de verificación para todos los distritos 
que no fueron seleccionados en la muestra de control de la calidad de los datos. 


En otras palabras, el muestreo aleatorio permite al equipo de DQA estimar un factor de 
verificación a nivel nacional verificando los conteos informados por sólo una fracción de la 
cantidad total (nacional) de instalaciones.  ¿Cuán buena es la estimación?  ¿Cuánto se aproximan 
los resultados determinados por los auditores con esta fracción de instalaciones a los resultados 
que podrían encontrarse para la totalidad de ellas? 


La respuesta yace en los errores de muestreo.  Un error de muestreo es una medida de cuánto 
difieren las estimaciones de las muestras de los llamados valores verdaderos.  (Por lo general, los 
valores verdaderos se denominan parámetros.)  Los errores de muestreo son una función de dos 
elementos: (1) el tamaño de la muestra; y (2) la variabilidad del parámetro. Los errores de 
muestreo se reducen a medida que aumenta el tamaño de la muestra.  Mientras más grande sea 
su muestra, más pequeño será su error de muestreo y más precisos serán sus resultados.  Los 
errores de muestreo dependen también de la variabilidad del parámetro.  Por ejemplo, si el factor 
verdadero de verificación nacional (parámetro de la calidad de los datos) resulta ser 0,95, esto 
probablemente refleja buenas prácticas de presentación de informes en la mayoría de las 
instalaciones del país.  Por lo tanto, es probable que una muestra aleatoria contenga instalaciones 
de buen desempeño en cuanto a la presentación de informes.  En este ejemplo, la calidad de los 
datos es uniformemente buena y no se necesitaría una muestra grande para demostrarlo. 


Por otro lado, si el factor verdadero de verificación nacional es 0,50, esto probablemente refleje la 
combinación de buena y mala calidad de los datos en todas las instalaciones en el país.  Se 
necesitaría una muestra más grande para poder garantizar que suficientes cantidades de estas 
instalaciones "buenas" y "malas" quedaran representadas en la muestra de la misma manera que 
están distribuidas por todo el país.   


El error de muestreo es un constructo matemático que permite el cálculo de intervalos de 
certidumbre.  Se relaciona específicamente con la cantidad de desviaciones estándar (más o 
menos) por las cuales se desvían, o difieren, los resultados de las muestras de los resultados 
"verdaderos" (el parámetro).  La mayoría de los libros de texto de estadística contienen tablas de 
errores de muestreo en sus apéndices, en las que el valor específico del error de muestreo se 
indica según el tamaño de la muestra y la variabilidad del parámetro. 


La clave para reducir los errores de muestreo dentro del contexto del control de la calidad de los 
datos es recordar que el tamaño de una muestra no se refiere a cuántas agrupaciones (por 
ejemplo, distritos) están dentro de la muestra, ni tampoco se refiere a cuántas instalaciones están 
dentro de la muestra, sino que el tamaño de la muestra se refiere a cuántas veces se registra la 
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prestación de un servicio médico (una visita a la instalación por un paciente de TAR) en la 
instalación.   


En el Anexo 4 usamos un ejemplo en el que se seleccionaron tres distritos y tres instalaciones en 
cada distrito.  Los auditores verificarán los conteos informados de pacientes de TAR que 
recibieron servicios de TAR en las instalaciones seleccionadas.  La cantidad total de pacientes de 
TAR informada es 1.400. Ésa es la cifra real que los auditores de la calidad de los datos están 
intentando verificar y constituye un tamaño de muestra eficaz al tomar en consideración los 
asuntos de estadística relacionados con la exactitud de la muestra. 


¿Cuán grande es esta muestra?  En Uganda, la cantidad total de personas que recibieron 
servicios de TAR informada directamente por las instalaciones en 2005 fue 49.600. Mil 
cuatrocientas personas representa aproximadamente el tres por ciento de ese total, lo que en la 
mayoría de las condiciones es un tamaño de muestra razonable para esa población.  En cambio, 
en Nigeria, la cantidad directa total de personas a quienes se dio alcance con servicios de TAR en 
2005 fue 18.900. En el caso de Nigeria, nuestra muestra hipotética de 1.400 personas 
representaría aproximadamente el ocho por ciento del total - una muestra de 8% es sólida para la 
mayoría de las aplicaciones. 


De manera que, a menos que un país tenga una cantidad muy grande de instalaciones en las que 
se prestan servicios médicos importantes (por ejemplo, Sudáfrica, Kenia, Uganda), por lo general 
es posible captar una fracción significativa de los servicios visitando de 8 a 12 instalaciones y 
usando una metodología de probabilidad en proporción al tamaño.  


No obstante, los modelos matemáticos de la técnica modificada de muestreo por conglomerado en 
dos etapas descrita aquí han determinado que la exactitud de las estimaciones del factor de 
verificación de los datos de cobertura de inmunizaciones es demasiado baja para poder usarla de 
manera realista a nivel nacional.8  En simulaciones, Woodard y otros encontraron que tendrían 
que tomarse muestras en hasta 30 distritos para poder lograr una exactitud de alrededor de +/-
10%.  Debido a la inversión de tiempo, personal y recursos financieros necesaria para visitar 30 
distritos, es poco probable poder calcular un factor de verificación a nivel nacional preciso. 
 
No obstante, es posible obtener una idea de la calidad general de los datos de un 
programa/proyecto sin depender de un factor de verificación de estimaciones a nivel nacional.  Los 
aspectos cualitativos del DQA son adecuados para determinar los aspectos fuertes y débiles de 
un sistema dado de presentación de informes.  Por ejemplo, si las definiciones de los indicadores 
no se entienden bien en la mayor parte de una muestra representativa de instalaciones, es muy 
probable que las definiciones de los indicadores tampoco se entiendan bien en los distritos en los 
que no se tomaron muestras.  El recuento de indicadores y su comparación con los valores 
informados en una muestra de instalaciones es similarmente adecuado para determinar, en un 
sentido general, si la calidad de los datos es buena, mediocre o mala, aun sin el beneficio de una 
estimación nacional precisa.   La falta de informes o las grandes discrepancias entre los 
resultados del recuento y los resultados informados en unas cuantas instalaciones son indicios de 
discrepancias similares en otros lugares. 
 
Por último, el factor de verificación a nivel nacional debe interpretarse con cautela.  Para fines del 
control de la calidad de los datos, debe usarse como indicio de la calidad de los datos (o falta de 
calidad de los mismos), en lugar de como medida exacta. 


                                                 
8 Woodard S., Archer L., Zell E., Ronveaux O., Birmingham M. Design and Simulation Study of the 
Immunization Data Quality Audit (DQA) (Estudio de diseño y simulación de un control de la calidad de los 
datos sobre inmunización). Ann Epidemiol,  2007; 17:628–633.  
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Tomada de The Rand Corporation, A Million Random Digits with 100,000 Normal Deviates (Un millón de dígitos 
aleatorios con 100.000 desviaciones normales) (New York: The Free Press, 1955)


Anexo 4, Tabla 5. Tabla de números aleatorios 


Tabla de números aleatorios 
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ANEXO 5: Cálculo del factor de verificación 
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Durante una auditoria de la calidad de datos, una pregunta fundamental es la medida en la que los reportes 
concuerdan con los datos verificados.  Específicamente, “para el indicador auditado, ¿qué proporción de 
instalaciones en [nombre del país] reportaron resultados precisos durante el período anterior? El factor de 
verificación representa una manera de resumir la respuesta en una forma estandarizada y cuantitativa.   


El uso de factores de verificación puede aplicarse al conjunto entero de indicadores de salud cubierta por 
esta audioria – siempre y cuando la estrategia de muestreo sea estadísticamente representativa del 
programa a nivel nacional (o el subconjunto del programa que se esta examinando) y que la cantidad 
instalaciones de la muestra sea suficientemente grande para generar estimaciones sólidas sobre la 
consistencia de los informes.    


El factor de verificación es un indicador de la consistencia de presentación de informes que se mide en tres 
niveles: (1) instalaciones proveedoras de servicios; (2) nivel de administración del distrito; y (3) el nivel de 
administración nacional.  A menudo se le denomina indicador basado en distritos porque las unidades de 
muestreo para los factores de verificación son los distritos de salud (o “niveles intermedios de agregación”).  
También es posible referirse al mismo como el indicador basado en distritos porque en el método de la 
alianza GAVI los factores de verificación se construyen al nivel de distrito y al nivel nacional. 


 


La ecuación para los factores de verificación consisten en cuatro factores: 


Factor 1: el conteo verificado  en una instalación seleccionada. 


Factor 2: el conteo observado ien una instalación proveedora de servicios seleccionada.  


Factor 3: el conteo de todas las instalaciones en un conglomerado seleccionado (distrito).* 


Factor 4:  el conteo reportado en un conglomerado (distrito) seleccionado según lo observado a 
nivel nacional.* * 


* El conglomerado se refiere a una unidad administrativa/geográfica como un distrito, provicia, región, etc.  


** El nivel nacional se refiere al lugar final en el que ocurren los conteos de agregación, como la unidad 
del gobierno nacional del país o el encargado del enlace con el equipo de EE.UU. bajo el Plan de 
Emergencia del Presidente para el Alivio del SIDA (PEPFAR). 
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El cálculo del factor de verificación consiste en tres pasos. 


Paso uno: 


Divida el factor 1 entre el factor 2:  


Conteo verificado en la instalación seleccionada 
Conteo reportado por la instalación seleccionada 


Este resultado equivale a la proporción de conteos informados en una instalación seleccionada verificada 
por el equipo de auditoria.  Este resultado puede denominarse el conteo verificado en la instalación. 


Paso dos: 


Divida el factor 3 entre el factor 4: 


         Conteo reportado por todas las instalaciones en el conglomerado seleccionado (distrito)  
Conteo informado del conglomerado seleccionado (distrito) según observado en el nivel nacional 


Este resultado equivale a la proporción del conglomerado seleccionado o el informe de nivel de distrito que 
es completamente consistente con el informe del nivel nacional.  Este resultado se denomina relación de 
consistencia del conglomerado, o factor de ajuste. 


El factor de ajuste responde la siguiente pregunta: “¿Se informaron los resultados en el nivel de distrito 
seleccionado (para todas las instalaciones del distrito seleccionado – no sólo aquéllas que fueron visitadas 
por el equipo de auditoria) exactamente de la misma manera que los resultados (para el distrito 
seleccionado) que fueron observados en el nivel nacional?" 


Paso tres: 


Para cada distrito muestreado, sume los valores recontados en las instalaciones auditadas y divida el 
resultado entre la suma de los valores informados en las instalaciones auditadas.  Multiplique ese resultado 
en cada distrito muestreado por el valor de ajuste correspondiente.  Este resultado, al ponderarse con los 
"distritos", según se muestra a continuación, constituye el factor de verificación a nivel nacional. 


Es importante recordar que las unidades de tiempo deben ser equivalentes en todos los factores utilizados 
para calcular el factor de verificación.  Eso significa que si el auditor está trazando y verificando los 
resultados en una instalación seleccionada durante los últimos 12 meses, ese mismo período (los últimos 12 
meses) debe utilizarse como base para los demás factores de la ecuación. 
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El factor de verificación puede expresarse utilizando la siguiente formula estadística: 


 


en la que 


i = distrito seleccionado (i = 1, 2, 3) y  


j = instalación seleccionada (j = 1, 2, 3) 


y en la que 


Xij = el conteo validado de la ja instalación del io distrito 


Yij = el conteo observado de la ja instalación del io distrito 


Rdi = en el nivel de distrito, el conteo de todas las instalaciones del io distrito que fue preparado para 
presentación al nivel nacional 


Rni = al nivel nacional, el conteo observado según fue informado desde el io distrito. 


Para derivar un factor de verificación a nivel nacional, es necesario calcular primero los factores de 
verificación del distrito.  El factor de verificación nacional se calcula como el promedio ponderado (o media 
ponderada) de todos los factores de verificación de los distritos. 


El ejemplo que muestra cómo se derivan los factores de verificación supone que el equipo auditor de la 
calidad de los datos está en los tres distritos seleccionados en la muestra aleatoria.  Estos tres distritos (1, 
16, 26) y las instalaciones de TAR incorporadas se muestran en el Anexo 5, Tabla 1. 


 
Anexo 5, Tabla 1. El flujo de los conteos de TAR desde la instalación 


seleccionada, distrito seleccionado (i = 1, 16, 26) y hasta el nivel nacional 


Agregación de los conteos de los distritos ( N ) Nivel nacional 
(300) + (500) + (700) = 1.500 


Agregación de los conteos por las instalaciones ( N ) Nivel de distrito: Número 
de identificación del distrito ( I )


1 
(300) 


 16 
(500) 


 26 
(600) 


1 
(150) 


2 
(150) 


 3 
(100) 


4 
(350) 


5 
(50) 


 6 
(200) 


7 
(100) 


8 
(100) 


NA* 
(100) 


9 
(100) 


Nivel de la instalación: Número de identificación de la instalación seleccionada (j) 
y conteo de TAR informado (y) 


Note que el conteo agregado de TAR informado en el distrito 26 (600) se informó 
mal en el nivel nacional (700) 
* NA = Esta instalación no fue seleccionada aleatoriamente


El muestreo por conglomerado en dos etapas, según se planteó anteriormente, resultó en tres distritos y un 
total de 10 instalaciones de TAR.  De acuerdo con el método de GAVI, se requiere que se seleccione una 
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cantidad fija de instalaciones por distrito.  En este ejemplo han de seleccionarse tres instalaciones por 
distrito.  El distrito #1 sólo tiene dos instalaciones de TAR, entonces no es posible seleccionar tres. 


Una solución para este problema es seleccionar ambas instalaciones de TAR en el distrito 1, las tres 
instalaciones en el distrito 16 y seleccionar aleatoriamente 4 de las 5 instalaciones del distrito 26. Observe 
que hay alternativas posibles para abordar el problema de muestreo presentado anteriormente, pero esta 
herramienta de auditoria de datos no es el lugar adecuado para plantearlas. 


Una vez que se haya identificado una solucion al problema de muestreo, el equipo auditor puede completar 
la matriz para calcular los factores de verificación, ilustrados de la siguiente manera: 


 


Matriz para cálculo de los factores de verificación 


i= distrito seleccionado (i = 1, i = 16, i = 26)  


j= instalación de TAR seleccionada en el io distrito 


x = conteo verificado en la instalación  j 


y = conteo informado en la instalación  j 


 


El Anexo 5, Tabla 2 ilustra los cálculos derivados de la matriz de cálculo.   


 


Anexo 5, Tabla 2. Cálculos de i, j. x & y 


i j x y x/y 


1 1 145 150 0,96 


1 2 130 150 0,86 


Total: 2 275 300 0,91 


16 3 100 100 1,00 


16 4 355 350 1,01 


16 5 45 50 0,90 


Total: 3 500 500 1,00 


26 6 100 200 0,50 


26 7 50 100 0,50 


26 8 75 100 0,75 


26 9 40 100 0,40 


Total: 4 265 500 0,53 


Una de las lineas horizontales de la matriz está resaltada para entender mejor cómo se deriva el factor de 
verificación.  La linea d el distrito 26 (i=26) y la instalación número 7 (j=7).  La tercera columna de la matriz 
muestra (x), o el conteo verificado de pacientes de TAR que los auditores obtuvieron en la instalación (50).  
La cuarta columna de la matriz muestra (y), o el conteo de pacientes de TAR en esta instalación (100).  Esta 
parte del factor de verificación se deriva simplemente dividiendo el conteo verificado (50) con el conteo 
reportado (100) = (0,50). 
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La matriz ilustra cómo las instalaciones están agrupadas (conglomerado) dentro los distritos, ya que los 
factores de verificación se calculan en el distrito combinando los resultados de la auditoria de cada 
instalación dentro de un distrito.  Por lo tanto, en la matriz, el factor de verificación del distrito 1 es 0,91, que 
se deriva combinando los resultados [x/y] de las dos instalaciones del distrito 1. 


La combinación es lineal: el total de la columna x (275) se divide entre el total de la columna y (300) para 
calcular el factor de verificación distrital para el distrito 1. Esto se realiza para cada uno de los distritos 
seleccionados. 


A juzgar por estos factores de verificación (basados en valores hipotéticos que se ingresan en la columna x), 
la matriz sugiere que el distrito informó una cantidad exedente de pacientes de TAR que recibieron 
servicios.  Aquí, la cantidad total reportada informada de pacientes de TAR fue 500, mientras que el conteo 
total verificado derivado por el equipo auditor al examinar los registros de las cuatro instalaciones fue de 
265.  265 dividido entre 500 es 0,53, lo que implica que los auditores pudieron verificar sólo 
aproximadamente la mitad de todos los pacientes de TAR reportados por este distrito. 


Los dos pasos finales para derivar un factor de verificación a nivel nacional son (1) calcular el factor de 
ajuste [Rdi/Rni] para cada conglomerado y (2) multiplicar este por los factores de verificación de nivel de 
distrito ponderados. 


Cálculo del factor de ajuste 


El Anexo 5, Tabla 1 muestra el flujo de los conteos de TAR informados desde el nivel de la instalación 
seleccionada hasta el nivel de distrito (o conglomerado) seleccionado y finalmente hasta el nivel nacional (o 
final de agregación).  En el ejemplo, la tabla indica que el conteo agregado de TAR reportado por el distrito 
(distrito 26) no se represento en el nivel nacional.  Específicamente, la cifra de 600 pacientes de TAR 
reportados por los establecimientos del distrito 26 no concuerdan con los 700 pacientes de TAR reportados 
para el distrito 26 en el nivel nacional. 


Este hecho fue descubierto por el equipo auditor de la calidad de datos,, rastreando los resultados en el 
nivel distrital y comparadolos con el nivel nacional.  Como resultado de este trabajo del equipo auditor en los 
niveles de agregación superiores a la instalación (en los niveles intermedios y finales de agregación) ahora 
tenemos lo necesario para calcular el factor de ajuste.  
  
Rdi/Rni equivale a: 
 


1. el conteo agregado de todas las instalaciones dentro de un distrito seleccionado, según observado 
por el auditor en el nivel de agregación de distrito (o intermedio) 


2. dividido entre 
3. el conteo agregado reportado para todas las instalaciones de un distrito seleccionado, según 


observado por el auditor en el nivel de agregación nacional (o más alto). 
 


En nuestro ejemplo, los factores de ajuste para cada distrito serían  
 


 Distrito 1:  300/300 = 1,0 
 Distrito 16:  500/500 = 1,0 
 Distrito 26: 600/700 = 0,86  


 
El factor de ajuste se aplica multiplicándolo por el factor de verificación de cada distrito.  Por lo tanto, los 
factores de verificación ajustados para cada distrito son: 
 


 Distrito 1:  0,91 x 1,0 = 0,91 
 Distrito 16: 1,0 x 1,0 = 1,0 
 Distrito 26:  0,53 x 0,86 = 0,46 


El próximo paso del cálculo es ponderar los factores ajustados de verificación para los conteos verificados 
del nivel de distrito.  Ponderamos los factores ajustados de verificación de distritos para dar más importancia 
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a un factor de verificación que represente un número considerable de clientes/pacientes y, 
proporcionalmente, menos importancia a un factor de verificación que represente una cantidad pequeña de 
clientes/pacientes.  


En otras palabras, basándonos en el ejemplo hipotético de los tres distritos, parece que durante este 
período, el distrito 16 tendría un volumen mas alto de servicios de TAR y el distrito 26 tiene el volumen más 
bajo de servicios de TAR.  Al construir un factor de verificación promedio para los tres distritos, idealmente 
le asignaríamos proporcionalmente una mayor ponderación a los resultados de verificación del distrito 16 y 
menos ponderación al distrito 26, y así sucesivamente. 


La siguiente matriz muestra los cálculos intermedios y finales para construir un promedio ponderado de 
todos los factores de verificación de distritos. 


 


Anexo 5, Tabla 3. Cálculo del promedio y el promedio ponderado de los 
factores de verificación de distritos 


     
 
 


 
i = 1


 
i = 16


 
i = 26


 
Suma del total


Conteo verificado al nivel de distrito (x) 275 500 265 1040


Conteo informado al nivel de distrito (y) 300 500 500 1300


Factor de verificación de distritos (x/y) 0,91 1,00 0,53 2,44


Factor de ajuste 1,0 1,0 0,86 


Factor ajustado de verificación de distritos 0,91 1,0 0,46 2,37


Ponderación* 275 500 265 1040


Factor de verificación (Ponderación) 250,25 500,00 121,9 872,15


Promedio del distrito  0,81


Promedio ponderado del distrito  0,84


* La ponderación usada aquí es la cantidad verificada de pacientes que reciben TAR (x) 


El promedio de distritos se calcula sumando los tres factores de verificación de distritos para cada distrito 
(0,92+1,00+0,53 = 2,44) y dividiendo entre tres (2,44/3 = 0,813). 


El promedio ponderado de distritos se calcula multiplicando cada uno de los tres factores ajustados de 
verificación de distritos por la ponderación de nivel de distrito que le ha sido asignada.  En este ejemplo, la 
ponderación es igual al conteo verificado a nivel de distrito (x).  En la matriz, ese valor se muestra en la 
hilera identificada por Factor de verificación (Ponderación).  Luego, se toma la suma de los valores 
ponderados, que se muestra en la última columna de la hilera identificada por Factor de verificación 
(Ponderación) = 872,2, y este valor se divide entre la suma de las ponderaciones mismas (1.040).  De 
manera que 872,2/1.040 = 0,84. 


Con base en los cálculos mostrados en el Anexo 5, Tabla 3, el promedio aritmético simple de los factores de 
verificación combinados para los tres distritos es 0,813, mientras que el promedio ponderado es 0,840.  El 
promedio ponderado es mayor porque su cálculo tomó en cuenta el hecho de que el distrito 16 tuvo más 
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pacientes de TAR que los demás distritos.  Como el factor de verificación del distrito 16 fue 1,00, este Factor 
de verificación (perfecto) pudo aplicarse a más pacientes de TAR y, por lo tanto, tuvo mayor influencia en el 
promedio general. 
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IIINNNTTTRRROOODDDUUUCCCTTTIIIOOONNN   


 
 
 
A- CONTEXTE 
 
Les programmes nationaux et les projets financés par des donateurs œuvrent dans le but de 
réaliser les ambitieux objectifs liés à la lutte contre les maladies telles que le Syndrome 
d’Immunodéficience Acquis (SIDA), la tuberculose et le paludisme. La mesure du succès et 
l’amélioration de la gestion de ces initiatives reposent sur des systèmes solides de suivi et 
d’évaluation (S&E) qui produisent des données de qualité relatives à l’exécution du programme. 
 
Dans l’esprit du “Three Ones”, du “Stop TB Strategy » et du « RBM Global Strategic Plan », un 
certain nombre d’organisations multilatérales et bilatérales ont collaboré pour élaborer ensemble 
un outil d’Evaluation de la Qualité des Données (EQD). L’objectif de cette initiative harmonisée est 
de fournir une approche commune pour l’évaluation et l’amélioration de la qualité des données 
dans leur ensemble. Un outil unique contribue à s’assurer que les normes sont harmonisées et 
permet une mise en œuvre conjointe entre les partenaires et avec les programmes nationaux. 
 
L’outil d’EQD met exclusivement l’accent sur (1) la vérification de la qualité des données 
rapportées, et (2) l’évaluation des systèmes sous-jacents de gestion et de notification des données 
pour des indicateurs de résultat standards au niveau du programme. L’outil d’EQD n’est pas 
destiné à évaluer tout le système de S&E de la réponse d’un pays au VIH/SIDA, à la tuberculose 
ou au paludisme.  Dans le contexte du VIH/SIDA, l’EQD concerne la 
composante 10 (c’est-à-dire la supervision de soutien et la vérification 
des données) du « Cadre organisationnel pour un système national 
fonctionnel de S&E du  HIV  » 


 
Deux versions de l’outil d’EQD ont été développées: (1) 
L’ « Outil de vérification de la qualité des données » donne les 
directives à utiliser par une équipe externe d’audit pour 
évaluer la capacité d’un programme/projet à fournir des 
données de qualité ; et (2) l’ « Outil d’évaluation de routine des 
données de qualité » est une version simplifiée de l’EQD pour 
l’audit; il permet aux programmes et projets d’évaluer la qualité 
de leurs données et de renforcer les systèmes de gestion et de 


 notification des données. 


 


 
Elaboration d’un cadre fonctionel 
pour un systeme National de S&E 
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B- OBJECTIFS 
 
Les objectifs de la version de l’Outil d’EQD pour la vérification consistent à : 
 


 
Par ailleurs, pour les programmes/projets à auditer, les conclusions de l’EQD peuvent s’avérer très 
utiles pour le renforcement de leur système de gestion et de notification des données. 
 
L’outil d’audit de l’EQD indique les procédures, protocoles et modèles sur comment :   
 


 Déterminer la portée de la vérification de la qualité des données.  L’Outil d’EQD 
commence par les critères suggérés pour sélectionner le pays, le(s) programme/projet(s) et 
les indicateurs à évaluer. Dans la plupart des cas, c’est l’organisation commanditaire de 
l’EQD qui choisit ces paramètres.   


 
 Engager le(s) programme/projet(s) et se préparer pour une mission de vérification.   


L’Outil d’EQD contient des modèles de lettres de notification de l’Evaluation de la Qualité 
des Données au programme/projet (afin d’obtenir les autorisations requises) ainsi que des 
indications pour préparer la mission dans le pays. 


 
 Evaluer la conception et la mise en œuvre des systèmes de gestion et de notification 


des données. L’Outil d’EQD indique les étapes et un protocole pour identifier les risques 
potentiels liés à la qualité des données créées par le système de gestion et de notification 
des données du programme/projet.   


 
 Tracer et vérifier (recompter) les résultats des indicateurs sélectionnés.  L’Outil 


d’EQD indique le(s) protocole(s) avec des instructions spéciales, basées sur l’indicateur et 
le type du site de fourniture de service (par exemple, une structure sanitaire ou 
communautaire) qui orientera l’équipe d’audit pendant la recherche et la vérification des 
données de l’indicateur sélectionné à partir des documents source et la comparaison des 
résultats avec les résultats rapportés par le(s) programme/projet(s).   


 
 Elaborer et présenter les conclusions et recommandations de l’équipe d’audit.  


L’Outil d’EQD fournit les indications sur comment et quand présenter les conclusions et 
recommandations de l’EQD aux représentants du programme/projet et comment 
programmer les activités de suivi, afin de s’assurer que les étapes convenues pour 
améliorer les systèmes et la qualité des données sont réalisées. 


 
Remarque: Même si l’Outil de vérification de la qualité des données n’a pas été conçu pour 
évaluer la qualité des services fournis, son utilisation pourrait aider à améliorer la qualité des 
services résultant de la disponibilité de données de meilleure qualité liées à la performance du 
programme.      
 
 


 Vérifier la qualité des données rapportées pour les principaux indicateurs sur les sites 
sélectionnés; et 


 Evaluer la capacité des systèmes de gestion des données à collecter et  rapporter des 
données de qualité. . 
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C- CADRE CONCEPTUEL 
 
Le cadre conceptuel de l’EQD et du REQD est illustré par figure 1 (ci-dessous). En général, la 
qualité des données rapportées dépend des systèmes sous-jacents de gestion et de notification 
des données; des systèmes plus solides doivent produire des données de meilleure qualité. En 
d’autres termes, pour que des données de bonne qualité soient produites par et à travers un 
système de gestion de données, il est nécessaire de mettre en place des composantes 
fonctionnelles clé à tous les niveaux du système – les points de prestation de service, le(s) 
niveau(x) intermédiaires où les données ont été rassemblées (par exemple districts, régions) et 
l’Unité de S&E au niveau le plus haut où les données ont été transmises. Par conséquent, les 
outils d’EQD et REQD sont conçus pour : 
 


(1) vérifier la qualité des données, 
(2) évaluer le système qui produit les données, et 
(3) élaborer des plans d’action pour les améliorer. 


 
 


 


Introduction- Figure 1. Cadre conceptuel pour le (R)EQD :   Systèmes de gestion et de 
notification des données, domaines fonctionnels et qualité des données 


 


 


1


Cadre conceptuel


Généralement, la qualité des données rapportées dépend de la gestion 
des données et des systèmes de compte rendu utilisés ; les meilleurs 
systèmes devraient produire des données de meilleure qualité.
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D- METHODOLOGIE 
 
L’EQD est fondé sur les composantes de la qualité des données, à savoir que les programmes et 
projets ont besoin de rapports de données exacts, fiables, précis, complets et opportuns que les 
gestionnaires peuvent utiliser pour affecter de manière efficace les ressources disponibles et 
évaluer le progrès fait dans le sens de l’atteinte des objectifs fixés (voir introduction, tableau 1).  
Par ailleurs, les données doivent être assez intègres pour être considérées comme crédibles et 
doivent être produites en respectant les normes de confidentialité.   
 
 


 
 
En fonction de ces dimensions de la qualité des données, l’outil d’EQD comprend deux 
composantes : (1) évaluation des systèmes de gestion et de notification des données; et (2) 
vérification des données déclarées pour les indicateurs clé au niveau des sites choisis. 
 
En conséquence, la mise en œuvre de l’EQD est soutenue par deux protocoles (voir ANNEXE 1) : 


 


Introduction – Tableau 1: Dimensions de la qualité des données 
 


Dimension de la 
qualité des 
données 


 


Définition opérationnelle 


Exactitude  
 


Aussi appelée validité  Les données exactes sont considérées comme étant correctes: Les données 
mesurent ce qu’elles doivent mesurer.  Des données exactes minimisent les erreurs (par exemple, 
parti pris de l'enregistrement ou de la personne qui conduit l'interview, erreur de transcription, erreur 
d’échantillonnage) au point de les rendre négligeables. 


Fiabilité  
 


Les données générées par le système d’information d’un programme sont basées sur des 
protocoles et procédures qui ne changent pas en fonction de la personne qui les utilise, du moment 
et de la fréquence de leur utilisation.  Les données sont fiables parce qu’elles sont mesurées et 
collectées de manière cohérente. 


Précision  
 


Cela signifie que les données sont assez détaillées.  Par exemple, un indicateur requiert la 
connaissance du nombre d’individus qui ont reçu de l’assistance et des analyses du VIH et reçu les 
résultats de leurs tests, selon le sexe de la personne. Un système d’information manque de 
précision s’il n’a pas été conçu pour enregistrer le sexe de l’individu qui a reçu l’assistance et les 
analyses. 


L’exhaustivité  
 


L’exhaustivité signifie qu’un système d’information duquel on tire les résultats est inclusif de manière 
appropriée : Il représente la liste exhaustive des personnes ou unités éligibles et pas juste une 
fraction de la liste.  


L’Opportunité  
 


Des données sont dites opportunes quand elles sont à jour (actuelles), et quand l’information est 
disponible à temps.  L’opportunité est affectée par: (1) le rythme auquel le système d’information du 
programme est mis à jour ; (2) le rythme de changement des activités réelles du programme ; et (3) 
quand l’information est réellement utilisée ou requise. 


L’Intégrité  
 


Les données sont intègres quand le système utilisé pour les générer est protégé de tout parti pris ou 
manipulation délibérés pour des raisons politiques ou personnelles. 


Confidentialité  
 


La confidentialité signifie que les clients sont assurés que leurs données seront conservées en 
conformité avec les normes nationales et/ou internationales en matière de données.  Cela signifie 
que les données personnelles ne sont pas divulguées et que les données contenues sur des 
supports papier et électroniques sont traitées avec un niveau de sécurité  approprié (par exemple, 
gardés dans des armoires fermées et des fichiers protégés par des mots de passe).    
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- Protocole 1: Protocole d’évaluation du système ; 
- Protocole 2: Protocole de vérification des données. 
 
Ces protocoles sont administrés à chaque niveau du système de collecte et de notification des 
données (c’est-à-dire Unité de S&E du programme/projet, sites de fourniture de service et, de 
façon appropriée, tout niveau intermédiaire de regroupement - régions ou districts). 
 
Protocole 1- Evaluation des systèmes de gestion et de notification des données : 
 
L’objectif de cette partie de l’EQD est d’identifier les défis potentiels liés à la qualité des données 
créées par les systèmes de gestion et de notification des données à trois niveaux : (1) l’Unité de 
S&E du programme/projet, (2) les sites de fourniture de service, et (3) tout niveau intermédiaire de 
regroupement (au niveau desquels les rapports des sites de fourniture de service sont rassemblés 
avant d’être envoyés à l’Unité de S&E du programme/projet, ou tout autre niveau adéquat).  
 
L’évaluation des systèmes de gestion et de notification des données se fera en deux étapes : 


 Un bureau en dehors du site pour la vérification de la documentation fournie par le 
programme/projet ; 


 Des évaluations du suivi sur le site au niveau de l’Unité de S&E du programme/projet et au 
niveau des sites de fourniture de service et à des niveaux intermédiaires d’agrégation (par 
exemple districts, régions). 


 
L’évaluation couvrira 5 domaines fonctionnels comme indiqué en Introduction- Tableau 2 : 
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Introduction- Tableau 2. Questions d’évaluation du système par domaine fonctionnel
 


Domaines fonctionnels Résumé des questions


I Structures S&E, 
fonctions et capacités 1 


Le personnel clé des S&E et de la gestion des données a-t-il été 
identifié et des responsabilités claires lui ont-elles été assignées? 


2 
La majorité du personnel clé des S&E et de la gestion des 
données a-t-elle reçu la formation requise ? 


II Définitions des 
indicateurs et 
indications de 
notification 


3 
Y a t’il des définitions d’indicateurs opérationnels répondant aux 
normes requises et qui sont systématiquement suivies par tous les 
points de service ? 


4 
Le programme/projet a-t-il fourni une documentation claire (par 
écrit) de ce qui doit être déclaré à qui, comment et quand est-ce 
qu’une déclaration est-elle nécessaire ?   


III Fiches et outils de 
Collecte et de 
notification des données  


5 
Y a-il des fiches standard de collecte et de notification des 
données qui sont systématiquement utilisées ? 


6 
Les données sont-elles enregistrées avec assez de 
précision/détails pour mesurer les indicateurs adéquats ? 


7 
Les données sont-elles gardées selon les normes internationales 
ou nationales de confidentialité ? 


8 
Les documents sources sont-ils conservés et rendus disponibles 
selon un accord écrit ?  


IV 


 


Processus de gestion 
des données 9 


Une documentation claire sur les étapes de collecte, regroupement 
et manipulation existe-elle ?    


10 
Les défis liés à la qualité des données ont-ils été identifiés et des 
mécanismes ont-ils été mis en place pour les relever ?   


 11 
Y a-t-il des procédures clairement définies et suivies pour identifier 
et harmoniser les divergences dans les rapports ?    


 12 
Y a t-il des procédures clairement définies et suivies pour vérifier 
périodiquement les données source ?   


V Liens avec les systèmes 
de notification au plan 
national 13 


Le système de collecte et de notification des données du 
programme/projet est-il lié au système de notification national? 


 
 
 
Le résultat de cette évaluation sera l’identification des forces et faiblesses de chaque domaine 
fonctionnel du système de gestion et de notification des données. 
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Introduction- Figure 2. Evaluation du système de gestion des données (Illustration) 
 


 


OVERALL - Assessment Data Management and Reporting Systems


0.00
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3.00
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Protocole 2- Vérification des données rapportées pour les indicateurs clé : 
 
L’objectif de cette partie de l’EQD est d’évaluer, sur une échelle limitée, si la fourniture de service 
et les sites de regroupement des données collectent et rapportent les données pour mesurer le(s) 
indicateur(s) vérifié(s) de manière précise et à temps- et de faire une vérification par recoupement 
des résultats rapportés avec d’autres sources de données.  Pour cela, l’EQD déterminera si un 
échantillon des sites de fourniture de service a enregistré avec exactitude l’activité liée à(aux) 
indicateur(s) sélectionnés sur les documents source, et ensuite retrouver ces données afin de voir 
si elles ont été correctement rassemblées et/ou autrement manipulées car ayant été soumises par 
les sites initiaux de fourniture de service à travers les niveaux intermédiaires à l’Unité de S&E du 
programme/projet. 
 
L’exercice de vérification des données se fera en deux étapes : 
 
 Vérifications approfondies au niveau des sites de prestation de service ; et 


 Vérifications du suivi aux niveaux intermédiaires de regroupement et au niveau de l’Unité de 
S&E du programme/projet.  


 
Remarque: Pour des objectifs de vérification, les visites de sites au niveau intermédiaire de 
regroupement doivent avoir lieu avant que les visites de sites au niveau des sites de fourniture de 
service ne soient entreprises.   
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Introduction- Figure 3. Totaux du rapport de traçage et de vérification du site de fourniture de service 
à travers les niveaux intermédiaires de regroupement jusqu’à l’Unité de S&E du programme/projet 
 


1


Exercice de vérification de données


Region 1


Rapport mensuel


SDP 1 45


SDP 2 20


TOTAL 65


Region 3


Rapport mensuel


SDP 4 50


SDP 5 200


TOTAL 250


Region 2


Rapport mensuel


SDP 4 75


TOTAL 75


NATIONAL


Rapport mensuel


Region 1 65


Region 2 75


TOTAL 390


Region 3 250


Point  de prestation de 
service 1


Monthly Report


ARV Nb. 45


Fichier 
Primaire 1


Service Delivery Point 2


Monthly Report


ARV Nb. 20


Fichier 
Primaire1


Service Delivery Point 3


Monthly Report


ARV Nb. 75


Fichier 
Primaire 1


Service Delivery Point 4


Monthly Report


ARV Nb. 50


Fichier 
Primaire 1


Service Delivery Point 5


Monthly Report


ARV Nb. 200


Fichier 
Primaire 1


ILLUSTRATION


 
 
La première étape de la vérification des données a lieu au niveau des sites de fourniture de service. Il y a cinq 
types de vérification standard des données qui peuvent être faits à ce niveau (Introduction- Tableau 3) : 
 


Introduction- Tableau 3. Site de fourniture du service- 5 types de vérification des données


 


Vérifications Description  Requis 


1 - Description Décrire la connexion entre la fourniture des services/commodités et 
l’achèvement du document source pour enregistrer ce service.   


Dans tous 
les cas 


2- Revue de la 
documentation  


Réviser la disponibilité et l’exhaustivité de tous les documents source 
de l’indicateur pour la période de notification sélectionnée. 


Dans tous 
les cas 


3- Traçage et 
vérification 


Retrouver et vérifier les nombres transmis: (1) Recompter les nombres 
transmis à partir des documents source disponibles ;(2) Comparer les 
nombres vérifiés avec les nombres transmis du site ;  


Dans tous 
les cas 


4- Vérifications par 
recoupement 


Faire des vérifications par recoupement (« cross-checks ») des totaux 
vérifiés du rapport avec les autres sources de données (par exemple 
rapports d’inventaire, rapport de laboratoire, registres, etc.). 


Dans tous 
les cas 


5- Contrôle inopiné  Faire des contrôles inopinés (« spot-checks ») pour vérifier la Si faisable  
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fourniture réelle des services ou commodités aux populations cibles. 


 
Parce qu’il y a des différences significatives entre certains types d’indicateurs et de sites- par 
exemple des sites où il y’a des installations (cliniques) et des sites communautaires- l’EQD 
contient des protocoles propres à l’indicateur pour réaliser ces étapes standard de vérification des 
données (par exemple, Protocole ART, Protocole VCT, Protocole(s) TB de Traitement des 
résultats; Protocole ITN, etc.). Ces protocoles spécifiques à l’indicateur sont basés sur des 
protocoles génériques qui ont été élaborés pour des sources de données fonctionnelles et 
communautaires. Les fiches techniques des sites de fourniture de service de ces protocoles 
génériques de vérification des données sont montrées en ANNEXE 1.  
 
La seconde étape de la vérification des données a lieu aux niveaux intermédiaires de 
regroupement (par exemple districts, régions) et au niveau de l’Unité de S&E du 
programme/projet.  Comme illustré en Introduction- Figure 3, l’EQD évalue la capacité au niveau 
intermédiaire de rassembler avec exactitude ou sinon de traiter les données soumises par les sites 
de fourniture de service et transmettre ces données au prochain niveau dans les délais requis.  De 
la même manière, l’Unité de S&E du programme/projet doit rassembler avec exactitude les 
données transmises par les niveaux intermédiaires, publier et distribuer les résultats du 
programme national pour répondre aux besoins d’information des acteurs (par exemple les 
donateurs). 
 
Par conséquent, les vérifications suivantes –Introduction- Tableau 4) seront faites aux niveaux 
intermédiaires d’agrégation. Les mêmes vérifications sont faites au niveau de l’Unité de S&E.   
 


Introduction- Tableau 4. Niveaux intermédiaires d’agrégation des données- 2 Types de 
vérification des données 
 


Vérifications Description  Requis  


1- Revue de la 
documentation  


Faire la revue de la disponibilité, l’opportunité et l’exhaustivité des 
rapports attendus des sites de prestation de service pour la période de 
transmission sélectionnée. 


Dans tous 
les cas 


2- Traçage et 
vérification 


Retrouver et vérifier les nombres transmis: (1) Rassembler à nouveau 
les nombres soumis par les sites de prestation de service ; (2) 
Comparer les comptes vérifiés aux nombres soumis au prochain 
niveau (Unité de S&E du programme/projet) ; (3) identifier les raisons 
d’une quelconque différence. 


Dans tous 
les cas 


 
 
Le résultat de ces vérifications sera des statistiques sur l’exactitude, la disponibilité, l’exhaustivité 
et l’opportunité des données transmises. 
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Introduction- Figure 4. Statistiques sur la qualité des données (Illustration) 
 


 
 


 
 
 
E- SELECTION DES SITES 
 
Il y’a quatre méthodes de sélection des sites pour l’évaluation de la qualité des données (EQD) : 
 
1. Sélection ciblée  les sites à visiter sont sélectionnés dans un but précis, par exemple en 


fonction de leur taille, leur proximité géographique ou par souci de la qualité des données 
transmises. Dans ce cas, il n’est pas nécessaire d’avoir un plan d’échantillonnage.  Cependant, 
les conclusions de la vérification de la qualité des données produites à partir d’un tel 
échantillon « ciblé » ou dirigé ne peuvent être utilisées pour faire des déductions ou 
généralisations sur tous les sites, ou sur un groupe de sites dans ce pays.  


 
2. Conception de site restreint   Un seul site est sélectionné pour l’EQD. L’avantage de cette 


approche est que l’équipe peut maximiser ses efforts sur un site et avoir un haut niveau de 
contrôle sur la mise en œuvre des protocoles de vérification et une connaissance des 
systèmes spécifiques au site desquels les résultats sont dérivés. Cette approche est idéale 
pour mesurer le changement dans la qualité des données qui peut être attribué à une 
intervention (par exemple une formation en gestion des données).  Dans cette approche, la 
vérification de la qualité des données est exécutée sur un site choisi ; l’intervention est faite et 
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est suivie par une autre vérification de la qualité des données sur le même site.  Alors, tout 
changement de la qualité des données pourrait plus probablement être le résultat de 
l’intervention.  


 
3. Echantillonnage aléatoire stratifié   Cela implique qu’un échantillon aléatoire stratifié est tiré 


d’un groupe de sites sous- nationaux où une variable d’intérêt particulier est choisie comme 
base des sites à visiter.  Comme exemple de ces variables, on peut citer les sites ruraux, les 
sites extrêmement grands, les sites gérés par un certain type d’organisation (par exemple les 
ONG) ou les sites qui se trouvent dans des régions ou districts particuliers du pays. De tels 
échantillonnages aléatoires stratifiés permettent à L’équipe d’audit  de faire des déductions à 
partir des résultats de la vérification de l’échantillon de tous les sites appartenant à la variable 
d’intérêt de la stratification (comme tous les sites ruraux, tous les sites très grands, toutes les 
ONG, etc.).  


 
4. Echantillonnage aléatoire  Il est souvent souhaitable de donner des avis sur la qualité des 


données d’un programme ou d’un pays entier.  Cependant, dans la plupart des pays il serait de 
loin très coûteux et très long de vérifier tous les sites de transmission de données d’un 
programme.  En plus, cela peut être inexact et trompeur de tirer des conclusions pour tous les 
sites de mise en œuvre en fonction de l’expérience d’un petit nombre.  Les techniques 
d’échantillonnage aléatoires nous permettent de sélectionner un nombre relativement petit de 
sites desquels des conclusions peuvent être tirées et qui peuvent être généralisées pour tous 
les sites du programme/projet.  De tels échantillonnages reposent sur des propriétés 
statistiques (par exemple la taille de l’échantillon, la variabilité du paramètre mesuré) qui doit 
être examiné lors du choix de l’approche à utiliser.  Parfois, le nombre minimum de sites 
acceptable (en termes de validité statistique) requis par la méthodologie de l’échantillonnage 
est toujours trop grand en termes de coûts et de personnel disponible.  Compromettre la 
méthodologie en incluant moins de sites que ce qui est indiqué ou remplacer un site par un 
autre pour des raisons de convenance peut produire des estimations erronées ou biaisées de 
la qualité des données.  Cependant, vu les ressources appropriées, l’échantillonnage aléatoire 
offre la méthode la plus puissante pour tirer des déductions sur la qualité des données pour un 
programme ou un pays entier.  Cette méthode implique la sélection au hasard d’un certain 
nombre de sites qui sont ensemble représentatifs de TOUS les sites où les activités qui 
soutiennent l’indicateur objet de l’étude sont mises en œuvre. « Représentatif » signifie que les 
sites sélectionnés sont similaires à la population entière de sites en termes d’attributs qui 
peuvent affecter la qualité des données, par exemple, la taille, le volume de service et la 
localisation. L’objectif de cette approche est de produire des estimations quantitatives de la 
qualité des données qui peuvent être perçues comme étant indicatifs de la qualité des données 
dans l’ensemble du programme/projet et non uniquement des sites sélectionnés.  
 
Le nombre de sites sélectionnés pour une EQD donné dépendra des ressources disponibles 
pour faire les vérifications et du niveau de précision désiré pour l’estimation au niveau national 
du facteur de vérification.  Une estimation plus précise requiert un échantillon plus large de 
sites.  L’équipe d’audit  devrait travailler avec l’organisation commanditaire de l’EQD pour 
déterminer le bon nombre de sites pour un programme et un indicateur donnés.   


    
 
F- RESULTATS 


 
Dans la réalisation de l’EQD, L’équipe d’audit  collectera et fournira des informations sur : 1) la 
preuve de la revue du système de gestion et de notification des données du programme/projet et 
2) la preuve de la vérification des données.  La documentation comprendra :  
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 Des protocoles et modèles complets compris dans l’outil d’EQD. 
 
 Des critiques et des observations, interviews et conversations avec les principaux 


représentants de l’Unité de S&E en charge de la qualité des données, aux niveaux 
intermédiaires de transmission et au niveau des sites de fourniture de service.   


 
 Des conclusions préliminaires et des ébauches de notes de recommandations basées 


sur des preuves collectées dans les protocoles ; 
 
 Rapport final d’audit   Le rapport final d’audit résumera les preuves collectées par l’équipe 


d’audit, identifiera les résultats ou vides liés à ces preuves et fera des recommandations 
pour améliorer la qualité des données.  Le rapport comprendra aussi le récapitulatif des 
statistiques suivantes qui sont calculées à partir des protocoles de gestion du système et 
de vérification des données. 


 
1- Force du système de gestion et de notification des données basée sur l’analyse du 
système de collecte et de notification des données du programme/projet comprenant les 
réponses aux questions sur la bonne conception et la bonne mise en œuvre du système. 


 
2- Exactitude des données transmises à travers le calcul des facteurs de vérification 
générés à partir de l’exercice de recherche et de recomptage de vérification entrepris à 
chaque niveau du système de transmission (c’est-à-dire, le ratio de la valeur recomptée de 
l’indicateur sur la valeur transmise). 
 
3- Rapports de disponibilité, exhaustivité et opportunité à travers les pourcentages 
calculés au(x) niveau(x) intermédiaire(s) d’agrégation et de l’Unité de S&E.  


 
Ces statistiques sommaires, qui sont automatiquement générées sur des fichiers Excel, 
sont élaborées à partir des protocoles d’évaluation et de vérifications des données du 
système.  
 


 Toute communication relative au suivi avec le programme/projet et l’organisation 
commanditaire de l’EQD relative aux résultats et recommandations de la vérification de la 
qualité des données. 


 
 
G- CONSIDERATIONS ETHIQUES 
 
Les vérifications de la qualité des données doivent se faire en adéquation totale avec les normes 
éthiques du pays et, si nécessaire, de l’organisation commanditaire de l’EQD.  Bien que les 
équipes de vérification puissent avoir besoin d’accéder aux informations personnelles (par 
exemple dossiers médicaux) pour les besoins du recomptage et de vérification par recoupement 
des résultats transmis, sous aucune circonstance, des informations personnelles ne seront 
divulguées en relation avec la réalisation de la vérification ou la transmission des résultats et des 
recommandations.  Les équipes de vérification n’ont pas le droit de photocopier ou d’emporter des 
documents du site. 
 
En plus, le vérificateur n’acceptera ni ne sollicitera directement ou indirectement un bien de valeur 
économique comme présent, pourboire, faveur, loisir ou prêt qui pourrait sembler être destiné de quelque 
manière que ce soit à l’influencer dans son travail officiel, plus particulièrement venant de quelqu’un dont les 
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intérêts peuvent être sérieusement affectés par l’accomplissement ou le non-accomplissement du travail du 
vérificateur.   Cette clause n’interdit pas l’acceptation de nourriture ou de rafraîchissements de valeur 
insignifiante reçues occasionnellement pendant une réunion, conférence ou autres rencontres auxquelles le 
vérificateur participe, ni l’acceptation de matériel promotionnel non sollicité tels que stylos, calendriers, 
et/ou autres articles de valeur nominale intrinsèque. 
 
 
H- MISE EN ŒUVRE  
 
La vérification de la qualité des données sera mise en œuvre de manière chronologique en 19 
étapes conduites en six phases, comme indiqué en Introduction Figure 1. 
 


 
 
 PHASE 1- les étapes 1-5 sont réalisées par l’Organisation commanditaire de l’EQD et dans 


le bureau de L’équipe d’audit. 


 L’organisation commanditaire de l’EQD détermine le pays et le(s) programme/projet(s) 
à auditer. L’équipe d’audit  et/ou l’organisation commanditaire(s) de l’EQD 
sélectionne(nt) alors les indicateurs correspondant et la période de transmission (étape 
1). 


 L’organisation commanditaire de l’EQD est chargée d’obtenir l’autorisation nationale 
d’entreprendre la vérification, si nécessaire, et d’informer formellement du  
programme/projet de l’EQD   Avant de visiter le programme/projet, L’équipe d’audit  fait 


Préparation et 
commencement 
(sites multiples) 


PHASE 1 


1- Sélectionner les 
indicateurs et la 


période de 
transmission du 


pays, 
Programme/projet 


5- Revue de la 
Documentation 


2- Informer le 
Programme, 
demander la 


Documentation et 
Obtenir les 


autorisations 


 


Unité de 
gestion M&E 


 


PHASE 2 


6- Evaluation des 
systèmes de gestion 


des données 


3- Sélectionner les 
sites à verifier  


Niveaux 
intermédiaires 


de 
rassemblement


(ex :district) 


PHASE 3


8- Evaluation des 
systèmes de collecte 
et de notification des 


données 


9- Rechercher et 
vérifier les résultats 


des sites de 
fourniture de 


Service  


 


 Sites de 
fourniture de 


service / 
Organisations


PHASE 4


10- Evaluation des 
systèmes de 


rassemblement et de 
notification des 


données


11- Rechercher et 
vérifier les résultats 


à partir des 
document source 


Unité de 
gestion M&E 


 


PHASE 5 


12- Consolider 
l’évaluation des 


systèmes de gestion 
des données. 


13-Projet de rapport 
de notes de 
résultats et 


recommandations 
préliminaires 
14- Tenir une 


réunion de clôture 


Fin 
(sites multiples)


PHASE 6


15- Rédiger un projet 
de rapport de 


vérification 


16- Analyser et 
collecter le 


feedback du pays 
et de l’Organisation 
commanditaire du 


DQA


17- Finalize Audit 
Report


19- Proposer un 
suivi des actions 
recommandées


Assess Data Management and Reporting System


Rechercher et vérifier les données des  
indicateurs


Introduction - Figure 1. Phases et étapes de vérification de la qualité des données


18- Communiquer 
avec le 


Programme/projet


7- Rechercher et 
vérifier les résultats 


des sites de 
rassemblement 
intermédiaires 


R t


4-Se  Préparer pour 
des visites de 


vérification sur le 
terrain: 1) Timing, 2) 


Constitution de 
l’équipe; et 3) 
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suivre une demande de documentation pour sa revue, comprenant des informations 
desquelles seront tirées les exemples de sites (étape 2). 


 L’équipe d’audit, en collaboration avec l’organisation commanditaire de l’EQD identifie 
le nombre et la localisation des sites de fourniture de service et des niveaux 
intermédiaires d’agrégation qui y sont liés (c’est-à-dire districts ou régions) auprès 
desquels les évaluations de système ainsi que la vérification des données seront 
entreprises (étape 3). 


 L’équipe d’audit se prépare pour des visites sur le terrain ; cela consiste à faire un 
programme de visites, constituer L’équipe d’audit  et régler les questions logistiques qui 
y sont  relatives (étape 4).  


 L’équipe d’audit fait une revue de la documentation fournie par le programme/projet. 
(étape 5) 


 


 PHASE 2 - Les étapes 6-7 sont réalisées au niveau de l’Unité de S&E du 
programme/projet.  


 L’équipe d’audit évalue le système de gestion et de notification des données au niveau 
de l’Unité de S&E (étape 6). L’évaluation a pour but d’identifier les défis potentiels liés à 
la qualité des données crées par le système de gestion et de notification des données 
du programme/projet. 


 L’équipe d’audit  commence par retrouver et vérifier le(s) indicateur(s) sélectionné(s) en 
faisant la revue des rapports soumis par les niveaux inférieurs de transmission (tels que 
le bureau au niveau régional ou du district), pour la période de transmission 
sélectionnée (étape 7).  


 


 PHASE 3- les étapes 8-9 sont réalisées aux niveaux intermédiaires d’agrégation (tels que 
le bureau régional ou de district), si le dans système de gestion des données du 
programme/projet, il existe de tels niveaux.   


 L’équipe d’audit  évalue le système de gestion et de notification des données en 
déterminant comment les données transmises par les niveaux inférieurs (par exemple 
les sites de fourniture de service) sont rassemblées et transmises à l’Unité de S&E du 
programme/projet (étape 8).   


 L’équipe d’audit  continue à rechercher et vérifier les nombres transmis des sites de 
fourniture de service aux niveaux intermédiaires (étape 9). 


 


 PHASE 4- Les étapes 10-11 sont réalisées au niveau des sites de fourniture de service (par 
exemple, dans une structure sanitaire ou une communauté). 


 L’équipe d’audit  continue l’évaluation du système de gestion et de notification des 
données au niveau des sites de fourniture de service en déterminant si un système qui 
fonctionne est en place pour collecter, vérifier et transmettre les données au niveau 
suivant d’agrégation (étape 10).   


 L’équipe d’audit  recherche et vérifie aussi les données pour l’indicateur(s) 
sélectionné(s) des documents source jusqu’aux résultats transmis par les sites de 
fourniture de service (étape 11). 


 


 PHASE 5- Les étapes 12-14 sont encore réalisées au niveau de l’Unité de S&E du 
programme/projet.   
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 L’équipe d’audit  finalise l’évaluation du système de gestion et de notification des 
données en répondant aux dernières questions sommaires de vérification (Etape 12).   


 L’équipe d’audit  rédige alors l’avant-projet des résultats et recommandations 
préliminaires de l’EQD (étape 13) et les partage avec les représentants du 
programme/projet de S&E pendant une réunion fermée de vérification (étape 14).  
L’accent est mis sur l’atteinte d’un consensus avec les cadres du S&E sur les mesures 
à prendre pour améliorer la qualité des données.  


 


 PHASE 6 - Les étapes 15-19 sont réalisées au niveau du bureau de L’équipe d’audit  et à 
travers des réunions avec l’organisation commanditaire de l'EQD et le bureau du 
programme/projet.   


 L’équipe d’audit  termine une ébauche de  rapport d’audit (étape 15) qui est 
communiquée à l’organisation commanditaire de l’EQD et le programme/projet (étape 
16).   


 En fonction du feedback reçu, L’équipe d’audit  termine le rapport final d’audit (étape 
17) et communique le rapport au programme/projet. 


 A l’étape de la vérification finale, on pourrait demander à L’équipe d’audit  de proposer 
un processus de suivi afin de permettre de s’assurer que les améliorations identifiées 
dans le rapport final d’audit sont mises en œuvre. (Etape 19) 
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PHASE 1: PREPARATION ET COMMENCEMENT 


 
 


 
 
 
 
 
 
 
 
 
 
 


La première phase de l’EQD a lieu  avant la rencontre entre L’équipe 
d’audit  et le programme/projet. La responsabilité de la phase 1 
repose en partie sur l’organisation commanditaire de l’EQD et en 
partie sur l’agence d’Audit.  
 


1. L’identification du pays et du programme/projet, de(s) 
indicateur(s) sélectionné(s) et de la période de transmission 
seront les points focaux du travail réel de vérification des 
données au niveau de quelques sites de fourniture de service.   


 
2. Notifier au programme/projet(s) sélectionné  du projet 


d’Evaluation de la Qualité des Données et leur demander la 
documentation relative au système de gestion et de 
notification des données que L’équipe d’audit  peut consulter 
avant les visites des sites.  Obtenir si besoin les autorisations 
nationales pour entreprendre les vérifications, informer les 
autorités  compétentes, coordonner avec les autres 
organisations telles que les donateurs, impliquer  les 
partenaires et les agences nationales de vérification si 
nécessaire. 


 
3. Déterminer le type d’échantillon et le nombre de sites qui 


seront soumis aux vérifications de la qualité des données sur 
le terrain et communiquer la liste des sites au 
programme/projet. 


 
4. Se préparer pour les visites des sites en déterminant le 


programme de la visite, en constituant L’équipe d’audit  et en 
réglant les questions logistiques. 


 
5. Faire la revue de la documentation fournie pour commencer à 


déterminer si le système de gestion et de notification des 
données programme/projet est capable de transmettre des 
données de qualité, s’il est implémenté fidèlement à sa 
conception. 


 
La durée des étapes suivantes de la PHASE 1 est estimée entre 
quatre et six semaines.  


Préparation et 
commencement 
(sites multiples) 


PHASE 1 


1- Sélectionner les 
indicateurs et la 


période de notification 
d’un pays, 


Programme/projet(s)   


5- Revue de la  
Documentation 


2- Informer le  
Programme, demander  


la Documentation et 
Obtenir les 


autorisations  
Nationales  


3- Sélectionner les 
Sites à vérifier 


4- Se Préparer pour 
des visites de 


vérification sur le 
terrain:  1) Timing; 2) 


Constitution de 
l’équipe; 3) Logistique 
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L’étape 1 peut être accomplie par l’Organisation Commanditaire de L’EQD et/ou l’Equipe d’Audit. 


  
A- PROCEDER A LA SELECTION DU PAYS ET DU (DES) PROGRAMME/PROJET(S) 
 
Selon toute probabilité, l’Organisation commanditaire de l’EQD décidera du pays ainsi que du 
Programme/projet qui devrait faire l’objet d’une Evaluation de la Qualité des Données. Cet outil 
d’EQD présente  certaines stratégies relatives à la sélection d’un (de) Programme/projet(s) pour un 
audit à travers la fourniture d’une liste de critères pertinents et d’autres questions à prendre en 
compte. De toute évidence il n’existe pas de règle unique relative à la sélection du (des) 
Programme/projet(s) à auditer; des circonstances internationales, locales et programmatiques 
doivent être prises en compte lors de la prise de décision. La documentation de l’audit  devrait 
inclure des informations sur l’identité de la personne ayant procédé à la sélection et, dans la 
mesure où elles sont connues, les raisons qui ont motivé cette décision. 
 
Une liste représentative des critères à utiliser pour la sélection d’un pays et d’un Programme/projet 
est montrée ci-dessous au niveau de l’Etape 1 - Tableau 1. Si un Programme National fait 
effectuer l’audit, il peut également utiliser ces critères pour procéder à la sélection des aspects du 
programme (ex. les indicateurs) qui seront audités.  
 


Etape 1 - Tableau 1. Critères Illustratifs pour la Sélection du Pays, du Secteur des 
Maladies /de la Santé et du Programme/projet 


 


1 Le montant du financement investi au niveau des pays et des programmes/projets 
au sein du secteur des maladies/de la santé. 


2 Les Résultats ciblés ou notifiés  issus des pays et des Programmes/projets (tel que 
le nombre de personnes sous traitement ART, de MII distribuées  ou les Nombres 
de cas Détectés avec le programme DOTS).   


3 Les  grandes différences au niveau de la notification des résultats d’une période à 
l’autre au sein d’un pays ou d’un Programme/projet. 


4 Les Ecarts entre les résultats programmatiques et les autres sources de données 
(ex., dépenses liées à l’achat de produits sanitaires qui ne correspondent pas au 
nombre de personnes sous traitement ARV notifié). 


5 Les écarts entre les données notifiées  issues d’un projet particulier et les résultats 
nationaux (ex., le nombre notifié de MII distribuées  ne correspond pas aux chiffres 
à l’échelle nationale). 


6 Les conclusions  issues des évaluations de S&E précédentes indiquant des écarts  
au niveau des systèmes de gestion et de notification des données au sein  du ( 
des) Programme/projet(s). 


ETAPE 1. SELECTIONNER LE PAYS, LE (S) PROGRAMME/PROJET(S), LE/LES 
INDICATEUR(S) ET LA PERIODE VISEE PAR L’AUDIT 
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7 Les Opinions/références relatives aux faiblesses perçues de la qualité des 
données et/ou aux risques au sein d’un Programme/projet. 


8 Un calendrier d’audit périodique associé au financement ou aux examens de 
renouvellement. 


9 La volonté de choisir au hasard certains pays et programmes/projets devant faire 
l’objet d’un audit. 


 
Quand les Organisations Chargées de l’EQD sélectionnent le pays et le Programme/projet devant 
faire l’objet d’une Evaluation de la qualité des données, elles pourraient juger utile de classer les 
pays (ou les Programmes/projets) en fonction du montant qu’elles y ont investi et/ou des 
conclusions qui ont été rapportées (résultats).  Ce classement pourrait se faire dans l’ordre 
suivant : 


 Tout d’abord, classer les pays ou le (les) Programme/projet(s) en fonction du 
montant de l’investissement pour une maladie spécifique ; 


 En second lieu, identifier les indicateurs nécessaires pour le classement des pays 
(ou des Programmes/projets) en fonction des résultats  notifiés  (cette liste sera en 
général réservée à l’Organisation particulière commanditaire de l’EQD) ; 


 En troisième lieu, déterminer le classement de chaque pays ou Programme/projet 
pour chacun des indicateurs identifiés. 


 
Cette liste devrait aider l’Organisation Commanditaire de l’EQD à de classer les pays ou  
Programme/projet(s) par priorité. ANNEXE 2, Etape 1 – Le Modèle 1 sert à illustrer une telle 
analyse. 
 
 
B- PROCEDER A LA SELECTION DE(S) L’INDICATEUR(S) 
 


D’autres décisions importantes à prendre lorsqu’on se prépare pour une Evaluation de la Qualité 
des Données consistent à décider: (1) des indicateurs qui seront inclus dans l’audit; et (2) de la 
(des) période(s) pendant laquelle (lesquelles) effectuer l’audit. Dans certains cas, il peut être 
demandé à l’Agence d’Audit de faire cette sélection. Il est recommandé de sélectionner jusqu’à 
deux indicateurs au sein d’un Secteur des Maladies /de la Santé et d’inclure quatre 
indicateurs au maximum si plusieurs Secteurs des maladies/de la Santé sont associés à 
une Evaluation de la Qualité des Données.  La sélection de plus de quatre indicateurs pourrait 
aboutir à l’obtention d’un nombre excessif de sites à évaluer. 


 
La décision relative aux indicateurs à inclure sera en général prise par l’Organisation Chargée 
d’effectuer l ‘EQD et peut être basée sur un nombre de critères, y compris une analyse des 
niveaux de financement concernant divers Secteurs du Programme (ex., ARV, PTME, MII, DOTS, 
BCC) ainsi que les résultats notifiés relatifs aux indicateurs associés  En outre, le facteur 
déterminant pourrait être les Secteurs du Programme qui préoccupent l’Organisation Chargée 
d’effectuer l’EQD et/ou le Programme National (ex. les programmes communautaires qui peuvent 
être plus difficiles à suivre que les programmes infrastructurels).  L’analyse effectuée au niveau de 
l’Etape 1 peut contribuer à guider la sélection des indicateurs à inclure dans l’Evaluation de la 
Qualité des Données. 
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Les critères pour la sélection des indicateurs relatifs à l’Evaluation de la Qualité des Données 
pourraient être les suivants : 
 
1.  Indicateurs “à Examiner Nécessairement ”.  Selon le(s) programme/projet(s) sélectionné pour 


faire l’objet d’un audit, l’Organisation Commanditaire de l’EQD peut avoir une liste des 
indicateurs “à revoir absolument” et qui devraient être sélectionnés en premier (ex les 
indicateurs relatifs aux personnes sous Traitement ARV, aux MII distribuées ou (Retraitées) et 
aux Nombres de cas Détectés avec le programme DOTS) Ceux-ci constituent en général les 
indicateurs qui sont utilisés à l’échelle internationale pour mesurer la réaction mondiale face à 
la maladie. Par exemple, en ce qui concerne les audits effectués par le biais du Fonds Mondial, 
les indicateurs devant faire l’objet d’un audit proviendront en général de sa liste des “10 
premiers indicateurs”.  Sous le PEPFAR, la liste proviendra probablement d’indicateurs qui se 
rapportent pour la plupart directement aux objectifs consistant à placer 2 millions de personnes 
sous traitement tout en offrant à 10 millions de personnes un appui et des soins médicaux. 
D’autres bailleurs de fonds et Programmes Nationaux peuvent avoir des listes différentes 
d’indicateurs importants à prendre en compte.   


 
2.  Importance Relative des Indicateurs. 


a) Importance Relative de l’Investissement en Ressource dans les Activités Liées à  
l’Indicateur.  Par exemple, si le Programme/projet investit plus de 25 pour cent de son 
financement dans un secteur spécifique du programme, alors l’indicateur clé présent au 
niveau de ce secteur pourrait être sélectionné. 


 
b) Chiffre rapporté pour un Indicateur Relatif à l’objectif par Pays.  Si le Programme/projet 


identifié a une activité notifiée  “considérable” au sein d’un pays pour un indicateur, cet 
indicateur devrait être pris en compte pour un audit.  Le terme considérable pourrait être 
défini comme le fait de générer plus de 25 pour cent des chiffres globaux du pays rapportés  
pour cet indicateur.   


 
 
3. Sélection intentionnelle au “Cas par Cas”  Dans certains cas, l’Organisation Chargée 


d’effectuer l’EQD peut avoir d’autres raisons motivant l’inclusion d’un indicateur dans 
l’EQD. Ceci pourrait être dû au fait qu’il y’a des indicateurs pour lesquels il existe des 
incertitudes concernant la qualité des données. Tel pourrait également être le cas des 
indicateurs qui sont censés être vérifiés régulièrement et pour lesquels l'Organisation 
commanditaire de l’EQD veut un audit indépendant. Ces raisons devraient être 
documentées en tant que justificatifs de l’inclusion. 


 
ANNEXE 2 Etape 1 Modèle 2 contient un modèle illustratif pour l’analyse de l’importance relative 
des investissements et des résultats de l’indicateur par Secteur du Programme.  
 
 
C- SELECTIONNER LA PERIODE DE L’AUDIT 
 
Il est également important d’identifier la période visée par l’audit associée à (aux) l’indicateur (s) 
devant faire l’objet d’un audit. Idéalement, la période devrait correspondre à la période la plus 
proche  qui est pertinente pour le système national ou pour les activités du Programme/projet 
associées à l'Organisation Commanditaire de l’EQD.  Si les circonstances le justifient, la durée de 
l'audit pourrait être moindre (par exemple, une fraction de la période visée par l’audit, tel que le 
dernier trimestre ou mois de la période visée ).  Par exemple, le nombre de pièces justificatives 
dans un site de CDV où il y’a beaucoup de monde pourrait être important, les ressources du 
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personnel d’audit peuvent être limitées ou les Sites de Fourniture de Service du Programme/projet 
pourraient produire des rapports mensuels ou trimestriels relatifs aux pièces justificatives en 
question. Dans d'autres cas, la période pourrait correspondre à une période visée plus récente au 
cours de laquelle des résultats significatifs ont été notifiés par le(les) programme/projet(s).   
 
 
D - DOCUMENTER LA SELECTION  
 
ANNEXE 2, Etape 1 – Le Modèle 3 fournit un outil qui peut être utilisé pour documenter la 
sélection du pays, du (des) programme(s)/projet(s), de l’indicateur (des indicateurs) et de la 
période visée faisant l’objet de l'audit. 
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L’Etape 2 est typiquement accomplie par l’Organisation Commanditaire de l’EQD. 
 
A - INFORMER LE PROGRAMME ET DEMANDER LA DOCUMENTATION 
 
L'Organisation Commanditaire de l’EQD devrait aviser le programme/projet de l'imminence de 
l’Evaluation de la Qualité des Données dès que possible et obtenir les autorisations nécessaires à 
l’échelle nationale et ailleurs. Elle devrait également  aviser les autres organisations, au besoin, de 
l’audit et demander une coopération, si nécessaire. On s’attend à ce que l’Equipe d’Audit suive 
les réglementations nationales relatives à la confidentialité des données et à l’éthique. Il 
incombe à l’Equipe d’Audit d'identifier ces réglementations nationales et de les respecter.   
 
ANNEXE 2, Etape 2 – Modèle 1 contient une ébauche du  langage pour la lettre de notification. 
Cette lettre peut être modifiée, si nécessaire, en collaboration avec les parties prenantes locales 
(par exemple, la Commission Nationale des Maladies, le Ministère de la Santé, le CCM, les 
bailleurs de fonds concernés). La lettre doit être accompagnée de la demande de documentation 
initiale provenant de l’Unité de S&E, qui se situe au niveau de l’Etape 2 - Tableau 1. Il est 
important que l'Organisation Commanditaire de l’EQD souligne la nécessité pour le(s) membre(s) 
du personnel de l’Unité de S&E en question d’accompagner l'Equipe d’Audit lors de ses visites de 
sites. 
 
Une fois la lettre de notification envoyée, l'Organisation Commanditaire de l’EQD devrait envoyer 
une copie de la lettre de notification à toutes les parties prenantes concernées, y compris, par 
exemple :    
 


 Les agents du pays d’audit en relation avec le programme/projet en cours d’audit; 
 L’agence nationale d’audit, au besoin, et   
 Les bailleurs de fonds, les partenaires au développement, les organisations internationales 


partenaires d'exécution et les représentants concernés du groupe de travail de S&E.   
 
L’Agence d’Audit devrait suivre avec le Programme/projet sélectionné concernant l’audit en cours, 
les calendriers, les points de contact et la nécessité de fournir à l’avance certaines informations et 
documentations. 
 
L'Equipe d’Audit aura besoin de quatre types de documents au moins deux semaines avant la 
mission de pays.   


 


1) Une liste de tous les points de service avec les derniers résultats notifiés, relatifs à (aux) 
l’indicateur(s) ; 


2) Une description des systèmes de collecte et de notification des données ; 


3) Les modèles des formulaires de collecte et de notification des données; et  


4) Les autres documents disponibles relatifs aux systèmes de gestion et de notification des 
données et à la description du programme/projet (par exemple, un manuel des 
procédures).    


 


ETAPE 2.  INFORMER LE PROGRAMME, DEMANDER LA DOCUMENTATION ET OBTENIR 
DES AUTORISATIONS NATIONALES  
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1) Liste des Sites de Fourniture de Services qui offrent des services en rapport avec 
l’indicateur(les indicateurs).  L'Equipe d’Audit devrait recevoir une liste de tous les Sites de 
Fourniture de Service à partir de laquelle un échantillon des sites à auditer sera sélectionné.  Cette 
liste de sites de fourniture de services devrait inclure :  
 


 La localisation –région, district, etc. et déterminer si la zone est urbaine ou rurale. 


 Le type d'infrastructure - si le site de fourniture de service est une infrastructure sanitaire 
(et de quel type par exemple, hôpital, centre de soins de santé primaires) ou un site de 
service communautaire.  


 Les dernières annonces des résultats pour chacun des Sites de Fourniture de Services 
(par exemple, le nombre de personnes sous traitement ou de cas traités avec succès)  


 Des informations sur d'autres éléments (si nécessaire) - l'Organisation Commanditaire de 
l’EQD peut définir d'autres caractéristiques qui définissent l'échantillon de sites à tirer.  Par 
exemple, la sélection peut inclure des sites du secteur public et privé ou peut se focaliser 
sur les sites soutenus par des organisations religieuses ou non gouvernementales.   


 
Une fois les Sites de Fourniture de Services et les Niveaux d'Agrégation Intermédiaires associés 
sélectionnés pour l’audit, il est essentiel que l'Equipe d’Audit travaille dans le cadre du 
Programme/projet afin d’aviser les sites  et de leur fournir les fiches d'information qui figurent au 
niveau de l’annexe 3, Etape 2 – Modèles 1, 2, 3. Cette démarche vise à s'assurer que le 
personnel concerné est disponible et que les pièces justificatives sont accessibles pour l’indicateur 
(les indicateurs) et la période visée pour l’audit. 
 


2) Description du système de collecte et de notification des données relatif à l’indicateur 
(aux indicateurs).  L'Equipe d’Audit devrait recevoir le(s) modèle(s) achevé(s) qui figure au niveau 
de l'annexe 2, Étape 2 – Modèle 2 décrivant le système de collecte et de notification des données 
ayant un rapport avec l'indicateur (les indicateurs)en cours d’audit. 


 


3) Les modèles  des formulaires de collecte et de notification des données. L'Equipe d’Audit 
devrait recevoir tous les modèles des formulaires de collecte et de notification des données utilisés 
à tous les niveaux du système de gestion de données pour l'indicateur (les indicateurs) auquel ils 
sont liés (par exemple, les dossiers des patients, les fiches d'admission des clients, les registres, 
les rapports mensuels, etc.) 


 


4) Autres documents pour la revue des systèmes.  Les autres documents requis sont 
nécessaires pour que l'Equipe d’Audit puisse commencer l'évaluation du système de collecte et de 
notification des données pour l’indicateur(les indicateurs) sélectionné(s) . Ces documents sont 
énumérés ci-dessous au niveau de l'Etape 2 - Tableau 1. Dans le cas où le Programme/projet ne 
dispose pas de ces documents, l'Equipe d’Audit devrait se préparer pour le faire suivre de la 
gestion du Programme/projet, une fois dans le pays.  
 
En outre, l'Organisation Commanditaire de l’EQD devrait également fournir à l'Equipe d’Audit des 
documents de base pertinents concernant le pays et le programme/projet en cours d’audit. 
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Étape 2 - Tableau 1. Liste des Secteurs Opérationnels d’Audit et de Documents à 
Demander au Programme /projet pour l’Examen sur Place (si disponible)


 
 
Secteurs 
Opérationnels 


 
Documentation générale requise 


Vérifier 
s’ils 
sont 


fournis


 Informations 
de Contact 


 Noms et coordonnées des agents clés du Programme/projet, y 
compris le personnel clé chargé des activités de gestion des 
données.   


 


I –Structures 
de S&E, Rôles 
et Capacités,  


 Organigramme représentant les responsabilités de S&E.  


 Liste des postes et des statuts de S&E ( ex à plein temps ou 
partiel, pourvus ou vacants).   


 


 Plan de formation de S&E, s’il en existe un. 
 


II – Définitions 
des 
Indicateurs et 
Directives de 
rédaction des 
rapports 


 Instructions aux sites de notification concernant les  besoins 
de notification et les délais. 


 


 Description de la manière dont la fourniture de service est 
enregistrée  sur les pièces justificatives, et sur les autres 
documents tels que les registres cliniques et les rapports 
périodiques des sites. 


 


 Un organigramme détaillé de données y compris: 
o des sites de fourniture de service aux Niveaux 


d’Agrégation Intermédiaires (ex les bureaux de 
district, les bureaux provinciaux, etc.),  


o Des niveaux d’Agrégation Intermédiaires (s’il y’en a ) 
à l’Unité de S&E. 


 


 Plan National de S&E, s’il en existe un. 
 


 Des définitions opérationnelles des indicateurs en 
cours d’audit.  


 


III -  
Formulaires et 
Outils de 
collecte et de 
notification 
des Données 


 Un formulaire (des formulaires) de collecte des 
données pour l’indicateur(les indicateurs) en 
cours d’audit. 


 


 Un formulaire (des formulaires) de notification de 
données pour l’indicateur (les indicateurs) 
faisant l’objet de l’audit. 


 


 Des instructions pour remplir les formulaires de 
collecte et de notification des données. 
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Étape 2 - Tableau 1. Liste des Secteurs Opérationnels d’Audit et de Documents à 
Demander au Programme /projet pour l’Examen sur Place (si disponible)


 
 
Secteurs 
Opérationnels 


 
Documentation générale requise 


Vérifier 
s’ils 
sont 


fournis


IV - Processus 
de Gestion des 
Données  


 Une documentation écrite des processus de 
gestion des données comprenant une 
description de toutes les étapes de vérifications 
d’agrégation et de manipulation des données 
accomplies à chaque niveau du système de 
notification des données. 


 


 Des procédures écrites en vue de relever les 
défis spécifiques de la qualité des données (ex 
le double comptage, “perdu pour  le suivi”), y 
compris des instructions envoyées aux sites de 
notification des données. 


 


 
 Des directives et des calendriers pour les visites 


de surveillance de routine des sites. 


 


V –Liens avec 
le Système 
National de 
Notification   


 Des liens documentés entre le système de 
notification des données du Programme/projet et 
le système  national de notification des données 
concerné.  


 


 
 
La revue des systèmes sera effectuée en répondant aux questions situées au niveau du 
Protocole 1 de l’EQD  Protocole d’Evaluation du Système  Le protocole est élaboré en cinq 
secteurs opérationnels avec treize questions clés récapitulatives qui sont essentielles pour évaluer 
la conception et la mise en œuvre du système de gestion des données du (des) 
programme(s)/projet(s)afin de produire des données de qualité. Effectuer la vérification sur place 
avec la documentation fournie avant la visite du Programme/projet allégera le fardeau que l’audit 
fera peser sur le personnel chargé de la gestion des données au niveau de l’Unité de S&E.   
 
 
B- OBTENIR L’AUTORISATION NATIONALE 
 
Dans certains cas, une autorisation spéciale pour effectuer l’EQD peut être requise auprès d’un 
autre organisme national, telle que l’Agence d’Audit Nationale.  L’ANNEXE 2, Etape 2 – Modèle 3 
fournit un texte pour la lettre exigeant cette autorisation supplémentaire en vue d’effectuer l’EQD.  
Cette lettre devrait être envoyée à l’Organisation Commanditaire de l’EQD. Le(s) destinataire(s) de 
la lettre d’autorisation variera( varieront) en fonction le Programme/projet en cours d’audit. 
L'autorisation nationale ainsi que toute autre autorisation appropriée pour effectuer l’EQD auprès 
des bailleurs de fonds appuyant les sites audités ou des agents du Programme/projet devraient 
être incluse dans le Rapport Final d’Audit en tant que  pièce jointe.   
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L’étape 3 peut être accomplie par l’Organisation Chargée de LEQD et/ou l’Equipe d’Audit. 
 
Dans cette partie quatre alternatives sont présentées pour la sélection des sites au sein desquels 
les équipes d’Evaluation de la Qualité des Données effectueront le travail.  Les alternatives sont 
présentées par ordre de complexité, de la Stratégie d'Echantillonnage A qui est complètement non 
statistique, à la Stratégie d'Echantillonnage D qui est une méthode d’échantillonnage en grappes à 
plusieurs degrés qui peut être utilisée pour faire des inférences statistiques sur la qualité des 
données à l’échelle nationale. Les Stratégies d'Echantillonnage B et C représentent des points 
centraux entre les approches non statistiques et statistiques et offrent à l'équipe d’audit la 
possibilité d'adapter l’audit à un ensemble spécifique de sites en fonction des besoins ou des 
intérêts. 
 
L'Organisation Commanditaire de l’EQD devrait décider de la Stratégie d'Echantillonnage en se 
basant sur l'objectif de l’EQD et les ressources disponibles. L'Agence d’Audit décidera, sur la base 
du type d'échantillon utilisé, des sites devant faire l’objet de l'audit. Il se peut que l’Organisation 
Commanditaire de l’EQD souhaite être impliquée dans la prise des décisions relatives à la 
sélection du site, en particulier si l'échantillonnage n'est pas aléatoire. 
 
 
A - METHODE DE SELECTION A 
 
Il s'agit d'un échantillon prédéterminé que l'Organisation Commanditaire de l’EQD impose à 
l'Equipe d’Evaluation de la Qualité des Données.  Dans certains cas, il peut s’avérer nécessaire 
d'effectuer une Evaluation de la Qualité des Données afin de se concentrer en particulier sur un 
ensemble de points de fourniture de services qui sont prédéterminés.  Dans ce cas, il n’est pas 
nécessaire d’élaborer un plan d'échantillonnage. Toutefois, les résultats de l’Evaluation de la 
Qualité des Données produites à partir d'un tel échantillon “choisi à dessein” ou ciblé ne 
peuvent pas être utilisés pour faire des déclarations généralisées (ou des inférences 
statistiques) sur la population totale des sites dans ce pays.  Les résultats seront limités à ces 
sites visités par l'équipe d'audit. 
 
 
B- METHODE DE SELECTION B 
 
La Stratégie d'Echantillonnage B est aussi appelée un plan de site sensible.  Il est communément 
utilisé comme substitut pour l'échantillonnage probabiliste (basé sur un algorithme aléatoire) et 
constitue un bon plan de comparaison des résultats d'audit sur plusieurs périodes.  Au niveau du 
Plan de Site Sensible, l'équipe d’audit sélectionne un site où se dérouleront tous les travaux.  
L'avantage de cette approche est que l'équipe peut maximiser ses efforts dans un seul site et avoir 
un haut degré de contrôle sur l'élaboration des protocoles d’audit ainsi qu’une connaissance des 
systèmes spécifiques au site d’où proviennent les résultats.  La Stratégie d'échantillonnage B 
est idéale pour évaluer les effets d'une intervention afin d’améliorer la qualité des données.  
Par exemple, l’EQD est appliqué à un site, et constitue une mesure de base.  Une 
intervention est menée (par exemple la formation), et l’EQD est exécuté une seconde fois.  
Étant donné que tous les facteurs susceptibles d’influencer la qualité des données sont les 
mêmes pour le pré et post-test (le même site est utilisé), toute différence dans la qualité des 
données notée au cours du post-test peut probablement être attribuée à l'intervention.  Une 
telle approche de mesure répétée utilisant l’outil d’Evaluation de la Qualité des Données pourrait 


ETAPE 3.  SELECTIONNER LES SITES DEVANT FAIRE L’OBJET D’UN AUDIT 
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être hors de prix si elle est utilisée conjointement avec un plan d'échantillonnage qui implique 
plusieurs sites. 
 
 
 
 
 
C- METHODE DE SELECTION C 
 
Cet échantillon est tiré par l'Equipe d’Evaluation de la Qualité des Données dans le but de 
maximiser l'exposition aux sites importants, tout en minimisant le temps et la somme d'argent  
investis dans l’exécution effective de l’audit.  Dans la plupart des cas, la Stratégie 
d'Echantillonnage C implique la sélection aléatoire des sites au sein d'un groupe particulier, où 
l’appartenance au groupe est définie par un attribut d'intérêt.  Parmi les exemples de ces attributs, 
on peut citer la localisation(par exemple, zone urbaine/rurale, région/district), le volume du service, 
le type d'organisation (par exemple, religieuse, non gouvernementale), ou la performance sur les 
évaluations du système(par exemple les sites qui ont obtenu de faibles résultats avec l’Outil de 
Renforcement des Systèmes de S&E). 
 
L'échantillonnage aléatoire stratifié utilisé au niveau de la Stratégie d'Echantillonnage C 
permet à l'équipe d’audit de faire des inférences, à partir des résultats de l'audit, à tous les 
sites qui appartiennent à l'attribut d’intérêt de stratification  (comme tous les sites ruraux, 
tous les très grands sites, tous les sites religieux, etc.).  Ainsi, les résultats de l'audit peuvent 
être généralisés, partant du panel de sites vers une plus grande "population" de sites à qui 
appartiennent les sites échantillonnés.  Cette capacité à générer des statistiques et à faire de telles 
généralisations peut être importante et est discutée de manière plus détaillée dans la partie ci-
dessous qui décrit la Stratégie d'Echantillonnage D. 
 
L'Echantillonnage Stratifié utilisé au niveau de la Stratégie d'Echantillonnage C est sous national : 
Les auditeurs de la qualité des données n’essaient pas de faire des généralisations sur les 
programmes nationaux.  En ce sens, la stratégie diffère de la Stratégie d'Echantillonnage D (ci-
dessous), principalement en ce qui concerne sa plus petite portée.  Les deux stratégies utilisent un 
échantillonnage aléatoire (expliqué plus en détail dans l'Annexe 4), ce qui signifie qu'au sein d’un 
groupement particulier de sites (base d’échantillonnage), chaque site a une chance égale d'être 
sélectionné dans l'échantillon d’audit.  
 
IL est possible de calculer un facteur de vérification qui indique la qualité des données pour le 
groupe avec l'attribut d'intérêt, mais qui n'a pas une portée nationale.   
 
 
D- METHODE DE SELECTION D 
 
La Stratégie d'Echantillonnage D est utilisée pour obtenir un Facteur de Vérification à l’Echelle 
Nationale pour les indicateurs au niveau du programme, elle est complexe et requiert des 
informations complètes et actualisées sur la répartition géographique des sites (quels que soient 
les indicateurs qui ont été sélectionnés), ainsi que les résultats spécifiques du site qui ont été 
annoncés (dénombrements)pour l'indicateur qui est en cours d'évaluation.  La Stratégie 
d'échantillonnage D pourrait également être considérée comme un échantillon en grappes à deux 
phases modifié(modifié dans la mesure où un échantillon aléatoire stratifié de sites, au lieu d'un 
échantillon aléatoire simple, est pris au sein des grappes sélectionnées). 
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L'échantillonnage en grappes constitue une variation sur l'échantillonnage aléatoire simple (où 
tous les sites seraient choisis au hasard) qui permet à un groupe de sites plus facile à gérer de 
faire l’objet d’un audit.  Si tous les sites étaient choisis au hasard, ils seraient probablement 
dispersés au niveau de tout le pays et demanderaient beaucoup de temps et de ressources pour 
l'audit.  L’échantillonnage en grappes prévoit la sélection de quelques districts réduisant ainsi le 
nombre de Voyages requis par les auditeurs. 
 
Un plan d'échantillonnage scientifique suppose l'utilisation de la théorie des probabilités et implique 
des statistiques.  L'objectif des statistiques dans ce contexte est de permettre aux auditeurs de 
produire des conclusions quantitatives relatives à la qualité des données et qui peuvent être 
considérées comme des prévisions de la qualité des données pour l'ensemble du 
Programme/projet, et pas simplement comme la qualité des données au niveau des sites 
sélectionnés.  En outre, un échantillon scientifique prévoit la quantification de la certitude des 
estimations d'exactitude trouvées par l’audit(c'est-à-dire les intervalles de confiance). Les 
avantages d'un tel plan d'échantillonnage proportionnellement représentatif vont au-delà du calcul 
des Facteurs de Vérification et s'appliquent à tous les résultats empiriques issus de l’Evaluation de 
la Qualité des Données. 
   
La principale unité d'échantillonnage pour la Stratégie d'Echantillonnage D est une grappe, qui 
renvoie à l'unité administrative politique ou géographique dans laquelle se situent les Sites de 
Fourniture de Service.  En pratique, la sélection d’une grappe est généralement une unité 
géographique, comme un district.  En fin de compte, la sélection d'une grappe permet à l'équipe 
d’audit d'adapter le plan d'échantillonnage en fonction de ce à quoi ressemble le programme du 
pays.    
 
La stratégie soulignée ici utilise la probabilité proportionnelle à la taille (PPT) pour obtenir la 
dernière série de sites que l'équipe d’audit visitera.   La Stratégie d'Echantillonnage D génère une 
sélection de sites devant être visités par l'équipe d’audit qui est proportionnellement représentatif 
de TOUS les sites où des activités appuyant l'indicateur(les indicateurs) à l'étude sont en cours 
d’exécution.   
 
Les grappes sont sélectionnées dans la première phase en utilisant un échantillonnage aléatoire 
systématique, tandis que les grappes avec des programmes actifs établissant des rapports sur 
l'indicateur d'intérêt sont inscrites dans une base d’échantillonnage.  Dans la deuxième phase les 
Sites de Fourniture de service issus des grappes sélectionnées sont choisis en utilisant un 
échantillonnage aléatoire stratifié, alors que les sites sont stratifiés en fonction du volume de 
service.   
 
Le nombre de sites sélectionnés pour un EQD donné dépendra des ressources disponibles pour 
effectuer l’audit et le niveau  de précision désiré pour l’évaluation du facteur de vérification à 
l’échelle nationale.  Les Equipes d’Audit devraient travailler avec l'Organisation Commanditaire de 
l’EQD pour déterminer le nombre exact de sites pour un programme et un indicateur donnés.  
L'Annexe 4 contient une discussion détaillée et un exemple illustratif de la Stratégie 
d'Echantillonnage D pour la sélection des grappes et des sites pour l’EQD.   
 
Remarque: L’exactitude des estimations du facteur de vérification trouvé par  l’utilisation de la 
méthode d'échantillonnage GAVI employée ici a été mise en doute. Il est fortement conseillé à 
l'Agence d'Audit d’entrer en contact avec un spécialiste de l'échantillonnage qui peut guider 
l'élaboration des échantillons représentatifs et que les facteurs de vérification générés à travers 
l’utilisation de ces méthodes soient interprétés avec prudence. 
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L’Etape 4 est accomplie par l’Equipe d’Audit. 


 
L’Agence d’Audit devra se préparer pour les visites d’audit sur site. En plus d’informer le 
Programme/projet, d’obtenir une liste des sites en question et de demander une documentation 
(Etapes 2-3), l’Agence d’Audit devra : (1) estimer le temps requis pour effectuer l’audit ( et 
travailler avec le Programme/projet pour se mettre d’accord sur les dates); (2) constituer une 
Equipe d’Audit avec les compétences requises; et (3) préparer le matériel pour les visites de site.  
Finalement, l’Agence d’Audit devra élaborer des programmes de voyage pour les visites de sites.   


  
A -  ESTIMER LE TEMPS  
 
En fonction du nombre et de l’emplacement des sites échantillonnés à visiter, l'Agence d'Audit 
devra estimer le temps requis pour effectuer l'audit.  Indications : 
 


 L’Unité de S&E prendra normalement 2 jours (1 jour au début et 1 jour à la fin des visites 
de sites) ; 


 Chaque Niveau d’Agrégation Intermédiaire (ex les Bureaux de District ou 
Provinciaux)  prendront entre une demi-journée et un jour ; 


 Chaque Site de Fourniture de Service prendra entre une 1/2 journée et deux jours (ce qui 
veut dire qu'il est possible de demander plus d’un jour lorsqu’il s’agit de grands sites avec 
des nombres se situant dans les centaines ou de sites qui comprennent des centres 
satellites ou quand “des contrôles au hasard” sont effectués). 


 L’Equipe d’Audit devrait également prévoir une journée de travail supplémentaire à la fin 
des visites de sites pour se préparer à la réunion avec l’Unité de S&E. 


 
L’Etape 4 – Tableau 1 fournit un calendrier quotidien illustratif pour les visites de sites qui aidera 
l’Agence d’Audit  à estimer le temps total requis.   
 
 
Etape 4 – Tableau 1  Calendrier Quotidien Illustratif pour les Visites d’Evaluation sur Sites  


de la Qualité des Données et les Réunions
 
Pays :  Indicateur :  
Date :  Maladie : Equipe : 


Activité Temps
Estimé


Remarques


Remarque: ajouter le voyage et les journées de 
travail de  l’équipe de l’EQD, nécessaires 


   


 
UNITE DE S&E (Début) - 1 jour    


ETAPE  4.    SE PREPARER POUR LES VISITES D’AUDIT SUR SITE  
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Etape 4 – Tableau 1  Calendrier Quotidien Illustratif pour les Visites d’Evaluation sur Sites  
de la Qualité des Données et les Réunions


 
Pays :  Indicateur :  
Date :  Maladie : Equipe : 


Activité Temps
Estimé


Remarques


1 Introduction et présentation du processus d’EQD 30min Matin –jour 1 


2 Questions et réponses 15 min Matin –jour 1 


3 Confirmer la période visée par l’audit 15 min Matin –jour 1 


4 


Compléter le Protocole 1 de l’EQD: Protocole 
d’Evaluation du Système 
a  Demander une documentation supplémentaire 


( si nécessaire)   
Discutez et obtenez les réponses aux questions 
relatives aux  protocoles 


2 heures Matin –jour 1 


5 Compléter le Protocole 2 de l’EQD: Protocole de 
Vérification des Données 


2-4 
heures Après midi –jour 1 


 
POINT DE FOURNITURE DE SERVICE – entre ½-
journée 2 jours 


   


1 Introduction et présentation du processus d’EQD 30 min Matin –jour 1 


2 Questions et réponses 15 min Matin –jour 1 


3 Discuter de la période visée par le rapport et du 
temps d’observation du service 15 min Matin –jour 1 


4 


Compléter le Protocole 1 de l’EQD: Protocole 
d’Evaluation du Système 
a. Demander une documentation supplémentaire 


(si nécessaire)   
b. Discutez et obtenez les réponses aux 
questions sur les protocoles 


1-2 
heures Matin –jour 1 


5 Compléter le Protocole 2 de l’EQD:  Protocole de 
Vérification des Données 


4-15 
heures  


   Observation/Description 1 heure Après midi –jour 1 


  Révision de la documentation 1-2 
heures Après midi –jour 1 


   Trace et vérification 1-4 
heures Après midi –jour 1 


   Vérifications par recoupement  1-2 
heures Après midi –jour 1 
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Etape 4 – Tableau 1  Calendrier Quotidien Illustratif pour les Visites d’Evaluation sur Sites  
de la Qualité des Données et les Réunions


 
Pays :  Indicateur :  
Date :  Maladie : Equipe : 


Activité Temps
Estimé


Remarques


   Contrôles inopinés 0-6 
heures Jour 2 (dans le cas échéant) 


 
NIVEAU D’AGREGATION INTERMEDIAIRE –entre ½ journée 
et 1 jour 


  


1 Introduction et présentation du processus d’EQD 30 min Matin –jour 1 


2 Questions et réponses 15 min Matin –jour 1 


3 Discuter de la période visée par l’audit 15 min Matin –jour 1 


4 


Compléter le Protocole 1 de l’EQD: Protocole 
d’Evaluation du Système 
a. Demander une documentation supplémentaire 


(si nécessaire)   
b. Discutez et obtenez les réponses aux 
questions relatives aux protocoles  


1-2 
heures Matin –jour 1 


5 Compléter le Protocole 2 de l’EQD:  Protocole de 
Vérification des Données 


2-4 
heures Après midi –jour 1 


 


JOURNEE DE TRAVAIL DE L’EQUIPE D’AUDIT   


1 Examiner et consolider les protocoles 1 & 2 de 
l’EQD 


1-2 
heures Matin 


2 Compléter les résultats  préliminaires et les notes 
de recommandation 3 heures Matin 


3 Préparer un exposé final pour la réunion avec 
l’Unité de S&E  4 heures Après midi 


 


UNITE DE S&E (Fin) - 1 jour   


1 Tenir une réunion de clôture 2-3 
heures Matin 


 


 
B- CONSTITUER L’EQUIPE D’AUDIT  
 
Au moment où l’Organisation Commanditaire de l’EQD procédera à la sélection de l’organisation 
devant effectuer l’Evaluation de la Qualité des Données, il est recommandé que les compétences 
suivantes soient représentées au niveau des équipes d’audit : 
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 Santé Publique (étroitement liée au secteur des maladies et à l’indicateur(aux indicateurs) 


en cours d’audit) 
 Audit de Programme 
 Evaluation de Programme (ex les systèmes d’information sanitaires, la conception des 


systèmes de S&E, l’établissement de rapport sur l’indicateur)  
 Gestion des Données (ex, une compréhension et des connaissances solides en modèles 


de données et en interrogation/analyse des bases de données) 
 Excel (de solides aptitudes préférables à manipuler, modifier et/ou créer des fichiers et des 


feuilles de programmation) 
 Expérience Pertinente des Pays, préférable 


 
Les membres de l’Equipe d’Audit peuvent avoir un mélange des compétences citées ci-dessus.  
Lorsque le nombre total des membres de l’équipe variera selon l’ampleur de l’audit, il est 
recommandé que l’Equipe d’Audit compte en son sein 2-4 conseillers au minimum y compris au 
moins un Conseiller Hors Classe. L’équipe peut être composée de conseillers internationaux et/ou 
régionaux. De plus, si les conseillers ne parlent pas la langue du pays, un ou plusieurs traducteurs 
indépendants devraient être embauchés par l'Equipe d'Audit. 
 
Lors des visites des sites, l’Equipe d’Audit devra se scinder en sous-équipes et faire équipe avec 
au moins un représentant du programme/projet.  Chaque sous-équipe sera chargée de visiter un 
nombre de sites relatifs à l’audit (par exemple, une sous-équipe visiterait les sites A, B, et C, au 
moment où la seconde sous-équipe visiterait les sites D, E et F).  Pour les sous-équipes qui 
visitent les systèmes informatisés, un membre de l’équipe devrait être en mesure d'interroger la 
base de donnée en question. 
 
Finalement, l’Organisation Commanditaire de l’EQD peut poser d’autres conditions relatives aux 
membres de l’équipe ou aux compétences. Il sera important pour tous les membres de l’Equipe 
d’Audit de connaître les protocoles spécifiques de l’indicateur actuellement utilisés dans l’audit et 
de se familiariser avec le Programme/projet en cours d’audit. 


 
 
C - PREPARER LA LOGISTIQUE   
 
Le Matériel à Emporter lors des Visites d’Audit 
 
Lorsque l’Equipe d’Audit visite le Programme/projet, elle devrait se doter de tout le matériel 
nécessaire pour accomplir les étapes de l’audit sur site.  Une liste du matériel que l’Equipe d’Audit 
devrait se doter est montrée dans l’Annexe 3, Etape 4 – Modèle 4. 
 
Remarque: Lorsque les protocoles de l'EQD sont des fichiers Excel automatisés, l’Equipe d’Audit 
devrait se doter de versions papier de tous les protocoles nécessaires.  Dans certains cas, il peut 
être possible d’utiliser des ordinateurs au cours des visites de sites, mais dans d’autres cas 
l’Equipe d’Audit devra remplir les protocoles sur les versions papier et ensuite transcrire les 
résultats vers le fichier Excel.   
 
Planifier le Voyage 
 
L’Equipe d’Audit devrait collaborer avec le Programme/projet pour planifier un voyage au niveau 
du pays (si l’Equipe d’Audit est externe) et  des sites échantillonnés  à la fois pour fixer des 
rendez-vous et coordonner avec le personnel du Programme/projet qui accompagnera l’équipe 
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d’audit au cours des visites de sites.   L’Equipe d’Audit devrait prendre les arrangements 
nécessaires pour assurer le transport vers les sites échantillonnés et le logement de l’équipe.   
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.  


 
L’étape 5 est exécutée par l’Equipe d’audit. 


   
 
L’objectif de la révision et de l’évaluation de la conception du système de gestion et de 
modification des données du Programme/projet est de voir si le système est capable de produire 
des rapports avec de bonnes données de qualité s’il est mis en œuvre comme prévu. La révision 
et l’évaluation sont faites en plusieurs étapes, dont une révision documentaire des informations 
fournies à l’avance par le Programme/projet, des études de suivi de l’Unité S&E du 
Programme/projet,  des sites de collecte de données choisis et des Niveaux Intermédiaires de 
compilation. Pendant la révision documentaire sommaire hors site, l’Equipe d’audit va œuvrer à 
commencer à poser des questions sur le Protocole 1 EQD : Protocole d’Evaluation du Système  
basé sur la documentation fournie. L’Equipe d’audit devrait néanmoins prévoir que toute la 
documentation requise ne sera pas  soumise, à l’avance, par le Programme/projet de la mission du 
pays. 


 
L’idéal serait que l’examen documentaire donne à l’Equipe d’audit une bonne compréhension de 
l’organisation du système d’enregistrement des données – son exhaustivité et la disponibilité de la 
documentation relative au système et qui vient en appui aux procédés de vérification.  Pour le 
moins, l’examen documentaire va identifier les zones et les interrogations que l’Equipe d’audit aura 
besoin de suivre dans l’Unité S&E du  Programme/projet  (PHASE 2). 
 
 
Du fait que le système de S&E peut varier au sein des indicateurs et peut être plus fort pour 
certains indicateurs que pour d’autres, l’Equipe d’audit aura besoin de remplir séparément le 
Protocole 1 EQD :   Protocole d’Evaluation du Système  pour chaque indicateur vérifié pour le 
Programme/projet sélectionné. Cependant, si les indicateurs sélectionnés pour vérification sont 
collectés dans les mêmes formes et systèmes de reproduction de données (ex. les nombres TAR 
et Ol ou les nombres de Détection TB traités avec succès), Seul un Protocole 1 EQD :   
Protocole d’Evaluation du Système peut être complété pour ces indicateurs. 
 
 
L’ANNEXE 1 présente la liste de 39 questions contenues dans le Protocole 1 EQD :   Protocole 
d’Evaluation du Système, que l’Equipe d’audit va compléter, sur la base de  sa révision de la 
documentation et des sites de vérification visités.     
 
  
 
Pendant qu’elle travaille,  l’Equipe d’audit devrait avoir suffisamment  de notes détaillées ou des 
«documents de travail» relatifs aux étapes de la vérification qui soutiendront les conclusions 
finales de l’Equipe d’audit.  Un espace est réservé dans le protocole pour des notes lors des 
réunions avec le personnel du Programme/projet. De plus, si davantage de notes détaillées sont 
nécessaires à tous les niveaux de vérification pour étayer les conclusions et recommandations, 
l’Equipe d’audit devra identifier ces notes comme «documents de travail» et le nombre adéquat de 
«documents de travail» doit être mentionné sur une colonne appropriée sur tous les modèles et 
protocoles d’EQD. Par exemple, les «documents de travail» pourraient être numérotés et le 


STEP 5.  REVOIR LA DOCUMENTATION 
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numéro de référence noté sur une colonne appropriée des modèles et protocoles EQD. Il est 
également important de garder les notes des principaux entretiens ou des réunions avec les 
administrateurs et le personnel du S&E pendant la phase de vérification.  L’annexe 3, Etape 5 – 
Modèle 1  fournit un format des notes de ces entretiens.   
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PHASE 2: PROGRAMME/PROJET DE L’UNITE DE S&E 


 
 
 
 


 


La deuxième phase de l’EQD menée à l’Unité de S&E du 
Programme/projet à être audité. Les étapes de la PHASE 2 
sont : 
 


6. Evaluation de la conception et de la mise en œuvre du 
système de gestion et de modification des données à 
l’Unité S&E   


 
7. Début du suivi et de la vérification des résultats 
rapportés des Niveaux Intermédiaires de compilation (ou 
des Sites de collectes de données) à l’Unité de S&E. 


 
Pendant la PHASE 2, l’Equipe d’audit devrait rencontrer le chef 
et les autres principaux responsables de l’Unité de S&E 
impliqués dans la gestion et la communication des données 
 
Ces étapes de la PHASE 2 sont prévues pour un jour. 
 


 
 


Gestion de 
l’Unité de S&E 


 


PHASE 2 


6 – Evaluation des 
Systèmes de 
gestions des 


données  


7- Suivi et  
vérification des 
résultats des 
rapports des Sites 
Intermédiaires de 
compilation 
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L’étape 6 est exécutée par l’Equipe d’audit. 


 
Tandis que l’Equipe d’audit de la qualité des données peut être très déterminante concernant la 
conception du système de gestion de modification des données basé sur l’examen documentaire 
hors site, il sera nécessaire de procéder à un suivi sur site à trois niveaux (l’Unité de S&E), les 
Niveaux Intermédiaires de compilation et les Points de collecte de données)) avant qu’une 
évaluation finale ne puisse être faite sur la capacité de l’ensemble du système à collecter et à 
informer de la qualité des données.  L’Equipe d’audit doit aussi prévoir la possibilité que le 
Programme/projet puisse avoir des systèmes puissants d’information des données  pour certains 
indicateurs et non pour d’autres.  Par exemple, un Programme/projet peut avoir un  système 
puissant de collecte de données de traitement ART et un faible système de collecte de données 
sur les activités communautaires de prévention. 
 
  .    
 
Protocole 1 de l’EQD basé sur le programme Excel : Protocole du Système d’Evaluation 
contient une fiche de travail à compléter par l’Equipe d’audit au niveau de l’Unité de S&E. L’Equipe 
d’audit aura besoin de compléter le protocole de même qu’obtenir un appui documentaire pour les 
réponses obtenues au niveau de l’Unité S&E du Programme/projet.  Le moyen le plus expéditif de 
le faire est d’interroger le ou les principaux responsables de la gestion des données et le personnel 
du Programme/projet et de modeler les questions de l’entretien sur les questions non résolues des 
systèmes de conception selon l’examen de la documentation fournie.  Avec un peu de chance, une 
réunion permettra à l’Equipe d’audit de compléter Protocole 1 EQD : la section (fiche de travail) 
de l’Unité S&E du Protocole du Système d’Evaluation. 
 
Il est important que l’Equipe d’audit inclue des notes et commentaires sur  le Protocole 1 EQD : 
Protocole du Système d’Evaluation afin de documenter de manière formelle l’ensemble de la 
conception (et la mise en œuvre) du système de gestion et de modification des données du 
Programme/projet  et d’identifier les zones nécessitant une amélioration.  Les réponses aux 
questions et les notes qui leur sont associées vont aider l’Equipe d’audit à répondre aux 13 
questions primordiales de la liste récapitulative de l’Equipe d’audit vers la fin de l’EQD (Voir Etape 
12 –Tableau 2 pour la liste récapitulative des questions qui trouveront entièrement des réponses 
dans la PHASE 5 – Etape 12). 
 
A mesure que l’Equipe d’audit complète le Protocole 1 EQD :  Protocole du Système 
d’Evaluation, elle devrait garder à l’esprit les deux questions suivantes qui vont déterminer les 
conclusions partielles (Etape 13) et le rapport de vérification (ébauché dans l’Etape 15 et finalisé 
dans l’Etape 17). 


 


      


1. La conception de l’ensemble du système de gestion et de modification des données du 
Programme/projet va-t-elle assurer que s’il est mis en œuvre comme prévu, il va collecter 
et communiquer des données de qualité ?   Pourquoi/pourquoi pas ? 


ETAPE 6. SYSTEMES D’EVALUATION  ET DE GESTION DES DONNEES  
(A L’UNITE DE S&E) 
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2. Quelles conclusions du système de gestion de modification des données justifient les 


notes de recommandations et les changements à la conception  afin d’améliorer la qualité 
des données ?  Elles devront être consignées dans le Protocole 1 EQD : Protocole du 
Système d’Evaluation.  


 
 
N.B.: Pendant que l’Equipe d’Evaluation rencontre l’Unité de S&E, elle devrait déterminer la 
manière dont les conclusions de la vérification seront partagées avec le personnel aux niveaux les 
plus bas en cours de vérification. Les pays ont différents protocoles de communications ; par 
conséquent, dans certains pays, l’Equipe d’audit pourra partager les conclusions partielles à 
chaque niveau alors que dans d’autres l’Unité de S&E va préférer partager les conclusions à la fin 
de la vérification Il est important pour l’Equipe d’audit de se conformer au protocole de 
communication local. Le plan de communication devrait être partagé à tous les niveaux. 
 
 


 
L’étape 7 est exécutée par l’Equipe d’audit. 


 
L’Etape 7 est la premières de trois étapes de vérification des données qui vont évaluer, sur une 
échelle limitée, si des Sites de collectes de données, des Niveaux de Compilation Intermédiaires 
(par exemple : districts ou régions) et l’Unité de S&E sont en train de collecter, de compiler et de 
communiquer, correctement et à temps, des données relatives aux indicateurs vérifiés.  
 
.  
 
L’Equipe d’audit va utiliser la version adéquate du Protocole 2 de l’EQD : Protocole de 
Vérification des données – pour le(s) indicateur(s) à vérifier – afin de déterminer si les sites 
prélevés ont correctement enregistré la collecte des données sur les documents sources.  Ils vont 
alors suivre ces données pour déterminer si les nombres ont été correctement compilés et/ou, par 
contre, manipulés as mesure qu’ils sont transmis à partir des premiers Sites de collectes de 
données, à travers les Niveaux Intermédiaires de Compilation, à l’Unité de S&E. Le protocole a 
des actions spécifiques à entreprendre par l’Equipe d’audit au niveau de l’Unité de S&E, aux 
Niveaux Intermédiaires de compilation et sur les Sites de collecte de données (pour plus de détails 
sur le Protocole 2 de l’EQD : Protocole de Vérification des données, voir Etapes 9 et 11). 
Cependant, dans certains pays les Sites de collecte de données peuvent faire leur communication 
directement à l’Unité centrale de S&E sans passer par les Niveaux Intermédiaires de compilation 
(exemple : districts ou régions). Dans ces instances, la vérification au niveau de l’Unité S&E devrait 
être basée sur les rapports directement soumis par les Sites de collecte de données. 
 
 .    .    
 
Alors que l’exercice de vérification des données implique un nouveau décompte des nombres du 
niveau de la première collecte, à des fins de logistiques, la feuille de travail de l’Unité de S&E du 
Protocole 2 de l’EQD : Le Protocole de Vérification des données peut être d’abord complété.  


 
ETAPE 7. SUIVRE ET VERIFIER LES RESULTATS DES NIVEAUX INTERMEDIAIRES


DE COMPILATION (A L’UNITE DE S&E) 
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Cela fournit à l’Equipe d’audit les nombres reçus, compilés et communiqués par l’Unité de S&E et 
ainsi, un repère pour les nombres que l’Equipe d’audit aurait à compter à nouveau au niveau des 
Sites de collecte de données et aux Niveaux Intermédiaires de compilation.  
 
 . .     
 
Au niveau de l’Unité de S&E, les étapes entreprises par l’Equipe d’audit sur le Protocole 2 EQD : 
Protocole de Vérification des données, sont :   
 
  
 
1. Compiler à nouveau les nombres rapportés de tous les Sites intermédiaires de 


compilation: Les résultats communiqués à partir de tous les Sites Intermédiaires de 
compilation (exemple : districts et régions) devraient être compilés à nouveau et le total 
comparé au nombre contenu dans le rapport sommaire préparé par l’Unité de S&E.  L’Equipe 
d’audit devrait voir les raisons possibles de toutes les différences entre les nombres vérifiés et 
ceux donnés. 


 
1.  . 
 
 STATISTIQUES : Calculer le Ratio de Vérification du Résultat de l’Unité de S&E. 
 


 
Somme des décomptes rapportés de tous les Sites intermédiaires de compilation 
Le décompte total contenu dans le rapport sommaire préparé par l’Unité de M&E. 


 
  


 
2. Copier les résultats des Sites Intermédiaires de compilation vérifiés tels qu’observés 


dans le rapport sommaire préparé par l’Unité de S&E.  Pour calculer le facteur d’ajustement 
(qui est nécessaire pour déduire un Facteur de Vérification Composé – voir ANNEX 5), 
l’Equipe d’audit aura besoin de trouver les nombre disponibles à l’Unité M&E pour les Sites 
Intermédiaires de compilation vérifiés.  Ils seront susceptibles d’être contenus dans le rapport 
sommaire préparé par l’Unité de S&E ou dans une base de données. 


 
3. Revoir la disponibilité, l’exhaustivité et le respect des délais des rapports reçus de tous 


les sites de compilation. Combien de rapports devraient alors venir des Sites Intermédiaires 
de Compilation ?  Combien y a en a-t-il ?  Ont-ils été reçus à temps ? Sont-ils complets ? 


   
 
 STATISTIQUES : Calculer le pourcentage de tous les rapports qui sont A) disponibles; B) 
reçus à temps et C) complets.   


 
A)  Le pourcentage de rapports disponibles (disponible pour l’Equipe d’audit) = 


Somme des décomptes rapportés de tous les Sites intermédiaires de compilation 
Nombre de rapports attendus de tous les sites intermédiaires de compilation 
 


B)  Le pourcentage de rapports reçus à temps  (reçus à la date prévue) = 


Le nombre de rapports reçus à temps de tous les Sites intermédiaires de compilation 
Nombre de rapports attendus de tous les sites intermédiaires de compilation 
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C)  Le pourcentage de rapports complets = 


Nombre de rapports complets de tous les sites intermédiaires de compilation 
Nombre de rapports attendus de tous les sites intermédiaires de compilation 
 


  


 
 


C'est-à-dire que pour qu’un rapport soit considéré comme complet, il devra contenir au 
moins (1) le décompte rapporté relatif à l’indicateur, (2) la période de transmission des 
données ; (3) la date de remise du rapport et (4) une signature du personnel qui a remis 
le rapport. 
 
.  


 
Attention : S’il y a une indication que certains des rapports ont été confectionnés (pour les buts de 
la vérification), l’Equipe d’audit devrait enregistrer ces rapports comme «non disponibles» et 
chercher d’autres sources de données pour confirmer le décompte communiqué (par exemple, un 
rapport de fin d’année du site contenant des résultats de la période objet de la vérification). En 
dernier recours, l’Equipe d’audit peut décider de visiter le(s) site(e) pour lesquels les rapports 
semblent confectionnés pour obtenir la confirmation des décomptes communiqués. Dans tous les 
cas, si ces décomptes communiqués ne peuvent être confirmés, l’Equipe d’audit devra rejeter les 
décomptes communiqués et enregistrer «0» pour ces sites dans le Protocole 2 de l’EQD : 
Protocole de Vérification de données. 
 
    
 
N.B.: En aucun cas, l’Equipe d’audit ne devrait enregistrer des informations personnelles, une 
photocopie ou enlever des documents de l’Unité de S&E. 
  
.  
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PHASE 3: NIVEAU(X) INTERMEDIAIRE(S) DE COMPILATION 


 
 


La troisième 
phase de 
l’EQD se 
déroule là où 
elle est 
applicable, à 
un ou 
davantage de 
niveaux  
intermédiaires 
de compilation  
(indiqués) où 
des données 
ont été 
communiquée
s par les Sites 
de collecte de 
données 
sélectionnés. 
Les Sites de 
fourniture de 
service 
peuvent être 
agrégés avec 
des données 
d’autres sites 
et/ou, par 


contre, manipulées avant 
qu’elles ne soient 
communiqués au siège du 
Programme/projet.  
 
 
Les Etapes de cette phase 
de vérification sont : 
 
   
 
8. Déterminer si les 
éléments clés du système 
de gestion et de 
modification des données 
du Programme/projet sont 
mis en œuvre au niveau 
des sites intermédiaires 


considérés (ex., districts ou Régions). 
 
9.   Suivre et vérifier les chiffres rapportés du (des) Site (s) 


de collecte de données à travers n’importe quelle 
compilation ou autre procédé de manipulation réalisés 
sur les sites intermédiaires (si ces sites existent). 


 
Pendant la PHASE 3, l’Equipe d’audit devrait s’entretenir avec 
les principaux responsables impliqués dans le 
Programme/projet de S&E au Niveau Intermédiaire de 
compilation approprié – dont le(s) membre(s) de l’équipe 
chargé(s) du S&E et d’autres membres de l’équipe qui 
contribuent à la compilation des données reçues des Sites de 
collecte de données (ou par contre manipulées), 
communiquant les résultats au niveau suivant de 
communication.   
 
La durée des étapes suivantes de la PHASE 3 est prévue 
pour être d'une demi-journée à un jour. 


 Niveaux 
Intermédiaires 
de Compilation   
(ex. district, région) 


PHASE 3 


8- Evaluation 


des Système de 


9- Suivi et vérification 
des résultats des 
rapports de Site 
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L’étape 8 est exécutée par l’Equipe d’audit.   
 


 
Dans les Etapes 5 et 6 (des PHASE 1 et 2), l’Equipe d’audit a évalué la conception et la mise en 
oeuvre du système de gestion et de modification des données du Programme/projet à travers un 
examen documentaire d’une documentation fournie et des révisions au niveau de l’Unité de S&E 
du Programme/projet.  Dans les Etapes 8 et 10, l’Equipe d’audit continue d’évaluer si le système 
de gestion et de modification des données est mis en œuvre comme prévu sur les Sites 
Intermédiaires de compilation et les Sites de collecte de données  Dans l’Etape 8, l’Equipe d’audit 
devrait compléter la fiche du Site Intermédiaire de compilation du Protocole 1 de l’EQD :  
Protocole du Système d’Evaluation. 
 
 
Les vérifications suivantes (Etape 8 – Tableau 1) sont faites aux Niveaux Intermédiaires de 
compilation. Des vérifications semblables sont faites à l’Unité de S&E. 
 
   
 
 


Etape 8 – Tableau 1 Niveaux Intermédiaires de compilation – 2 Types de Vérifications des 
données 


  


 


Vérifications Description  Besoin 


Revue de la 
Documentation 


  


Vérifier la disponibilité, l’opportunité et l’exhaustivité de tous les 
rapports des sites de collecte de données pour les périodes de 
collecte choisies. 


 


Dans tous 
les cas 
 


2 – Suivi et 
Vérification 


Suivre et vérifier les nombres collectés : (1) Compiler de nouveau les 
nombres fournis par les Sites de collecte de données ; (2) Comparer 
les décomptes vérifiés aux nombres fournis au niveau suivant 
(Programme/projet Unité de S&E) ; (3) Identifier les raisons de toute 
différence. 


 


Dans tous 
les cas 
 
 


 
Dans l’Etape 8, l’Equipe d’audit continue d’évaluer le système de gestion et de modification des 
données aux Niveaux Intermédiaires de compilation auquel sont jointes et manipulées les données 
des Sites de collectes avant d’être transmises à l’unité de S&E du Programme/projet.  Des 
instructions spécifiques pour compléter la fiche du Niveau Intermédiaire de compilation du 


 
ETAPE 8. SYSTEMES D’EVALUATION ET DE GESTION DES DONNEES (AUX 


NIVEAUX INTERMEDIAIRES DE COMPILATION) 
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Protocole 1 de l’EQD :  Protocole de Système d’Evaluation, se trouvent dans le fichier Excel du 
protocole.  
 
       
 
 
 


 
L’étape 9 est exécutée par l’Equipe d’audit.  


 
l’Equipe d’audit va continuer avec le Protocole 2 de l’EQD :  Protocole de Vérification des 
données, pour les Etapes 9 et 11. 
 
 
Comme le montre l’Introduction – Figure 3, la Vérification de la Qualité des Données cherche à 
déterminer si les sites intermédiaires de collectes rapportent les résultats de la compilation ou des 
étapes de la manipulation des données  faite sur les rapports reçus des Points de collecte de 
données, avec exactitude et à temps opportun. 
 
.  
 
Comme indiqué plus haut, dans certains pays les Sites de collecte de données peuvent faire leur 
communication directement à l’Unité centrale de S&E sans passer par les Niveaux Intermédiaires 
de compilation. Dans de telles instances, l’Equipe d’audit ne devrait pas réaliser l’Etape 9. 
 
 L’équipe d’audit va réaliser la vérification de la qualité des données suivantes pour chacun des 
indicateurs sélectionnés au(x) Niveau(x) Intermédiaire(s) de compilation.   
 
.    
 
1. Compiler à nouveau les nombres rapportés de tous les Points de Collecte des Données:  


Les résultats communiqués à partir de tous les Points de Collecte des Données devraient être 
compilés à nouveau et le total comparé au nombre contenu dans le rapport sommaire préparé 
par le Site de compilation Intermédiaire.  L’Equipe d’audit devrait identifier les raisons possibles 
de toutes les différences entre les nombres vérifiés et les résultats communiqués. 


 
 
 STATISTIQUES : Calculer le ratio de vérification du résultat du Site de Compilation 


Intermédiaire. 
 


La somme des données rapportées de tous les Points de collecte  
Le décompte total contenu dans le rapport sommaire préparé par le Site Intermédiaire de 


Compilation. 
 


 
 


1. Revoir la disponibilité, l’exhaustivité et le respect des délais des rapports reçus de 
tous les Points de Collecte des Données.  Combien de rapports proviendraient alors des 


ETAPE 9. SUIVI ET VERIFICATION DES RESULTATS DES RAPPORTS DE SITE 
(AUX NIVEAUX INTERMEDIAIRE DE COMPILATION) 
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Points de Collecte des Données ?  Combien y a en a-t-il ?  Ont-ils été reçus à temps ? 
Sont-ils complets ? 


 
 STATISTIQUES : Calculer le pourcentage de tous les rapports qui sont A) disponibles; B) 
reçus à temps et C) complets.   


i. Pourcentage de rapports disponibles (disponible pour l’Equipe d’audit) = 


                 


                                      Le Nombre de rapports reçus de tous les Points de collecte  
Nombre de rapports attendus de tous les Points de Collecte des Données: 


 
                           


ii. pourcentage de rapports reçus à temps  (reçus à la date prévue) = 


 
Nombre de rapports reçus à temps de tous les Points de Collecte des Données 


Nombre de rapports attendus de tous les Points de Collecte des Données: 
 


 
iii. Pourcentage de rapports complets (c à d : qui contiennent toutes les données 


appropriées pour mesurer l’indicateur) = 


 


Nombre de rapports complets reçus de tous les Points de Collecte des Données: 
Nombre de rapports attendus de tous les Points de Collecte des Données: 


 
 


C'est-à-dire que pour qu’un rapport soit considéré comme complet, il devra contenir au 
moins (1) le décompte rapporté relatif à l’indicateur, (2) la période de transmission des 
données ; (3) la date de remise du rapport et (4) une signature du personnel qui a remis 
le rapport. 
 


 
Attention : S’il y a une indication que certains des rapports ont été confectionnés (pour les buts de 
la vérification), l’Equipe d’audit devrait enregistrer ces rapports comme «non disponibles» et 
chercher d’autres sources de données pour confirmer le décompte communiqué (par exemple, un 
rapport de fin d’année du site contenant des résultats de la période objet de la vérification). En 
dernier recours, l’Equipe d’audit peut décider de visiter le(s) site(e) pour lesquels les rapports 
semblent confectionnés pour obtenir la confirmation des décomptes communiqués. Dans tous les 
cas, si ces décomptes communiqués ne peuvent être confirmés, l’Equipe d’audit devra rejeter les 
décomptes communiqués et enregistrer «0» pour ces sites dans le Protocole 2 de l’EQD :  
Protocole de Vérification de données. 
 
 
N.B.: En aucun cas, l’Equipe d’audit ne devrait enregistrer des informations personnelles, une 
photocopie ou enlever des documents des Sites Intermédiaires de Compilation. 
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PHASE 4 : SITES DE COLLECTE DE DONNEES 


 
 
 
 


 


La quatrième phase de l’EQD a lieu sur les Sites de 
collectes sélectionnés où sont réalisées les étapes 
suivantes de vérification de la qualité des données 
 
10. Déterminer si les éléments clés du système de 
gestion et de modification des données du 
Programme/projet sont mis en œuvre sur les Sites de 
collectes. 


 
11.   Suivi et vérification des données tirées des 


documents sources pour les indicateurs 
sélectionnés.    


 
Pendant la PHASE 4, l’Equipe d’audit devra 
s’entretenir avec les principaux responsables de la 
collecte et de la gestion des données du Site de 
collecte – y compris le personnel impliqué dans le 
complément des documents sources, la compilation 
des données et la vérification des rapports avant leur 
remise au prochain niveau administratif.  
 
La durée prévue pour les étapes suivantes de la 
PHASE 4 est d'une demi-journée et deux jours. 
Les grands sites (les nombres communiqués par 
plusieurs centaines), les sites qui englobent des 
centres satellites ou bien destinés à la réalisation 
«contrôles ciblés» peuvent nécessiter plus d’un 
jour. 
 


 
 


 
Sites de 


collecte de 
données / 


Organisations 


PHASE 4 


10- Système 
d’évaluation et de 


diffusion des 
données collectées 


 


11- Suivi et 
vérification des 


résultats venant des 
Documents  Sources 
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L’Etape 10 est réalisée par l’Equipe d’audit 
 
 
Dans l’Etape 10, l’Equipe d’audit devra compléter la fiche du Point de Collecte du Protocole 1 de 
l’EQD :  Protocole du Système d’Evaluation. 
 
 


ETAPE 10. EVALUATION DU SYSTEME DE COLLECTE ET DE DIFFUSION DES 
DONNEES 


(AUX POINTS DE COLLECTE)  
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L’étape 11 est exécutée par l’Equipe d’audit.  


 
 
Au niveau du Site de collecte des données, chaque protocole d’indicateur spécifique commence 
avec la description  du (des) service(s)  fournis afin d’orienter l’Equipe d’audit vers ce qui est en 
train d’être «compté» et communiqué. Cela va aider à conduire l’Equipe d’audit aux documents 
sources appropriés au niveau du Point de collecte qui peuvent être considérablement différents 
pour divers indicateurs (exemple : carnets de santé, registres, numéro d’identification). 
 
Sans tenir compte du fait que les indicateurs sont vérifiés ou de la nature du Site de collecte (au 
niveau sanitaire/ clinique ou communautaire), l’Equipe d’audit va réaliser certaines ou toutes les 
étapes  de vérification de données suivantes (Etape 11 – Tableau 1) pour chaque indicateur 
sélectionné. 
 
. 
 
  


Etape 11 – Tableau 1. Site de Collecte – 5 Types de Vérifications des données 


 


 


Vérifications Description Besoin 


1 - Description Décrire le rapport entre la fourniture des services/produits et 
l’achèvement du document source qui enregistre ce service fourni. 


.  


Dans tous 
les cas  


2 –Revue de la  
Documentation 


Vérifier la disponibilité et l’exhaustivité de tous les documents sources 
des indicateurs pour la période de diffusion des rapports choisie. 


 


Dans tous 
les cas 


3 – Suivi et 
Vérification 


Suivre et vérifier les nombres collectés : 1) Compter de nouveau les 
nombres fournis par les documents sources disponibles; (2) 
Comparer les nombres vérifiés aux nombres fournis par le site; 
(3) Identifier les raisons de toute différence. 


  


Dans tous 
les cas 


4 - Recoupements Procéder à des “recoupements” des totaux vérifiés des rapports avec 
d’autres sources de données (par exemple relevés d’inventaires, 
rapports de  laboratoires, autres registres, etc.) 


 


Dans tous 
les cas  


5 – “Contrôle ciblé” Procéder à des “contrôles ponctuels ” pour vérifier  la fourniture réelle 
de services ou de produits aux populations cibles. 


 


Si faisable 


ETAPE 11. SUIVI ET VERIFICATION DES RESULTATS TIRES  DES DOCUMENTS 
SOURCES    


(AUX POINTS DE COLLECTE) 
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Avant de commencer la vérification des données, l’Equipe d’audit aura besoin de comprendre et 
de décrire le système d’enregistrement et diffusion relatif à l’indicateur en vérification au niveau du 
Site de collecte (c à d : du premier enregistrement de collecte des données sur les documents 
sources à la diffusion des nombres compilés au prochain niveau d’administration). 
 
    
 
1. [Dans tous les cas] DESCRIPTION - Décrire le rapport entre la fourniture de service et 


l’achèvement du document source.  Cette Etape va fournir à l’Equipe d’audit un “cadre de 
référence” pour le lien entre la fourniture de service et le processus d’enregistrement, et obtenir 
des indices pour voir si des facteurs externes tels que les délais et/ou des activités 
concurrentes peuvent compromettre l’enregistrement correct et opportun des activités du 
programme.  
 
 
1. .   


 
 


2. [Dans tous les cas] REVUE DE LA DOCUMENTATION – Vérifier la disponibilité et 
l’exhaustivité de tout indicateur de documents sources pour la période de diffusion 
retenue.  


2.  . 


o Revoir un modèle du document source (en obtenant une copie vierge) et déterminer si 
le site dispose de documents sources vierges suffisantes; 


o  


 


o Vérifier la disponibilité et l’exhaustivité des documents sources et s’assurer que tous les 
documents sources complétés entrent dans la période de diffusion à vérifier ; 


 


o   


 


o Vérifier que les procédures sont en place pour empêcher le report d’erreurs (ex : double 
décompte de patients transférés à l’intérieur/ extérieur, décédé ou qui ont échappé au 
suivi (si c’est applicable). 


 
o  
 
Noter que les protocoles spécifiques d’indicateurs  sont listés comme de(s) document(s) 
source(s). Si l’Equipe d’audit détermine que d’autres documents sources sont utilisés, elle 
peut modifier le(s) protocole(s) en conséquence mentionner sur ses fiches de travail le 
changement opéré sur le protocole.   L’Equipe d’audit devra strictement garder la 
confidentialité des documents sources.   
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3. [Dans tous les cas] SUIVI ET VERIFICATION – Compter à nouveau les  résultats 
provenant des documents sources, Comparer les nombres vérifiés à ceux collectés 
des sites et expliquer les différences.   


 
3.  
 
 STATISTIQUES :  Calculer le Ratio de Vérification de Résultat pour le Site de collecte de 
données. 
 
 
 


Nombres vérifiés sur le Site de collecte de données 
Décompte communiqué du Site de collecte de données sélectionné 
 
 


Les raisons possibles des différences peuvent comprendre de simples saisies de données ou 
des erreurs d’addition  qui peuvent être découvertes en comparant les étapes de l’Equipe 
d’audit au travail fait par le site.  L’Equipe d’audit peut également avoir besoin de parler au 
personnel qui communique les données sur des explications possibles et un suivi avec les 
responsables de la qualité des données du programme si nécessaire. L’étape est cruciale 
dans l’identification des moyens d’améliorer la qualité des données sur les Sites de collecte. 
Il est important de noter que l’Equipe d’audit pourrait trouver de graves erreurs sur un site 
«dans les deux sens» (c à d : excès et défaut de communication des données)  qui 
aboutissent à une différence négligeable entre les chiffres communiqués et ceux qui sont 
comptés à nouveau –mais qui sont indicatifs de grands problèmes de la qualité des données.  
De même, une seule erreur mathématique pourrait engendrer une grande différence.  Ainsi, 
en plus du facteur de vérification calculé pour le site, l’Equipe d’audit aura besoin de prendre 
en compte la nature des résultats avant de tirer des conclusions sur la qualité des données 
du site. 
 


 
3. [Dans tous les cas, faire des recoupements possibles] RECOUPEMENTS – Faire des 


recoupements possibles des totaux des rapports vérifiés avec d’autres sources de 
données.  Par exemple, l’équipe pourrait examiner séparément les relevés d’inventaires 
consignant les quantités de médicaments de traitement, les trousses d’analyse ou des INT 
achetés et livrés pendant la période d’élaboration des rapports pour voir si ces nombres 
corroborent les résultats communiqués.  D’autres recoupements pourraient inclure, par 
exemple, la comparaison des fiches de santé aux registres de laboratoire ou de pharmacie 
de l’unité.  L’Equipe d’audit peut ajouter les recoupements au protocole, comme il convient. 


 
  3.       
 


 
 STATISTIQUES :  Calculer le pourcentage de différence pour chaque recoupement 
 


 
 


5. [Si possible] “CONTROLES CIBLES” – “Contrôles ciblés» pour vérifier que la 
fourniture des services ou de produits peuvent également être faits si le temps et les 
ressources le permettent.  Les  «Contrôles ciblés” supposent le choix d’un nombre de 
patients (ex: 3-5) à partir des documents sources et vérifier s’ils reçoivent effectivement les 
services enregistrés.  Les contrôle ciblés peuvent être fait de deux manières:  (1) l’Equipe 







 


 54


d’audit obtient les noms et adresses de personnes dans la communauté et fait les efforts de les 
localiser; ou (2) l’Equipe d’audit demande aux représentants du site de prendre contact avec 
des patients et de leur demander de venir au point de ravitaillement (par exemple le jour 
suivant). Pour des raisons de confidentialité, les contrôles ciblés ne seront pas possibles pour 
des indicateurs relatifs à certains services médicaux tels que les ARV pour le traitement du 
VIH.  
 
5.       


 
Comme noté ci-dessus, alors que les cinq étapes de vérification des données du Protocole de 
l’EQD 2  : Le Protocole de Vérification des données ne devrait pas changer (1- description, 2- 
revue de la documentation, 3- suivi et vérification, 4– recoupements, 5-contrôles ciblés), au sein de 
chaque étape de vérification, le protocole peut être modifié pour mieux convenir au contexte du 
programme (ex : ajouter des contrôles ciblés, modifier le document de référence source).  Des 
modifications importantes devraient être discutées avec l’organisation commanditaire de l'EQD.  
 
   
 
Note : En aucun cas, l’Equipe d’audit ne devrait enregistrer des informations personnelles, 
photocopie, ou enlever des documents des sites.-{}- 
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PHASE 5: UNITE DE S&E 


   
 
 
 
 


 


Dans la quatrième phase de l’EQD, l’Equipe d’audit va 
retourner à l’Unité de S&E au niveau du 
Programme/projet.  Les Etapes de la PHASE 5 ont 
pour but de : 
 


12. Compléter l’évaluation du  système de gestion 
et de modification des données en répondant 
aux 13 questions primordiales du résumé de 
vérification. 


 
13. Développer une vérification préliminaire des 


résultats et formuler des recommandations. 
 
14. Communiquer les résultats préliminaires aux 


agents de S&E du Programme/projet et aux 
responsables de la gestion pendant la 
réunion de clôture des vérifications. 


 
La durée prévue pour les étapes suivantes de la 
PHASE 5 est de deux jours 
 
 
 


 
Gestion de 


l’Unité de S&E  
 


PHASE 5 


 12- Systèmes  
Consolidés 
d’Evaluation et de 
gestions des 
données


13- Ebauches 
préliminaires des 


découvertes et notes 
de recommandations  


14- Conduire la 
réunion de clôture 
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L’Etape 12 est réalisée par l’Equipe d’audit  


 
Par le moyen de l’Etape 10, feuilles de calcul de Excel du Protocole 1 EQD :  Protocole du 
Système d’Evaluation relatif à l’Unité de S&E, les Niveaux Intermédiaires de compilation et les 
Sites de collecte de données seront complétés.   Sur la base des réponses à toutes les questions, 
un tableau récapitulatif (Etape 12 – Tableau 1) sera automatiquement généré, de même qu’ un 
graphique sommaire des forces du Système de gestion et de modification des données (Etape 12 
– Figure 1).  Les  résultats produits seront basés sur le nombre de «Oui,  entièrement», 
«Partiellement» et «Non, pas du tout», des réponses aux questions sur le Protocole 1 de l’EQD : 
Protocole du Système d’Evaluation. 
 
   
 


Etape 12 – Tableau 1.  Tableau Récapitulatif :  Evaluation du Système de gestion et de  
modification des données  (Illustration) 


 
 


I II III IV V 
Structure M&E 
Fonctions et  


Capacités


Definitions des Indicateu
et Indication 


De 
difi ti


Collection de données et 
Processus de gestion Liens avec le Système 


- 1,80 1,83 1,80 1,82 1,67 1,78


1 2,67 2,50 1,67 1,78 2,00 2,12


2 3,00 2.25 1,33 1,67 2,50 2,15


3 2,33 2,00 1,67 1,90 2,50 2,08


1.1 2,67 2,00 1,67 1,86 2,00 2,04


1.2 2,00 2,25 1,67 2,13 2,00 2,01


1.3 2,67 1,75 1,67 2,00 2,25 2,07


2.1 2,33 2,00 2,00 1,86 2,50 2,14


2.2 2,67 2,25 1,67 1,88 2,50 2,19


2.3 2,67 2,75 1,67 1,88 2,75 2,34


3.1 2,33 2.00 2,00 1,86 2,25 2,09


3.2 2,33 2,25 1,67 2,00 2,25 2,10


3.3 2,67 2,25 1,67 1,88 2,50 2,19


Collines 


Atakora 


Borgu 


Savalou 


Kandi 


M
o


(p
ar 
sit
e) 


Unité M&E  


Sites Niv eau Intermédiaire d’Agrégation


Points de collecte/Organisations 


Unité nationale M&E 
U it


TABLEAU SOMMAIRE 
Evaluation des Systèmes de gestion et de


difi ti d d é


Penjari 


Ouake 


Parakou 
Tanagou 


Tchetti 


Djalloukou 


Kalale 
 


Code clé de couleur 


ver 2,5 - 3.0 Oui, complètement  


jaune 1,5 - 2.5 Partiellement 


rouge < 1,5 No n- pas du tout 


ETAPE 12. EVALUATION CONSOLIDEE DES SYSTEMES DE GESTION DES 
DONNEES
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Etape 12 – Figure 1.  Evaluation du Système de gestion et de modification des données 
(Illustration) 


 
 
 


Tout – Evaluation des Systèmes de gestion et de modification


0,00


1,00


2,00


3,00
Structure M&E, Fonctions et Capacités


Instruction des Définitions et modification 
d’indicateur 


Formes de collecte et de modification des 
données/Outilsorms / Tools 


 Processus de gestion des 
données 


Liens avec le Système national de 
modffication  


 
 
 
Interprétation des résultats : Les notes générées pour chaque zone fonctionnelle sur le Site de 
collecte, le Site Intermédiaire de compilation et l’Unité de S&E sont des moyennes des réponses 
qui sont codifiées 3 pour «Oui, entièrement», 2 pour «Partiellement» et 1 pour «Non, pas du tout».   
Les réponses codifiées «N/A» ou «Non applicable» ne sont pas prises en compte dans la notation. 
La valeur numérique de la notation n’est pas importante, les notes sont destinées à être comparés 
à travers des zones fonctionnelles comme un moyen de mettre en priorité des activités de 
renforcement du système . C’est dire que les notes sont liées les uns aux autres et sont davantage 
significatifs dans la comparaison du rendement d’une zone fonctionnelle à une autre.   Par 
exemple, si le système est noté en moyenne 2,5 pour la «Structure de S&E, Fonctions et 
Capacités» et 1,5 pour «les formulaires/outils de collecte et modification des données», on pourrait 
logiquement conclure que les ressources seront utilisées de manière plus efficace dans le 
renforcement des «Formulaires/outils de collecte et modification des données» plutôt que dans la 
«Structure de S&E, Fonctions et Capacités».  Par conséquent, les scores ne devront pas être 
exclusivement utilisés pour évaluer le système d’information. Ils devront plutôt être interprétés 
dans un contexte d’entretiens, de revues de documentation, de vérification et d’observations des 
données faites pendant l’exercice de l’EQD. 
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En utilisant ces résumés de statistiques, l’Equipe d’audit devrait répondre aux 13 questions 
fondamentales sur la fiche de vérification des questions du protocole. (voir Etape 12 – tableau 2).   
Pour répondre à ces questions, l’Equipe d’audit aura les fiches complétées du Protocole 1 de 
l’EQD : Fiches du Protocole du système d’évaluation pour chaque site et niveau visité ainsi que 
le tableau récapitulatif et le graphique des résultats provenant du protocole (voir Etape 12 – 
Tableau 1 et Figure 1).   Partant de ces deux sources d’information, l’Equipe d’audit aura besoin 
d’utiliser son jugement pour donner une réponse globale au résumé des questions de l’évaluation. 
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Etape 12 – Tableau 2. Résumé des Questions de l’Evaluation 
 


13 RESUME DES QUESTIONS FONDAMENTALES DE L’EVALUATION 
 


Zone du Programme:   


Indicateur:   


Question 


Réponse 


Commentaires


Oui - 
entièrement 


Partiellement 
Non – pas du 


tout 
 


N/A 


1 


Les principaux agents de S&E et de la gestion des données sont-ils 
identifiés avec des responsabilités clairement attribuées ? 
 
  


    


2 


La majorité des principaux agents de S&E et de la gestion des données 
ont-ils reçu la formation requise ? 
 
  


    


3 


Le Programme/projet a-t-il clairement décrit (par écrit) ce qui est 
attribué à chacun  et quand et comment ces rapports doivent être 
élaborés ? 
 
 


    


4 


Y'a-t-il des définitions des indicateurs opérationnels qui répondent aux 
normes requises systématiquement respectées par tous les services ? 
 
 


    


5 


Y a-t-il des formulaires types de collecte et de modification de données 
qui sont systématiquement utilisés ? 
 
 


    


6 


Les données sont-elles enregistrées avec suffisamment de 
précisions/détails pour mesurer les indicateurs adéquats ?  
 
 


  


7 


Les données sont-elles gardées conformément aux directives 
nationales ou internationales de confidentialité? 
 
  


  


8 


Les documents sources sont-ils gardés et disponibles conformément à 
la politique consignée par écrit ?  
 
  


    


9 


Existe-il des étapes spécifiques de documentation de collecte, de 
compilation et de manipulation ?   
 
 


    


10 


Les défis de qualité des données sont-ils identifiés et des mécanismes 
mis en place pour les relever ?   
 
 


    


11 


Y a-t-il des procédures clairement définies et suivies pour identifier et 
concilier les différences dans les rapports ?    
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12 


Y a-t-il des procédures clairement définies et suivies pour vérifier 
périodiquement la source de données ?   
 
 


    


13 


Le système de collecte et de modification des données du 
Programme/projet est-t-il lié au Système national de communication? 
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L’Etape 13 est accomplie par l’Equipe d’Audit. 
 
A l’Etape 12, l’équipe d’Audit aura déjà effectué l’évaluation du système d’information et du 
système de gestion des données, mais aussi, les protocoles de vérification des données à partir 
des indicateurs sélectionnés.  En préparation de sa réunion de clôture avec l’unité de Suivi et 
Evaluation (S&E), l’Equipe d’audit rédige des conclusions préliminaires dans l’Etape 13 de 
l’Evaluation de la Qualité des Données, avec des notes de recommandations sur les problèmes 
ayant trait à la qualité des données révélées par l’audit. En Annexe 3, Etape 13-Tableau 1 on 
trouve un modèle (format) de ces Notes de Recommandations. Ces conclusions et problèmes sont 
transmis à l’unité M&E du Programme/projet (Etape 14) et constituent la base du Rapport Final 
d’Audit (Etapes 15 et 17). L’Equipe d’audit devra aussi envoyer une copie des conclusions 
préliminaires et des notes de recommandations à l’organisation qui a demandé l’Evaluation de la 
Qualité des Données (EQD). 
 
Les conclusions et notes de recommandations préliminaires seront tirées des résultats provenant 
du Protocole EQD 1 :  Protocole d’évaluation du système et le protocole 2 de l’EQD 
Protocole de Vérification des Données et seront définis par L’Equipe d’audit sur la base des 
éléments suivants 
 
 Les rubriques de notes des Protocoles dans lesquelles L’Equipe d’audit a expliqué les 


conclusions relatives à : (1) L'évaluation du système de gestion et de notification des données; 
et (2) la vérification d’un échantillon de données rapportées par le système..  . Dans chaque 
protocole, la dernière colonne peut être cochée avec la marque () pour toute conclusion où 
une note de recommandation est nécessaire   


 
 Les documents de travail qui donnent plus de preuves sur les conclusions de l’EQD menée 


par l’Equipe d’audit. 
 
Les conclusions devront mettre en évidence les aspects positifs du système de S&E du 
programme/ projet et leur rapport avec la gestion et diffusion des données, mais aussi avec les 
faiblesses identifiées par l’équipe d’audit.  Il est important d’insister sur le fait que toute conclusion 
ne signifie pas forcément la défaillance du Programme / Projet dans l’élaboration ou la mise en 
œuvre de son système de  collecte de données.  Le projet/Programme peut disposer de la 
capacité de mettre en place un certain nombre de contrôles innovantes et de démarches efficaces 
pour garantir une collecte cohérente et fiable. Il lui est possible, par exemple, de disposer d’un 
système fort de S&E qui produise des données de qualité, sans pour autant que celui ci 
n’apparaisse en version  clairement documentée et éditée   
 
Toutefois, le but de l’Evaluation de la Qualité des Données est d’améliorer la qualité des données. 
Ainsi, pendant que L’Equipe d’audit élabore son système de gestion des données et ses rapports 
de vérification, elle devra clairement identifier  les preuves et conclusions qui indiquent le besoin 
d’améliorations dans le but de renforcer la mise en œuvre et l’élaboration du système de S&E. 
Toutes les conclusions devraient s’appuyer sur des documents de preuves que L’Equipe d’audit 
peut citer et fournir en même temps que les Notes de Recommandations  
 


ETAPE 13.  EBAUCHE DE CONCLUSIONS PRELIMINAIRES ET NOTES DE 
RECOMMANDATIONS
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Au nombre des exemples de conclusions relatives à la l’élaboration et à la mise en œuvre du 
système d’information, de collecte et de gestion de données, on peut citer:.   
 


 Le manque de documents décrivant les différentes étapes de stockage et de manipulation 
des données. 


 L’absence de directives claires et/ou cohérentes à l’endroit des sites d’information 
concernant l’opportunité ou la destination de transmission des rapports.  


 Le manque de personnel désigné pour passer en revue et questionner les rapports soumis 
par les divers sites. 


 L’absence de processus formel pour pallier aux rapports incomplets ou inexacts soumis par 
les divers sites. 


 L’absence d’un programme de formation appropriée pour les collecteurs et gestionnaires 
de l’information dans les divers sites. 


 L’existence de différences entre les définitions de l’indicateur du programme et la même 
définition telle que citée dans les formulaires de collecte de données du programme/projet. 


 L’absence de formulaires standard de collecte de données. 
 
Quelques exemples de conclusions issues du système et relatives à la vérification des données:   
 


 Un manque de coordination entre la fourniture de services et l’édition de documents 
sources. 


 Des documents sources incomplets ou inexacts. 
 Erreurs dans l’enregistrement et/ou la manipulation des données.  
 Mauvaise interprétation ou application inexacte de la définition de l’indicateur. 


 
Ebauche de note(s) de Recommandations    


Dans le projet de Notes de Recommandation, L’Equipe d’audit devra donner la preuve manifeste 
indiquant une menace à la qualité des données. L’équipe devra aussi donner une ou plusieurs 
recommandations pour empêcher la récurrence. L’Equipe d’audit pourrait proposer un délai 
d’exécution des actions recommandées et demander l’agrément du programme/projet et de 
l’Organisme demandeur de l’EQD. L’Etape 13 – Tableau 1 donne une idée du contenu des Notes 
de Recommandation.     


Etape 13 – Tableau 1.  Conclusions Illustratives et Recommandations pour le Programme de 
traitement de TB  dans un pays X,  


- Nombre de Cas de tuberculose enregistrés sous DOTS qui ont été traitées avec succès - 


 


Un pays x mène un programme organisé et durable de traitement de la Tuberculose sur la base de 
standards et protocoles internationaux. Les procédés et exigences pour rendre compte des resultats du 
programme de Tuberculose sont explicitement identifiés et recommandés dans son Manuel du Pogramme 
National de Tuberculose et de Lèpre. Le Manuel identifie les formulaires nécessaires et les exigences 
d’information selon les sites de fourniture de services, les districts et les régions.  


 


  Un pays x mène un programme organisé et durable de traitement de la Tuberculose sur la base de 
standards et protocoles internationaux. Les procédés et exigences pour rendre compte des résultats du 
programme de Tuberculose sont explicitement identifiés et recommandés dans son Manuel du Programme 
National de Tuberculose et de Lèpre. Le Manuel identifie les formulaires nécessaires et les exigences 
d’information selon les sites de fourniture de services, les districts et les régions.  
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Etape 13 – Tableau 1.  Conclusions Illustratives et Recommandations pour le Programme de 
traitement de TB  dans un pays X,  


- Nombre de Cas de tuberculose enregistrés sous DOTS qui ont été traitées avec succès - 


 
Sur la base des informations recueillies à travers les interviews avec les principales autorités et à partir des 
documents examinés, L’Equipe d’audit a identifié les éléments suivants en rapport avec l’amélioration de la 
Qualité des Données  dans le programme de traitement de TB dans un pays X donné. 


Conclusions et Recommandations pour l’Unité S&E 


1) Formation S&E  
 
 CONCLUSION : L’Equipe d’audit a décelé l’absence d’un programme systématique et documenté de 


formation en matière de gestion des données qui identifie les besoins en formation. Elle a aussi décelé 
un manque de compétences nécessaires en matière de gestion des données à tous les niveaux du 
programme, depuis les travailleurs de la santé dans les Sites de Fourniture de Services jusqu’aux 
coordinateurs de districts, les recruteurs régionaux et les gestionnaires de données au sein des unités 
de S&E. Actuellement la formation est ouverte, mise en oeuvre, et financée par différents bureaux à 
divers niveaux du programme de Tuberculose (TB).     


RECOMMENDATION:  Il est recommandé à l’Unité S&E du Programme National de Tuberculose d’élaborer 
un programme pour coordonner les ressources en formation disponibles et d’identifier les besoins en 
formation à travers le système y compris ceux nécessaires pour  l’exécution efficace des exigences en 
matière de gestion des données. 


2) Les contrôles de supervision des rapports des Districts  
 
 CONCLUSION: L’absence de contrôles de supervision des fichiers utilisés pour la conservation des 


rapports trimestriels provenant des bureaux des districts peut mener à d’éventuelles erreurs de  
stockage. Par exemple l’exercice de vérification mené par L’Equipe d’audit a identifié des copies de 
rapports, des rapports  obsolètes et des rapports annuels plutôt que des rapports trimestriels dans ces 
fichiers, qui pourraient engendrer des erreurs dans l’enregistrement des données.   
 


RECOMMANDATION:   Il est recommandé la révision permanente des fichiers utilisés pour la conservation 
des  rapports régionaux par un superviseur du programme de gestion après leur transmission, mais avant 
même que ce ne soit l’étape d’enregistrement des données qui permette de réduire les possibilités 
d’erreurs.  


 
 CONCLUSION; Approximativement, il manquait la signature d’un superviseur dans 2% des rapports 


régionaux soumis au MOH.  Cette signature aide à renseigner que le dossier a fait l’objet d’un examen 
pour vérifier si les informations étaient complètes et déceler d’évidentes erreurs.  


 
RECOMMANDATION:  Il est recommandé au MOH de renforcer l’exigence que les rapports transmis 
portent la signature du superviseur, en rejettant, par exemple, les rapports qui n’ont pas été examinés.  


 


3)  Politique de Mémorisation des  Documents Sources. 
 
 CONCLUSION: Au sein du Programme de TB Il n’existe aucune politique de mémorisation des outils 


d’information, comme les fiches de traitement des malades, les registres et les formulaires relatifs au 
stockage des données. Bien que les documents soient systématiquement archivés pendant des 
années, Il est nécessaire d’asseoir une politique spéciale de mémorisation des documents pour une 
bonne gestion des données.   


 


RECOMMENDATION:  Il est recommandé au bureau du programme de déterminer dans son nouveau 
système d’information, une politique spécale de mémorisation des documents pour le programme de 
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Etape 13 – Tableau 1.  Conclusions Illustratives et Recommandations pour le Programme de 
traitement de TB  dans un pays X,  


- Nombre de Cas de tuberculose enregistrés sous DOTS qui ont été traitées avec succès - 


 
Tuberculose TB et pour les principaux outils de d’information.  


 


Conclusions et Recommandations pour les sites Intermédiaire de Stockage  


4) Le Contrôle de Qualité dans l’enregistrement des Données. 
 


 CONCLUSION: L’Equipe d’audit a découvert que des mesures limitées ont été prises pour éliminer les 
possibilités d’erreurs d’enregistrement des données au niveau du district. Alors des contrôles sont 
organisés au niveau du logiciel d’enregistrement pour identifier les entrées inappropriées, le personnel 
du district n’arrivait pas à élaborer toute autre documentation pour éliminer des erreurs d’insertion de 
données.  


 
RECOMMENDATION: Il est recommandé au programme de déterminer les différentes étapes 
d’élimination des erreurs d’enregistrement partout où un chiffre est inscrit dans le système d’information 
éléctronique. 


Conclusions et Recommandations pour les Sites de Fourniture de Services   


 
5)  La capacité à Récupérer des Documents Sources 
 
  TROUVAILLE: Dans tous les sites de fourniture de services, Il a été difficile à L’Equipe d’audit de 


mener à terme l’exercice de vérification des données parce que le personnel du site a été confronté à 
la difficulté ou s’est avérée incapable de récupérer ou de retrouver des documents sources. Par 
exemple, il a été difficile de retrouver les fiches de traitement des patients pour les patients qui avaient 
suivi le traitement de Tuberculose (TB). Lorsqu’ il n’est pas possible de faire une telle vérification, 
l’équipe d’audit qualité des données ne peut pas, à son tour, confirmer que le nombre rapporté de cas 
traités est exact et valable. 


 
RECOMMENDATION: Il est recommandé aux sites de fourniture de Services de classer et conserver 
systématiquement les documents sources de traitement de la Tuberculose durant les périodes spécifiques 
de collecte, afin qu’ils puissent  être facilement retrouvés pour des besoins d’audit.  
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L’Etape 14 est exécutée par l’équipe d’audit  
 
A la conclusion des visites de site, le Chef de L’Equipe d’audit devra tenir une réunion de clôture 
avec les cadres supérieurs de la cellule S&E du programme/projet et le Directeur/Chargé de 
programme pour entre autres:  


1. Partager les résultats de la vérification des données (exercice de décompte) et passer en 
revue le système; 


2. Présenter les conclusions préliminaires et les notes de recommandation; 
3. Discuter des éventuelles démarches pour améliorer la qualité des données. 
 
Une entrevue physique offre au personnel de gestion des données du programme/projet 
l’opportunité de discuter de la faisabilité d’améliorations éventuelles et des calendriers liés au 
projet. Le Chef de L’Equipe d’audit devra cependant souligner le fait que les conclusions tirées de 
l’audit à ce point sont préliminaires et sujettes au changement une fois que L’Equipe d’audit aura 
obtenu une meilleure opportunité d’examiner et de réfléchir sur les preuves collectées sur les 
protocoles et dans ses documents de travail.  
 
L’Equipe d’audit devra encourager le programme /projet à partager les conclusions pertinentes 
avec les bailleurs (porteurs de projets) appropriés au niveau du pays tels que les groupes de 
travail multipartenaires de S&E et le programme national, si nécessaire. L’Equipe d’audit devra 
aussi discuter de la manière dont les conclusions seront partagées avec les officiels S&E  du 
Programme/projet, avec les Points de fourniture de Service audités et les niveaux intermédiaires 


de stockage (ex, Régions, Districts) . 
 
Comme toujours, la réunion de clôture ainsi que tout accord sur 
l’identification des conclusions et des améliorations qui lui sont relatifs 
devront être consignés dans les documents de travail de L’Equipe d’audit 
en vue de figurer dans le Rapport Final d’Audit.   
 
 


PHASE 6: EXECUTION   
 


 
 


 
 
 
 
 
 
 
 
 
 
 
 
 


Execution 
(Sites multiples) 


PHASE 6 


15- Elaboration du 
rapport d’audit 


16- collecte et 
examen des 


remarques faites 
par le pays et 
l’Organisme 


demandeur de 
l’EQD


17- Elaboration du 
rapport d’audit final 


19- Mise en oeuvre 
du suivi des 


actions 
recommandées 


18-  Rencontre 
avec le 


Programme/projet 
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La dernière phase de l’EQD 
a pour théâtre les bureaux 
de l’équipe chargée de 
conduire l’EQD, mais aussi 
elle se déroule sous forme 
de rencontres physiques et 
sous forme de conférences 
téléphoniques entre 
l’Organisation qui demande 
l’EQD et le 
Programme/Projet. Dans la 
phase 6, l’équipe d’audit 
exécute les étapes 
suivantes: 
 


15.   Elaboration du 
rapport d’audit. 


 
16.   Remarques sur 


le rapport d’audit 
en rapport avec 
le Programme / 
projet et avec 
l’Organisme 
demandeur de 
l’EQD. 


 
17.   Elaboration du 


rapport d’audit 
final sur la base 
des discussions 
menées dans 
l’étape 16. 


 
18.    Transmission du 


rapport d’audit 
final ainsi que 
les 
recommandation
s et notes finales 
au Programme / 
Projet et à 
l’Organisme qui 
commande 
l’EQD. 


 
19. Si nécessaire, mise 


en oeuvre des 
procédures  de suivi 
en vue de garantir 
que les 
changements 


convenus sont bien intégrés. 
 
 


Dans la phase 5, la durée totale de ces étapes est estimée entre 
deux à quatre semaines. 
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L’Etape 15 est menée par l’équipe d’audit. 


 
Dans une période de une à deux semaines, l’équipe d’audit devra revoir tous les documents 
produits durant la mission et élaborer un rapport comprenant toutes les conclusions et 
améliorations suggérées. Tous les grands changements révélés par les conclusions de l’audit et 
effectuées après la réunion de clôture dans un pays donné devraient être communiquées de façon 
claire aux autorités du pays hôte du Programme / Projet. Le document d'audit sera envoyé à la 
Direction du Programme / Projet ainsi qu'à l'Organisme ayant commandé l’EQD. Dans l’ Etape 15 - 
tableau 1, on y démontre la démarche suggérée pour l'élaboration du rapport d'audit. 
 
 
 
Etape 15 - Tableau 1: Démarche suggérée pour l'élaboration du rapport final d'audit (FDQR). 
 
Section Table des matières 


I Sommaire 


II Introduction and Contexte 
 Objectif de l’EQD 
 Contexte du Program/project  
 Indicateurs et Période du rapport – Logique de sélection 
 Sites intermédiaires d’information et de prestation de service 
 Description du système d’information et de collecte des données (en rapport avec les 


indicateurs à vérifier) 
 


III Evaluation du système d’information et de gestion de données  
 Description de l’activité d'évaluation du système de gestion des données.  
 Résumé des statistiques du tableau de bord (tableau et graphe des régions fonctionnelles - Etape 12: 


Tableau 1 et  Figure 1) 


 Conclusions principales aux trois niveaux suivants: 
- Sites de prestation de service  
- Niveaux intermédiaires de répartition 
- Unité de S&E  


 Forces et faiblesses du système de gestion des données (sur la base de 13 (questions d’audit 
résumées)  


 


IV Verification des donées transmises  
 Description des étapes de vérification des données déjà exécutées   
 Exactitude des données – Facteur de vérification  
 Précision et confidentialité des données transmises  
 Disponibilité, état d’avancement et opportunité des rapports  
 Conclusions principales aux trois niveaux suivants: 


- Sites de prestation de service  
- Niveaux intermédiaires de répartition 
- Unité de S&E  


 Appréciation générale de la qualité des données (sur la base de la vérification des données transmises)  
 


ETAPE 15.   ELABORATION DU RAPPORT D’AUDIT 
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V 


 


Notes de recommandations et changements suggérés  


 


 


 


VI 


 


Classification finale de la Qualité des Données DQ (sur la base du système de gestion et de 
notification des données, mais aussi sur la base de la vérification des données). Cette section 
devrait se conformer aux spécifications fournies par l’Organisme qui commande l’audit. 


 


 


 


VII 


 


Réponse des autorités locales aux conclusions de l’Evaluation de la Qualité des Données EQD 


 


 


 


VIII 


 


Résumé et programme d’amélioration du système de gestion et de notification des données 
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L’Etape 16 est exécutée par l’Equipe d’audit. 


 
Pour parvenir à un consensus et faciliter les changements de qualité des données identifiées dans 
les notes de recommandation, l’équipe d’audit doit discuter du rapport avec l’Organisme 
demandeur de l’Evaluation de la Qualité des Données (DQA) et avec la Direction du Programme / 
Projet et la Direction en charge du Suivi et Evaluation (S&E). Le Programme / Projet aura  
l’occasion de réagir aux conclusions de l’audit. Cette réaction pourra être incluse dans le 
rapport d’audit final. 
 
 


 
L’Etape 17 est exécutée par l’Equipe d’audit. 


 
Une fois que le Programme / Projet et l’Organisme demandeur de l’EQD auront révisé le rapport 
d’audit (Dans un délai de 2 semaines, à moins d’un consensus autour d’une autre période) et 
convenu de mesures recommandées pour traiter des questions concernant la Qualité des 
Données, l’équipe d’audit écrira le rapport final d’audit. Quand bien même l’équipe d’audit va 
recevoir les réactions, il est important de noter que le contenu du rapport final d’audit est 
déterminé exclusivement par l’équipe d’audit.   
 
 


 
L’Etape 18 est exécutée par l’Equipe d’audit. 


 
 
 
L’équipe d’audit déposera officiellement le rapport d’audit final, avec la ou les notes de 
recommandation final(e) s, auprès du Programme / Projet et de l’Organisme demandeur de l’EQD 
dans une période maximum de quatre semaines après la fin de la mission dans un pays donné. 
 
 


 
L’Etape 19 peut être exécutée par l’Organisme demandeur de l’EQD et /ou par l’équipe d’audit. 


 


STEP 19.  MISE EN OEUVRE DES ACTIONS DE SUIVI RECOMMANDEES 


ETAPE 17.  ELABORATION DU RAPPORT FINAL D'AUDIT  


ETAPE  16.  REMARQUES SUR LE RAPPORT ET LA COLLECTE DE LA PART DU 
PAYS DEMANDEUR DE L’EQD 


ETAPE  18.  RENCONTRE AVEC LE PROGRAMME/PROJET  
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Le Programme / projet devra normalement envoyer des lettres de suivi, une fois que les 
changements / améliorations convenus sont intégrés. Si l’Organisme demandeur de l’EQD 
souhaite l’implication de l’équipe d’audit dans l’activité de suivi des mesures de renforcement 
identifiées par le Programme / Projet, il faudra alors trouver un accord approprié. L’Organisme 
demandeur de l’EQD et /ou l’équipe d’audit devront tenir un fichier de « rappel » pour rester 
vigilants sur la date à laquelle les notifications devront être faites (voir Annexe 3, étape 19 – 
Modèle 1). En général, les problèmes mineurs de Qualité des données devront être traitées 
dans le délai de un à six mois, alors qu’il faut six à douze mois pour les problèmes 
majeures.  
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Annexes 
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ANNEXE 1: Les protocoles de l’EQD 
Protocole 1: Le Protocole de Vérification du Système 
Protocole 2: Le Protocole de Vérification des Données  
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Protocole 1: Le Protocole d’évaluation du Système (SIDA et Malaria) 
 


LISTE DE TOUTES LES QUESTIONS -Pour reference seulement (Protocole 1 – 
Evaluation du Systeme)  


Composante du système de S&E   


Les cases cochées 
indiquent le niveau 


du système 
d’information où la 
question est posée. 
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I - Structure, Fonctions and Capacites du S&E 


1  


 
Il existe un tableau / structure descriptif qui identifie clairement les postes ayant des 
responsabilités dans la gestion des données au niveau de l’unité de S&E. 
 
 


√  


  


Oui  


2  


 
 
Tous les postes réservés au S&E et aux systèmes de gestion des données ont été pourvus. 
 
 


√  


  


- 


3 


 
 
Il y a un programme de formation pour le compte du personnel concerné par la collecte et 
diffusion des données à tous les niveaux du processus d’information. 
  
 


√  


  


Oui  


4  
Tout le personnel approprie a ete forme aux outils et processus de gestion des données. 
 
All relevant staff have received training on the data management processes and tools.  


√  √  √  - 


5  


 
 
Un cadre du personnel (c a d le responsable du programme) est charge de l’examen des 
données statistiques regroupes avant transmission / communication des rapports provenant 
de l’unité S&E. 
 
 


√  


  


- 


6  


 
 
Il existe un personnel désigné pour examiner la qualité des données (c a d, la précision, 
exhaustivité, et l’opportunité) obtenues des sous niveaux d’information (c a d, les régions, 
districts et points de service). 
 
 


√  √  


 


- 


7  


 
 
Il existe un personnel désigné pour examiner les statistiques regroupées avant transmission 
au niveau suivant (c a d district, bureaux régionaux, Unité centrale de S&E). 
 
 


 


√  √  - 


8  


 
 
La responsabilité de l’enregistrement de la prestation de services sur les documents de 
source (originaux) est clairement assignée au personnel approprié. 
 
 


  


√  - 


II- Quelques Definitions sur les Indicateurs et Directives d’information  


9  


 
L’unité S&E a renseignée et partagée la définition des indicateur(s) avec tous les niveaux 
appropriés du système information (c a d, les régions, districts et points de services). 
 
 


√  


  


Oui 







 


 74


10  


 
 
A chaque indicateur mesuré par le Programme / Projet correspond une description de 
services. 
 
 


√  


  


Oui  


L’unité S&E a rédigé des pour tous les  sous niveaux d’information sur… 
The S&E Unit has provided written guidelines to each sub-reporting level on …  


11 


 
 
 …Le sujet sur lequel ils sont censés rendre compte  
 
 


√  √  √  Oui 


12 


 
 
 …La forme sous laquelle (c à d, sous quel format spécifique)  les rapports devaient être 
soumis. 
 
 


√  √  √  Oui  


13 


  
 
…Les personnes à qui les rapports devraient être soumis 
 
 


√  √  √  Oui  


14 


 
 
 …Le moment où les rapports devaient être soumis 
 
 


√  √  √  Oui  


15  


 
Il existe une politique éditée qui détermine la durée de conservation des documents source et 
des formulaires de collecte. 
 
 


√  


  


Oui  


III- Outils / Formulaires de collecte et diffusion des données   


16  


 
 
Pour tous les points de prestation de service, l’Unité S&E a identifié un document source 
standard (dossier médical, formulaire de consommation du client, registre, etc.) pour 
l’enregistrement des prestations. 
 
 


√  


  


Oui  


17  


 
 
L’unité S&E a identifie des outils et formulaires standard (d’édition) de diffusion des données 
utiles pour tous les niveaux d’information. 
  
 


√  


  


Oui  


18  


 
 
L’Unité S&E a donne des instructions claires sur la manière de remplir les outils / formulaires 
de collecte et diffusion des données. 
 
 


√  √  √  Oui  


19  


 
 
Les documents originaux ainsi que les outils / formulaires indiqués par l’Unité S&E sont utilisés a tous 
les niveaux d’information correspondant. 
 
 


 


√  √  - 


20  


 
 
Même si des organisations multiples mettent en oeuvre des activités sous l’égide du 
programme / Projet, ils utilisent tous les mêmes formulaires d’édition et rendent compte avec 
la même fréquence (délais). 
 
 


√  √  √  - 


21  


Les données collectées par le système de S&E ont autant de précision pour mesurer les 
indicateur(s) ( c a d des données pertinentes sont collectées par sexe, age, etc. si l’indicateur 
indique une mauvaise répartition par ces caractéristiques.  
 
 


√  


  


- 
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22  


Tous les documents et formulaires destines a la mesure des indicateur(s) sont disponibles 
pour les besoins de l’audit (y compris des imprimes datés pour s’adapter à une éventuelle 
informatisation du système) 
 
 


√  √  √  - 


IV- Les processus de gestion des donnees Data Management Processes  


23 


L’unité S&E a clairement renseignée le regroupement de données, l’analyse et/ou les étapes 
de la manipulation effectuées a chaque niveau du système d’édition (diffusion). 
 
 


√  


  
Oui  


24  


Il existe une procédure écrite pour faire face aux rapports en retard, incomplets, manquants 
(perdus), inexacts ; y compris le suivi des sous niveaux de gestion sur les problèmes de la 
qualité des données. 
 
 


√  √  


 


Oui  


25  


Dans le cas ou les divergences ne sont pas décelées dans les rapports des sous niveaux de 
gestion, l’unité S&E ou les niveaux intermédiaires de (regroupement) (traitement) (c a d, les 
districts et régions) renseignent sur la manière de pallier ces irrégularités. 
 
 


√  √  


 


- 


26  


Des remarques sont systématiquement faits à tous les  sous niveaux de traitement sur la 
qualité de leurs rapports (c a d, l’exactitude, exhaustivité et l’opportunité). 
 
 


√  √  


 
- 


27  


Des contrôles qualité sont effectues sur place pour les cas ou des données provenant de 
(consignes sur) formulaires sur support papier sont entrées dans un ordinateur (c a d, le 
double emploi, la vérification des enregistrements supplémentaires (vérification des 
enregistrements après l’entrée des données). 
 
 


√  √  √  - 


28  


Pour les systèmes automatisés, il existe une procédure bien établie, documentée et 
activement exécute d’administration des bases de données. Celle ci comprend les procédures 
de sauvegarde / réparation, d’administration de la sécurité, et d’administration de l’utilisateur. 
 
 


√  √  √  Oui  


29  


Il existe une édition de la procédure de sauvegarde pour les cas ou l’enregistrement ou le 
traitement des données sont informatises. 
 
 


√  √  √  Oui  


30  


Si la réponse est Oui, la de sauvegarde la plus récente est appropriée, étant donné la 
fréquence de mise a jour du système informatise (c a d les sauvegardes sont hebdomadaires 
ou mensuelles). 
 
 


√  √  √  - 


31  


Les informations personnelles utiles (pertinentes) (sensibles) sont conservées en accord avec 
les directives de confidentialité nationales et internationales. 
 
 


√  √  √ - 


Le système d’édition évite le double décompte de populations… 
 


32  


 
… Au niveau de chaque point de prestation de service / de chaque organisation (c a d une 
même personne qui reçoit le même service deux fois dans une période de gestion, une 
personne enregistrée comme recevant le même service dans deux différents endroits, etc.). 
 
  


√  √  √  - 


33  


…A travers les points de prestation de service / organisation (c a d, une personne enregistrée 
comme recevant le même service dans deux points de prestation de service / organisations 
différentes, etc.). 
 
 


√  √  √  - 


34  


Le système d’édition permet l’identification et l’enregistrement d’un « marginal », une 
personne « dont on ne parvient plus a assurer le suivi » et une personne décédée. 
 
The reporting system enables the identification and recording of a "drop out", a person "lost to follow-
up" and a person who died.  


√  √  √  - 


35  


L’unité S&E peut démontrer que des visites régulières pour la supervision des sites ont eu lieu 
et que la qualité des données a été examinée. 
 
 


√  


  
Oui  
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V- Links with National Reporting System  


36  


Lorsque disponible, les outils / formulaires nationaux appropries sont utilises pour la collecte 
et diffusion de données. 
 
 


√  √  √  Oui  


37  


Si possible, les données sont rapportées a travers un canal unique issu des systèmes 
nationaux d’information. 
 
 


√  √  √  - 


38  


Les délais de diffusion sont harmonises avec les prévisions du programme national (c a d, les 
raccourcis dates en prévision des rapports mensuels) 
 
 


√  √  √  - 


39  


Les sites de prestation de service sont identifies comme détenteurs de numéros 
d’identification répondant a un système national. 
 
 


√  √  √  - 
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Protocole 2: Protocole de Vérification des Données (Illustrations – Interventions a base 
communautaire) 


Service Delivery Point: 


Reporting Period (this is the period that is being verified from results 
reported from the Program/project):


From: To:


Yes/No
% 


or Number


1.1


Describe the source document for recording the delivery of the service 
(is it a standardized form following national guidelines or a tailored 
form?  If tailored, specify the source of the form, e.g. a project). Obtain 
a blank copy, if possible. 


1.2
Does the site/organization have sufficient supplies of blank source 
documents (prompt for experience of stock-outs of source 
documents)?


1.3
Are there indication that there are delays between delivery of the 
service and recording of the service on the source document?


1.4
If the service and recording of the service are not done at the same 
time, please describe how the disconnect might affect data quality.


Additional Comments (if any)


2.1


Review available source documents for the reporting period being 
verified. Is there any indication that source documents are missing?


If yes , determine how this might have affected reported numbers?


2.2
Are all available source documents complete?


If no , determine how this might have affected reported numbers?


2.3


Review the dates on the source documents.  Do all dates fall within the 
reporting period?


If no , determine how this might have affected reported numbers.


2.4
What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition? 


2.5
Is there a process to ensure proper registration of cases/people lost to 
follow-up?


2.6
Is there a process to ensure proper registration of people who have 
died?


Number of People benefiting from Community-based Programmes


Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.


   C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …) 


  A)  Check Availability and Completeness of Documentation


2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -


Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers 
counseled, facility-level register and/or client intake forms. 


1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service 
and the completion of the source document -


Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled 
in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.


Service Delivery Point (Protocol 2 - Data Verification)
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)


Answer
Auditor Notes


(include work paper reference number)
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2.7
Is there a process to ensure proper registration of people who have 
transferred in/out (including through referral)?


2.8


Is there a process to avoid double-counting of people who receive the 
service more than once during the reporting period?


If yes , please describe.


2.9


Is there a process to avoid double-counting of people who are enrolled 
in related services from the same organization (e.g. OVC receiving 
both school fees and nutritional support)?


If yes , please describe.


2.10 Are there any other instances with a risk of counting errors?


Additional Comments (if any)


3.1
Recount the number of people/cases/events recorded during the 
reporting period by reviewing the source document.


3.2
Copy the number of people/cases/events reported by the 
site/organization during the reporting period (from the site summary 
report).


-


3.3
What are the reasons for the discrepancy (if any) observed by the 
Audit Team (i.e., any data entry errors, arithmetic errors, missing 
source documents, other reason).                                                            


Additional Comments (if any)


4.1
List the type of commodity (e.g., bed net, condom, anti-malarial 
medication, etc) that was distributed during the service. 


4.2
Enter the number of commodities issued to the site during the 
reporting period.


4.3
Enter the number of commodities received by the site during the 
reporting period. 


-


4.4
If a discrepancy between issued and received commodities occurred 
during the reporting period, determine why, and if and how the store or 
site addressed this discrepancy.


4.5
Enter the number of commodities in stock at the site at the beginning 
of the reporting period (initial in stock).


Calculate % difference in cross check 1


CROSS-CHECK 2 :  Between stock movement and commodities 
distributed by the site.  Was this cross check performed?


4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -


Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, 
cross checks may be performed by comparing the number of persons receiving the service by the a


CROSS CHECK 1:  Between the distribution records from suppliers and 
the stock records at the site.  Was this cross check performed?


Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)


   B)  Identify possible reasons for any differences between the verified and reported results


   A)  Recount results from source documents and compare the verified numbers to the site reported numbers


3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -
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Service Delivery Point: 


Reporting Period (this is the period that is being verified from results 
reported from the Program/project):


From: To:


Yes/No
% 


or Number


1.1


Describe the source document for recording the delivery of the service 
(is it a standardized form following national guidelines or a tailored 
form?  If tailored, specify the source of the form, e.g. a project). Obtain 
a blank copy, if possible. 


1.2
Does the site/organization have sufficient supplies of blank source 
documents (prompt for experience of stock-outs of source 
documents)?


1.3
Are there indication that there are delays between delivery of the 
service and recording of the service on the source document?


1.4
If the service and recording of the service are not done at the same 
time, please describe how the disconnect might affect data quality.


Additional Comments (if any)


2.1


Review available source documents for the reporting period being 
verified. Is there any indication that source documents are missing?


If yes , determine how this might have affected reported numbers?


2.2
Are all available source documents complete?


If no , determine how this might have affected reported numbers?


2.3


Review the dates on the source documents.  Do all dates fall within the 
reporting period?


If no , determine how this might have affected reported numbers.


2.4
What units are being counted (e.g., people, cases, events)?
Do these units correspond those defined in the indicator definition? 


2.5
Is there a process to ensure proper registration of cases/people lost to 
follow-up?


2.6
Is there a process to ensure proper registration of people who have 
died?


2.7
Is there a process to ensure proper registration of people who have 
transferred in/out (including through referral)?


2.8


Is there a process to avoid double-counting of people who receive the 
service more than once during the reporting period?


If yes , please describe.


2.9


Is there a process to avoid double-counting of people who are enrolled 
in related services from the same organization (e.g. OVC receiving 
both school fees and nutritional support)?


If yes , please describe.


2.10 Are there any other instances with a risk of counting errors?


Additional Comments (if any)


3.1
Recount the number of people/cases/events recorded during the 
reporting period by reviewing the source document.


3.2
Copy the number of people/cases/events reported by the 
site/organization during the reporting period (from the site summary 
report).


-


3.3
What are the reasons for the discrepancy (if any) observed by the 
Audit Team (i.e., any data entry errors, arithmetic errors, missing 
source documents, other reason).                                                            


Additional Comments (if any)


4.1
List the type of commodity (e.g., bed net, condom, anti-malarial 
medication, etc) that was distributed during the service. 


4.2
Enter the number of commodities issued to the site during the 
reporting period.


4.3
Enter the number of commodities received by the site during the 
reporting period. 


-


4.4
If a discrepancy between issued and received commodities occurred 
during the reporting period, determine why, and if and how the store or 
site addressed this discrepancy.


4.5
Enter the number of commodities in stock at the site at the beginning 
of the reporting period (initial in stock).


4.6
Enter the number of commodities received by the site during the 
reporting period. 


4.7
Enter the number of commodities in stock at the site at the end of the 
reporting period (closing in stock).


4.8
Enter the number of commodities distributed by the site during the 
reporting period.


-


4.9
If there is a discrepancy between in stock and distributed commodities 
during the reporting period, determine why, and if and how the store or 
site addressed this discrepancy.


4.10 Any additional cross checking: (add as appropriate) 


Additional Comments (if any)


5.1 How many beneficiaries were visited?


5.2
How many of the beneficiaries contacted had actually received the 
service?


-


5.3 If there is a discrepancy, what issues did the spot check results raise?


Additional Comments (if any)


Indicator-specific notes for Verification Team:   A sample of beneficiaries of the services may be contacted. The purpose of spot-checks is to confirm that the 
service was actually received by beneficiaries listed in source documents.  For some services, it may not be possible to conduct spot checks due to 
confidentiality considerations.  If in doubt, the team should check with the Organization Commissioning the Data Quality Verification on the need for, and 
feasibility of, spot checks.  


Calculate % difference between beneficiaries recorded as having 
received the service and those having actually received the service.


5.  SPOT CHECKS - Perform spot checks to verify the delivery of services or commodities through Community-based Programmes -


Number of People benefiting from Community-based Programmes


Calculate % difference in cross check 2. 
(i.e., Distributed / (Beginning stock + Stock received - End stock))


Calculate % difference in cross check 1


CROSS-CHECK 2 :  Between stock movement and commodities 
distributed by the site.  Was this cross check performed?


4.  CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources -


Indicator-specific notes for auditor:  If the community-based program includes distribution of relevant commodities, e.g. bed nets, condoms or sterile syringes, 
cross checks may be performed by comparing the number of persons receiving the service by the a


CROSS CHECK 1:  Between the distribution records from suppliers and 
the stock records at the site.  Was this cross check performed?


Calculate Service Point Indicator Result Verification
(i.e., ratio of recounted to reported results)


   B)  Identify possible reasons for any differences between the verified and reported results


   A)  Recount results from source documents and compare the verified numbers to the site reported numbers


3. TRACE AND VERIFICATION - Recount results from source documents, compare the verified numbers to the summary reports and explain discrepancies -


Indicator-specific notes for Verification Team:  Mentioned below are common risks to data quality that may affect the reported counts for an indicator.


   C)  Verify recording procedures to avoid data-quality challenges (eg. double-counting, lost to follow-up, …) 


  A)  Check Availability and Completeness of Documentation


2.  DOCUMENTATION REVIEW - Review availability and completeness of all indicator source documents for the selected reporting period -


Indicator-specific notes for auditor:  Source documents could be community health workers/peer educators daily record of households visited/peers 
counseled, facility-level register and/or client intake forms. 


1.  DESCRIPTION OF THE RECORDING PRACTICES IN RELATION TO SERVICE DELIVERY - Describe the connection between the delivery of the service 
and the completion of the source document -


Indicator-specific notes for Verification Team: The Verification Team should ask staff to describe the process through which the source documents are filled 
in relation to the service being provided. Determine the source document used for this indicator at this site/orgamization.


Service Delivery Point (Protocol 2 - Data Verification)
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(include work paper reference number)
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ANNEXE 2: Quelques modèles pour 
l’Organisme Demandeur de 
l’EQD 
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Annexe 2, Etape 1 - Modèle 1.  Tableau Illustratif du classement des pays selon les investissements et selon les Résultats Rapportes 


 


Disease:  SIDA 


Countries (or 
Programs/projects) 


(classés par 
investissement en 


Dollar) 


Classement par Investissement 
en Dollar  


Classement des resultats rapportés  


Notes/commentair
es  


Zone du Programmme  
_Traitement_ 


Zone du Programme 


 _Communication pour le 
Changement de 
comportements  


Assistance 
communautaire_ 


Zone du Programme 


_OVC_ 


Indicateurr # 1 
Population sous ARV 


Indicateur # 2 


Nombre de Condoms 
Distribués 


Indicateur # 3 


Nombre de OVC Sous 
traitement et prise en 


charge 


County X $66 Million 
2 


(6,500) 
4  


(3 million) 
8  


(1,879) 
 


Country Y $52 Million 
1 


(7,000) 
NA 


10 


(1,254) 
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Annexe 2, Etape 1 - Modèle 2.  Analyse Illustrative de l’Importance Relative des Investissements et des résultats des indicateurs par zone de 
Programme  


 


Program/project:  _____________ 


Zone de 
Programme  


$ Investis dans la 
zone de 


Programme   


% Total des 
Investissements 


dans le 
Programme 


/projet 


Principal Indicateur 
dans la zone de 


Programme 


Résultats 
escomptés ou 
rapportés pour 


l’Indicateur 


% de Résultats 
escomptés ou 


rapportés à 
l’échelle du 


pays 


Notes/commentari
es 


Traitement ART  $2,000,000 80% Population sous ART 20,000 80%  
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Annexe 2, Etape 1 - Modèle 3.  Documentation of the selection of the Country, Disease/Health Area, Program/project(s), Program Area and 
Indicators 


 


Pays  
Zone de 
Maladie/ 


Santé   
Program/project 


Zone de 
Programme  


Indicateur (s) 


 
Période 


d’Information 
 


Critères en 
vigueur pour la  


sélection de 
l’Indicateur et la 


période 
d’information 


Personnes/Entité
concernées par 


la décision 
d’audit  
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Annexe 2, Etape 2 - Modèle 1. Lettre de Demande de Notification et de Documentation au 
Programme /projet Séléctionné   


 
Date 
Adresse 
Cher(e) _________________:  
 
[Votre organisation] a été choisie pour un Audit Qualité des Données par [nom de l’Organisation 
ayant Commandé l’Audit] en rapport avec le [nom du Programme/projet].  
 
Le but de cet audit est de : (1) évaluer la capacité des systèmes de gestion des données du 
programme/projet(s) pour lequel vous dressez un rapport qualité des données; et  de (2) vérifier la 
qualité des données transmises selon les indicateurs clés dans les sites sélectionnés.  [Nom du 
Cabinet d’Audit] mènera l’audit et  vous contactera bientôt dans le cadre de cet audit.    


 
Cet Audit Qualité des Données concerne  [Maladie], [zone d’implantation du programme] et les 
vérifications vont se concentrer sur les indicateurs suivants: 
 
1 [nom de l’indicateur] 


2 [nom de l’indicateur] 
 
L’audit va : 


1. Evaluer la forme des systèmes de gestion et de diffusion des données; 


2. Vérifier au niveau des sites de fourniture de service et des niveaux intermédiaires de stockage 
(ex, districts, régions) si le système est exécuté tel que défini ; 


3. Retrouver et vérifier dans quelques sites,  les chiffres précédemment transmis pour un nombre 
limité d’indicateurs et; 


4. Transmettre les conclusions de l’audit ainsi que les améliorations suggérées sous forme de 
Rapport d’Audit formel. 


 
Avant que l’audit ne démarre, [nom de l’Agence d’Audit] devra: 


- Une liste de tous les Sites de Fourniture de Service en même temps que les derniers résultats 
transmis (selon les indicateurs ci-dessus); 


- Le modèle 1 rempli (attaché à cette lettre) décrivant le système de collecte et diffusion des 
données (selon les indicateurs ci-dessus); 


- Des modèles de formulaires de collecte et diffusion des données (selon les indicateurs ci-
dessus). 


 
Cette information est essentielle au démarrage de l’audit, par conséquent elle est requise dans les 
deux semaines suivant la reception de cette lettre et devra être envoyée à [adresse du Cabinet 
d’Audit]. 
 
Pour permettre à L’Equipe d’audit d’exécuter la phase initiale d’examen de votre système global de 
gestion des données et de limiter, le moins possible, la présence de l’équipe sur le terrain, nous 
souhaiterions aussi que vous fournissiez à l’Agence d’Audit toute la documentation existante et 
disponible figurant au Tableau 1 (attaché à cette lettre). 
Merci de soumettre la documentation demandée à ______________ au ______ par _________.   
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Toute documentation disponible sous forme électronique pourra être envoyée par email à ______. 
 
 
Après examen par le service d’information de l’information et de la documentation fournies, le 
Cabinet d’Audit poursuivra l’audit dans le bureau qui fait office d’unité de Gestion du S&E pour le 
Programme/projet et dans un nombre réduit de vos sites de diffusion et bureaux intermédiaires de 
gestion de données (ex les bureaux ou districts régionaux). Pour faciliter les visites de sites, nous 
souhaiterions que L’Equipe d’audit soit accompagnée de deux membres du personnel de l’unité 
S&E, ou alors des personnels chargés de recevoir, examiner et / ou rédiger les rapports provenant 
des entités de diffusion.  
 
Du fait que le temps nécessaire pour l’audit dépend du nombre et de l’emplacement des sites 
sondés, vous serez contactés par l’Agence de vérification pour répondre à des questions plus 
spécifiques en rapport avec le calendrier, après la sélection de l’échantillon de sites.  Cependant, 
vous devez vous attendre à ce que l’audit dure entre 10 et 15 jours (avec deux jours de plus à 
l’Unité de S&E et autour d’un jour par Site de Fourniture de Service et par Niveau de Stockage 
Intermédiaire ex, Districts ou Régions).  
 
Enfin, puisque L’Equipe d’audit aura besoin d’obtenir et de passer en revue les documents sources 
(ex, dossiers des clients ou registres d’inscription), il est important d’obtenir une autorisation 
officielle pour avoir accès à ces documents. Cependant, nous voulons vous assurer qu’il ne sera 
retenu aucun détail concernant les personnes durant l’audit. L’équipe cherchera seulement à 
vérifier si les chiffres consignés dans les “documents sources” pour et en rapport avec le service 
ou l’activité sont exacts cette période de l’audit. Les dossiers personnels ne vont ni quitter le site, 
ni être photocopiées.  
 
Nous aimerions aussi souligner que nous ne ménagerons aucun effort pour limiter l’impact qu’aura 
notre audit sur votre personnel et sur les activités en cours. A cet égard, il serait appréciable si 
vous mettiez tout de suite à la disposition du Cabinet d’audit, un interlocuteur principal dans ce 
processus. (Votre principal responsable de gestion des données, par exemple) afin que nous nous 
contentions exclusivement d’échanger avec la bonne personne. Pour toute question prière de 
contacter ___________ à ____________.   
 
Sincèrement Vôtre   
 
 
cc:   Cabinet Gouvernemental d’Audit 


Bailleur/Partenaires au Développement et Partenaires dans la Mise en Oeuvre 
Autres, si nécessaire pour le pays et pour l’audit 
 


Tableau 1 -  Liste des Zones  Fonctionnelles d’Audit et  de la Documentation à exiger du 
Programme/projet de la part du service de traitement de l’information (si disponible) 


 
Zones 
Fonctionelless 


 
Documentation Générale Necessaire   


Est -elle 
fournie ? 


 


Information sur 
le Contact  


 Noms et informations sur les contacts nécessaires pour les principaux 
agents du programme/projet, y compris les personnes clés responsables 
des activités de gestion des données.   


 


I - Structures,  Organigramme démontrant les responsabilités au sein du S&E.  
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Tableau 1 -  Liste des Zones  Fonctionnelles d’Audit et  de la Documentation à exiger du 
Programme/projet de la part du service de traitement de l’information (si disponible) 


 
Zones 
Fonctionelless 


 
Documentation Générale Necessaire   


Est -elle 
fournie ? 


 


Rôles et   
Capacités du 
S&E 


 Liste des postes et statuts en S&E (ex., à plein temps, ou à temps partiel, 
pourvus ou vacants). 


 


 Plan de formation en S&E, s’il en existe un. 
 


II – Définitions 
d’indicateur et  
Indications pour 
la gestion des 
données 


 Instructions aux sites de diffusion sur les exigences et les délais. 
 


 Description de la manière dont la fourniture des services est enregistrée 
dans les documents sources et dans d’autres documents tels que les 
registres des cliniques et les rapports périodiques des sites. 


 


 Schéma détaillé sur la manière dont les données circulent : 


o Des Sites de Fourniture de Services aux Niveaux Intermédiaires de 
Stockage (ex bureaux de districts, bureaux provinciaux, etc.);  


o Des Niveaux Intermédiaires de Stockage (s’il en existe) à l’Unité de S&E. 


 


 Programme National de S&E, s’il en existe. 
 


 Définitions opérationnelles des indicateurs qui sont audités.   


III –Collecte de 
Données et  
Formulaires et 
outils de 
gestion 


 Formulaire(s) de Collecte des Données pour les indicateurs qui sont 
audités. 


 


 Formulaire(s) de collecte pour les indicateurs qui sont audités. 
 


 Instructions pour remplir les formulaires de collecte et gestion des 
données. 


 


IV – Les 
Processus de 
Gestion des 
Données  


 Documentation rédigée sur les processus de gestion des données avec 
toutes les démarches  accomplies sur la vérification de toutes les données, 
du stockage et de la manipulation à tous les niveaux du système de 
gestion. 


 


 Procédures rédigées pour faire face aux défis spécifiques de qualité des 
données (ex double décompte, “perdu à suivre”), y compris les instructions 
envoyées aux sites de gestion. 


 


  Indications et prévisions pour les visites régulières de supervision. 
 


V – Les rapports 
avec le Système 
National de 
Gestion  


 Rapports de renseignement entre le système de gestion des données du 
Programme/projet et le système national de gestion des données 
correspondant.  
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Annexe 2, Etape  2 – Modèle  2 - Description du Système de Collecte et de Diffusion des des Données 
 


 


A remplir - DESCRIPTION DU SYSTEME DE COLLECTE ET DIFFUSION DES DONNEES 
 


 
Prière de remplir ce modèle de formulaire pour chaque indicateur en vérification par l’Evaluation de la Qualité des Données (DQA) 


 


Nom de l’Indicateur  


Définition de l’Indicateur  


 


1- Y’a t–lI une personne chargée de l’analyse et  de la gestion des données dans l’Unité S&E au niveau Central ?  Oui Non 


 


 1.1- Si "Oui", prière de donner le nom et l’adresse email de la personne contact: Nom  


   e-mail  


 
 


ENREGISTREMENT DE LA FOURNITUREDE SERVICE SUR LES DOCUMENTS SOURCES (aux Points de Fourniture de Service) 


 


2- Y’a-t-il un formulaire standard au niveau national que tous les points de fourniture de service utilisent pour enregistrer la fourniture de 
service auprès des populations cibles? Oui Non 


 


 2.1- Si  "Non", combien de formulaires différents sont utilisés par les points de fourniture de services? Nombre  


 
 


3- Quel le nom du formulaire(s) utilisé par les points de fourniture de services? 


 Nom du Formulaire(s)  


 
 


4- Quels sont dans le formulaire les principaux domaines qui correspondent à l’indicateur ? Domaine 1  


 Domaine 2  


 Domaine 3  


 Domaine 4  


 Veuillez ajouter …  
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LA TRANSMISSION DES DONNEES, DEPUIS LES POINTS DE FOURNITURE DE SERVICES JUSQU’A L’UNITÉ NATIONALE DE S&E (En passant par tous 
niveaux intermédiaires – Districts, Régions, …) 


 


5- Prière d’utiliser ce tableau pour expliquer le processus de transmission des données dans votre pays. Dans la première ligne, fournir les informations sur les 
rapports qui sont reçus au bureau central. Indiquer la provenance de ces rapports, combien de rapports vous vous attendez à recevoir pour chaque période 
de l’audit, et combien de fois par an vous recevez ces rapports. 


 


Rapports reçus par by: Expéditeur 


Nombre d’expéditeurs  
(ex si les rapports sont envoyés par 


les districts, indiquer ici le nombre de 
districts) 


Quelle est la fréquence de 
réception des rapports dans 


l’année 
(ex : par trimestre=4fois par 


an) 


    
    
    
    
    
 
 


6- Quel est le niveau le plus bas au niveau central pour lequel vous recevez des données à l’Unité de Gestion du S&E ? 
 


     


 Patients individuels Infrastructures de Santé Districts Région Other … [please specify]  


 
 
 


7- A quel niveau les données sont informatisées pour la premiere fois (i.e., enregistrés dans l’ordinateur)? 
 


 Infrastructures de Santé    Districts Région National Other … [please specify]  


 
 


8- Prière de fournir tout autre commentaire (le cas échéant). 
 


  


 
 


Enfin, prière de joindre les modèles (1) document source; et (2) rapports reçus à chaque niveau. 
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Annexe 2, étape 2 – Modèle 3. Lettre de Demande d'Agrément National pour l’EQD    


 
Date  
 
Adresse de l'Agence Nationale d’Agrément  pour la Vérification de la Qualité des Données 
 
Cher__________________:  
 
En tant que partie intégrante de ses activités de supervision en cours [nom de l'organisation 
commanditaire de l'audit] a sélectionné  [programmes/projets] au/en [pays] pour une Vérification de 
la Qualité des Données.  Soumis à l'approbation, la Vérification de la Qualité des Données aura 
lieu entre [mois ___ et ____], [Année].  
 
Le but de cette vérification de la qualité des données est d'évaluer la capacité du système de 
gestion des données du programme de faire état des données de qualité et de suivre et vérifier les 
résultats rapportés des sites sélectionnés liés aux indicateurs suivants : 
 
1 [nom de l'indicateur] 


2 [nom de l'indicateur] 
 
[Nom du Cabinet d’audit] a été sélectionné par [nom de l’Organisation Commanditaire de l’Audit] 
pour exécuter la vérification de la qualité des données. 
 
La conduite de cette vérification de la qualité des données peut nécessiter l'accès aux données 
rapportées à travers le système d’information national sur [la maladie et la zone du programme]. 
La vérification va inclure la reprise des données collectées pendant les périodes d’élaboration des 
rapports, dont l’obtention et l’examen des documents source (par exemple des fiches/registres 
d’enregistrements ou d’inscriptions de client, des fiches de formation, des fiches de distribution des 
produits). Tandis que l'équipe de vérification aura besoin de manière potentielle de l'accès à 
l'information personnelle du patient, elle gardera ces informations dans le secret absolu et aucune 
documentation de la vérification ne contiendra ou ne révélera des informations personnelles. Le 
but de l'accès à une telle information est d’énumérer et de procéder à des vérifications en vue de 
l'audit. Si nécessaire, l'équipe de vérification devra avoir accès et utiliser de telles informations au 
niveau des sites de fourniture de service. Les informations personnelles ne devront ni être retirées 
du site ni photocopiées.    
 
Les résultats de la vérification de la qualité des données peuvent également être utilisés pour 
améliorer le Système suivi-évaluation (S&E) des programmes/projets.    
 
Pour toute information concernant cette vérification de la qualité des données, veuillez contacter 
______ au ________.   
 
[Nom de l'organisation commanditaire de l'audit] requière formellement par la présente 
l'approbation pour conduire cette vérification de la qualité de données. 
 
Veuillez indiquer ci-dessous approuvé ou non approuvé (en indiquant les raisons de la non-
approbation) et renvoyer cette lettre à _________ au ________.   
 
___________________      ____________________ 
Approuvé/Non approuvé (veuillez entourer l’une des options)      Date  
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Veuillez agréer l’expression de nos sentiments distingués.  
 
CC:   Le  Directeur du programme/projet, le Cabinet d’Audit de l’Etat,  les bailleurs/Partenaires au 
Développement et les Partenaires d’exécution  et  Autres, à la convenance de l'Audit. 
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ANNEXE 3: Modèles pour l’Agence et 


l’Equipe d’audit 







 
Annexe 3, étape 2 – Modèle 1. Fiche d'informations pour l'unité de S&E impliquée dans 
l’EQD 
 


1- Objectif du EQD 


Les objectifs de la vérification de la qualité des données sont de : 
 vérifier que les systèmes convenables de gestion des données sont mis en place et 
 vérifier la qualité des données collectées pour les indicateurs principaux dans les sites 


sélectionnés. 
  


2- Indicateur(s) Inclus dans l’Audit 


- à  compléter par l’Equipe d’audit  - 


3- Période d’élaboration des rapports examinée


- à  compléter par l’Equipe d’audit  - 


4- Tâches accomplies par l’Equipe d’audit au niveau de l’Unité de S&E.  


 Interroger le gestionnaire du programme et le personnel impliqué dans le S&E et la gestion des 
données. 
 Revoir la disponibilité, l’exhaustivité et le respect des délais des rapports reçus des sites de 


collecte. 
 Reprendre le décompte des nombres à partir des rapports reçus et comparer les résultats aux données 
collectées par l’unité de S&E. 
  


5-  Personnel à disposition au niveau de l’unité de S&E pendant le EQD


 Directeur du programme 
 Agent responsable de la gestion des données. 
 Personnel impliqué dans la révision et la compilation des rapports reçus des sites de collecte. 
 Personnel des TI impliqué dans la gestion des bases de données, si possible 
 Personnel approprié des organisations partenaires intervenant dans le renforcement des 
systèmes de S&E, si possible. 
  


6-   Documentation à préparer avant  l’arrivée de l’équipe d’audit 
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 Les résultats collectés par l'unité de S&E pour la période choisie pour l’élaboration des 
rapports (voir le point 3 - ci-dessus). 


 L'accès aux résumés des rapports de site soumis pour la période (voir le Point 3 - ci-
dessus). 


 L’organigramme présentant les responsabilités de S&E 
 La liste des postes et statuts de S&E (par exemple, à plein temps ou à temps partiel, pourvus ou 


vacants)   
 Le plan de formation en S&E, s’il existe. 
 Les ordres de service sur les sites de collecte concernant les exigences et délais d’élaboration 


des rapports. 
 La description de la manière dont la fourniture de services est enregistrée sur des documents 


sources et sur d'autres documents tels que des registres de consultation et des rapports 
périodiques de sites. 


 Le diagramme détaillé de la manière dont les données circulent des sites de fourniture de service 
à l'unité de S&E.  


 Le plan national de S&E, s’il existe. 
 Les définitions opérationnelles des indicateurs à vérifier (voir le point 2 - ci-dessus) 
 Le modèle de collecte de données et formulaires d’élaboration des rapports pour les 


indicateurs à  vérifier (avec les directives). 
 La documentation écrite des processus de gestion des données dont une description de toutes les 


étapes de vérification des données, de compilation et de manipulation mises en oeuvre à chaque 
niveau du système d’élaboration des rapports. 


 Les procédures écrites pour relever les défis spécifiques de la qualité de données (par exemple, 
double emploi, "perdu de vue "), dont des directives envoyées sur les sites de collecte. 


 Les directives et programmes pour les visites de routine de supervision des sites. 
  


7-Temps prévu pour l’Equipe d’audit au niveau de l’unité de S&E


 
- A  compléter par l’Equipe d’audit  [Directive : 2 jours - 1 jour au début et 1 jour à la fin du EQD] 


 
ATTENTION : En aucun cas les rapports ne devraient être confectionnés pour les buts de 
l’audit. 
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Annexe 3, étape 2 – Modèle 2. Fiche d'informations pour les niveaux de compilation 


intermédiaires choisis pour le EQD
 


1- Objectif du EQD 


Les objectifs de la vérification de la Qualité des Données sont de : 
 vérifier que les systèmes convenables de gestion des données sont mis en place 
 vérifier la qualité des données collectées pour les indicateurs principaux dans les sites 


sélectionnés. 


 
2- Indicateur(s) Inclus dans la vérification


- à  compléter par l’Equipe d’audit  - 


3- Période d’élaboration des rapports examinée


- à  compléter par l’Equipe d’audit  - 


4- Tâches accomplies par l’Equipe d’audit au niveau de la compilation intermédiaire.   


 Interroger le responsable du site et le personnel impliqué dans la gestion et la compilation des 
données. 
 Revoir la disponibilité, l’exhaustivité et le respect des délais des rapports reçus des sites de 


collecte. 
 Reprendre le décompte des nombres à partir des rapports reçus et comparer le résultat aux 
données collectées au niveau suivant. 
 Comparer les données communiquées avec d’autres sources de données (des relevés d’inventaires, 
des rapports de laboratoire, etc.) 
 Vérifier la véracité des services rendus à la population cible (si possible) 


 


5-  Personnel à disposition au niveau de la compilation intermédiaire lors de l’EQD 


 Le directeur du site 
 Le personnel impliqué dans la révision et la compilation des rapports reçus des sites de collecte. 
 le personnel des TI impliqué dans la gestion des bases de données, si  possible 
 


6-   Documentation à préparer avant  l’arrivée de l’équipe d’audit


 Les résultats collectés au niveau suivant pour la période choisie pour l’élaboration des 
rapports (voir le point 3 - ci-dessus). 
 L'accès aux résumés des rapports du site soumis pour la période (voir le Point 3 - ci-


dessus). 
 Description des étapes de compilation et/ou de manipulation faites sur les données soumises 
par les sites de collecte. 
  


7-Temps prévu pour l’Equipe d’audit au niveau de la compilation intermédiaire 


- à  compléter par l’Equipe d’audit  [Directive : entre 1/2 journée  et 1 jour à chaque site de niveau de 
compilation intermédiaire] 


 
ATTENTION : En aucun cas des documents sources ou des rapports ne devraient être 
confectionnés pour les buts de l’audit. 
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Annexe 3, étape 2 – Modèle 3. Fiche d'informations pour les sites de fourniture de services 


choisis pour le EQD
 


1- Objectif du EQD 


Les objectifs de la vérification de la Qualité des Données sont de : 
 vérifier que les systèmes convenables de gestion des données sont mis en place 
 vérifier la qualité des données collectées pour les principaux indicateurs dans les sites 


sélectionnés. 
 
2- Indicateur(s) Inclus dans la vérification


-à  compléter par l’Equipe d’audit - 


3- Période d’élaboration des rapports examinée


-à  compléter par l’Equipe d’audit - 


4- Tâches accomplies par l’Equipe d’audit au niveau du site de fourniture de services.   


 Interroger le responsable du site et le personnel impliqué dans la collecte et la compilation des 
données. 


 Comprendre comment et quand les documents sources sont complétés par rapport à la fourniture de 
services. 


 Vérifier la disponibilité et l’exhaustivité de tous les documents sources pour la période choisie pour 
l’élaboration des rapports. 


 Reprendre le décompte des données enregistrées à partir des documents sources disponibles et 
comparer les résultats aux chiffres collectés par le site. 


 Comparer les données collectées avec d’autres sources de données (par exemple des 
relevées d’inventaires, des rapports de  laboratoires, etc.) 


 Vérifier  la fourniture réelle de services ou de produits aux populations cibles (si possibles). 


 


5-  Personnel à disposition au niveau du site de fourniture de services lors du EQD 


 Le directeur du site. 


 Le personnel responsable pour remplir les documents sources (par exemple les fiches de traitement du 
patient, les registres de consultation, la feuille de pointage, etc.). 


 Le personnel responsable du report des données dans des registres ou le système informatique (selon 
la convenance). 


 Le personnel responsable de la compilation des rapports périodiques (par exemple mensuel, trimestriel, 
etc.). 


6-   Documentation à préparer avant  l’arrivée de l’équipe d’audit
 Les résultats collectés au niveau suivant pour la période choisie pour l’élaboration des 


rapports (voir le point 3 - ci-dessus). 
 Tous les documents sources pour la période de collecte choisie, dont les documents sources 


des sites auxiliaires/périphériques (voir le point 3 - ci-dessus). 
 Description des étapes de compilation et/ou de manipulation faites sur les données soumises au niveau 


suivant. 


7-Temps prévu pour l’Equipe d’audit au niveau du site de fourniture de services 
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-à  compléter par l’Equipe d’audit  [Directive : Entre  ½ journée et deux jours (plus d’un jour sera nécessaire 
pour des sites importants avec des données collectés en plusieurs centaines ou des sites qui comprennent 


des centres satellites ou lorsque des “contrôles locaux” sont faits.] 


 
ATTENTION : En aucun cas, des documents sources ou des rapports ne devraient être 


confectionnés pour les buts de l’audit. 
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Annexe 3, Etape 4 – Modèle 4.  Liste de contrôle pour la préparation de l’Equipe d’audit aux 
visites de vérification des Sites  


 


 
N° 


 
Article 


Cocher 
lorsque 


c’est 
complet )


1 Lettre d’agrément  


2 Directives de mise en oeuvre  


3 
Protocole 1 de l'EQD : Protocole d’évaluation du système (faire des copies de 
toutes les fiches de travail et fichiers informatiques concernés)   


4 
Protocole 2 de l'EQD  Protocoles de vérification des données (faire des copies de 
toutes les fiches de travail et fichiers informatiques concernés)  


5 Liste des sites et des contacts  


6 Programmation confirmée des visites de sites    


7 Ordinateur portable (au moins un par sous-équipe)  


8 Plan d’appui logistique pour l'audit  


9 
Documentation convenable fournie par le Programme/projet pour l’examen 
documentaire  


10 


 
Autres  
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Annexe 3, Etape 5 – Modèle 1.  Format des notes de recodification des 


Interviews/Réunions avec les responsables de S&E et le personnel 


 
Nom et adresse du Programme/projet (et de l’Organisation) :   


Numéro du contrat (si possible) :   


Noms des personnes interrogées :   


Auditeur : Date de l’interview : 


Zone du programme : Indicateur(s) concerné(s) :    


Référence du document de travail ou numéro de l’index : 


 


But de l’interview :   
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Description narrative des discussions :


  


Signature de l’auditeur :   Date : 
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Annexe 3, Etape 13 - Modèle 1.  Note de Recommandations  de la Vérification de la Qualité 


des Données 


 
Nom et adresse du Programme/projet (et de l’Organisation) :   


Numéro du contrat (si possible) :   


Personne contact :   


Auditeur : Date de l’audit : 


Situation : Indicateur(s) approprié(s) :    


Classification: Dominant/de moindre 
importance  


Dimension de la qualité des données : 


Explication des résultats (preuves comprises) : 


 


Action recommandée pour la correction (remplir avant la réunion de clôture avec le 
Programme/projet) :   


Notes des discussions de la réunion de clôture avec le Programme/projet :   
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Action finale recommandée ((remplir après la réunion de clôture avec le Programme/projet) :   


Date d’exécution prévue (si possible) :  


Signature de l’auditeur :   Date : 
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Annexe 3, Etape 19 - Modèle 1 :   Fichier de rappel pour l’activité de renforcement de la qualité 
des données de S&E du Programme/projet : 
 
Nom et adresse du Programme/projet (et de l’Organisation) :  
 
 
Numéro du contrat (si possible) :   
 


Personne contact :   
 


Auditeur : 
 


Date de l’audit :
 
 


Zone du programme : Indicateur(s) approprié : 


Désignation et 
description de 


l’activité 


Date d’exécution 
prévue 


Personne(s) 
responsable(s) 


Date vérifiée Résultat
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ANNEXE 4:   Site de sélection qui utilise 
des techniques de 


prélèvement groupé  
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Instructions pour le prélèvement par l’utilisation d’un prélèvement groupé double 
 


1. Déterminer le nombre de groupes et de sites  L’équipe d’audit devrait travailler avec 
l’organisation commanditaire du EQD pour déterminer le nombre de groupes et de sites au 
sein des groupes.                                                                                  
 


2. Plus d’un niveau intermédiaire.  Dans le cas où il existerait plus d’un niveau de compilation 
intermédiaire (c à d que les données vont des districts vers les régions avant d’arriver au 
niveau national), un prélèvement de groupe triple doit être matérialisé.  Cela signifie que 
deux régions devraient être prélevées et deux districts prélevés dans chaque région.   
 


3. Pas de niveau intermédiaire.  Si les données sont collectées directement du site de 
fourniture de services au niveau national (c à d pas de site intermédiaire de compilation), la 
sélection du site sera faite comme précédemment (prélèvement groupé avec le district 
comme unité `de prélèvement de base) mais le calcul du facteur de contrôle changera.  
Dans ce cas, il n’y a pas d’ajustement pour l’erreur qui apparaîtrait entre le district et le 
niveau national.   


 
4. Préparer le cadre de prélèvement . La première étape dans le choix des groupes pour la 


vérification sera de préparer un cadre de prélèvement ou une liste de toutes les zones (ou 
groupes) où l'activité est menée (par exemple des zones avec des sites de traitement 
d'ART).  La méthodologie pousse à choisir des groupes proportionnellement à la taille, 
c’est-à-dire . le volume de service.  Il est souvent utile d'étendre le cadre de prélèvement de 
sorte que chaque groupe soit énuméré proportionnellement à la taille du programme dans le 
groupe.  Par exemple, si un groupe donné est responsable pour 15% des patients qui 
reçoivent des services, ce groupe devrait comporter 15% des éléments dans le cadre de 
prélèvement.  Pour plus de détails, voir l'exemple d’illustration de la stratégie de 
prélèvement  D (annexe 4, tableau 3) ci-dessous.  Il faut veiller à ne pas classer un cadre de 
prélèvement de manière à polariser le choix des groupes.  Le classement des groupes peut 
introduire la périodicité ; par exemple chaque 10ème groupe est une zone rurale.  Le 
classement par ordre alphabétique est, en général, une manière passive de classer les 
groupes.  
 


5. Calculer l’intervalle de prélèvement. L'intervalle de prélèvement est obtenu en divisant le 
nombre d'éléments dans le cadre de prélèvement par le nombre d'éléments à prélever.  En 
utilisant un tableau de numérotation aléatoire (annexe 4, tableau 5) ou une méthode 
similaire, il faut choisir au hasard un point de départ sur le cadre de prélèvement.  C’est la 
première zone prélevée.  Continuer ensuite, par le moyen du cadre de prélèvement, à 
sélectionner les zones qui coïncident avec des intervalles de prélèvement multiples.   
 


6. Sélectionner au hasard un point de départ. Utiliser le tableau de numérotation aléatoire 
(annexe 4, tableau 5) pour déterminer au hasard un numéro de départ.  Sélectionner un 
point de départ sur le tableau en cherchant ailleurs et en marquant un point sur le tableau 
avec un crayon.  Tracer un trait au-dessus de la rangée la plus proche du point et un trait à la 
gauche de la colonne la plus proche du point.  En allant vers la bas et à droite de votre point 
de départ, il faudra choisir le premier nombre lu à partir du tableau dont les derniers chiffres 
X sont situés entre 0 et N. (où N = la taille de population, M = la taille du prélèvement, X = 
le nombre de chiffres de N.  Si N est un nombre à deux chiffres, alors X sera 2. Si N est un 
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nombre à quatre chiffres, X sera 4, etc.). 
 


 
Exemple : 


N = 300, M = 50,  le point de départ est la colonne 3, ligne 2 sur le Tableau de 
numérotation aléatoire  (lire en bas). Vous devrez sélectionner 043 comme nombre de 
départ.  


 
59468 
99699 
14043 
15013 
12600 
33122 
94169 


etc. 
 
 


7. Sélectionner les groupes. Descendre la liste des groupes classés et numérotés et s’arrêter au 
nombre de départ. C’est le premier groupe.  Continuer vers le bas du cadre de prélèvement 
jusqu’au nombre d’éléments égal à l’intervalle de prélèvement.  Le numéro de départ + 
l'intervalle de prélèvement = 2ème groupe.  Le numéro de départ + 2 (l'intervalle de 
prélèvement)  = 3ème groupe, etc.   


 
 
8. Stratifier les Points de Fourniture de Services . Classer les points de fourniture de services 


dans chacune des zones de prélèvement par volume de service, c.-à-d. la valeur de 
l'indicateur de la période d’élaboration des rapports auditée.  Diviser la liste en niveaux 
selon le nombre de sites à choisir.  Classer les sites par volume de service et les partager 
équitablement entre les niveaux.  Si possible, choisir un nom  nombre égal de sites à partir 
de chaque niveau.  Par exemple, si vous choisissez trois sites, créer trois niveaux (petit, 
moyen et grand).  Si vous sélectionnez deux sites, créer deux niveaux.  Pour six sites, créer 
trois niveaux et sélectionner deux sites par niveau et ainsi de suite.   


9. Sélectionner les Points de Fourniture de Services   Pour un grand nombre de sites vous 
pouvez utiliser un tableau de numérotation aléatoire et sélectionner systématiquement des 
sites  comme ci-dessus.  Pour un nombre restreint de sites, le prélèvement aléatoire simple 
peut être utilisé pour sélectionner des sites dans des groupes. 
 


10.  Sélection des  sites de ‘sauvegarde’.  Si possible, choisir un site de sauvegarde pour 
chaque niveau. Utiliser ce site uniquement si vous ne pouvez pas visiter les sites 
sélectionnés au départ pour des problèmes de sécurité ou d'autres facteurs.  Commencer par 
un nouveau cadre de prélèvement pour sélectionner ce site (les sites déjà sélectionnés étant 
exclus)  Ne pas remplacer des sites par complaisance.  Le remplacement des sites devrait 
être discuté, si possible, avec l'organisation commanditaire du EQD.  
 


11. Connaître sa méthodologie de prélèvement. Les sites sont supposés être sélectionnés pour 
une vérification autant que possible au hasard (et de manière équitable) tout en tirant profit 
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de la nature pratique et de l'économie liées au prélèvement de groupe.  Il vous sera peut-être 
demandé d’expliquer pourquoi un site donné a été sélectionné.  Attendez-vous à décrire les 
méthodes de prélèvement et à expliquer la sélection équitable des sites. 
 


  
 
Exemple d'illustration – Prélèvement de Groupes doubles 
 
Dans l'exemple qui suit, un prélèvement de groupes doubles modifié, est utilisé pour matérialiser un 
prélèvement d'ART dans «notre pays» afin de déduire une estimation de la qualité des données au 
niveau national. Dans une conception de groupe de prélèvement, le prélèvement final provient des 
niveaux. Chaque niveau est composé de deux activités : (1) l’énumération, (2) le prélèvement.  
L’énumération signifie l’élaboration d’une liste complète de tous les éléments à partir desquels un 
nombre sera sélectionné. On parle de prélèvement lorsqu’un nombre d’éléments déterminés au 
préalable est sélectionné au hasard à partir de l'énumération complète des éléments. Un 
prélèvement est juste aussi bon que la liste dont il provient.  La liste, également appelée cadre de 
prélèvement, est «bonne» (valide) si elle est complète, c.-à-d. si elle comprend tous les éléments 
connus qui comportent la population des éléments  Pour des sites ART d’un pays, un bon cadre de 
prélèvement signifie que chaque site ART du pays est correctement identifié dans la liste. 
Indicateur d'illustration pour cette application = nombre d'individus soumis à la  thérapie anti-
rétrovirale  (ART). Objectif de l'audit : vérifier la conformité des rapports nationaux de notre pays 
sur les  progrès des ART en se fondant sur les systèmes de suivi administratifs. Plan de 
prélèvement : la conception de groupe double est utilisée pour sélectionner  3 zones, ensuite 3 
sites d’ART dans chacune des zones sélectionnées. Niveau de prélèvement 1 : (a) énumérer 
toutes les zones, (b) sélectionner 3 zones.  Problème : l’énumération de toutes les zones est 
inefficace parce que les sites d’ART peuvent ne pas être localisés dans chaque zone de notre 
pays.  Par conséquent, pour rendre le prélèvement des zones plus efficace, il faut d’abord 
découvrir les zones disposant de sites ART. Dans la grille d'illustration ci-dessous, les cellules 
surlignées représentent ces zones (n=12) dans lesquelles des sites de ART sont localisés.  Ces 12 
zones surlignées comprennent le cadre initial de prélèvement (Annexe 4, Tableau 1). 


      


Annexe 4, Tableau 1.  Grille d’illustration 
- Présentation de toutes les zones dans 


notre pays 


1 2 3 4 5 


6 7 8 9 10 


11 12 13 14 15 


16 17 18 19 20 


21 22 23 24 25 
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26 27 28 29 30 


 


1. Cadre de prélèvement pour le niveau 1 : La liste en Annexe 4, Tableau 2 est appelée cadre 
de prélèvement.  Elle contient une liste complète des zones concernées pour la vérification 
des sites de ART, parce que seules les zones dans lesquelles les sites de ART sont 
localisés sont incluses dans la liste.   


2. La première colonne du cadre contient un plan de numérotation simple commençant par 1 
et se terminant avec le dernier élément de la liste, ce qui, dans ce cas, est 12, parce que 
seules 12 zones de «notre pays» contiennent des sites de ART. .   


3. La deuxième colonne du cadre contient le numéro de la zone qui correspond à la grille 
d'illustration présentée au tableau précédent. Il s’agissait des cellules surlignées qui ont 
montré les zones qui contenaient des sites d'ART.  La colonne 2 (numéro de zone) 
n'énumère pas les zones choisies. Par contre, elle énumère uniquement ces zones de «notre 
pays » où se trouvent des sites d'ART. Le prélèvement de 3 zones sera tiré de la colonne 2. 


4. La troisième colonne montre le nombre de sites d'ART situés dans chaque zone. Ceci est 
important parce que la sélection des zones sera proportionnelle au nombre d'individus qui 
reçoivent les ART dans chaque zone. 


Annexe 4, Tableau 2.  Cadre de prélèvement pour la sélection des districts dans 
notre pays 


Cadre de prélèvement 
numéro simple 


ascendant 


 
Numéro 
de zone 


Nombre de 
sites ART par 


zone 


Nombre d’individus qui 
reçoivent les ART par 


zone 


1 1 2 300 


2 3 1 100 


3 9 2 200 


4 12 3 500 


5 16 3 500 


6 19 1 60 


7 20 1 70 


8 21 2 300 


9 22 1 90 


10 26 5 600 
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11 27 1 80 


12 28 2 200 


Total 24 3000 


 
 


5. La prochaine étape de ce niveau du prélèvement est d'utiliser le cadre de prélèvement pour 
sélectionner les trois zones où les auditeurs vont mener la vérification dans des sites 
spécifiques des ART. Nous essayons d'estimer un paramètre (qualité des données) pour 
toutes les zones/sites dans le pays en utilisant quelques unes sélectionnées. Par conséquent 
nous voudrions que ces quelques-unes que nous sélectionnons soient autant que possible 
typiques pour fournir une estimation aussi proche de la valeur réelle que possible.  Quelques 
zones peuvent contribuer davantage, ou moins, à la moyenne de la qualité des données dans 
tout le pays. Puisque nous sommes intéressés par le choix des zones qui sont représentatives 
de toutes les zones avec des sites ART dans le pays, et que nous savons que quelques zones, 
avec des sites ART, peuvent ne pas être typiques (ou représentatives) de toutes les zones 
avec des sites ART. Nous devons nous assurer que des zones avec un grand volume de 
services (qui contribuent davantage à la qualité moyenne de données de toutes les zones) 
sont incluses dans notre prélèvement. Par conséquent, la technique de prélèvement va 
choisir des zones en utilisant la «probabilité proportion à la taille » 


6. En d'autres termes, la possibilité qu'une zone soit choisie pour l'audit dépend du nombre 
d'individus en traitement dans la zone.  Cette information peut être trouvée dans la colonne 4 
de l'Annexe 4, Tableau 2 : “Nombre d'individus qui reçoivent les ART par zone”.  
Habituellement, ce nombre correspond aux rapports trimestriels. 


7. Une manière de lier la probabilité de la sélection d'une zone au volume de service est de 
gonfler le cadre de prélèvement en fonction du nombre d'individus qui reçoivent les ART 
dans chaque zone.  Par exemple, si dans la zone #1 un nombre total de 300 individus 
reçoivent les ART, la zone #1 devrait alors être énumérée dans le cadre de prélèvement 300 
fois. 


8. Pour faciliter cela, il faut diviser les valeurs dans la colonne 4 (nombre d'individus recevant 
les ART) par 10. Par exemple, la zone #1 devrait apparaître maintenant 30 fois au lieu de 
300 fois.  La zone #3 devrait apparaître 10 fois au lieu de 100 fois, et ainsi de suite. Ce cadre 
de prélèvement gonflé est présenté dans le tableau 3 de cette section.  


9. En utilisant le cadre de prélèvement gonflé présenté en annexe 4, tableau 3, nous sommes 
prêts à utiliser le prélèvement  systématique aléatoire pour choisir trois zones. 


10. Dans le prélèvement systématique aléatoire, chaque élément KTH du cadre de prélèvement 
est choisi pour intégration dans le prélèvement final de l'audit.  Si la liste (le cadre de 
prélèvement) contient 1.000 éléments et que vous vouliez un prélèvement de 100 éléments, 
vous choisirez chaque 10ème élément pour votre prélèvement.  Pour s'assurer contre la 
polarisation, l'approche standard est de choisir le premier élément au hasard.  Dans ce cas-ci, 
il faut choisir au hasard un nombre compris entre 1 et 10. Ce nombre va représenter le 
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premier élément dans votre prélèvement.  En comptant 10 éléments au-delà de ce nombre 
vous aurez la représentation du deuxième élément dans votre prélèvement, et ainsi de suite. 


11. Dans cet exemple de site des ART, nous voulons choisir trois zones, ensuite au sein de 
chacune des ces trois zones choisies nous voulons sélectionner trois sites des ART.  Par 
conséquent la dimension souhaitée pour notre prélèvement est neuf sites d’ART.  C'est un 
prélèvement double : la première phase implique l'énumération et le prélèvement des zones.  
La seconde phase implique l'énumération et le prélèvement des sites ART.  


12. Notre cadre de prélèvement est organisé par une méthodologie de probabilité 
proportionnelle à la taille parce que la liste est alourdie par le nombre d'individus qui 
reçoivent les ART par zone. En d'autres termes, nous aurons une plus grande probabilité  de 
choisir une zone où un nombre élevé d'individus reçoivent les ART, parce que ces zones 
sont énumérées plus souvent (c’est à dire ce que «l’inflation » du cadre de prélèvement a 
accompli). 


13. Dans le prélèvement  systématique aléatoire, l'intervalle de prélèvement est calculé en 
divisant la taille souhaitée du prélèvement  (trois zones)  par le nombre d'éléments dans le 
cadre de prélèvement (300 dans le cadre présenté en Annexe 3, Tableau 3).  Ainsi, notre 
intervalle de prélèvement est de 300/3, qui est égal à 100. 
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Annexe 4, Tableau 3.  Cadre de prélèvement pour la sélection des zones sur la base d’une 
probabilité proportionnelle à la taille* 


# Zone # Zone # Zone # Zone # Zone # Zone # Zone
1 1 51 9 101 12 151 16 201 21 251 26 301  
2 1 52 9 102 12 152 16 202 21 252 26 302  
3 1 53 9 103 12 153 16 203 21 253 26 303  
4 1 54 9 104 12 154 16 204 22 254 26 304  
5 1 55 9 105 12 155 16 205 22 255 26 305  
6 1 56 9 106 12 156 16 206 22 256 26 306  
7 1 57 9 107 12 157 16 207 22 257 26 307  
8 1 58 9 108 12 158 16 208 22 258 26 308  
9 1 59 9 109 12 159 16 209 22 259 26 309  


10 1 60 9 110 12 160 16 210 22 260 26 310  
11 1 61 12 111 16 161 19 211 22 261 26 311  
12 1 62 12 112 16 162 19 212 22 262 26 312  
13 1 63 12 113 16 163 19 213 26 263 26 313  
14 1 64 12 114 16 164 19 214 26 264 26 314  
15 1 65 12 115 16 165 19 215 26 265 26 315  
16 1 66 12 116 16 166 19 216 26 266 26 316  
17 1 67 12 117 16 167 20 217 26 267 26 317  
18 1 68 12 118 16 168 20 218 26 268 26 318  
19 1 69 12 119 16 169 20 219 26 269 26 319  
20 1 70 12 120 16 170 20 220 26 270 26 320  
21 1 71 12 121 16 171 20 221 26 271 26 321  
22 1 72 12 122 16 172 20 222 26 272 26 322  
23 1 73 12 123 16 173 20 223 26 273 27 323  
24 1 74 12 124 16 174 21 224 26 274 27 324  
25 1 75 12 125 16 175 21 225 26 275 27 325  
26 1 76 12 126 16 176 21 226 26 276 27 326  
27 1 77 12 127 16 177 21 227 26 277 27 327  
28 1 78 12 128 16 178 21 228 26 278 27 328  
29 1 79 12 129 16 179 21 229 26 279 27 329  
30 1 80 12 130 16 180 21 230 26 280 27 330  
31 3 81 12 131 16 181 21 231 26 281 28 331  
32 3 82 12 132 16 182 21 232 26 282 28 332  
33 3 83 12 133 16 183 21 233 26 283 28 333  
34 3 84 12 134 16 184 21 234 26 284 28 334  
35 3 85 12 135 16 185 21 235 26 285 28 335  
36 3 86 12 136 16 186 21 236 26 286 28 336  
37 3 87 12 137 16 187 21 237 26 287 28 337  
38 3 88 12 138 16 188 21 238 26 288 28 338  
39 3 89 12 139 16 189 21 239 26 289 28 339  
40 3 90 12 140 16 190 21 240 26 290 28 340  
41 9 91 12 141 16 191 21 241 26 291 28 341  
42 9 92 12 142 16 192 21 242 26 292 28 342  
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43 9 93 12 143 16 193 21 243 26 293 28 343  
44 9 94 12 144 16 194 21 244 26 294 28 344  
45 9 95 12 145 16 195 21 245 26 295 28 345  
46 9 96 12 146 16 196 21 246 26 296 28 346  
47 9 97 12 147 16 197 21 247 26 297 28 347  
48 9 98 12 148 16 198 21 248 26 298 28 348  
49 9 99 12 149 16 199 21 249 26 299 28 349  
50 9 100 12 150 16 200 21 250 26 300 28 350  


14. En utilisant une méthodologie de démarrage aléatoire, sélectionnons maintenant un nombre 
au hasard entre 1 et 100.  Utiliser la table de numérotation aléatoire en Annexe 4, Tableau 5 
pour générer ce numéro aléatoire. Choisir un point de départ sur le tableau en cherchant 
ailleurs et en marquant un point sur le tableau avec un crayon.  Tracer une ligne au-dessus 
de la rangée la plus proche du point et une ligne gauche de la colonne la plus proche du 
point. A partir du point de départ (le point) descendre la colonne à droite du trait vertical 
jusqu'à un nombre inférieur à l'intervalle de prélèvement.  Ce nombre est votre point de 
départ et votre première zone prélevée. Dans ce cas le nombre aléatoire est égal à 14. Il 
devient maintenant le premier élément choisi à partir du cadre de prélèvement et correspond 
à la zone #1. 


15. Dans un prélèvement systématique aléatoire, nous nous déplaçons de manière systématique 
vers le bas de la liste sur la base de l'intervalle de prélèvement.  Notre intervalle de 
prélèvement calculé est 100.  Puisque notre point de départ aléatoire était 14, la tâche est 
maintenant de se déplacer 100 rangées vers le bas de la liste pour arriver à notre prochaine 
zone choisie.  14 plus 100 égal à 114. Cette position sur notre liste se rapporte à la zone #16.  
C'est notre prochaine zone choisie. 


16. Descendre la liste par notre intervalle de prélèvement  (100) à partir de 114 signifie que 
notre prochaine zone est 114 + 100 = 214, ce qui correspond à la zone #26.  C'est notre 
troisième zone sélectionnée. 


17. L'étape 1 de la stratégie de prélèvement a produit les trois zones dont les vrais sites des ART 
à vérifier seront tirés de l'étape 2. 


18. En utilisant exactement la même méthodologie qui a été utilisée dans l'étape 1 de cette 
stratégie de prélèvement, il faut énumérer tous les sites des ART dans le district #1, le 
district #16, et le district #26, (annexe 4, tableau 4) 


 


Annexe 4, Tableau 4.  Les quatre zones sélectionnées et l’énumération des sites des 
ART au sein du District #12 


 


 
Les 4 zones choisies dans le 


prélèvement de l’Audit 


 Enumération d’illustration des sites ART au 
sein des zones sélectionnées (le district #16 


est surligné) 
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19. La tâche consiste maintenant à choisir trois sites des ART dans chacun des districts 
sélectionnés. Mais, comme nous pouvons le voir à partir du tableau 4, le district #1 dispose 
seulement de 2 sites des ART; Le district #16, 3 sites et le district #26, 5 sites.   


20. Selon la distribution de la population du pays et de l'épidémiologie de la maladie concernée, 
il peut y avoir beaucoup de sites par zone, ou relativement peu. Etant donné la maturité 
relative des programmes de TB et de la distribution généralisée de la TB et du paludisme, 
les sites qui ont des programmes qui s’occupent de ces maladies sont susceptibles d'être 
assez nombreux par zone.  D’autre part, les sites qui ont des programmes VIH/SIDA seront 
relativement moins nombreux, particulièrement dans les pays avec une basse prédominance 
ou les pays à épidémies concentrées (c.-à-d. des cas trouvés principalement dans les groupes 
à haut risque).  Dans notre exemple des ART il y a très peu de sites par zone. Avec ces 
nombres restreints de sites par zone, n'importe quelle sorte de hasard (chance) peut être 
utilisé pour dériver les 9 sites des ART qui comporteront le prélèvement de l'audit. Il est 
peut-être plus facile d’utiliser un algorithme de prélèvement aléatoire simple dans ce cas-ci.  
Dans le cas où il y aurait beaucoup de sites par zone, les sites devraient être classés par zone 
selon le volume de service et trois sites choisis en utilisant le prélèvement aléatoire stratifié. 
C'est-à-dire, stratifier les sites dans le grand, le moyen et le petit volume (le nombre de 
patients traités, le nombre de produits distribués) et choisir un site au hasard à partir de 
chaque niveau. Ceci va assurer une représentation convenable de tous les sites en ce qui 
concerne le volume de service. 


21. A ce point, un prélèvement de neuf sites des ART a été matérialisé. Maintenant les 
vérificateurs de la qualité des données connaissent les zones à visiter et quels sites sont à 
vérifier dans ces zones, ainsi l'équipe peut planifier son travail en conséquence.  Après que 
l'équipe de vérification a terminé les travaux au niveau de ces neuf sites, la prochaine étape 
sera de calculer les facteurs de vérification.  


N.B : La combinaison du nombre de groupes et des sites dans les groupes n'est pas fixe, en 
revanche, cette combinaison devrait être basée sur la distribution des sites à travers un paysage qui 
est fonction des programmes. Peu de sites peuvent être sélectionnés par zone quand le volume de 


 
 
 


Numéro 
de 


District 


 
 


Sites 
par 


District 


 
Décompte 
compilé 
collecté : 
Individus 
soumis 


aux ART 


  
 
 


Numéro 
de 


District 


 
Décompte 
compilé 
collecté : 
Individus 
soumis 


aux ART 


 
 
 


Numéro 
du site. 


 
 


Décompte 
spécifique 
collecté du 


site : 


1 2 300   


16 3 500  16 500 #1 100


26 5 600 #2 350


   #3 50


   Total 3 500
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services est fortement concentré.  Par exemple, dans “ notre pays” nous aurions pu choisir 4 zones 
et ensuite 2 sites par zone afin d'assurer une représentation plus géographique des sites.  Tandis que 
l'augmentation du nombre de zones dans le prélèvement conduit à une plus grande puissance 
statistique de l'analyse (c.-à-d. une plus grande précision de l'évaluation de la qualité des 
données), les dépenses et le temps requis pour voyager vers les zones supplémentaires seront 
probablement supérieurs  à l'amélioration marginale de la précision (voir Woodard et Error! 
Bookmark not defined. pour une discussion sur la précision des évaluations en utilisant la 
méthodologie de prélèvement de GAVI EQD). 


 


Le nombre total de groupes et de sites sera déterminé par l'organisation commanditaire du EQD en 
consultation avec le cabinet d’audit, mais dépend finalement des ressources disponibles pour la 
conduite de la vérification de qualité de données. A cet égard, les  principales contraintes sont :  (1) 
le temps qu'une équipe de vérification peut consacrer au travail à l’intérieur du pays, (2) la 
composition (nombre et formation) de l'équipe de vérification à l’intérieur pays, et (3) le 
financement disponible pour soutenir l'exécution de l'audit. 


 


 


Quelle doit - être la taille de l'échantillon ?                                                                                     
Il n'y a pas une bonne ou une mauvaise réponse à cette question. La  vraie question qu`on doit poser 
est :  «quel nombre de groupe (par exemple, les districts) et combien de sites par groupe doit-on 
choisir en vue de produire des statistiques exactes?»  
 
Des Statistiques précises dans ce cas, signifient que les facteurs de vérification qui sont calculés 
pour les échantillons de districts représentent les facteurs de vérification de tous les districts qui 
n'ont pas été sélectionnés dans l'échantillon de vérification de la qualité des données.  
 
En d'autres termes, l'échantillonnage aléatoire permet à l'équipe EQD d`estimer un facteur de 
vérification national en contrôlant les chiffres recensés dans seulement une fraction du nombre total 
(national) de sites. Quel est le degré d’exactitude de cette estimation ? Quel est le pourcentage de 
similitude  entre les résultats trouvés par les auditeurs pour cette partie des sites et les résultats qui 
pourraient être trouvées pour l'ensemble des sites?  
 
La réponse réside dans les erreurs d'échantillonnage. Une erreur d'échantillonnage est une mesure 
de la probabilité d`écart entre les estimations de l'échantillon  et les supposées vraies valeurs. (Les 
vraies valeurs sont généralement appelées les paramètres.) Les erreurs d'échantillonnage 
représentent une fonction composée de deux choses: (1) la taille de l'échantillon, et (2) la variabilité 
de ce paramètre.  
 
Les erreurs d'échantillonnage diminuent à mesure que la taille de l'échantillon augmente. Plus 
l`échantillon est grand, moins il existe d`erreurs d'échantillonnage et plus les résultats sont exacts. 
Les erreurs d'échantillonnage dépendent aussi de la variabilité du paramètre. Par exemple, si le vrai 
facteur de vérification national (paramètre de la qualité des données) se trouve être 0,95, il est 
probablement un indicateur de bonnes pratiques en matière de rapports, dans la majorité des sites 
dans le pays. Par conséquent, il est probable qu’un échantillon aléatoire contienne des sites ayant de 
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bons rapports de performance. Dans cet échantillon, la qualité des données est uniformément bonne, 
donc on n'aura pas besoin d'un large échantillon pour le démontrer.  
 
D'autre part, si le vrai facteur de vérification national est 0,50, alors il reflète probablement une 
combinaison de bonnes et mauvaises qualités des données dans tous les sites du pays. Il faudrait un 
échantillon plus large pour s’assurer qu’un nombre suffisant de ces «bons» et «mauvais» sites sont 
représentés dans l'échantillon tout comme ils sont disposés dans l'ensemble du pays.  
 
L'erreur d'échantillonnage est un concept mathématique qui permet de calculer des intervalles de 
confiance. Il concerne spécifiquement le nombre d'écarts types (plus ou moins) qui existent entre les 
résultats  d’échantillon et les vrais chiffres (le paramètre). La plupart des manuels de statistiques ont 
des tableaux d’erreurs d'échantillonnage dans leur appendice où la valeur spécifique de l'erreur 
d'échantillonnage est indiquée en fonction de la taille de l'échantillon et de la variabilité du 
paramètre.  
 
La clé de la réduction des erreurs d'échantillonnage dans le cadre de la vérification de la qualité des 
données est de se rappeler que la taille de l'échantillon n'est pas le nombre de groupes (districts) 
dans l'échantillon, ni non plus le nombre de sites dans l'échantillon, mais la taille de l'échantillon 
porte sur le nombre de structures de service de santé  (lorsqu’un patient sous ARV se rend au site) 
recensées sur le site.  
 
Dans l'annexe 4, nous utilisons un cas où trois districts sont sélectionnés et trois sites choisis par 
district. Les auditeurs vérifient les chiffres des patients ARV  recensés recevant des services ARV 
sur les sites sélectionnés. Le nombre total de patients ARV recensés est 1400. C'est le nombre réel 
que les agents de contrôle de la qualité des données cherchent à vérifier et il constitue une taille 
effective de l'échantillon si l’on considère les questions statistiques de l’exactitude de l'échantillon.  
 
Quelle est la taille de cet échantillon ? En Ouganda, le nombre total de personnes sous ARV 
recensés recevant directement des soins à partir des sites en 2005 était de 49.600. Mille quatre cents 
personnes, soit environ trois pour cent de ce total, qui, dans la plupart des conditions, est une taille 
d'échantillon raisonnable pour cette population. Au Nigeria, le nombre total de personnes 
directement bénéficiaires des ARV était 18900 en 2005. Pour le Nigeria, la taille d'échantillon 
aléatoire de 1400 personnes, ce qui représente environ huit pour cent du total - 8% de l'échantillon 
est fort dans la plupart des applications.  
 
Sinon, à moins qu’un pays dispose d’un très grand nombre de sites où d e grands services de santé 
exercent (par exemple, l'Afrique du Sud, le Kenya, l’Ouganda), il est généralement possible de 
saisir une fraction solide de services en visitant 8 à 12 sites, en utilisant  une probabilité 
proportionnelle à la méthodologie de la taille.  
 
Toutefois, la définition mathématique de la technique d`échantillonnage des groupes, modifiée et en 
deux étapes décrites ici, indique que l`exactitude des estimations du facteur de vérification des 
données de couverture vaccinale est trop faible pour une utilisation réaliste à l'échelle nationale. 
Dans les simulations, Woodard et AL ont trouvé que  jusqu'à 30 districts devraient être 
échantillonnés pour parvenir à la précision d`environ + / -10%. Compte tenu de l'investissement en 
temps, en personnel et en ressources financières nécessaires pour visiter 30 districts, le calcul d'un 
facteur de vérification  national exact est peu probable.  
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Cela dit, il est possible d'avoir un aperçu de la qualité globale des données dans un programme / 
projet sans recours à l'estimation nationale du FV. Les aspects qualitatifs de l’EQD sont suffisants 
pour déterminer les forces et faiblesses d'un système de rapports. Par exemple, si  les définitions 
d'indicateurs sont mal comprises dans une majorité d'échantillon représentant des sites, il est fort 
probable que les définitions d'indicateurs soient aussi mal comprises dans les districts non choisis 
comme échantillon.  Le récit des indicateurs et  la comparaison avec les valeurs recensées d'un 
échantillon de sites sont également suffisants pour déterminer dans un sens général si la qualité des 
données est bonne, médiocre ou mauvaise, même sans bénéficier d'une estimation nationale précise. 
Les rapports manquants ou les grandes disparités entre les résultats communiqués et recensés dans 
une poignée de sites est le signe de l’existence des  disparités similaire.  
 
En fin de compte, le facteur de vérification  national doit être interprété avec prudence. Dans le but 
de la vérification de la qualité des données, il devrait être utilisé comme une indication de  qualité 
de données (ou absence de  qualité de données) plutôt que comme une mesure exacte. 
 


  


Annexe 4, Tableau 5.  : Tableau de Nombres Aléatoires 
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Extrait de Rand Corporation, A Million Random Digits with 100,000 Normal Deviates 
 (New York: The Free Press, 1955) 


 


ANNEXE 5:  Calcul du facteur de vérification 


Tableau de Nombres







 


 117


Dans une vérification de la qualité des données, l'une des questions les plus fondamentales est la 
mesure dans laquelle les résultats recensés correspondent à ceux inspectés. Plus précisément, «pour 
un indicateur examiné, quelle est la proportion de sites dans (nom du pays) qui a recensé des 
résultats exacts au cours de la période précédente ? ». Le facteur de vérification représente une 
façon de résumer la réponse à cette question dans une mesure standard et quantitative.  
 


L'utilisation de facteurs de vérification (FV) peut être appliquée à l'ensemble total des indicateurs de 
santé que l'outil de vérification de la qualité des données est destiné à couvrir - à condition que la 
stratégie d'échantillonnage utilisée par l'équipe de vérification soit statistiquement 
représentatif pour le programme dans l'ensemble du pays (ou dans une importante partie du 
programme dans le pays) et que le nombre réel de sites dans l'échantillon soit suffisamment 
important pour produire des estimations fiables pour la cohérence des rapports.  
 


Le facteur de vérification est un indicateur de cohérence des rapports qui est mesuré à 3 niveaux: (1) 
au niveau des prestations de services du site, (2) au niveau administratif du district et (3) au niveau 
administratif national. Il est souvent appelé indicateur de cohérence des rapports  au niveau du 
district parce que les entités de base de l'échantillonnage pour l’estimation des facteurs de 
vérification sont les districts (ou niveaux d'agrégation intermédiaire ). On peut également s’y référer  
comme  indicateur fondé sur le district parce que dans l'approche GAVI les facteurs de  vérification 
sont conçus à l’échelle du district et au niveau national.
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 Le calcul du facteur de vérification se compose de trois étapes. 


 Première étape 


 Diviser le facteur #1 par le facteur # 2 


Chiffres examinés au  niveau du site choisi 
Chiffres recensés au niveau du site choisi 


Le résultat est égal à la proportion de chiffres recensés au niveau du site choisi qui est inspecté par 
l’équipe d’audit. Ce résultat peut être appelé le nombre vérifié du site 


 Deuxième étape 


Diviser le facteur #3 par le facteur # 4 


 
Chiffres recensés provenant de tous les sites des groupes choisis 


L'équation pour calculer les facteurs de vérification se compose 
de quatre facteurs 


: 


Facteur #1 : Les chiffres examinés par l’équipe d’audit dans un site choisi 


Facteur #2 : les chiffres recensés et examinés dans un site de prestations de services choisi.  


Facteur #3 :  les chiffres recensés et examinés venant de tous les sites d’un groupe choisi (district). 


Factor #4 :  Les chiffres recensés des groupes choisis (districts) ainsi qu’ils ont été examinés à 
l’échelle nationale*.  


* les groupes font référence à une entité administrative/géographique comme un district, une province, 
une région, et 


** L’échelle nationale fait référence au lieu final ou se fait l’aggregation de chiffres recensés comme 
l’organe approprié du gouvernement du pays d’accueil ou l’agent de liaison stratégique du 
PEPFAR’equipe USG 
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Chiffres recensés à partir des groupes choisis (districts) ainsi qu’ils ont été examinés au niveau 
national. 
 
Ce résultat est égal à la proportion du groupe choisi ou des rapports du district qui sont entièrement 
consistants avec les rapports nationaux. Il est appelé pourcentage de cohérence  du groupe ou 
facteur d'ajustement.  
 
Le facteur d'ajustement répond à la question suivante : "Les résultats recensés au niveau des 
districts sélectionnés (pour tous les sites  dans le district choisi - et pas seulement les sites qui ont 
été visités par l'équipe de vérification) sont-ils  exactement les mêmes que ceux (pour le district ) 
qui ont été examinés au niveau national?  


 Troisième 


Pour chaque district sélectionné comme échantillon, il faudra faire la somme de valeurs recomptées 
des sites audités et la diviser par la somme des valeurs des sites audités. Multiplier ce résultat pour 
chaque district choisi comme échantillon par le facteur d'ajustement approprié pour chaque district. 
Lorsque ajusté plus tard  avec la pondération "du district" comme il est indiqué ci-dessous, ce 
résultat sera le facteur de vérification national.  
 
Il est important de se rappeler que les unités de temps devraient être équivalentes à travers chacun 
des facteurs utilisés pour calculer le FV. Cela signifie que  si l'auditeur effectue l’analyse et la 
vérification des résultats recensés pour les 12 derniers mois au niveau d’un site choisi, cette période 
(les 12 derniers mois) devrait être prise comme base pour les autres facteurs de l'équation.  
 
Le facteur de vérification peut être exprimé en utilisant la notation statistique comme suit : 


 


 


Là où : 


 i = district choisi  (i = 1, 2, 3) et 


 j = site  choisi (j = 1, 2, 3) 


 


 et où 


 Xij = Les chiffres validés de l’énième site de l’énième district  
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Rdi = au niveau du district, les chiffres recensés de tous les sites dans l’énième district, qui ont été 
traités pour soumission au niveau national  
Rni = au niveau national, les chiffres recensés et examinés selon des rapports de l’énième district.  
Afin d'obtenir un facteur de vérification national, il faut d'abord calculer les facteurs de vérification 
au niveau du district. Le FV est calculé comme la moyenne pondérée des facteurs de vérification du 
district. 


 
L'exemple montrant comment les facteurs de vérification sont obtenus suppose que l'équipe de 
vérification de la qualité des données travaille dans les trois districts qui ont été sélectionnés dans la 
section de l'échantillon aléatoire décrit ci-dessous. Ces trois districts (# 1, # 16 # 26) et les sites 
ARV intégrés entre eux sont exposés à l'annexe 5, tableau 1. 


 
 
 
 
 
 


 


Annexe 5, Tableau 1. Le flux de chiffres ARV indiqués  au niveau des sites 
choisis ( i = 1, 16, 26 ( i = 1, 16, 26) et jusqu’au niveau national 


 


Agrégation des chiffres recensés des districts ( N ) Niveau National  


(300) + (500) + (700) = 1.500 


Agrégation des chiffres recensés des sites ( n )  Au niveau  du district : 
Numéro d’identification du district ( I ) 


1 
(300) 


 16 
(500) 


 26 
(600) 


1 
(150


) 


2 
(150


) 


 3 
(100


) 


4 
(350


) 


5 
(50) 


 6 
(200) 


7 
(100


) 


8 
(100


) 


NA* 
(100


) 


9 
(100) 


Au niveau du site: Numéro d’identification du site choisi (j ) et les chiffres 
recensés des ARV ( y ) 


Il faut remarquer que les chiffres validés des ARV au  district 26 (600) sont 
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mal reporté  Niveau national (700) 


* NA = Les sites qui ne sont pas choisis dans l’échantillon aléatoire 


 
 L'échantillonnage à deux étapes des groupes, comme énoncé ci-dessus, a été trouvé dans trois 
districts et un total de 10 sites d'ARV. Conformément à l'approche de GAVI, cette stratégie 
nécessite un certain nombre de sites qui seront choisis par district. Dans cet exemple, trois sites sont 
choisis par district. Le problème est que puisque seul le district # 1 dispose de deux sites d'ARV, il 
n'est pas possible d’en sélectionner trois. 


Une solution a ce problème est de sélectionner les deux sites ARV du district #1, tous les 3 sites du 
district 16 et choisir au hasard 4 sites parmi les 5 du district 26. Il faut noter qu’il y a  un bon 
nombre d’alternatives disponibles pour aborder le problème d’échantillonnage cité ci-dessus.  


Une fois qu’une alternative à la question d’échantillonnage citée ci-dessous est identifiée, l’équipe 
d’audit peut commencer à remplir le tableau approprie pour le calcul des facteurs de vérification. Le 
tableau peut être illustré comme suit : 


Tableau Illustratif du calcul des facteurs de vérification 


I = district choisi (i = 1, i = 16, i = 26) 


j = site ARV Choisi situe à l’énième district 


x = chiffres examinés au  niveau du site choisi  N 


y = nombres recensés au niveau du site N 


L’annexe 5,  tableau 2 illustre les calculs obtenus à partir des calculs du tableau 


Annexe 5, Tableau 2.  Calcul de i, j, x et y 


i j x y x/y


1 1 145 150 0,96


1 2 130 150 0,86


Total: 2 275 300 0,91


16 3 100 100 1,00


16 4 355 350 1,01


16 5 45 50 0,90


Total: 3 500 500 1,00


26 6 100 200 0,50


26 7 50 100 0,50


26 8 75 100 0,75


26 9 40 100 0,40
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Total: 4 265 500 0,53


L'une des lignes du tableau est surlignée dans le but de mieux comprendre comment le FV est 
calculé. La ligne est associée au district 26 (i = 26) et au site numéro 7 (j = 7). La 3èmee colonne du 
tableau montre X, représentant le nombre de  patients sous ARV vérifiés que les auditeurs ont 
fourni au niveau du site (50). La 4ème colonne du tableau montre Y, représentant le nombre de 
patients sous ARV  recensés au niveau de ce site (100). Cette partie des facteurs de vérification est 
calculée en divisant tout simplement  le nombre vérifié  (50) par le nombre recensé (100) = (0,50). 
 
Le tableau montre comment les sites sont regroupés au sein des districts, parce que les facteurs de 
vérification sont calculés au niveau du district en mettant en commun les résultats de l'audit de 
chaque site sélectionné dans un district. Ainsi, le facteur de vérification du district #1 dans le 
tableau est de 0,91, ce qui est obtenu en regroupant les résultats [x / y] des deux sites du district #1. 
 
Le groupage des résultats est simple : le total de la colonne X (275) est divisé par le total de la 
colonne Y (300) pour le calcul du FV au niveau du district pour le district #1. Cette opération est 
effectuée pour chacun des districts choisis. 
 
A en juger par ces facteurs de vérification (sur la base des valeurs aléatoires inscrites dans la 
colonne X), le tableau indique que le district #26 a augmenté le nombre de patients sous ARV dans 
ses sites en les reportant. Ici, le nombre total de patients sous ARV recensés était de 500, tandis que 
le nombre total, examiné, qui a été calculé par l'équipe de vérification de la qualité des données 
chargée de l’examen des documents sources dans les quatre sites choisis était de 265. 265 divisés 
par 500 égale à 0,53, ce qui implique que les auditeurs n’ont pu vérifier que la moitié environ de 
tous les patients sous ART qui ont été recensés dans ce district. 
 
Les deux dernières étapes pour obtenir un facteur de vérification national sont (1) de calculer le 
facteur d'ajustement [Rdi/Rni] pour chaque groupe et (2) de  multiplier le facteur d'ajustement par 
les facteurs de vérifications pondérés au niveau du district. 
 
Calcul du facteur d'ajustement: L’annexe 5 tableau 1 montre le flux du nombre d’ARV recensé 
provenant du site choisi jusqu’au niveau des districts sélectionnés (ou groupes) et, enfin, jusqu’au 
niveau national  (ou niveau de validation final). Dans notre exemple, le tableau indique que le 
nombre d’ARV recensé et validé du district (District 26) ne se reflète pas au niveau national. Plus 
précisément, le nombre recensé de 600 patients sous ARV, comme indiqué dans les services de 
santé du district 26,  ne correspond pas au chiffre de 700 patients sous ARV recensé pour le district 
26 au bureau national de santé. 
 
Ce fait a été découvert par un membre de l'équipe de vérification de la qualité des données qui 
examinait les résultats au niveau du district par rapport à ce qui aurait pu être observé au niveau 
national. A la suite de ce travail de l'équipe de vérification de  la qualité des données qui s’effectue 
dans les niveaux d'agrégation plus élevée que le site (à savoir les niveaux d'agrégation intermédiaire 
et finale), on a maintenant ce dont on a besoin pour calculer le facteur d'ajustement. 


 


Rdi/Rni est égale à : 
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1. Les chiffres recensés validés provenant de tous les sites d’un district choisi comme ils ont 
été examinés par l'auditeur au niveau d'agrégation (ou intermédiaire)  du district : 


2.  Divisés par 
3. Les Chiffres recensés et validés provenant de tous les sites d’un district choisi comme ils ont 


été examinés par l’agent vérificateur au niveau d'agrégation nationale (ou plus élevé). 
 


Dans notre exemple, les facteurs d'ajustement de chaque district seront :  
 District 1 :  300/300 = 1,0 
 District 16 :  500/500 = 1,0 
 District 26 : 600/700 = 0,86  


 
 
Le facteur d'ajustement est appliqué en le multipliant avec le facteur de vérification pour chaque 
district. Ainsi, la «les facteurs de vérification ajustés» de chaque district sont : 


 District 1 :  0,91 x 1,0 = 0,91 
 District 16: 1,0 x 1,0 = 1,0 
 District 26:  0,53 x 0,86 = 0,46 


 
La prochaine étape du calcul est de mesurer les facteurs de vérification ajustés du district avec les 
chiffres examinés au niveau du district. On a mesuré les facteurs de vérification des districts parce 
qu’on veut accorder plus d'importance à un facteur de vérification qui représente un grand nombre 
de patients et proportionnellement moins d'importance à un facteur de vérification qui représente un  
nombre moins important de  patients. 
 
En d'autres termes, sur la base de notre exemple théorique des trois districts, il semble que le district 
16 a le plus grand nombre de patients sous ARV et que le district 26 a le plus petit nombre de 
patients sous ARV pendant cette période. Quand on conçoit un facteur de vérification standard pour 
l'ensemble des trois districts, idéalement, on aimait attribuer proportionnellement plus de poids à la 
vérification des résultats du district 16, corrélativement moins de poids au district 26, ainsi de suite. 


 


Le tableau de la page suivante présente les calculs intermédiaires et finaux qui sont nécessaires à 
l’établissement d'une moyenne pondérée de tous les facteurs de vérification du district. 


 


 


 


 


Annexe 5, Tableau 3.   Calcul de la moyenne et  la moyenne pondérée  
du district de vérification des facteurs 
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i = 1 


 
i = 16 


 
i = 26 


 
Total 


Nombre examiné au niveau du district X 275 500 265 1040


Nombre recensé au niveau du district Y 300 500 500 1300


Facteur de vérification du District X/Y  0,91 1,00 0,53 2,44


Facteur d’ajustement 1,0 1,0 0,86 


Facteur de vérification ajusté du district 0,91 1,0 0,46 2,37


Pondération 275 500 265 1040


FV (pondéré) 250,25 500,00 121,9 872,15


Moyenne de district  0,81


Pondération en moyenne du district  0.84


* La pondération utilisée ici est le nombre examiné de patients sous ARV (X) 


La moyenne du district est calculée en additionnant les trois facteurs de vérification pour chaque 
district (0,91 + 1,00 + 0,53 = 2,44), ensuite diviser le total par trois (2,44 : 3 = 0,813).  
 


La moyenne pondérée du district est calculée en multipliant d’abord chacun des trois facteurs de 
vérification ajustés du district par la pondération au niveau du district concernée. Dans cet exemple, 
la pondération est égale au  nombre examiné (x) à l’échelle du district. Dans le tableau, cette valeur 
est affichée dans la ligne intitulée FV (pondération). Ensuite on prend la somme des valeurs 
pondérées, ce qui est indiqué dans la dernière colonne de la ligne intitulée FV (pondération) = 
872,2, puis on divise cette valeur par la somme des pondérations (1040). Ainsi, 872.2 : 1040 = 0,84.  
  


Selon les calculs indiqués à l'annexe 5, tableau 3, la moyenne arithmétique simple  des facteurs de 
vérification combinés de l'ensemble des trois districts est de 0,813 alors que la moyenne pondérée 
est de 0,840. La moyenne pondérée est supérieure parce que son calcul prend en compte le fait que 
le district 16 avait plus de patients sous  ARV que les autres districts. Puisque le facteur de 
vérification pour le district 16 est de 1,00,  ce  (parfait) FV est applicable à d'autres patients sous 
ARV, donc il a plus d'influence sur la moyenne générale. 
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		Nombres vérifiés sur le Site de collecte de données

		ETAPE 12. EVALUATION CONSOLIDEE DES SYSTEMES DE GESTION DES DONNEES

		ETAPE 13.  EBAUCHE DE CONCLUSIONS PRELIMINAIRES ET NOTES DE RECOMMANDATIONS

		Etape 13 – Tableau 1.  Conclusions Illustratives et Recommandations pour le Programme de traitement de TB  dans un pays X, - Nombre de Cas de tuberculose enregistrés sous DOTS qui ont été traitées avec succès -

		ETAPE 15.   ELABORATION DU RAPPORT D’AUDIT

		ETAPE  16.  REMARQUES SUR LE RAPPORT ET LA COLLECTE DE LA PART DU PAYS DEMANDEUR DE L’EQD

		ETAPE 17.  ELABORATION DU RAPPORT FINAL D'AUDIT

		ETAPE  18.  RENCONTRE AVEC LE PROGRAMME/PROJET

		STEP 19.  MISE EN OEUVRE DES ACTIONS DE SUIVI RECOMMANDEES

		Date

		Date

		Annexe 4, Tableau 1.  Grille d’illustration - Présentation de toutes les zones dans notre pays

		Tableau de Nombres Aléatoires

		Première étape

		Chiffres examinés au  niveau du site choisi

		Chiffres recensés au niveau du site choisi

		Deuxième étape

		Chiffres recensés provenant de tous les sites des groupes choisis

		Chiffres recensés à partir des groupes choisis (districts) ainsi qu’ils ont été examinés au niveau national.

		Troisième

		Xij = Les chiffres validés de l’énième site de l’énième district

		Tableau Illustratif du calcul des facteurs de vérification

		I = district choisi (i = 1, i = 16, i = 26)

		j = site ARV Choisi situe à l’énième district

		x = chiffres examinés au  niveau du site choisi  N

		y = nombres recensés au niveau du site N

		L’annexe 5,  tableau 2 illustre les calculs obtenus à partir des calculs du tableau
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Data Quality Assurance
Strategies for improving public health M&E capabilities


At MEASURE Evaluation, we believe that improved 
analysis and use of data lead to better health program 
decision-making and, ultimately, improved health out-
comes. MEASURE Evaluation has developed innova-
tive tools for strengthening the monitoring and evalua-
tion (M&E) of public health interventions.


National public health programs and donor-funded 
projects are working together to achieve ambitious 
goals for the care and treatment of patients with HIV/
AIDS, tuberculosis, or malaria, and the prevention of 
new infections. Resources for these vital programs are 
finite, and must be managed wisely. Consequently, 
funding has been increasingly tied to performance, and 
program managers must show effectiveness to warrant 
continued investment. The quality of data generated 
by monitoring and evaluation systems is imperative if 
program effectiveness is to be evaluated accurately. 
However, many national programs and implementing 
partners are new to reporting results, and need effec-
tive tools for assuring the quality of their data.


To address the need for good quality data for pub-
lic health programs, MEASURE Evaluation and col-
laborating partners have developed a suite of tools 
for strengthening M&E systems, and assessing and 
enhancing data quality. These data quality assurance 
tools and methods enable programs and projects to 
evaluate the quality of data for selected priority indi-
cators and identify problem areas to target for system 
strengthening activities.


Data Quality Assurance Tool for Program-Level  
Indicators — This tool addresses the essential param-
eters of data quality assurance needed within the U.S. 
President’s Emergency Plan for AIDS Relief (PEPFAR) 
system of results reporting. It provides an overview of 
the data quality assurance tools for PEPFAR program-


level Indicators. The tool focuses primarily on two da-
ta-quality issues intrinsic to PEPFAR’s monitoring and 
evaluation needs: the “upstream” and “downstream” 
framework for target setting and results reporting; and 
concerns involving double-counting of data.


Data Quality Audit (DQA) Tool and Routine Data 
Quality Assessment (RDQA) Tool — The MEASURE 
Evaluation data quality portfolio includes auditing 
tools (DQA) designed for use by independent audit 
teams, and self-assessment tools (RDQA) that facilitate 
capacity building and other flexible uses.


The data quality tools have both qualitative and 
quantitative assessment components, which enable a 
holistic review of data quality and the strengths and 
weaknesses of the information system. The DQA in-
cludes a guide, Data Quality Audit Tool: Guidelines 
for Implementation, and a series of indicator-specific 
data verification templates in Microsoft Excel tailored 
for specific diseases, such as HIV/AIDS, tuberculosis, 
or malaria. The Global Fund for AIDS, Tuberculosis 
and Malaria uses the DQA as part of its performance 
based funding mechanism and is available in English, 







French and Spanish. The DQA was developed collab-
oratively with the global fund, World Health Organiza-
tion (WHO), the Joint United Nations Programme on 
HIV/AIDS (UNAIDS), and PEPFAR.


The RDQA is designed as a capacity-building and 
self-assessment version of the DQA tool. The RDQA 
enables national programs or donor-funded projects 
to evaluate their own data quality, improve the per-
formance of reporting, and prepare for data quality 
audits. The RDQA facilitates the identification of prob-
lem areas and the creation of M&E system strengthen-
ing action plans. The RDQA includes the Routine Data 
Quality Assessment: Guidelines for Implementation 
and its Microsoft Excel template, a checklist and auto-
mated dashboard to assist in interpreting assessment 
results. The RDQA is also available in French and Por-
tuguese. Collaborating with MEASURE Evaluation in 
developing the RDQA were the Office of the Global 
AIDS Coordinator, PEPFAR, the  global fund, and the 
WHO.


Monitoring and Evaluation Systems Strengthen-
ing Tool — The Monitoring and Evaluation Systems 
Strengthening Tool (MESST) is designed to evaluate 
the components of an M&E system (e.g., an over-
all M&E plan, data management capacity, and data 
reporting streams) through a facilitator-moderated 


national stakeholders’ workshop. MESST helps iden-
tify strengths and weaknesses in an M&E system and 
facilitates the development of a system-strengthening 
work plan. Since 2007, MESST has been part of the 
global fund’s performance-based funding mechanism 
and is a prerequisite for mid-term funding evaluations. 
The global fund and PEPFAR collaborated with MEA-
SURE Evaluation to develop this tool. MEASURE Evalu-
ation has also helped develop an enhanced version 
of MESST for UNAIDS,  designed specifically for HIV/
AIDS programs: 12 component M&E System Strength-
ening Assessment Tool.


These tools are available from the MEASURE Evalua-
tion Web site at: 
www.cpc.unc.edu/measure/tools/monitoring-evalua-
tion-systems/data-quality-assurance-tools


FoR MoRE InFoRMATIon
David Boone
david_boone@jsi.com
MEASURE Evaluation
Carolina Population Center
University of North Carolina at Chapel Hill
206 W. Franklin St., CB 8120
Chapel Hill, NC 27516
919-966-7482 
www.cpc.edu/measure


Impoving data quality requires attention to the systems that produce the data and dimensions of the indicators that may be subject to data 
quality challenges (such as double counting of individuals served and incorrectly counting those served directly and indirectly through 
program interventions). Furthermore, data quality audits can help periodically assess the accuracy, reliability, comprehensiveness, timeliness, 
and integrity of information reported through programs.  


Figure 1.  Framework for Improving Data Quality


SYSTEMS APPROACH


Is the Program/Project M&P plan 
complete and measurable?


Are data management systems in
place to ensure data quality?


Are good data reporting systems in
place? 


INDICATOR 
APPROACH


What are the Data Quality challenges 
in collecting specific indicator data


AUDITING APPROACH


Are appropriate data management 
systems in place? 


Is reported data accurate and valid? 


CAPACITY BUILDING FOR M&E
CREATING DEMAND FOR QUALITY DATA AND FACILITATING INFORMATION USE 


Framework for Improving Data Quality
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1.  In order to use the Routine Data Quality Assessment tool you will need to ensure that your 'macro security' is set to something less than 'high'.  With the spreadsheet open, go to the 'Tools' 
pull-down menu and select 'Macro', then 'Security'.  Select 'medium'.  Close Excel and re-open the file.  When you open the file the next time you will have to select 'Enable Macros' 
for the application to work as designed.

2.  On the START Page (this page), please select number of intermediate aggregation sites (IAS) and Service Delivery Points (SDPs) that you plan to review from the dropdown lists above.  
IAS are typically the district level health unit of the Ministry of Health.



INSTRUCTIONS

		INSTRUCTIONS FOR USE OF THE RDQA

		1.  Determine Purpose

The RDQA checklist can be used for:  

 Initial assessment of M&E systems established by new implementing partners (or in decentralized systems) to collect, manage and report data. 

 Routine supervision of data management and reporting systems and data quality at various levels.  For example, routine supervision visits may include checking on a certain time period worth of data (e.g. one day, one week or one month) at the service site level, whereas periodic assessments (e.g. quarterly, biannually or annually) could be carried out at all levels to assess the functioning of the entire Program/project’s M&E system. 

 Periodic assessment by donors of the quality of data being provided to them (this use of the DQA could be more frequent and more streamlined than official data quality audits that use the DQA for Auditing) but less frequent than routine monitoring of data.  

 Preparation for a formal data quality audit.

The RDQA is flexible for all of these uses.  Countries and programs are encouraged to adapt the checklist to fit local program contexts.  



		2. Level/Site Selection

Select levels and sites to be included (depending on the purpose and resources available).  Once the purpose has been determined, the second step in the RDQA is to decide what levels of the data-collection and reporting system will be included in the assessment - service sites, intermediate aggregation levels, and/or central M&E unit.  The levels should be determined once the appropriate reporting levels have been identified and “mapped” (e.g., there are 100 sites providing the services in 10 districts. Reports from sites are sent to districts, which then send aggregated reports to the M&E Unit). In some cases, the data flow will include more than one intermediate level (e.g. regions, provinces or states or multiple levels of program organizations).    



		3. Identify indicators, data sources and reporting period. 
                                                                                                                                                                                          
The RDQA is designed to assess the quality of data and underlying systems related to indicators that are reported to programs or donors. It is necessary to select one or more indicators – or at least program areas – to serve as the subject of the RDQA. This choice will be based on the list of reported indicators. For example, a program focusing on treatment for HIV may report indicators of numbers of people on ART. Another program may focus on meeting the needs of orphans or vulnerable children, therefore the indicators for that program would be from the OVC program area.  A malaria program might focus on providing insecticide-treated bed nets (ITN) or on treating people for malaria – or on both of those activities.      



		4. Conduct site visits.  

During the site visits, the relevant sections of the appropriate checklists in the Excel file are filled out (e.g. the service site checklist at service sites, etc). These checklists are completed following interviews of relevant staff and reviews of site documentation.   Using the drop down lists on the START page of this workbook, select the appropriate number of Intermediate Aggregation Levels (IAL) and Service Delivery Points (SDP) to be reviewed.  The appropriate number of worksheets will automatically appear in the RDQA workbook  (up to 24 SDP, 8 District and 4 Region pages).

5. Review outputs and findings.   

The RDQAoutputs need to be reviewed for each site visited. Site-specific summary findings in the form of recommendations are noted at each site visited. 





		The RDQA checklists exist in MS Excel format and responses can be entered directly into the spreadsheets on the computer.  Alternatively, the checklists can be printed and completed by hand.   When completed electronically, a dashboard produces graphics of summary statistics for each site and level of the reporting system. The dashboard displays four (4) graphs for each site visited:


		 - A spider-graph displays qualitative data generated from the assessment of the data-collection and reporting system and can be used to prioritize areas for improvement.
 - A bar-chart shows the quantitative data generated from the data verifications; these can be used to plan for data quality improvement.
 - Bar-charts show the results of cross-checks 1 & 2.  Typically these cross-checks are from a primary source to a secondary source of data (such as a register to patient cards), or the reverse.  A random number of source documents are selected, then the information verified in the alternative source.  The number of records in the alternative source that match the information in the primary source is the numerator, the number selected the denominator.  These cross checks range from 0-100%.  
 - A bar-chart shows the results of cross-check 3 which examines commodities management systems.  The results of certain indicators can be corroberated using inventory control cards, or a stock management database.  This cross check compares the reported result with a value derived from the stock management system which should indicate the level of service delivery for the period based on the use (distribution) of commodities linked to the indicator.


		In addition, a 'Global Dashboard' shows statistics aggregated across and within levels to highlight overall strengths and weaknesses in the reporting system.   The Global Dashboard shows a spider graph for qualitative assessments and a bar chart for quantitative assessments as above.  In addition,  stengths and weakness of the reporting system are displayed as dimensions of data quality in a 100% stacked bar chart.  For this analysis questions are grouped by the applicable dimension of data quality (e.g. accuracy or reliability) and the number of responses by type of response (e.g. 'Yes - completely', 'Partly' etc.) are plotted as a percentage of all responses.  A table of survey questions and their associated dimensions of data quality can be found on the 'Dimensions of data quality' tab in this workbook.


		6. Develop a system’s strengthening plan, including follow-up actions.  

The final output of the RDQA is an action plan for improving data quality which describes the identified strengthening measures, the staff responsible, the timeline for completion, resources required and follow-up.  Using the graphics and the detailed comments for each question, weak performing functional areas of the reporting system can be identified.  Program staff can then outline strengthening measures (e.g. training, data reviews), assign responsibilities and timelines and identify resources using the Action Plan tab in this workbook.  

		7. Enhanced Dashboards

a. Supplemental summary dashboard for the -system assessment which calculates results (% of responses of each category for each statement in the SA, color coded to enable visual appreciation of gaps and trends).
 
b. Detailed analysis of accuracy, including :
-Average VF across sites
-Average across sites (excluding zero reporting sites
-Weighted Average VF (useful when you have high volume sites which have large influence on the verification factor)
-Average of 1-Abs(VF) across sites - 1-Abs(VF) looks at the magnitude of the aggregate deviation from perfect agreement between recounted and reported (useful when you have a lot of over and under reporting)
-Average of 1-Abs(VF) across sites (excluding zero reporting sites)
-Weighted Average of 1-Abs(VF) across sites
-Percent under-reporting
-Percent over-reporting
-Percent Missing
-% of sites with accurate data  (sites with VF between 90-110%)

c. Dashboards that group comments on qualitative and quantitative findings so that the analyst can just scan a column on one page to know what the assessors are saying about why things are as they are.
 
d. More specificity in cross-checks at health facility level;
 -primary source to secondary source
 -secondary source to primary source (or a different primary to secondary)
 -commodities management systems

		8.  Export the raw data: 

 All data are extracted from the worksheets and collated on a single hidden sheet called 'Data Export'.  This sheet, a 'flat file' of data where indicators are in columns and sites are in rows, can be extracted from the workbook and imported into a database for further analysis.  Unhide the 'Data Export' sheet by right clicking on the worksheet tabs at the bottom of the screen and selecting the tab 'Data Export' from the list of hidden worksheets.  (Or, type Control-Format-Sheet-Unhide, Ctrl-o-h-u).

		9. Coping Results from One Workbook to Another

Often it is necessary to combine the results from separate workbooks.  In this case, the most efficient way to transfer data between workbooks is to copy and paste an entire worksheet from one workbook to another.  To copy an entire worksheet select the entire sheet by clicking in the upper left-hand corner of the worksheet (there is a tiny square to the left of the column heading "A" and above the row heading "1" - click this square to select the whole sheet) then copy the sheet into memory (control-c).  Navigate to the destination workbook, select the entire worksheet where you want to paste the copied results and paste (control-v).  Once you have copied the sheets you will need to 'fix' the formulas that draw the names of the sites from the 'Information Page' onto the site-specific pages.  Run the macro 'fixformulas' to fix the formulas automatically.  Also, the graphics for site-level pages will not replace, or copy over, the existing graphics.  You will need to delete the graphics from the destination pages before the copy and paste.  After pasting, the graphics will still point to the original workbook so run the macro 'fixcharts_x_attrib_SDP' to revise the charts sources to the appropriate site-level pages, and 'fixcharts_x_attrib_Dist' to revise the charts sources for district and region page graphics.
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Information_Page

		 RDQA - Background Information



		Name of Program/Project

														Indicator 1				Indicator 2				Indicator 3				Indicator 4

		Indicators Reviewed:

		Cross-check 1:

		Cross-check 2:

		Cross-check 3:

		Reporting Period Verified



		Evaluation Team												Name								Title				Email Address		Telephone

								Principal Contact:

















		M&E Unit at National Level

		Name of Site																						Staff Interviewed				Date (mm/dd/yy)

		1-

		Aggregation Sites at Regional Level

		Name of Region																				Code de région		Staff Interviewed				Date (mm/dd/yy)

		1

		2

		3

		4

		Aggregation Sites at District Level

		Name of District																		Région		Code de district		Staff Interviewed				Date (mm/dd/yy)

		1

		2

		3

		4

		5

		6

		7

		8

		Service Delivery Sites

		Name of Site																Site Code		District		Region		Staff Interviewed				Date (mm/dd/yy)

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10

		11

		12

		13

		14

		15

		16

		17

		18

		19

		20

		21

		22

		23

		24
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Service Delivery Site 1

		Data Verification and System Assessment Sheet - Service Delivery Site

		Service Delivery Point/Organization:						-						-

		District, Region						-						-																																										Data Management Assessment - Service Delivery Point

		Indicator(s) Reviewed:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Date of Review						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Reporting Period Verified						-						-																																										3		N/A		III - Data-collection and Reporting Forms and Tools

		Component of the M&E System 						Data Verifications								REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																								4		N/A		IV- Data Management Processes

																																																								5		N/A		V - Links with National Reporting System 

		Part 1:   Data Verifications																																																						6		N/A		VI - Use of data for decision making

		A - Documentation Review:						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								7				VII.  

				Review availability and completeness of all indicator source documents for the selected reporting period.				Indicator 1		Indicator 2		Indicator 3		Indicator 3																																										8				VIII.  

		1		Review available data sources for the reporting period being verified. Are all necessary data sources available for review?												1)																																								9				IX.  

																2)

																3)

																4)

				If no, determine how this might have affected reported numbers.																																																						Data and Reporting Verifications - Service Delivery Point

		2		Are all available data sources complete?												1)																																										VF		Indicators

																2)																																										-		Indicator 1

																3)																																										-		Indicator 2

																4)																																										-		Indicator 3

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 4

		3		Review the dates on the data sources.  Do all dates fall within the reporting period?												1)

																2)																																										Cross-Check 1		Name

																3)																																										-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

																4)																																										-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

		B - Recounting reported Results: 																																																								-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

		Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the data source. [A]																																																						Cross-Check 2		Name

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]																																																						-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		6		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-																																												-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)		no reported results;  no verified results																																								-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)																																										Cross-Check 3		Name

		C - Cross-check reported results with other data sources:																																																								-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).																																																								-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		Cross-Check 1:  Verify the primary source of data against the secondary source of data.  (If the cross-check conducted is different than the one that was planned, specify the cross-check performed in the cells to the right.)						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)																																										-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)

		1.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		1.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		1.3		Calculate % difference for cross check 1:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 2:  Cross-check secondary data source with the primary data source. (If cross-checks are different from the planned cross-check, i.e. the cross-checks entered on the Information Page, specify the cross-checks performed in the comment cells to the right.)    						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		2.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		2.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		2.3		Calculate % difference for cross check 2:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 3 :  Between stock movement and commodities distributed by the site.  						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		3.1		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		3.2		Enter the number of commodities received by the site during the reporting period. 

		3.3		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		3.4		Enter the number of commodities distributed by the site during the reporting period.

		3.5		Calculate % difference in cross check 3. (i.e., Distributed / (Beginning stock + Stock received - End stock)) If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.				-		-		-		-		1)

								-		-		-		-		2)

								-		-		-		-		3)

								-		-		-		-		4)



		Part 2.  Systems Assessment

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )

		I - M&E Structure, Functions and Capabilities

		1.1		All relevant staff have received appropriate training on the data management processes and tools.		N/A																

		1.2		The responsibility for recording the service delivery on the source document is clearly assigned to the relevant staff.		N/A																

		1.3		There are designated staff responsible for reviewing periodic reports prior to submission to the next level (e.g. sub-district, district or national levels).		N/A																

		1.4		There is a process in place to ensure that data compilation and reporting is completed in the event that the reponsible staff is not available to do the job (e.g. shared duties, a team approach etc.)		N/A																

		1.5		The health facility receives regular feedback on the quality of their submitted reports according to the guidelines.		N/A																

		1.6		The health facility receives regular supportive supervisory visits from district and/or national level staff according to the guidelines.		N/A																

		1.7		…If yes, the last visit was within the past three months.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		The National M&E Office has provided written guidelines to each sub-reporting level on …

		2.1		The Health Facility has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		N/A																

		2.2		The Health Facility has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		N/A																

		2.3		The health facility has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		N/A																

		2.4		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		N/A																

		3.2		…If yes, the standard forms/tools are consistently used by the service site.		N/A																

		3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.4		The health facility has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		N/A																

		3.5		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A																

		3.6		There are sufficient stocks of blank data collection and reporting forms at the service site.		N/A																

		IV- Data Management Processes				N/A

		4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly facility report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		The service delivery site routinely creates back-up files of Program data.		N/A																

		4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		The recording and reporting system avoids double counting people within and across service delivery sites (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A																

		4.6		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A																

		4.7		Relevant personal data are maintained according to national or international confidentiality guidelines.  		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																

		4.9		The health facility maintains an adequate archive of program documents (i.e. clean, dry, with sufficient space, etc).		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		6.1		The service delivery site develops charts, graphs, maps, etc.  (If yes, ask to see them.)		N/A																

		6.2		...If yes, there are assigned staff to develop them regularly.		N/A																

		6.3		There are assigned staff to interpret and analyze the data / results.		N/A																

		6.4		Staff at the health facility has access to guidance / technical assistance on data use (e.g. peer review meetings, or during supervisory visits).		N/A																

		6.5		The analyzed data / results are presented / disseminated to other information system stakeholders in the community in a timely manner so that the information can be used to inform decisions. (Ask to see an examples.)		N/A																

		6.6		When data are disseminated they include indications of any limitations that may exist in the data.  (If yes, ask to see examples.)		N/A																

		6.7		There are programmatic decisions taken by the service delivery site based on analyzed data / results.  (If yes, ask for examples.)		N/A																

						N/A



		Part 3 : Recommendations for the service delivery site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.  

				Identified Weaknesses		Description of Action Point										Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  Service Delivery Site
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Data Verifications - Service Delivery Site

Data and Reporting Verifications - Service Delivery Point	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





System Assessment - Service Delivery Sites

Data Management Assessment - Service Delivery Point	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 1

Cross-Check 1	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 3

Cross-Check 3	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 2

Cross-Check 2	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	







Service Delivery Site 2

		Data Verification and System Assessment Sheet - Service Delivery Site

		Service Delivery Point/Organization:						-						-

		District, Region						-						-																																										Data Management Assessment - Service Delivery Point

		Indicator(s) Reviewed:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Date of Review						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Reporting Period Verified						-						-																																										3		N/A		III - Data-collection and Reporting Forms and Tools

		Component of the M&E System 						Data Verifications								REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																								4		N/A		IV- Data Management Processes

																																																								5		N/A		V - Links with National Reporting System 

		Part 1:   Data Verifications																																																						6		N/A		VI - Use of data for decision making

		A - Documentation Review:						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								7				VII.  

				Review availability and completeness of all indicator source documents for the selected reporting period.				Indicator 1		Indicator 2		Indicator 3		Indicator 3																																										8				VIII.  

		1		Review available data sources for the reporting period being verified. Are all necessary data sources available for review?												1)																																								9				IX.  

																2)

																3)

																4)

				If no, determine how this might have affected reported numbers.																																																						Data and Reporting Verifications - Service Delivery Point

		2		Are all available data sources complete?												1)																																										VF		Indicators

																2)																																										-		Indicator 1

																3)																																										-		Indicator 2

																4)																																										-		Indicator 3

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 4

		3		Review the dates on the data sources.  Do all dates fall within the reporting period?												1)

																2)																																										Cross-Check 1		Name

																3)																																										-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

																4)																																										-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

		B - Recounting reported Results: 																																																								-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

		Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the data source. [A]																																																						Cross-Check 2		Name

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]																																																						-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		6		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-																																												-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)		no reported results;  no verified results																																								-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)																																										Cross-Check 3		Name

		C - Cross-check reported results with other data sources:																																																								-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).																																																								-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		Cross-Check 1:  Verify the primary source of data against the secondary source of data.  (If the cross-check conducted is different than the one that was planned, specify the cross-check performed in the cells to the right.)						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)																																										-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)

		1.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		1.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		1.3		Calculate % difference for cross check 1:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 2:  Cross-check secondary data source with the primary data source. (If cross-checks are different from the planned cross-check, i.e. the cross-checks entered on the Information Page, specify the cross-checks performed in the comment cells to the right.)    						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		2.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		2.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		2.3		Calculate % difference for cross check 2:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 3 :  Between stock movement and commodities distributed by the site.  						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		3.1		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		3.2		Enter the number of commodities received by the site during the reporting period. 

		3.3		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		3.4		Enter the number of commodities distributed by the site during the reporting period.

		3.5		Calculate % difference in cross check 3. (i.e., Distributed / (Beginning stock + Stock received - End stock)) If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.				-		-		-		-		1)

								-		-		-		-		2)

								-		-		-		-		3)

								-		-		-		-		4)



		Part 2.  Systems Assessment

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )

		I - M&E Structure, Functions and Capabilities

		1.1		All relevant staff have received appropriate training on the data management processes and tools.		N/A																

		1.2		The responsibility for recording the service delivery on the source document is clearly assigned to the relevant staff.		N/A																

		1.3		There are designated staff responsible for reviewing periodic reports prior to submission to the next level (e.g. sub-district, district or national levels).		N/A																

		1.4		There is a process in place to ensure that data compilation and reporting is completed in the event that the reponsible staff is not available to do the job (e.g. shared duties, a team approach etc.)		N/A																

		1.5		The health facility receives regular feedback on the quality of their submitted reports according to the guidelines.		N/A																

		1.6		The health facility receives regular supportive supervisory visits from district and/or national level staff according to the guidelines.		N/A																

		1.7		…If yes, the last visit was within the past three months.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		The National M&E Office has provided written guidelines to each sub-reporting level on …

		2.1		The Health Facility has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		N/A																

		2.2		The Health Facility has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		N/A																

		2.3		The health facility has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		N/A																

		2.4		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		N/A																

		3.2		…If yes, the standard forms/tools are consistently used by the service site.		N/A																

		3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.4		The health facility has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		N/A																

		3.5		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A																

		3.6		There are sufficient stocks of blank data collection and reporting forms at the service site.		N/A																

		IV- Data Management Processes				N/A

		4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly facility report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		The service delivery site routinely creates back-up files of Program data.		N/A																

		4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		The recording and reporting system avoids double counting people within and across service delivery sites (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A																

		4.6		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A																

		4.7		Relevant personal data are maintained according to national or international confidentiality guidelines.  		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																

		4.9		The health facility maintains an adequate archive of program documents (i.e. clean, dry, with sufficient space, etc).		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		6.1		The service delivery site develops charts, graphs, maps, etc.  (If yes, ask to see them.)		N/A																

		6.2		...If yes, there are assigned staff to develop them regularly.		N/A																

		6.3		There are assigned staff to interpret and analyze the data / results.		N/A																

		6.4		Staff at the health facility has access to guidance / technical assistance on data use (e.g. peer review meetings, or during supervisory visits).		N/A																

		6.5		The analyzed data / results are presented / disseminated to other information system stakeholders in the community in a timely manner so that the information can be used to inform decisions. (Ask to see an examples.)		N/A																

		6.6		When data are disseminated they include indications of any limitations that may exist in the data.  (If yes, ask to see examples.)		N/A																

		6.7		There are programmatic decisions taken by the service delivery site based on analyzed data / results.  (If yes, ask for examples.)		N/A																

						N/A



		Part 3 : Recommendations for the service delivery site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.  

				Identified Weaknesses		Description of Action Point										Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  Service Delivery Site
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Data Verifications - Service Delivery Site

Data and Reporting Verifications - Service Delivery Point	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





System Assessment - Service Delivery Sites

Data Management Assessment - Service Delivery Point	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 1

Cross-Check 1	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 3

Cross-Check 3	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 2

Cross-Check 2	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	







Service Delivery Site 3

		Data Verification and System Assessment Sheet - Service Delivery Site

		Service Delivery Point/Organization:						-						-

		District, Region						-						-																																										Data Management Assessment - Service Delivery Point

		Indicator(s) Reviewed:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Date of Review						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Reporting Period Verified						-						-																																										3		N/A		III - Data-collection and Reporting Forms and Tools

		Component of the M&E System 						Data Verifications								REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																								4		N/A		IV- Data Management Processes

																																																								5		N/A		V - Links with National Reporting System 

		Part 1:   Data Verifications																																																						6		N/A		VI - Use of data for decision making

		A - Documentation Review:						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								7				VII.  

				Review availability and completeness of all indicator source documents for the selected reporting period.				Indicator 1		Indicator 2		Indicator 3		Indicator 3																																										8				VIII.  

		1		Review available data sources for the reporting period being verified. Are all necessary data sources available for review?												1)																																								9				IX.  

																2)

																3)

																4)

				If no, determine how this might have affected reported numbers.																																																						Data and Reporting Verifications - Service Delivery Point

		2		Are all available data sources complete?												1)																																										VF		Indicators

																2)																																										-		Indicator 1

																3)																																										-		Indicator 2

																4)																																										-		Indicator 3

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 4

		3		Review the dates on the data sources.  Do all dates fall within the reporting period?												1)

																2)																																										Cross-Check 1		Name

																3)																																										-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

																4)																																										-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

		B - Recounting reported Results: 																																																								-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

		Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the data source. [A]																																																						Cross-Check 2		Name

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]																																																						-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		6		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-																																												-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)		no reported results;  no verified results																																								-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)																																										Cross-Check 3		Name

		C - Cross-check reported results with other data sources:																																																								-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).																																																								-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		Cross-Check 1:  Verify the primary source of data against the secondary source of data.  (If the cross-check conducted is different than the one that was planned, specify the cross-check performed in the cells to the right.)						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)																																										-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)

		1.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		1.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		1.3		Calculate % difference for cross check 1:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 2:  Cross-check secondary data source with the primary data source. (If cross-checks are different from the planned cross-check, i.e. the cross-checks entered on the Information Page, specify the cross-checks performed in the comment cells to the right.)    						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		2.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		2.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		2.3		Calculate % difference for cross check 2:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 3 :  Between stock movement and commodities distributed by the site.  						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		3.1		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		3.2		Enter the number of commodities received by the site during the reporting period. 

		3.3		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		3.4		Enter the number of commodities distributed by the site during the reporting period.

		3.5		Calculate % difference in cross check 3. (i.e., Distributed / (Beginning stock + Stock received - End stock)) If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.				-		-		-		-		1)

								-		-		-		-		2)

								-		-		-		-		3)

								-		-		-		-		4)



		Part 2.  Systems Assessment

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )

		I - M&E Structure, Functions and Capabilities

		1.1		All relevant staff have received appropriate training on the data management processes and tools.		N/A																

		1.2		The responsibility for recording the service delivery on the source document is clearly assigned to the relevant staff.		N/A																

		1.3		There are designated staff responsible for reviewing periodic reports prior to submission to the next level (e.g. sub-district, district or national levels).		N/A																

		1.4		There is a process in place to ensure that data compilation and reporting is completed in the event that the reponsible staff is not available to do the job (e.g. shared duties, a team approach etc.)		N/A																

		1.5		The health facility receives regular feedback on the quality of their submitted reports according to the guidelines.		N/A																

		1.6		The health facility receives regular supportive supervisory visits from district and/or national level staff according to the guidelines.		N/A																

		1.7		…If yes, the last visit was within the past three months.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		The National M&E Office has provided written guidelines to each sub-reporting level on …

		2.1		The Health Facility has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		N/A																

		2.2		The Health Facility has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		N/A																

		2.3		The health facility has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		N/A																

		2.4		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		N/A																

		3.2		…If yes, the standard forms/tools are consistently used by the service site.		N/A																

		3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.4		The health facility has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		N/A																

		3.5		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A																

		3.6		There are sufficient stocks of blank data collection and reporting forms at the service site.		N/A																

		IV- Data Management Processes				N/A

		4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly facility report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		The service delivery site routinely creates back-up files of Program data.		N/A																

		4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		The recording and reporting system avoids double counting people within and across service delivery sites (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A																

		4.6		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A																

		4.7		Relevant personal data are maintained according to national or international confidentiality guidelines.  		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																

		4.9		The health facility maintains an adequate archive of program documents (i.e. clean, dry, with sufficient space, etc).		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		6.1		The service delivery site develops charts, graphs, maps, etc.  (If yes, ask to see them.)		N/A																

		6.2		...If yes, there are assigned staff to develop them regularly.		N/A																

		6.3		There are assigned staff to interpret and analyze the data / results.		N/A																

		6.4		Staff at the health facility has access to guidance / technical assistance on data use (e.g. peer review meetings, or during supervisory visits).		N/A																

		6.5		The analyzed data / results are presented / disseminated to other information system stakeholders in the community in a timely manner so that the information can be used to inform decisions. (Ask to see an examples.)		N/A																

		6.6		When data are disseminated they include indications of any limitations that may exist in the data.  (If yes, ask to see examples.)		N/A																

		6.7		There are programmatic decisions taken by the service delivery site based on analyzed data / results.  (If yes, ask for examples.)		N/A																

						N/A



		Part 3 : Recommendations for the service delivery site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.  

				Identified Weaknesses		Description of Action Point										Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  Service Delivery Site
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Data Verifications - Service Delivery Site

Data and Reporting Verifications - Service Delivery Point	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





System Assessment - Service Delivery Sites

Data Management Assessment - Service Delivery Point	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 1

Cross-Check 1	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 3

Cross-Check 3	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 2

Cross-Check 2	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	







Service Delivery Site 4

		Data Verification and System Assessment Sheet - Service Delivery Site

		Service Delivery Point/Organization:						-						-

		District, Region						-						-																																										Data Management Assessment - Service Delivery Point

		Indicator(s) Reviewed:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Date of Review						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Reporting Period Verified						-						-																																										3		N/A		III - Data-collection and Reporting Forms and Tools

		Component of the M&E System 						Data Verifications								REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																								4		N/A		IV- Data Management Processes

																																																								5		N/A		V - Links with National Reporting System 

		Part 1:   Data Verifications																																																						6		N/A		VI - Use of data for decision making

		A - Documentation Review:						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								7				VII.  

				Review availability and completeness of all indicator source documents for the selected reporting period.				Indicator 1		Indicator 2		Indicator 3		Indicator 3																																										8				VIII.  

		1		Review available data sources for the reporting period being verified. Are all necessary data sources available for review?												1)																																								9				IX.  

																2)

																3)

																4)

				If no, determine how this might have affected reported numbers.																																																						Data and Reporting Verifications - Service Delivery Point

		2		Are all available data sources complete?												1)																																										VF		Indicators

																2)																																										-		Indicator 1

																3)																																										-		Indicator 2

																4)																																										-		Indicator 3

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 4

		3		Review the dates on the data sources.  Do all dates fall within the reporting period?												1)

																2)																																										Cross-Check 1		Name

																3)																																										-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

																4)																																										-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

		B - Recounting reported Results: 																																																								-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

		Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the data source. [A]																																																						Cross-Check 2		Name

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]																																																						-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		6		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-																																												-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)		no reported results;  no verified results																																								-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)																																										Cross-Check 3		Name

		C - Cross-check reported results with other data sources:																																																								-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).																																																								-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		Cross-Check 1:  Verify the primary source of data against the secondary source of data.  (If the cross-check conducted is different than the one that was planned, specify the cross-check performed in the cells to the right.)						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)																																										-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)

		1.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		1.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		1.3		Calculate % difference for cross check 1:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 2:  Cross-check secondary data source with the primary data source. (If cross-checks are different from the planned cross-check, i.e. the cross-checks entered on the Information Page, specify the cross-checks performed in the comment cells to the right.)    						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		2.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		2.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		2.3		Calculate % difference for cross check 2:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 3 :  Between stock movement and commodities distributed by the site.  						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		3.1		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		3.2		Enter the number of commodities received by the site during the reporting period. 

		3.3		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		3.4		Enter the number of commodities distributed by the site during the reporting period.

		3.5		Calculate % difference in cross check 3. (i.e., Distributed / (Beginning stock + Stock received - End stock)) If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.				-		-		-		-		1)

								-		-		-		-		2)

								-		-		-		-		3)

								-		-		-		-		4)



		Part 2.  Systems Assessment

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )

		I - M&E Structure, Functions and Capabilities

		1.1		All relevant staff have received appropriate training on the data management processes and tools.		N/A																

		1.2		The responsibility for recording the service delivery on the source document is clearly assigned to the relevant staff.		N/A																

		1.3		There are designated staff responsible for reviewing periodic reports prior to submission to the next level (e.g. sub-district, district or national levels).		N/A																

		1.4		There is a process in place to ensure that data compilation and reporting is completed in the event that the reponsible staff is not available to do the job (e.g. shared duties, a team approach etc.)		N/A																

		1.5		The health facility receives regular feedback on the quality of their submitted reports according to the guidelines.		N/A																

		1.6		The health facility receives regular supportive supervisory visits from district and/or national level staff according to the guidelines.		N/A																

		1.7		…If yes, the last visit was within the past three months.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		The National M&E Office has provided written guidelines to each sub-reporting level on …

		2.1		The Health Facility has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		N/A																

		2.2		The Health Facility has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		N/A																

		2.3		The health facility has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		N/A																

		2.4		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		N/A																

		3.2		…If yes, the standard forms/tools are consistently used by the service site.		N/A																

		3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.4		The health facility has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		N/A																

		3.5		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A																

		3.6		There are sufficient stocks of blank data collection and reporting forms at the service site.		N/A																

		IV- Data Management Processes				N/A

		4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly facility report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		The service delivery site routinely creates back-up files of Program data.		N/A																

		4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		The recording and reporting system avoids double counting people within and across service delivery sites (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A																

		4.6		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A																

		4.7		Relevant personal data are maintained according to national or international confidentiality guidelines.  		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																

		4.9		The health facility maintains an adequate archive of program documents (i.e. clean, dry, with sufficient space, etc).		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		6.1		The service delivery site develops charts, graphs, maps, etc.  (If yes, ask to see them.)		N/A																

		6.2		...If yes, there are assigned staff to develop them regularly.		N/A																

		6.3		There are assigned staff to interpret and analyze the data / results.		N/A																

		6.4		Staff at the health facility has access to guidance / technical assistance on data use (e.g. peer review meetings, or during supervisory visits).		N/A																

		6.5		The analyzed data / results are presented / disseminated to other information system stakeholders in the community in a timely manner so that the information can be used to inform decisions. (Ask to see an examples.)		N/A																

		6.6		When data are disseminated they include indications of any limitations that may exist in the data.  (If yes, ask to see examples.)		N/A																

		6.7		There are programmatic decisions taken by the service delivery site based on analyzed data / results.  (If yes, ask for examples.)		N/A																

						N/A



		Part 3 : Recommendations for the service delivery site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.  

				Identified Weaknesses		Description of Action Point										Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  Service Delivery Site
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Data Verifications - Service Delivery Site

Data and Reporting Verifications - Service Delivery Point	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





System Assessment - Service Delivery Sites

Data Management Assessment - Service Delivery Point	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 1

Cross-Check 1	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 3

Cross-Check 3	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 2

Cross-Check 2	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	







Service Delivery Site 5

		Data Verification and System Assessment Sheet - Service Delivery Site

		Service Delivery Point/Organization:						-						-

		District, Region						-						-																																										Data Management Assessment - Service Delivery Point

		Indicator(s) Reviewed:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Date of Review						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Reporting Period Verified						-						-																																										3		N/A		III - Data-collection and Reporting Forms and Tools

		Component of the M&E System 						Data Verifications								REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																								4		N/A		IV- Data Management Processes

																																																								5		N/A		V - Links with National Reporting System 

		Part 1:   Data Verifications																																																						6		N/A		VI - Use of data for decision making

		A - Documentation Review:						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								7				VII.  

				Review availability and completeness of all indicator source documents for the selected reporting period.				Indicator 1		Indicator 2		Indicator 3		Indicator 3																																										8				VIII.  

		1		Review available data sources for the reporting period being verified. Are all necessary data sources available for review?												1)																																								9				IX.  

																2)

																3)

																4)

				If no, determine how this might have affected reported numbers.																																																						Data and Reporting Verifications - Service Delivery Point

		2		Are all available data sources complete?												1)																																										VF		Indicators

																2)																																										-		Indicator 1

																3)																																										-		Indicator 2

																4)																																										-		Indicator 3

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 4

		3		Review the dates on the data sources.  Do all dates fall within the reporting period?												1)

																2)																																										Cross-Check 1		Name

																3)																																										-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

																4)																																										-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

		B - Recounting reported Results: 																																																								-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

		Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the data source. [A]																																																						Cross-Check 2		Name

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]																																																						-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		6		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-																																												-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)		no reported results;  no verified results																																								-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)																																										Cross-Check 3		Name

		C - Cross-check reported results with other data sources:																																																								-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).																																																								-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		Cross-Check 1:  Verify the primary source of data against the secondary source of data.  (If the cross-check conducted is different than the one that was planned, specify the cross-check performed in the cells to the right.)						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)																																										-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)

		1.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		1.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		1.3		Calculate % difference for cross check 1:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 2:  Cross-check secondary data source with the primary data source. (If cross-checks are different from the planned cross-check, i.e. the cross-checks entered on the Information Page, specify the cross-checks performed in the comment cells to the right.)    						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		2.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		2.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		2.3		Calculate % difference for cross check 2:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 3 :  Between stock movement and commodities distributed by the site.  						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		3.1		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		3.2		Enter the number of commodities received by the site during the reporting period. 

		3.3		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		3.4		Enter the number of commodities distributed by the site during the reporting period.

		3.5		Calculate % difference in cross check 3. (i.e., Distributed / (Beginning stock + Stock received - End stock)) If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.				-		-		-		-		1)

								-		-		-		-		2)

								-		-		-		-		3)

								-		-		-		-		4)



		Part 2.  Systems Assessment

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )

		I - M&E Structure, Functions and Capabilities

		1.1		All relevant staff have received appropriate training on the data management processes and tools.		N/A																

		1.2		The responsibility for recording the service delivery on the source document is clearly assigned to the relevant staff.		N/A																

		1.3		There are designated staff responsible for reviewing periodic reports prior to submission to the next level (e.g. sub-district, district or national levels).		N/A																

		1.4		There is a process in place to ensure that data compilation and reporting is completed in the event that the reponsible staff is not available to do the job (e.g. shared duties, a team approach etc.)		N/A																

		1.5		The health facility receives regular feedback on the quality of their submitted reports according to the guidelines.		N/A																

		1.6		The health facility receives regular supportive supervisory visits from district and/or national level staff according to the guidelines.		N/A																

		1.7		…If yes, the last visit was within the past three months.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		The National M&E Office has provided written guidelines to each sub-reporting level on …

		2.1		The Health Facility has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		N/A																

		2.2		The Health Facility has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		N/A																

		2.3		The health facility has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		N/A																

		2.4		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		N/A																

		3.2		…If yes, the standard forms/tools are consistently used by the service site.		N/A																

		3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.4		The health facility has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		N/A																

		3.5		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A																

		3.6		There are sufficient stocks of blank data collection and reporting forms at the service site.		N/A																

		IV- Data Management Processes				N/A

		4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly facility report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		The service delivery site routinely creates back-up files of Program data.		N/A																

		4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		The recording and reporting system avoids double counting people within and across service delivery sites (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A																

		4.6		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A																

		4.7		Relevant personal data are maintained according to national or international confidentiality guidelines.  		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																

		4.9		The health facility maintains an adequate archive of program documents (i.e. clean, dry, with sufficient space, etc).		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		6.1		The service delivery site develops charts, graphs, maps, etc.  (If yes, ask to see them.)		N/A																

		6.2		...If yes, there are assigned staff to develop them regularly.		N/A																

		6.3		There are assigned staff to interpret and analyze the data / results.		N/A																

		6.4		Staff at the health facility has access to guidance / technical assistance on data use (e.g. peer review meetings, or during supervisory visits).		N/A																

		6.5		The analyzed data / results are presented / disseminated to other information system stakeholders in the community in a timely manner so that the information can be used to inform decisions. (Ask to see an examples.)		N/A																

		6.6		When data are disseminated they include indications of any limitations that may exist in the data.  (If yes, ask to see examples.)		N/A																

		6.7		There are programmatic decisions taken by the service delivery site based on analyzed data / results.  (If yes, ask for examples.)		N/A																

						N/A



		Part 3 : Recommendations for the service delivery site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.  

				Identified Weaknesses		Description of Action Point										Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  Service Delivery Site
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Data Verifications - Service Delivery Site

Data and Reporting Verifications - Service Delivery Point	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





System Assessment - Service Delivery Sites

Data Management Assessment - Service Delivery Point	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 1

Cross-Check 1	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 3

Cross-Check 3	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 2

Cross-Check 2	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	







Service Delivery Site 6

		Data Verification and System Assessment Sheet - Service Delivery Site

		Service Delivery Point/Organization:						-						-

		District, Region						-						-																																										Data Management Assessment - Service Delivery Point

		Indicator(s) Reviewed:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Date of Review						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Reporting Period Verified						-						-																																										3		N/A		III - Data-collection and Reporting Forms and Tools

		Component of the M&E System 						Data Verifications								REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																								4		N/A		IV- Data Management Processes

																																																								5		N/A		V - Links with National Reporting System 

		Part 1:   Data Verifications																																																						6		N/A		VI - Use of data for decision making

		A - Documentation Review:						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								7				VII.  

				Review availability and completeness of all indicator source documents for the selected reporting period.				Indicator 1		Indicator 2		Indicator 3		Indicator 3																																										8				VIII.  

		1		Review available data sources for the reporting period being verified. Are all necessary data sources available for review?												1)																																								9				IX.  

																2)

																3)

																4)

				If no, determine how this might have affected reported numbers.																																																						Data and Reporting Verifications - Service Delivery Point

		2		Are all available data sources complete?												1)																																										VF		Indicators

																2)																																										-		Indicator 1

																3)																																										-		Indicator 2

																4)																																										-		Indicator 3

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 4

		3		Review the dates on the data sources.  Do all dates fall within the reporting period?												1)

																2)																																										Cross-Check 1		Name

																3)																																										-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

																4)																																										-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

		B - Recounting reported Results: 																																																								-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

		Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the data source. [A]																																																						Cross-Check 2		Name

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]																																																						-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		6		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-																																												-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)		no reported results;  no verified results																																								-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)																																										Cross-Check 3		Name

		C - Cross-check reported results with other data sources:																																																								-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).																																																								-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		Cross-Check 1:  Verify the primary source of data against the secondary source of data.  (If the cross-check conducted is different than the one that was planned, specify the cross-check performed in the cells to the right.)						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)																																										-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)

		1.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		1.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		1.3		Calculate % difference for cross check 1:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 2:  Cross-check secondary data source with the primary data source. (If cross-checks are different from the planned cross-check, i.e. the cross-checks entered on the Information Page, specify the cross-checks performed in the comment cells to the right.)    						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		2.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		2.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		2.3		Calculate % difference for cross check 2:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 3 :  Between stock movement and commodities distributed by the site.  						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		3.1		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		3.2		Enter the number of commodities received by the site during the reporting period. 

		3.3		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		3.4		Enter the number of commodities distributed by the site during the reporting period.

		3.5		Calculate % difference in cross check 3. (i.e., Distributed / (Beginning stock + Stock received - End stock)) If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.				-		-		-		-		1)

								-		-		-		-		2)

								-		-		-		-		3)

								-		-		-		-		4)



		Part 2.  Systems Assessment

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )

		I - M&E Structure, Functions and Capabilities

		1.1		All relevant staff have received appropriate training on the data management processes and tools.		N/A																

		1.2		The responsibility for recording the service delivery on the source document is clearly assigned to the relevant staff.		N/A																

		1.3		There are designated staff responsible for reviewing periodic reports prior to submission to the next level (e.g. sub-district, district or national levels).		N/A																

		1.4		There is a process in place to ensure that data compilation and reporting is completed in the event that the reponsible staff is not available to do the job (e.g. shared duties, a team approach etc.)		N/A																

		1.5		The health facility receives regular feedback on the quality of their submitted reports according to the guidelines.		N/A																

		1.6		The health facility receives regular supportive supervisory visits from district and/or national level staff according to the guidelines.		N/A																

		1.7		…If yes, the last visit was within the past three months.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		The National M&E Office has provided written guidelines to each sub-reporting level on …

		2.1		The Health Facility has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		N/A																

		2.2		The Health Facility has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		N/A																

		2.3		The health facility has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		N/A																

		2.4		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		N/A																

		3.2		…If yes, the standard forms/tools are consistently used by the service site.		N/A																

		3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.4		The health facility has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		N/A																

		3.5		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A																

		3.6		There are sufficient stocks of blank data collection and reporting forms at the service site.		N/A																

		IV- Data Management Processes				N/A

		4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly facility report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		The service delivery site routinely creates back-up files of Program data.		N/A																

		4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		The recording and reporting system avoids double counting people within and across service delivery sites (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A																

		4.6		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A																

		4.7		Relevant personal data are maintained according to national or international confidentiality guidelines.  		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																

		4.9		The health facility maintains an adequate archive of program documents (i.e. clean, dry, with sufficient space, etc).		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		6.1		The service delivery site develops charts, graphs, maps, etc.  (If yes, ask to see them.)		N/A																

		6.2		...If yes, there are assigned staff to develop them regularly.		N/A																

		6.3		There are assigned staff to interpret and analyze the data / results.		N/A																

		6.4		Staff at the health facility has access to guidance / technical assistance on data use (e.g. peer review meetings, or during supervisory visits).		N/A																

		6.5		The analyzed data / results are presented / disseminated to other information system stakeholders in the community in a timely manner so that the information can be used to inform decisions. (Ask to see an examples.)		N/A																

		6.6		When data are disseminated they include indications of any limitations that may exist in the data.  (If yes, ask to see examples.)		N/A																

		6.7		There are programmatic decisions taken by the service delivery site based on analyzed data / results.  (If yes, ask for examples.)		N/A																

						N/A



		Part 3 : Recommendations for the service delivery site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.  

				Identified Weaknesses		Description of Action Point										Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  Service Delivery Site
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Data Verifications - Service Delivery Site

Data and Reporting Verifications - Service Delivery Point	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





System Assessment - Service Delivery Sites

Data Management Assessment - Service Delivery Point	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 1

Cross-Check 1	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 3

Cross-Check 3	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 2

Cross-Check 2	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	







Service Delivery Site 7

		Data Verification and System Assessment Sheet - Service Delivery Site

		Service Delivery Point/Organization:						-						-

		District, Region						-						-																																										Data Management Assessment - Service Delivery Point

		Indicator(s) Reviewed:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Date of Review						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Reporting Period Verified						-						-																																										3		N/A		III - Data-collection and Reporting Forms and Tools

		Component of the M&E System 						Data Verifications								REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																								4		N/A		IV- Data Management Processes

																																																								5		N/A		V - Links with National Reporting System 

		Part 1:   Data Verifications																																																						6		N/A		VI - Use of data for decision making

		A - Documentation Review:						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								7				VII.  

				Review availability and completeness of all indicator source documents for the selected reporting period.				Indicator 1		Indicator 2		Indicator 3		Indicator 3																																										8				VIII.  

		1		Review available data sources for the reporting period being verified. Are all necessary data sources available for review?												1)																																								9				IX.  

																2)

																3)

																4)

				If no, determine how this might have affected reported numbers.																																																						Data and Reporting Verifications - Service Delivery Point

		2		Are all available data sources complete?												1)																																										VF		Indicators

																2)																																										-		Indicator 1

																3)																																										-		Indicator 2

																4)																																										-		Indicator 3

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 4

		3		Review the dates on the data sources.  Do all dates fall within the reporting period?												1)

																2)																																										Cross-Check 1		Name

																3)																																										-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

																4)																																										-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

		B - Recounting reported Results: 																																																								-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

		Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the data source. [A]																																																						Cross-Check 2		Name

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]																																																						-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		6		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-																																												-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)		no reported results;  no verified results																																								-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)																																										Cross-Check 3		Name

		C - Cross-check reported results with other data sources:																																																								-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).																																																								-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		Cross-Check 1:  Verify the primary source of data against the secondary source of data.  (If the cross-check conducted is different than the one that was planned, specify the cross-check performed in the cells to the right.)						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)																																										-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)

		1.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		1.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		1.3		Calculate % difference for cross check 1:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 2:  Cross-check secondary data source with the primary data source. (If cross-checks are different from the planned cross-check, i.e. the cross-checks entered on the Information Page, specify the cross-checks performed in the comment cells to the right.)    						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		2.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		2.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		2.3		Calculate % difference for cross check 2:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 3 :  Between stock movement and commodities distributed by the site.  						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		3.1		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		3.2		Enter the number of commodities received by the site during the reporting period. 

		3.3		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		3.4		Enter the number of commodities distributed by the site during the reporting period.

		3.5		Calculate % difference in cross check 3. (i.e., Distributed / (Beginning stock + Stock received - End stock)) If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.				-		-		-		-		1)

								-		-		-		-		2)

								-		-		-		-		3)

								-		-		-		-		4)



		Part 2.  Systems Assessment

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )

		I - M&E Structure, Functions and Capabilities

		1.1		All relevant staff have received appropriate training on the data management processes and tools.		N/A																

		1.2		The responsibility for recording the service delivery on the source document is clearly assigned to the relevant staff.		N/A																

		1.3		There are designated staff responsible for reviewing periodic reports prior to submission to the next level (e.g. sub-district, district or national levels).		N/A																

		1.4		There is a process in place to ensure that data compilation and reporting is completed in the event that the reponsible staff is not available to do the job (e.g. shared duties, a team approach etc.)		N/A																

		1.5		The health facility receives regular feedback on the quality of their submitted reports according to the guidelines.		N/A																

		1.6		The health facility receives regular supportive supervisory visits from district and/or national level staff according to the guidelines.		N/A																

		1.7		…If yes, the last visit was within the past three months.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		The National M&E Office has provided written guidelines to each sub-reporting level on …

		2.1		The Health Facility has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		N/A																

		2.2		The Health Facility has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		N/A																

		2.3		The health facility has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		N/A																

		2.4		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		N/A																

		3.2		…If yes, the standard forms/tools are consistently used by the service site.		N/A																

		3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.4		The health facility has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		N/A																

		3.5		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A																

		3.6		There are sufficient stocks of blank data collection and reporting forms at the service site.		N/A																

		IV- Data Management Processes				N/A

		4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly facility report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		The service delivery site routinely creates back-up files of Program data.		N/A																

		4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		The recording and reporting system avoids double counting people within and across service delivery sites (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A																

		4.6		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A																

		4.7		Relevant personal data are maintained according to national or international confidentiality guidelines.  		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																

		4.9		The health facility maintains an adequate archive of program documents (i.e. clean, dry, with sufficient space, etc).		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		6.1		The service delivery site develops charts, graphs, maps, etc.  (If yes, ask to see them.)		N/A																

		6.2		...If yes, there are assigned staff to develop them regularly.		N/A																

		6.3		There are assigned staff to interpret and analyze the data / results.		N/A																

		6.4		Staff at the health facility has access to guidance / technical assistance on data use (e.g. peer review meetings, or during supervisory visits).		N/A																

		6.5		The analyzed data / results are presented / disseminated to other information system stakeholders in the community in a timely manner so that the information can be used to inform decisions. (Ask to see an examples.)		N/A																

		6.6		When data are disseminated they include indications of any limitations that may exist in the data.  (If yes, ask to see examples.)		N/A																

		6.7		There are programmatic decisions taken by the service delivery site based on analyzed data / results.  (If yes, ask for examples.)		N/A																

						N/A



		Part 3 : Recommendations for the service delivery site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.  

				Identified Weaknesses		Description of Action Point										Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  Service Delivery Site
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Data Verifications - Service Delivery Site

Data and Reporting Verifications - Service Delivery Point	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





System Assessment - Service Delivery Sites

Data Management Assessment - Service Delivery Point	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 1

Cross-Check 1	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 3

Cross-Check 3	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 2

Cross-Check 2	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	







Service Delivery Site 8

		Data Verification and System Assessment Sheet - Service Delivery Site

		Service Delivery Point/Organization:						-						-

		District, Region						-						-																																										Data Management Assessment - Service Delivery Point

		Indicator(s) Reviewed:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Date of Review						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Reporting Period Verified						-						-																																										3		N/A		III - Data-collection and Reporting Forms and Tools

		Component of the M&E System 						Data Verifications								REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																								4		N/A		IV- Data Management Processes

																																																								5		N/A		V - Links with National Reporting System 

		Part 1:   Data Verifications																																																						6		N/A		VI - Use of data for decision making

		A - Documentation Review:						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								7				VII.  

				Review availability and completeness of all indicator source documents for the selected reporting period.				Indicator 1		Indicator 2		Indicator 3		Indicator 3																																										8				VIII.  

		1		Review available data sources for the reporting period being verified. Are all necessary data sources available for review?												1)																																								9				IX.  

																2)

																3)

																4)

				If no, determine how this might have affected reported numbers.																																																						Data and Reporting Verifications - Service Delivery Point

		2		Are all available data sources complete?												1)																																										VF		Indicators

																2)																																										-		Indicator 1

																3)																																										-		Indicator 2

																4)																																										-		Indicator 3

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 4

		3		Review the dates on the data sources.  Do all dates fall within the reporting period?												1)

																2)																																										Cross-Check 1		Name

																3)																																										-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

																4)																																										-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

		B - Recounting reported Results: 																																																								-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

		Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the data source. [A]																																																						Cross-Check 2		Name

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]																																																						-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		6		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-																																												-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)		no reported results;  no verified results																																								-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)																																										Cross-Check 3		Name

		C - Cross-check reported results with other data sources:																																																								-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).																																																								-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		Cross-Check 1:  Verify the primary source of data against the secondary source of data.  (If the cross-check conducted is different than the one that was planned, specify the cross-check performed in the cells to the right.)						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)																																										-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)

		1.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		1.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		1.3		Calculate % difference for cross check 1:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 2:  Cross-check secondary data source with the primary data source. (If cross-checks are different from the planned cross-check, i.e. the cross-checks entered on the Information Page, specify the cross-checks performed in the comment cells to the right.)    						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		2.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		2.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		2.3		Calculate % difference for cross check 2:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 3 :  Between stock movement and commodities distributed by the site.  						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		3.1		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		3.2		Enter the number of commodities received by the site during the reporting period. 

		3.3		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		3.4		Enter the number of commodities distributed by the site during the reporting period.

		3.5		Calculate % difference in cross check 3. (i.e., Distributed / (Beginning stock + Stock received - End stock)) If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.				-		-		-		-		1)

								-		-		-		-		2)

								-		-		-		-		3)

								-		-		-		-		4)



		Part 2.  Systems Assessment

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )

		I - M&E Structure, Functions and Capabilities

		1.1		All relevant staff have received appropriate training on the data management processes and tools.		N/A																

		1.2		The responsibility for recording the service delivery on the source document is clearly assigned to the relevant staff.		N/A																

		1.3		There are designated staff responsible for reviewing periodic reports prior to submission to the next level (e.g. sub-district, district or national levels).		N/A																

		1.4		There is a process in place to ensure that data compilation and reporting is completed in the event that the reponsible staff is not available to do the job (e.g. shared duties, a team approach etc.)		N/A																

		1.5		The health facility receives regular feedback on the quality of their submitted reports according to the guidelines.		N/A																

		1.6		The health facility receives regular supportive supervisory visits from district and/or national level staff according to the guidelines.		N/A																

		1.7		…If yes, the last visit was within the past three months.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		The National M&E Office has provided written guidelines to each sub-reporting level on …

		2.1		The Health Facility has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		N/A																

		2.2		The Health Facility has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		N/A																

		2.3		The health facility has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		N/A																

		2.4		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		N/A																

		3.2		…If yes, the standard forms/tools are consistently used by the service site.		N/A																

		3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.4		The health facility has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		N/A																

		3.5		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A																

		3.6		There are sufficient stocks of blank data collection and reporting forms at the service site.		N/A																

		IV- Data Management Processes				N/A

		4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly facility report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		The service delivery site routinely creates back-up files of Program data.		N/A																

		4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		The recording and reporting system avoids double counting people within and across service delivery sites (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A																

		4.6		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A																

		4.7		Relevant personal data are maintained according to national or international confidentiality guidelines.  		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																

		4.9		The health facility maintains an adequate archive of program documents (i.e. clean, dry, with sufficient space, etc).		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		6.1		The service delivery site develops charts, graphs, maps, etc.  (If yes, ask to see them.)		N/A																

		6.2		...If yes, there are assigned staff to develop them regularly.		N/A																

		6.3		There are assigned staff to interpret and analyze the data / results.		N/A																

		6.4		Staff at the health facility has access to guidance / technical assistance on data use (e.g. peer review meetings, or during supervisory visits).		N/A																

		6.5		The analyzed data / results are presented / disseminated to other information system stakeholders in the community in a timely manner so that the information can be used to inform decisions. (Ask to see an examples.)		N/A																

		6.6		When data are disseminated they include indications of any limitations that may exist in the data.  (If yes, ask to see examples.)		N/A																

		6.7		There are programmatic decisions taken by the service delivery site based on analyzed data / results.  (If yes, ask for examples.)		N/A																

						N/A



		Part 3 : Recommendations for the service delivery site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.  

				Identified Weaknesses		Description of Action Point										Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  Service Delivery Site
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Data Verifications - Service Delivery Site

Data and Reporting Verifications - Service Delivery Point	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





System Assessment - Service Delivery Sites

Data Management Assessment - Service Delivery Point	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 1

Cross-Check 1	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 3

Cross-Check 3	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 2

Cross-Check 2	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	







Service Delivery Site 9

		Data Verification and System Assessment Sheet - Service Delivery Site

		Service Delivery Point/Organization:						-						-

		District, Region						-						-																																										Data Management Assessment - Service Delivery Point

		Indicator(s) Reviewed:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Date of Review						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Reporting Period Verified						-						-																																										3		N/A		III - Data-collection and Reporting Forms and Tools

		Component of the M&E System 						Data Verifications								REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																								4		N/A		IV- Data Management Processes

																																																								5		N/A		V - Links with National Reporting System 

		Part 1:   Data Verifications																																																						6		N/A		VI - Use of data for decision making

		A - Documentation Review:						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								7				VII.  

				Review availability and completeness of all indicator source documents for the selected reporting period.				Indicator 1		Indicator 2		Indicator 3		Indicator 3																																										8				VIII.  

		1		Review available data sources for the reporting period being verified. Are all necessary data sources available for review?												1)																																								9				IX.  

																2)

																3)

																4)

				If no, determine how this might have affected reported numbers.																																																						Data and Reporting Verifications - Service Delivery Point

		2		Are all available data sources complete?												1)																																										VF		Indicators

																2)																																										-		Indicator 1

																3)																																										-		Indicator 2

																4)																																										-		Indicator 3

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 4

		3		Review the dates on the data sources.  Do all dates fall within the reporting period?												1)

																2)																																										Cross-Check 1		Name

																3)																																										-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

																4)																																										-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

		B - Recounting reported Results: 																																																								-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

		Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the data source. [A]																																																						Cross-Check 2		Name

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]																																																						-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		6		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-																																												-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)		no reported results;  no verified results																																								-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)																																										Cross-Check 3		Name

		C - Cross-check reported results with other data sources:																																																								-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).																																																								-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		Cross-Check 1:  Verify the primary source of data against the secondary source of data.  (If the cross-check conducted is different than the one that was planned, specify the cross-check performed in the cells to the right.)						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)																																										-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)

		1.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		1.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		1.3		Calculate % difference for cross check 1:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 2:  Cross-check secondary data source with the primary data source. (If cross-checks are different from the planned cross-check, i.e. the cross-checks entered on the Information Page, specify the cross-checks performed in the comment cells to the right.)    						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		2.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		2.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		2.3		Calculate % difference for cross check 2:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 3 :  Between stock movement and commodities distributed by the site.  						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		3.1		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		3.2		Enter the number of commodities received by the site during the reporting period. 

		3.3		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		3.4		Enter the number of commodities distributed by the site during the reporting period.

		3.5		Calculate % difference in cross check 3. (i.e., Distributed / (Beginning stock + Stock received - End stock)) If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.				-		-		-		-		1)

								-		-		-		-		2)

								-		-		-		-		3)

								-		-		-		-		4)



		Part 2.  Systems Assessment

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )

		I - M&E Structure, Functions and Capabilities

		1.1		All relevant staff have received appropriate training on the data management processes and tools.		N/A																

		1.2		The responsibility for recording the service delivery on the source document is clearly assigned to the relevant staff.		N/A																

		1.3		There are designated staff responsible for reviewing periodic reports prior to submission to the next level (e.g. sub-district, district or national levels).		N/A																

		1.4		There is a process in place to ensure that data compilation and reporting is completed in the event that the reponsible staff is not available to do the job (e.g. shared duties, a team approach etc.)		N/A																

		1.5		The health facility receives regular feedback on the quality of their submitted reports according to the guidelines.		N/A																

		1.6		The health facility receives regular supportive supervisory visits from district and/or national level staff according to the guidelines.		N/A																

		1.7		…If yes, the last visit was within the past three months.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		The National M&E Office has provided written guidelines to each sub-reporting level on …

		2.1		The Health Facility has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		N/A																

		2.2		The Health Facility has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		N/A																

		2.3		The health facility has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		N/A																

		2.4		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		N/A																

		3.2		…If yes, the standard forms/tools are consistently used by the service site.		N/A																

		3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.4		The health facility has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		N/A																

		3.5		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A																

		3.6		There are sufficient stocks of blank data collection and reporting forms at the service site.		N/A																

		IV- Data Management Processes				N/A

		4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly facility report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		The service delivery site routinely creates back-up files of Program data.		N/A																

		4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		The recording and reporting system avoids double counting people within and across service delivery sites (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A																

		4.6		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A																

		4.7		Relevant personal data are maintained according to national or international confidentiality guidelines.  		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																

		4.9		The health facility maintains an adequate archive of program documents (i.e. clean, dry, with sufficient space, etc).		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		6.1		The service delivery site develops charts, graphs, maps, etc.  (If yes, ask to see them.)		N/A																

		6.2		...If yes, there are assigned staff to develop them regularly.		N/A																

		6.3		There are assigned staff to interpret and analyze the data / results.		N/A																

		6.4		Staff at the health facility has access to guidance / technical assistance on data use (e.g. peer review meetings, or during supervisory visits).		N/A																

		6.5		The analyzed data / results are presented / disseminated to other information system stakeholders in the community in a timely manner so that the information can be used to inform decisions. (Ask to see an examples.)		N/A																

		6.6		When data are disseminated they include indications of any limitations that may exist in the data.  (If yes, ask to see examples.)		N/A																

		6.7		There are programmatic decisions taken by the service delivery site based on analyzed data / results.  (If yes, ask for examples.)		N/A																

						N/A



		Part 3 : Recommendations for the service delivery site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.  

				Identified Weaknesses		Description of Action Point										Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  Service Delivery Site























































































































Page &P


Data Verifications - Service Delivery Site

Data and Reporting Verifications - Service Delivery Point	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





System Assessment - Service Delivery Sites

Data Management Assessment - Service Delivery Point	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 1

Cross-Check 1	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 3

Cross-Check 3	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 2

Cross-Check 2	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	







Service Delivery Site 10

		Data Verification and System Assessment Sheet - Service Delivery Site

		Service Delivery Point/Organization:						-						-

		District, Region						-						-																																										Data Management Assessment - Service Delivery Point

		Indicator(s) Reviewed:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Date of Review						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Reporting Period Verified						-						-																																										3		N/A		III - Data-collection and Reporting Forms and Tools

		Component of the M&E System 						Data Verifications								REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																								4		N/A		IV- Data Management Processes

																																																								5		N/A		V - Links with National Reporting System 

		Part 1:   Data Verifications																																																						6		N/A		VI - Use of data for decision making

		A - Documentation Review:						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								7				VII.  

				Review availability and completeness of all indicator source documents for the selected reporting period.				Indicator 1		Indicator 2		Indicator 3		Indicator 3																																										8				VIII.  

		1		Review available data sources for the reporting period being verified. Are all necessary data sources available for review?												1)																																								9				IX.  

																2)

																3)

																4)

				If no, determine how this might have affected reported numbers.																																																						Data and Reporting Verifications - Service Delivery Point

		2		Are all available data sources complete?												1)																																										VF		Indicators

																2)																																										-		Indicator 1

																3)																																										-		Indicator 2

																4)																																										-		Indicator 3

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 4

		3		Review the dates on the data sources.  Do all dates fall within the reporting period?												1)

																2)																																										Cross-Check 1		Name

																3)																																										-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

																4)																																										-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

		B - Recounting reported Results: 																																																								-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

		Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the data source. [A]																																																						Cross-Check 2		Name

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]																																																						-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		6		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-																																												-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)		no reported results;  no verified results																																								-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)																																										Cross-Check 3		Name

		C - Cross-check reported results with other data sources:																																																								-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).																																																								-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		Cross-Check 1:  Verify the primary source of data against the secondary source of data.  (If the cross-check conducted is different than the one that was planned, specify the cross-check performed in the cells to the right.)						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)																																										-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)

		1.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		1.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		1.3		Calculate % difference for cross check 1:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 2:  Cross-check secondary data source with the primary data source. (If cross-checks are different from the planned cross-check, i.e. the cross-checks entered on the Information Page, specify the cross-checks performed in the comment cells to the right.)    						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		2.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		2.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		2.3		Calculate % difference for cross check 2:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 3 :  Between stock movement and commodities distributed by the site.  						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		3.1		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		3.2		Enter the number of commodities received by the site during the reporting period. 

		3.3		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		3.4		Enter the number of commodities distributed by the site during the reporting period.

		3.5		Calculate % difference in cross check 3. (i.e., Distributed / (Beginning stock + Stock received - End stock)) If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.				-		-		-		-		1)

								-		-		-		-		2)

								-		-		-		-		3)

								-		-		-		-		4)



		Part 2.  Systems Assessment

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )

		I - M&E Structure, Functions and Capabilities

		1.1		All relevant staff have received appropriate training on the data management processes and tools.		N/A																

		1.2		The responsibility for recording the service delivery on the source document is clearly assigned to the relevant staff.		N/A																

		1.3		There are designated staff responsible for reviewing periodic reports prior to submission to the next level (e.g. sub-district, district or national levels).		N/A																

		1.4		There is a process in place to ensure that data compilation and reporting is completed in the event that the reponsible staff is not available to do the job (e.g. shared duties, a team approach etc.)		N/A																

		1.5		The health facility receives regular feedback on the quality of their submitted reports according to the guidelines.		N/A																

		1.6		The health facility receives regular supportive supervisory visits from district and/or national level staff according to the guidelines.		N/A																

		1.7		…If yes, the last visit was within the past three months.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		The National M&E Office has provided written guidelines to each sub-reporting level on …

		2.1		The Health Facility has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		N/A																

		2.2		The Health Facility has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		N/A																

		2.3		The health facility has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		N/A																

		2.4		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		N/A																

		3.2		…If yes, the standard forms/tools are consistently used by the service site.		N/A																

		3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.4		The health facility has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		N/A																

		3.5		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A																

		3.6		There are sufficient stocks of blank data collection and reporting forms at the service site.		N/A																

		IV- Data Management Processes				N/A

		4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly facility report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		The service delivery site routinely creates back-up files of Program data.		N/A																

		4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		The recording and reporting system avoids double counting people within and across service delivery sites (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A																

		4.6		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A																

		4.7		Relevant personal data are maintained according to national or international confidentiality guidelines.  		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																

		4.9		The health facility maintains an adequate archive of program documents (i.e. clean, dry, with sufficient space, etc).		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		6.1		The service delivery site develops charts, graphs, maps, etc.  (If yes, ask to see them.)		N/A																

		6.2		...If yes, there are assigned staff to develop them regularly.		N/A																

		6.3		There are assigned staff to interpret and analyze the data / results.		N/A																

		6.4		Staff at the health facility has access to guidance / technical assistance on data use (e.g. peer review meetings, or during supervisory visits).		N/A																

		6.5		The analyzed data / results are presented / disseminated to other information system stakeholders in the community in a timely manner so that the information can be used to inform decisions. (Ask to see an examples.)		N/A																

		6.6		When data are disseminated they include indications of any limitations that may exist in the data.  (If yes, ask to see examples.)		N/A																

		6.7		There are programmatic decisions taken by the service delivery site based on analyzed data / results.  (If yes, ask for examples.)		N/A																

						N/A



		Part 3 : Recommendations for the service delivery site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.  

				Identified Weaknesses		Description of Action Point										Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  Service Delivery Site
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Data Verifications - Service Delivery Site

Data and Reporting Verifications - Service Delivery Point	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





System Assessment - Service Delivery Sites

Data Management Assessment - Service Delivery Point	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 1

Cross-Check 1	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 3

Cross-Check 3	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 2

Cross-Check 2	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	







Service Delivery Site 11

		Data Verification and System Assessment Sheet - Service Delivery Site

		Service Delivery Point/Organization:						-						-

		District, Region						-						-																																										Data Management Assessment - Service Delivery Point

		Indicator(s) Reviewed:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Date of Review						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Reporting Period Verified						-						-																																										3		N/A		III - Data-collection and Reporting Forms and Tools

		Component of the M&E System 						Data Verifications								REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																								4		N/A		IV- Data Management Processes

																																																								5		N/A		V - Links with National Reporting System 

		Part 1:   Data Verifications																																																						6		N/A		VI - Use of data for decision making

		A - Documentation Review:						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								7				VII.  

				Review availability and completeness of all indicator source documents for the selected reporting period.				Indicator 1		Indicator 2		Indicator 3		Indicator 3																																										8				VIII.  

		1		Review available data sources for the reporting period being verified. Are all necessary data sources available for review?												1)																																								9				IX.  

																2)

																3)

																4)

				If no, determine how this might have affected reported numbers.																																																						Data and Reporting Verifications - Service Delivery Point

		2		Are all available data sources complete?												1)																																										VF		Indicators

																2)																																										-		Indicator 1

																3)																																										-		Indicator 2

																4)																																										-		Indicator 3

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 4

		3		Review the dates on the data sources.  Do all dates fall within the reporting period?												1)

																2)																																										Cross-Check 1		Name

																3)																																										-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

																4)																																										-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

		B - Recounting reported Results: 																																																								-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

		Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the data source. [A]																																																						Cross-Check 2		Name

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]																																																						-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		6		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-																																												-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)		no reported results;  no verified results																																								-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)																																										Cross-Check 3		Name

		C - Cross-check reported results with other data sources:																																																								-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).																																																								-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		Cross-Check 1:  Verify the primary source of data against the secondary source of data.  (If the cross-check conducted is different than the one that was planned, specify the cross-check performed in the cells to the right.)						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)																																										-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)

		1.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		1.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		1.3		Calculate % difference for cross check 1:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 2:  Cross-check secondary data source with the primary data source. (If cross-checks are different from the planned cross-check, i.e. the cross-checks entered on the Information Page, specify the cross-checks performed in the comment cells to the right.)    						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		2.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		2.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		2.3		Calculate % difference for cross check 2:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 3 :  Between stock movement and commodities distributed by the site.  						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		3.1		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		3.2		Enter the number of commodities received by the site during the reporting period. 

		3.3		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		3.4		Enter the number of commodities distributed by the site during the reporting period.

		3.5		Calculate % difference in cross check 3. (i.e., Distributed / (Beginning stock + Stock received - End stock)) If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.				-		-		-		-		1)

								-		-		-		-		2)

								-		-		-		-		3)

								-		-		-		-		4)



		Part 2.  Systems Assessment

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )

		I - M&E Structure, Functions and Capabilities

		1.1		All relevant staff have received appropriate training on the data management processes and tools.		N/A																

		1.2		The responsibility for recording the service delivery on the source document is clearly assigned to the relevant staff.		N/A																

		1.3		There are designated staff responsible for reviewing periodic reports prior to submission to the next level (e.g. sub-district, district or national levels).		N/A																

		1.4		There is a process in place to ensure that data compilation and reporting is completed in the event that the reponsible staff is not available to do the job (e.g. shared duties, a team approach etc.)		N/A																

		1.5		The health facility receives regular feedback on the quality of their submitted reports according to the guidelines.		N/A																

		1.6		The health facility receives regular supportive supervisory visits from district and/or national level staff according to the guidelines.		N/A																

		1.7		…If yes, the last visit was within the past three months.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		The National M&E Office has provided written guidelines to each sub-reporting level on …

		2.1		The Health Facility has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		N/A																

		2.2		The Health Facility has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		N/A																

		2.3		The health facility has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		N/A																

		2.4		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		N/A																

		3.2		…If yes, the standard forms/tools are consistently used by the service site.		N/A																

		3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.4		The health facility has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		N/A																

		3.5		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A																

		3.6		There are sufficient stocks of blank data collection and reporting forms at the service site.		N/A																

		IV- Data Management Processes				N/A

		4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly facility report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		The service delivery site routinely creates back-up files of Program data.		N/A																

		4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		The recording and reporting system avoids double counting people within and across service delivery sites (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A																

		4.6		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A																

		4.7		Relevant personal data are maintained according to national or international confidentiality guidelines.  		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																

		4.9		The health facility maintains an adequate archive of program documents (i.e. clean, dry, with sufficient space, etc).		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		6.1		The service delivery site develops charts, graphs, maps, etc.  (If yes, ask to see them.)		N/A																

		6.2		...If yes, there are assigned staff to develop them regularly.		N/A																

		6.3		There are assigned staff to interpret and analyze the data / results.		N/A																

		6.4		Staff at the health facility has access to guidance / technical assistance on data use (e.g. peer review meetings, or during supervisory visits).		N/A																

		6.5		The analyzed data / results are presented / disseminated to other information system stakeholders in the community in a timely manner so that the information can be used to inform decisions. (Ask to see an examples.)		N/A																

		6.6		When data are disseminated they include indications of any limitations that may exist in the data.  (If yes, ask to see examples.)		N/A																

		6.7		There are programmatic decisions taken by the service delivery site based on analyzed data / results.  (If yes, ask for examples.)		N/A																

						N/A



		Part 3 : Recommendations for the service delivery site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.  

				Identified Weaknesses		Description of Action Point										Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  Service Delivery Site
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Data Verifications - Service Delivery Site

Data and Reporting Verifications - Service Delivery Point	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





System Assessment - Service Delivery Sites

Data Management Assessment - Service Delivery Point	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 1

Cross-Check 1	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 3

Cross-Check 3	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 2

Cross-Check 2	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	
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		Data Verification and System Assessment Sheet - Service Delivery Site

		Service Delivery Point/Organization:						-						-

		District, Region						-						-																																										Data Management Assessment - Service Delivery Point

		Indicator(s) Reviewed:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Date of Review						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Reporting Period Verified						-						-																																										3		N/A		III - Data-collection and Reporting Forms and Tools

		Component of the M&E System 						Data Verifications								REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																								4		N/A		IV- Data Management Processes

																																																								5		N/A		V - Links with National Reporting System 

		Part 1:   Data Verifications																																																						6		N/A		VI - Use of data for decision making

		A - Documentation Review:						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								7				VII.  

				Review availability and completeness of all indicator source documents for the selected reporting period.				Indicator 1		Indicator 2		Indicator 3		Indicator 3																																										8				VIII.  

		1		Review available data sources for the reporting period being verified. Are all necessary data sources available for review?												1)																																								9				IX.  

																2)

																3)

																4)

				If no, determine how this might have affected reported numbers.																																																						Data and Reporting Verifications - Service Delivery Point

		2		Are all available data sources complete?												1)																																										VF		Indicators

																2)																																										-		Indicator 1

																3)																																										-		Indicator 2

																4)																																										-		Indicator 3

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 4

		3		Review the dates on the data sources.  Do all dates fall within the reporting period?												1)

																2)																																										Cross-Check 1		Name

																3)																																										-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

																4)																																										-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

		B - Recounting reported Results: 																																																								-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

		Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the data source. [A]																																																						Cross-Check 2		Name

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]																																																						-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		6		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-																																												-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)		no reported results;  no verified results																																								-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)																																										Cross-Check 3		Name

		C - Cross-check reported results with other data sources:																																																								-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).																																																								-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		Cross-Check 1:  Verify the primary source of data against the secondary source of data.  (If the cross-check conducted is different than the one that was planned, specify the cross-check performed in the cells to the right.)						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)																																										-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)

		1.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		1.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		1.3		Calculate % difference for cross check 1:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 2:  Cross-check secondary data source with the primary data source. (If cross-checks are different from the planned cross-check, i.e. the cross-checks entered on the Information Page, specify the cross-checks performed in the comment cells to the right.)    						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		2.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		2.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		2.3		Calculate % difference for cross check 2:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 3 :  Between stock movement and commodities distributed by the site.  						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		3.1		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		3.2		Enter the number of commodities received by the site during the reporting period. 

		3.3		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		3.4		Enter the number of commodities distributed by the site during the reporting period.

		3.5		Calculate % difference in cross check 3. (i.e., Distributed / (Beginning stock + Stock received - End stock)) If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.				-		-		-		-		1)

								-		-		-		-		2)

								-		-		-		-		3)

								-		-		-		-		4)



		Part 2.  Systems Assessment

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )

		I - M&E Structure, Functions and Capabilities

		1.1		All relevant staff have received appropriate training on the data management processes and tools.		N/A																

		1.2		The responsibility for recording the service delivery on the source document is clearly assigned to the relevant staff.		N/A																

		1.3		There are designated staff responsible for reviewing periodic reports prior to submission to the next level (e.g. sub-district, district or national levels).		N/A																

		1.4		There is a process in place to ensure that data compilation and reporting is completed in the event that the reponsible staff is not available to do the job (e.g. shared duties, a team approach etc.)		N/A																

		1.5		The health facility receives regular feedback on the quality of their submitted reports according to the guidelines.		N/A																

		1.6		The health facility receives regular supportive supervisory visits from district and/or national level staff according to the guidelines.		N/A																

		1.7		…If yes, the last visit was within the past three months.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		The National M&E Office has provided written guidelines to each sub-reporting level on …

		2.1		The Health Facility has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		N/A																

		2.2		The Health Facility has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		N/A																

		2.3		The health facility has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		N/A																

		2.4		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		N/A																

		3.2		…If yes, the standard forms/tools are consistently used by the service site.		N/A																

		3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.4		The health facility has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		N/A																

		3.5		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A																

		3.6		There are sufficient stocks of blank data collection and reporting forms at the service site.		N/A																

		IV- Data Management Processes				N/A

		4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly facility report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		The service delivery site routinely creates back-up files of Program data.		N/A																

		4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		The recording and reporting system avoids double counting people within and across service delivery sites (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A																

		4.6		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A																

		4.7		Relevant personal data are maintained according to national or international confidentiality guidelines.  		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																

		4.9		The health facility maintains an adequate archive of program documents (i.e. clean, dry, with sufficient space, etc).		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		6.1		The service delivery site develops charts, graphs, maps, etc.  (If yes, ask to see them.)		N/A																

		6.2		...If yes, there are assigned staff to develop them regularly.		N/A																

		6.3		There are assigned staff to interpret and analyze the data / results.		N/A																

		6.4		Staff at the health facility has access to guidance / technical assistance on data use (e.g. peer review meetings, or during supervisory visits).		N/A																

		6.5		The analyzed data / results are presented / disseminated to other information system stakeholders in the community in a timely manner so that the information can be used to inform decisions. (Ask to see an examples.)		N/A																

		6.6		When data are disseminated they include indications of any limitations that may exist in the data.  (If yes, ask to see examples.)		N/A																

		6.7		There are programmatic decisions taken by the service delivery site based on analyzed data / results.  (If yes, ask for examples.)		N/A																

						N/A



		Part 3 : Recommendations for the service delivery site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.  

				Identified Weaknesses		Description of Action Point										Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  Service Delivery Site
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Data Verifications - Service Delivery Site

Data and Reporting Verifications - Service Delivery Point	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





System Assessment - Service Delivery Sites

Data Management Assessment - Service Delivery Point	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 1

Cross-Check 1	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 3

Cross-Check 3	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 2

Cross-Check 2	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	
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		Data Verification and System Assessment Sheet - Service Delivery Site

		Service Delivery Point/Organization:						-						-

		District, Region						-						-																																										Data Management Assessment - Service Delivery Point

		Indicator(s) Reviewed:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Date of Review						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Reporting Period Verified						-						-																																										3		N/A		III - Data-collection and Reporting Forms and Tools

		Component of the M&E System 						Data Verifications								REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																								4		N/A		IV- Data Management Processes

																																																								5		N/A		V - Links with National Reporting System 

		Part 1:   Data Verifications																																																						6		N/A		VI - Use of data for decision making

		A - Documentation Review:						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								7				VII.  

				Review availability and completeness of all indicator source documents for the selected reporting period.				Indicator 1		Indicator 2		Indicator 3		Indicator 3																																										8				VIII.  

		1		Review available data sources for the reporting period being verified. Are all necessary data sources available for review?												1)																																								9				IX.  

																2)

																3)

																4)

				If no, determine how this might have affected reported numbers.																																																						Data and Reporting Verifications - Service Delivery Point

		2		Are all available data sources complete?												1)																																										VF		Indicators

																2)																																										-		Indicator 1

																3)																																										-		Indicator 2

																4)																																										-		Indicator 3

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 4

		3		Review the dates on the data sources.  Do all dates fall within the reporting period?												1)

																2)																																										Cross-Check 1		Name

																3)																																										-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

																4)																																										-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

		B - Recounting reported Results: 																																																								-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

		Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the data source. [A]																																																						Cross-Check 2		Name

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]																																																						-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		6		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-																																												-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)		no reported results;  no verified results																																								-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)																																										Cross-Check 3		Name

		C - Cross-check reported results with other data sources:																																																								-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).																																																								-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		Cross-Check 1:  Verify the primary source of data against the secondary source of data.  (If the cross-check conducted is different than the one that was planned, specify the cross-check performed in the cells to the right.)						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)																																										-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)

		1.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		1.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		1.3		Calculate % difference for cross check 1:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 2:  Cross-check secondary data source with the primary data source. (If cross-checks are different from the planned cross-check, i.e. the cross-checks entered on the Information Page, specify the cross-checks performed in the comment cells to the right.)    						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		2.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		2.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		2.3		Calculate % difference for cross check 2:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 3 :  Between stock movement and commodities distributed by the site.  						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		3.1		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		3.2		Enter the number of commodities received by the site during the reporting period. 

		3.3		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		3.4		Enter the number of commodities distributed by the site during the reporting period.

		3.5		Calculate % difference in cross check 3. (i.e., Distributed / (Beginning stock + Stock received - End stock)) If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.				-		-		-		-		1)

								-		-		-		-		2)

								-		-		-		-		3)

								-		-		-		-		4)



		Part 2.  Systems Assessment

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )

		I - M&E Structure, Functions and Capabilities

		1.1		All relevant staff have received appropriate training on the data management processes and tools.		N/A																

		1.2		The responsibility for recording the service delivery on the source document is clearly assigned to the relevant staff.		N/A																

		1.3		There are designated staff responsible for reviewing periodic reports prior to submission to the next level (e.g. sub-district, district or national levels).		N/A																

		1.4		There is a process in place to ensure that data compilation and reporting is completed in the event that the reponsible staff is not available to do the job (e.g. shared duties, a team approach etc.)		N/A																

		1.5		The health facility receives regular feedback on the quality of their submitted reports according to the guidelines.		N/A																

		1.6		The health facility receives regular supportive supervisory visits from district and/or national level staff according to the guidelines.		N/A																

		1.7		…If yes, the last visit was within the past three months.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		The National M&E Office has provided written guidelines to each sub-reporting level on …

		2.1		The Health Facility has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		N/A																

		2.2		The Health Facility has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		N/A																

		2.3		The health facility has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		N/A																

		2.4		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		N/A																

		3.2		…If yes, the standard forms/tools are consistently used by the service site.		N/A																

		3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.4		The health facility has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		N/A																

		3.5		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A																

		3.6		There are sufficient stocks of blank data collection and reporting forms at the service site.		N/A																

		IV- Data Management Processes				N/A

		4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly facility report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		The service delivery site routinely creates back-up files of Program data.		N/A																

		4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		The recording and reporting system avoids double counting people within and across service delivery sites (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A																

		4.6		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A																

		4.7		Relevant personal data are maintained according to national or international confidentiality guidelines.  		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																

		4.9		The health facility maintains an adequate archive of program documents (i.e. clean, dry, with sufficient space, etc).		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		6.1		The service delivery site develops charts, graphs, maps, etc.  (If yes, ask to see them.)		N/A																

		6.2		...If yes, there are assigned staff to develop them regularly.		N/A																

		6.3		There are assigned staff to interpret and analyze the data / results.		N/A																

		6.4		Staff at the health facility has access to guidance / technical assistance on data use (e.g. peer review meetings, or during supervisory visits).		N/A																

		6.5		The analyzed data / results are presented / disseminated to other information system stakeholders in the community in a timely manner so that the information can be used to inform decisions. (Ask to see an examples.)		N/A																

		6.6		When data are disseminated they include indications of any limitations that may exist in the data.  (If yes, ask to see examples.)		N/A																

		6.7		There are programmatic decisions taken by the service delivery site based on analyzed data / results.  (If yes, ask for examples.)		N/A																

						N/A



		Part 3 : Recommendations for the service delivery site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.  

				Identified Weaknesses		Description of Action Point										Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  Service Delivery Site
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Data Verifications - Service Delivery Site

Data and Reporting Verifications - Service Delivery Point	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





System Assessment - Service Delivery Sites

Data Management Assessment - Service Delivery Point	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 1

Cross-Check 1	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 3

Cross-Check 3	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 2

Cross-Check 2	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	
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		Data Verification and System Assessment Sheet - Service Delivery Site

		Service Delivery Point/Organization:						-						-

		District, Region						-						-																																										Data Management Assessment - Service Delivery Point

		Indicator(s) Reviewed:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Date of Review						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Reporting Period Verified						-						-																																										3		N/A		III - Data-collection and Reporting Forms and Tools

		Component of the M&E System 						Data Verifications								REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																								4		N/A		IV- Data Management Processes

																																																								5		N/A		V - Links with National Reporting System 

		Part 1:   Data Verifications																																																						6		N/A		VI - Use of data for decision making

		A - Documentation Review:						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								7				VII.  

				Review availability and completeness of all indicator source documents for the selected reporting period.				Indicator 1		Indicator 2		Indicator 3		Indicator 3																																										8				VIII.  

		1		Review available data sources for the reporting period being verified. Are all necessary data sources available for review?												1)																																								9				IX.  

																2)

																3)

																4)

				If no, determine how this might have affected reported numbers.																																																						Data and Reporting Verifications - Service Delivery Point

		2		Are all available data sources complete?												1)																																										VF		Indicators

																2)																																										-		Indicator 1

																3)																																										-		Indicator 2

																4)																																										-		Indicator 3

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 4

		3		Review the dates on the data sources.  Do all dates fall within the reporting period?												1)

																2)																																										Cross-Check 1		Name

																3)																																										-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

																4)																																										-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

		B - Recounting reported Results: 																																																								-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

		Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the data source. [A]																																																						Cross-Check 2		Name

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]																																																						-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		6		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-																																												-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)		no reported results;  no verified results																																								-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)																																										Cross-Check 3		Name

		C - Cross-check reported results with other data sources:																																																								-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).																																																								-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		Cross-Check 1:  Verify the primary source of data against the secondary source of data.  (If the cross-check conducted is different than the one that was planned, specify the cross-check performed in the cells to the right.)						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)																																										-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)

		1.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		1.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		1.3		Calculate % difference for cross check 1:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 2:  Cross-check secondary data source with the primary data source. (If cross-checks are different from the planned cross-check, i.e. the cross-checks entered on the Information Page, specify the cross-checks performed in the comment cells to the right.)    						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		2.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		2.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		2.3		Calculate % difference for cross check 2:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 3 :  Between stock movement and commodities distributed by the site.  						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		3.1		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		3.2		Enter the number of commodities received by the site during the reporting period. 

		3.3		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		3.4		Enter the number of commodities distributed by the site during the reporting period.

		3.5		Calculate % difference in cross check 3. (i.e., Distributed / (Beginning stock + Stock received - End stock)) If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.				-		-		-		-		1)

								-		-		-		-		2)

								-		-		-		-		3)

								-		-		-		-		4)



		Part 2.  Systems Assessment

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )

		I - M&E Structure, Functions and Capabilities

		1.1		All relevant staff have received appropriate training on the data management processes and tools.		N/A																

		1.2		The responsibility for recording the service delivery on the source document is clearly assigned to the relevant staff.		N/A																

		1.3		There are designated staff responsible for reviewing periodic reports prior to submission to the next level (e.g. sub-district, district or national levels).		N/A																

		1.4		There is a process in place to ensure that data compilation and reporting is completed in the event that the reponsible staff is not available to do the job (e.g. shared duties, a team approach etc.)		N/A																

		1.5		The health facility receives regular feedback on the quality of their submitted reports according to the guidelines.		N/A																

		1.6		The health facility receives regular supportive supervisory visits from district and/or national level staff according to the guidelines.		N/A																

		1.7		…If yes, the last visit was within the past three months.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		The National M&E Office has provided written guidelines to each sub-reporting level on …

		2.1		The Health Facility has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		N/A																

		2.2		The Health Facility has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		N/A																

		2.3		The health facility has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		N/A																

		2.4		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		N/A																

		3.2		…If yes, the standard forms/tools are consistently used by the service site.		N/A																

		3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.4		The health facility has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		N/A																

		3.5		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A																

		3.6		There are sufficient stocks of blank data collection and reporting forms at the service site.		N/A																

		IV- Data Management Processes				N/A

		4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly facility report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		The service delivery site routinely creates back-up files of Program data.		N/A																

		4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		The recording and reporting system avoids double counting people within and across service delivery sites (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A																

		4.6		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A																

		4.7		Relevant personal data are maintained according to national or international confidentiality guidelines.  		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																

		4.9		The health facility maintains an adequate archive of program documents (i.e. clean, dry, with sufficient space, etc).		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		6.1		The service delivery site develops charts, graphs, maps, etc.  (If yes, ask to see them.)		N/A																

		6.2		...If yes, there are assigned staff to develop them regularly.		N/A																

		6.3		There are assigned staff to interpret and analyze the data / results.		N/A																

		6.4		Staff at the health facility has access to guidance / technical assistance on data use (e.g. peer review meetings, or during supervisory visits).		N/A																

		6.5		The analyzed data / results are presented / disseminated to other information system stakeholders in the community in a timely manner so that the information can be used to inform decisions. (Ask to see an examples.)		N/A																

		6.6		When data are disseminated they include indications of any limitations that may exist in the data.  (If yes, ask to see examples.)		N/A																

		6.7		There are programmatic decisions taken by the service delivery site based on analyzed data / results.  (If yes, ask for examples.)		N/A																

						N/A



		Part 3 : Recommendations for the service delivery site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.  

				Identified Weaknesses		Description of Action Point										Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  Service Delivery Site
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Data Verifications - Service Delivery Site

Data and Reporting Verifications - Service Delivery Point	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





System Assessment - Service Delivery Sites

Data Management Assessment - Service Delivery Point	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 1

Cross-Check 1	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 3

Cross-Check 3	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 2

Cross-Check 2	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	







Service Delivery Site 15

		Data Verification and System Assessment Sheet - Service Delivery Site

		Service Delivery Point/Organization:						-						-

		District, Region						-						-																																										Data Management Assessment - Service Delivery Point

		Indicator(s) Reviewed:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Date of Review						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Reporting Period Verified						-						-																																										3		N/A		III - Data-collection and Reporting Forms and Tools

		Component of the M&E System 						Data Verifications								REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																								4		N/A		IV- Data Management Processes

																																																								5		N/A		V - Links with National Reporting System 

		Part 1:   Data Verifications																																																						6		N/A		VI - Use of data for decision making

		A - Documentation Review:						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								7				VII.  

				Review availability and completeness of all indicator source documents for the selected reporting period.				Indicator 1		Indicator 2		Indicator 3		Indicator 3																																										8				VIII.  

		1		Review available data sources for the reporting period being verified. Are all necessary data sources available for review?												1)																																								9				IX.  

																2)

																3)

																4)

				If no, determine how this might have affected reported numbers.																																																						Data and Reporting Verifications - Service Delivery Point

		2		Are all available data sources complete?												1)																																										VF		Indicators

																2)																																										-		Indicator 1

																3)																																										-		Indicator 2

																4)																																										-		Indicator 3

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 4

		3		Review the dates on the data sources.  Do all dates fall within the reporting period?												1)

																2)																																										Cross-Check 1		Name

																3)																																										-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

																4)																																										-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

		B - Recounting reported Results: 																																																								-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

		Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the data source. [A]																																																						Cross-Check 2		Name

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]																																																						-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		6		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-																																												-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)		no reported results;  no verified results																																								-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)																																										Cross-Check 3		Name

		C - Cross-check reported results with other data sources:																																																								-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).																																																								-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		Cross-Check 1:  Verify the primary source of data against the secondary source of data.  (If the cross-check conducted is different than the one that was planned, specify the cross-check performed in the cells to the right.)						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)																																										-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)

		1.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		1.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		1.3		Calculate % difference for cross check 1:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 2:  Cross-check secondary data source with the primary data source. (If cross-checks are different from the planned cross-check, i.e. the cross-checks entered on the Information Page, specify the cross-checks performed in the comment cells to the right.)    						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		2.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		2.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		2.3		Calculate % difference for cross check 2:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 3 :  Between stock movement and commodities distributed by the site.  						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		3.1		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		3.2		Enter the number of commodities received by the site during the reporting period. 

		3.3		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		3.4		Enter the number of commodities distributed by the site during the reporting period.

		3.5		Calculate % difference in cross check 3. (i.e., Distributed / (Beginning stock + Stock received - End stock)) If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.				-		-		-		-		1)

								-		-		-		-		2)

								-		-		-		-		3)

								-		-		-		-		4)



		Part 2.  Systems Assessment

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )

		I - M&E Structure, Functions and Capabilities

		1.1		All relevant staff have received appropriate training on the data management processes and tools.		N/A																

		1.2		The responsibility for recording the service delivery on the source document is clearly assigned to the relevant staff.		N/A																

		1.3		There are designated staff responsible for reviewing periodic reports prior to submission to the next level (e.g. sub-district, district or national levels).		N/A																

		1.4		There is a process in place to ensure that data compilation and reporting is completed in the event that the reponsible staff is not available to do the job (e.g. shared duties, a team approach etc.)		N/A																

		1.5		The health facility receives regular feedback on the quality of their submitted reports according to the guidelines.		N/A																

		1.6		The health facility receives regular supportive supervisory visits from district and/or national level staff according to the guidelines.		N/A																

		1.7		…If yes, the last visit was within the past three months.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		The National M&E Office has provided written guidelines to each sub-reporting level on …

		2.1		The Health Facility has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		N/A																

		2.2		The Health Facility has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		N/A																

		2.3		The health facility has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		N/A																

		2.4		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		N/A																

		3.2		…If yes, the standard forms/tools are consistently used by the service site.		N/A																

		3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.4		The health facility has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		N/A																

		3.5		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A																

		3.6		There are sufficient stocks of blank data collection and reporting forms at the service site.		N/A																

		IV- Data Management Processes				N/A

		4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly facility report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		The service delivery site routinely creates back-up files of Program data.		N/A																

		4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		The recording and reporting system avoids double counting people within and across service delivery sites (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A																

		4.6		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A																

		4.7		Relevant personal data are maintained according to national or international confidentiality guidelines.  		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																

		4.9		The health facility maintains an adequate archive of program documents (i.e. clean, dry, with sufficient space, etc).		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		6.1		The service delivery site develops charts, graphs, maps, etc.  (If yes, ask to see them.)		N/A																

		6.2		...If yes, there are assigned staff to develop them regularly.		N/A																

		6.3		There are assigned staff to interpret and analyze the data / results.		N/A																

		6.4		Staff at the health facility has access to guidance / technical assistance on data use (e.g. peer review meetings, or during supervisory visits).		N/A																

		6.5		The analyzed data / results are presented / disseminated to other information system stakeholders in the community in a timely manner so that the information can be used to inform decisions. (Ask to see an examples.)		N/A																

		6.6		When data are disseminated they include indications of any limitations that may exist in the data.  (If yes, ask to see examples.)		N/A																

		6.7		There are programmatic decisions taken by the service delivery site based on analyzed data / results.  (If yes, ask for examples.)		N/A																

						N/A



		Part 3 : Recommendations for the service delivery site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.  

				Identified Weaknesses		Description of Action Point										Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  Service Delivery Site
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Data Verifications - Service Delivery Site

Data and Reporting Verifications - Service Delivery Point	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





System Assessment - Service Delivery Sites

Data Management Assessment - Service Delivery Point	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 1

Cross-Check 1	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 3

Cross-Check 3	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 2

Cross-Check 2	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	
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		Data Verification and System Assessment Sheet - Service Delivery Site

		Service Delivery Point/Organization:						-						-

		District, Region						-						-																																										Data Management Assessment - Service Delivery Point

		Indicator(s) Reviewed:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Date of Review						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Reporting Period Verified						-						-																																										3		N/A		III - Data-collection and Reporting Forms and Tools

		Component of the M&E System 						Data Verifications								REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																								4		N/A		IV- Data Management Processes

																																																								5		N/A		V - Links with National Reporting System 

		Part 1:   Data Verifications																																																						6		N/A		VI - Use of data for decision making

		A - Documentation Review:						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								7				VII.  

				Review availability and completeness of all indicator source documents for the selected reporting period.				Indicator 1		Indicator 2		Indicator 3		Indicator 3																																										8				VIII.  

		1		Review available data sources for the reporting period being verified. Are all necessary data sources available for review?												1)																																								9				IX.  

																2)

																3)

																4)

				If no, determine how this might have affected reported numbers.																																																						Data and Reporting Verifications - Service Delivery Point

		2		Are all available data sources complete?												1)																																										VF		Indicators

																2)																																										-		Indicator 1

																3)																																										-		Indicator 2

																4)																																										-		Indicator 3

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 4

		3		Review the dates on the data sources.  Do all dates fall within the reporting period?												1)

																2)																																										Cross-Check 1		Name

																3)																																										-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

																4)																																										-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

		B - Recounting reported Results: 																																																								-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

		Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the data source. [A]																																																						Cross-Check 2		Name

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]																																																						-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		6		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-																																												-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)		no reported results;  no verified results																																								-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)																																										Cross-Check 3		Name

		C - Cross-check reported results with other data sources:																																																								-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).																																																								-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		Cross-Check 1:  Verify the primary source of data against the secondary source of data.  (If the cross-check conducted is different than the one that was planned, specify the cross-check performed in the cells to the right.)						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)																																										-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)

		1.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		1.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		1.3		Calculate % difference for cross check 1:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 2:  Cross-check secondary data source with the primary data source. (If cross-checks are different from the planned cross-check, i.e. the cross-checks entered on the Information Page, specify the cross-checks performed in the comment cells to the right.)    						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		2.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		2.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		2.3		Calculate % difference for cross check 2:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 3 :  Between stock movement and commodities distributed by the site.  						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		3.1		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		3.2		Enter the number of commodities received by the site during the reporting period. 

		3.3		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		3.4		Enter the number of commodities distributed by the site during the reporting period.

		3.5		Calculate % difference in cross check 3. (i.e., Distributed / (Beginning stock + Stock received - End stock)) If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.				-		-		-		-		1)

								-		-		-		-		2)

								-		-		-		-		3)

								-		-		-		-		4)



		Part 2.  Systems Assessment

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )

		I - M&E Structure, Functions and Capabilities

		1.1		All relevant staff have received appropriate training on the data management processes and tools.		N/A																

		1.2		The responsibility for recording the service delivery on the source document is clearly assigned to the relevant staff.		N/A																

		1.3		There are designated staff responsible for reviewing periodic reports prior to submission to the next level (e.g. sub-district, district or national levels).		N/A																

		1.4		There is a process in place to ensure that data compilation and reporting is completed in the event that the reponsible staff is not available to do the job (e.g. shared duties, a team approach etc.)		N/A																

		1.5		The health facility receives regular feedback on the quality of their submitted reports according to the guidelines.		N/A																

		1.6		The health facility receives regular supportive supervisory visits from district and/or national level staff according to the guidelines.		N/A																

		1.7		…If yes, the last visit was within the past three months.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		The National M&E Office has provided written guidelines to each sub-reporting level on …

		2.1		The Health Facility has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		N/A																

		2.2		The Health Facility has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		N/A																

		2.3		The health facility has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		N/A																

		2.4		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		N/A																

		3.2		…If yes, the standard forms/tools are consistently used by the service site.		N/A																

		3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.4		The health facility has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		N/A																

		3.5		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A																

		3.6		There are sufficient stocks of blank data collection and reporting forms at the service site.		N/A																

		IV- Data Management Processes				N/A

		4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly facility report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		The service delivery site routinely creates back-up files of Program data.		N/A																

		4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		The recording and reporting system avoids double counting people within and across service delivery sites (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A																

		4.6		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A																

		4.7		Relevant personal data are maintained according to national or international confidentiality guidelines.  		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																

		4.9		The health facility maintains an adequate archive of program documents (i.e. clean, dry, with sufficient space, etc).		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		6.1		The service delivery site develops charts, graphs, maps, etc.  (If yes, ask to see them.)		N/A																

		6.2		...If yes, there are assigned staff to develop them regularly.		N/A																

		6.3		There are assigned staff to interpret and analyze the data / results.		N/A																

		6.4		Staff at the health facility has access to guidance / technical assistance on data use (e.g. peer review meetings, or during supervisory visits).		N/A																

		6.5		The analyzed data / results are presented / disseminated to other information system stakeholders in the community in a timely manner so that the information can be used to inform decisions. (Ask to see an examples.)		N/A																

		6.6		When data are disseminated they include indications of any limitations that may exist in the data.  (If yes, ask to see examples.)		N/A																

		6.7		There are programmatic decisions taken by the service delivery site based on analyzed data / results.  (If yes, ask for examples.)		N/A																

						N/A



		Part 3 : Recommendations for the service delivery site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.  

				Identified Weaknesses		Description of Action Point										Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  Service Delivery Site























































































































Page &P


Data Verifications - Service Delivery Site

Data and Reporting Verifications - Service Delivery Point	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





System Assessment - Service Delivery Sites

Data Management Assessment - Service Delivery Point	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 1

Cross-Check 1	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 3

Cross-Check 3	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 2

Cross-Check 2	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	
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		Data Verification and System Assessment Sheet - Service Delivery Site

		Service Delivery Point/Organization:						-						-

		District, Region						-						-																																										Data Management Assessment - Service Delivery Point

		Indicator(s) Reviewed:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Date of Review						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Reporting Period Verified						-						-																																										3		N/A		III - Data-collection and Reporting Forms and Tools

		Component of the M&E System 						Data Verifications								REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																								4		N/A		IV- Data Management Processes

																																																								5		N/A		V - Links with National Reporting System 

		Part 1:   Data Verifications																																																						6		N/A		VI - Use of data for decision making

		A - Documentation Review:						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								7				VII.  

				Review availability and completeness of all indicator source documents for the selected reporting period.				Indicator 1		Indicator 2		Indicator 3		Indicator 3																																										8				VIII.  

		1		Review available data sources for the reporting period being verified. Are all necessary data sources available for review?												1)																																								9				IX.  

																2)

																3)

																4)

				If no, determine how this might have affected reported numbers.																																																						Data and Reporting Verifications - Service Delivery Point

		2		Are all available data sources complete?												1)																																										VF		Indicators

																2)																																										-		Indicator 1

																3)																																										-		Indicator 2

																4)																																										-		Indicator 3

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 4

		3		Review the dates on the data sources.  Do all dates fall within the reporting period?												1)

																2)																																										Cross-Check 1		Name

																3)																																										-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

																4)																																										-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

		B - Recounting reported Results: 																																																								-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

		Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the data source. [A]																																																						Cross-Check 2		Name

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]																																																						-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		6		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-																																												-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)		no reported results;  no verified results																																								-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)																																										Cross-Check 3		Name

		C - Cross-check reported results with other data sources:																																																								-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).																																																								-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		Cross-Check 1:  Verify the primary source of data against the secondary source of data.  (If the cross-check conducted is different than the one that was planned, specify the cross-check performed in the cells to the right.)						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)																																										-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)

		1.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		1.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		1.3		Calculate % difference for cross check 1:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 2:  Cross-check secondary data source with the primary data source. (If cross-checks are different from the planned cross-check, i.e. the cross-checks entered on the Information Page, specify the cross-checks performed in the comment cells to the right.)    						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		2.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		2.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		2.3		Calculate % difference for cross check 2:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 3 :  Between stock movement and commodities distributed by the site.  						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		3.1		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		3.2		Enter the number of commodities received by the site during the reporting period. 

		3.3		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		3.4		Enter the number of commodities distributed by the site during the reporting period.

		3.5		Calculate % difference in cross check 3. (i.e., Distributed / (Beginning stock + Stock received - End stock)) If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.				-		-		-		-		1)

								-		-		-		-		2)

								-		-		-		-		3)

								-		-		-		-		4)



		Part 2.  Systems Assessment

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )

		I - M&E Structure, Functions and Capabilities

		1.1		All relevant staff have received appropriate training on the data management processes and tools.		N/A																

		1.2		The responsibility for recording the service delivery on the source document is clearly assigned to the relevant staff.		N/A																

		1.3		There are designated staff responsible for reviewing periodic reports prior to submission to the next level (e.g. sub-district, district or national levels).		N/A																

		1.4		There is a process in place to ensure that data compilation and reporting is completed in the event that the reponsible staff is not available to do the job (e.g. shared duties, a team approach etc.)		N/A																

		1.5		The health facility receives regular feedback on the quality of their submitted reports according to the guidelines.		N/A																

		1.6		The health facility receives regular supportive supervisory visits from district and/or national level staff according to the guidelines.		N/A																

		1.7		…If yes, the last visit was within the past three months.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		The National M&E Office has provided written guidelines to each sub-reporting level on …

		2.1		The Health Facility has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		N/A																

		2.2		The Health Facility has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		N/A																

		2.3		The health facility has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		N/A																

		2.4		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		N/A																

		3.2		…If yes, the standard forms/tools are consistently used by the service site.		N/A																

		3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.4		The health facility has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		N/A																

		3.5		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A																

		3.6		There are sufficient stocks of blank data collection and reporting forms at the service site.		N/A																

		IV- Data Management Processes				N/A

		4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly facility report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		The service delivery site routinely creates back-up files of Program data.		N/A																

		4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		The recording and reporting system avoids double counting people within and across service delivery sites (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A																

		4.6		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A																

		4.7		Relevant personal data are maintained according to national or international confidentiality guidelines.  		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																

		4.9		The health facility maintains an adequate archive of program documents (i.e. clean, dry, with sufficient space, etc).		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		6.1		The service delivery site develops charts, graphs, maps, etc.  (If yes, ask to see them.)		N/A																

		6.2		...If yes, there are assigned staff to develop them regularly.		N/A																

		6.3		There are assigned staff to interpret and analyze the data / results.		N/A																

		6.4		Staff at the health facility has access to guidance / technical assistance on data use (e.g. peer review meetings, or during supervisory visits).		N/A																

		6.5		The analyzed data / results are presented / disseminated to other information system stakeholders in the community in a timely manner so that the information can be used to inform decisions. (Ask to see an examples.)		N/A																

		6.6		When data are disseminated they include indications of any limitations that may exist in the data.  (If yes, ask to see examples.)		N/A																

		6.7		There are programmatic decisions taken by the service delivery site based on analyzed data / results.  (If yes, ask for examples.)		N/A																

						N/A



		Part 3 : Recommendations for the service delivery site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.  

				Identified Weaknesses		Description of Action Point										Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  Service Delivery Site
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Data Verifications - Service Delivery Site

Data and Reporting Verifications - Service Delivery Point	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





System Assessment - Service Delivery Sites

Data Management Assessment - Service Delivery Point	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 1

Cross-Check 1	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 3

Cross-Check 3	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 2

Cross-Check 2	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	
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		Data Verification and System Assessment Sheet - Service Delivery Site

		Service Delivery Point/Organization:						-						-

		District, Region						-						-																																										Data Management Assessment - Service Delivery Point

		Indicator(s) Reviewed:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Date of Review						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Reporting Period Verified						-						-																																										3		N/A		III - Data-collection and Reporting Forms and Tools

		Component of the M&E System 						Data Verifications								REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																								4		N/A		IV- Data Management Processes

																																																								5		N/A		V - Links with National Reporting System 

		Part 1:   Data Verifications																																																						6		N/A		VI - Use of data for decision making

		A - Documentation Review:						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								7				VII.  

				Review availability and completeness of all indicator source documents for the selected reporting period.				Indicator 1		Indicator 2		Indicator 3		Indicator 3																																										8				VIII.  

		1		Review available data sources for the reporting period being verified. Are all necessary data sources available for review?												1)																																								9				IX.  

																2)

																3)

																4)

				If no, determine how this might have affected reported numbers.																																																						Data and Reporting Verifications - Service Delivery Point

		2		Are all available data sources complete?												1)																																										VF		Indicators

																2)																																										-		Indicator 1

																3)																																										-		Indicator 2

																4)																																										-		Indicator 3

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 4

		3		Review the dates on the data sources.  Do all dates fall within the reporting period?												1)

																2)																																										Cross-Check 1		Name

																3)																																										-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

																4)																																										-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

		B - Recounting reported Results: 																																																								-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

		Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the data source. [A]																																																						Cross-Check 2		Name

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]																																																						-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		6		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-																																												-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)		no reported results;  no verified results																																								-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)																																										Cross-Check 3		Name

		C - Cross-check reported results with other data sources:																																																								-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).																																																								-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		Cross-Check 1:  Verify the primary source of data against the secondary source of data.  (If the cross-check conducted is different than the one that was planned, specify the cross-check performed in the cells to the right.)						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)																																										-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)

		1.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		1.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		1.3		Calculate % difference for cross check 1:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 2:  Cross-check secondary data source with the primary data source. (If cross-checks are different from the planned cross-check, i.e. the cross-checks entered on the Information Page, specify the cross-checks performed in the comment cells to the right.)    						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		2.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		2.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		2.3		Calculate % difference for cross check 2:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 3 :  Between stock movement and commodities distributed by the site.  						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		3.1		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		3.2		Enter the number of commodities received by the site during the reporting period. 

		3.3		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		3.4		Enter the number of commodities distributed by the site during the reporting period.

		3.5		Calculate % difference in cross check 3. (i.e., Distributed / (Beginning stock + Stock received - End stock)) If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.				-		-		-		-		1)

								-		-		-		-		2)

								-		-		-		-		3)

								-		-		-		-		4)



		Part 2.  Systems Assessment

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )

		I - M&E Structure, Functions and Capabilities

		1.1		All relevant staff have received appropriate training on the data management processes and tools.		N/A																

		1.2		The responsibility for recording the service delivery on the source document is clearly assigned to the relevant staff.		N/A																

		1.3		There are designated staff responsible for reviewing periodic reports prior to submission to the next level (e.g. sub-district, district or national levels).		N/A																

		1.4		There is a process in place to ensure that data compilation and reporting is completed in the event that the reponsible staff is not available to do the job (e.g. shared duties, a team approach etc.)		N/A																

		1.5		The health facility receives regular feedback on the quality of their submitted reports according to the guidelines.		N/A																

		1.6		The health facility receives regular supportive supervisory visits from district and/or national level staff according to the guidelines.		N/A																

		1.7		…If yes, the last visit was within the past three months.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		The National M&E Office has provided written guidelines to each sub-reporting level on …

		2.1		The Health Facility has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		N/A																

		2.2		The Health Facility has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		N/A																

		2.3		The health facility has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		N/A																

		2.4		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		N/A																

		3.2		…If yes, the standard forms/tools are consistently used by the service site.		N/A																

		3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.4		The health facility has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		N/A																

		3.5		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A																

		3.6		There are sufficient stocks of blank data collection and reporting forms at the service site.		N/A																

		IV- Data Management Processes				N/A

		4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly facility report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		The service delivery site routinely creates back-up files of Program data.		N/A																

		4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		The recording and reporting system avoids double counting people within and across service delivery sites (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A																

		4.6		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A																

		4.7		Relevant personal data are maintained according to national or international confidentiality guidelines.  		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																

		4.9		The health facility maintains an adequate archive of program documents (i.e. clean, dry, with sufficient space, etc).		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		6.1		The service delivery site develops charts, graphs, maps, etc.  (If yes, ask to see them.)		N/A																

		6.2		...If yes, there are assigned staff to develop them regularly.		N/A																

		6.3		There are assigned staff to interpret and analyze the data / results.		N/A																

		6.4		Staff at the health facility has access to guidance / technical assistance on data use (e.g. peer review meetings, or during supervisory visits).		N/A																

		6.5		The analyzed data / results are presented / disseminated to other information system stakeholders in the community in a timely manner so that the information can be used to inform decisions. (Ask to see an examples.)		N/A																

		6.6		When data are disseminated they include indications of any limitations that may exist in the data.  (If yes, ask to see examples.)		N/A																

		6.7		There are programmatic decisions taken by the service delivery site based on analyzed data / results.  (If yes, ask for examples.)		N/A																

						N/A



		Part 3 : Recommendations for the service delivery site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.  

				Identified Weaknesses		Description of Action Point										Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  Service Delivery Site
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Data Verifications - Service Delivery Site

Data and Reporting Verifications - Service Delivery Point	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





System Assessment - Service Delivery Sites

Data Management Assessment - Service Delivery Point	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 1

Cross-Check 1	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 3

Cross-Check 3	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 2

Cross-Check 2	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	
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		Data Verification and System Assessment Sheet - Service Delivery Site

		Service Delivery Point/Organization:						-						-

		District, Region						-						-																																										Data Management Assessment - Service Delivery Point

		Indicator(s) Reviewed:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Date of Review						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Reporting Period Verified						-						-																																										3		N/A		III - Data-collection and Reporting Forms and Tools

		Component of the M&E System 						Data Verifications								REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																								4		N/A		IV- Data Management Processes

																																																								5		N/A		V - Links with National Reporting System 

		Part 1:   Data Verifications																																																						6		N/A		VI - Use of data for decision making

		A - Documentation Review:						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								7				VII.  

				Review availability and completeness of all indicator source documents for the selected reporting period.				Indicator 1		Indicator 2		Indicator 3		Indicator 3																																										8				VIII.  

		1		Review available data sources for the reporting period being verified. Are all necessary data sources available for review?												1)																																								9				IX.  

																2)

																3)

																4)

				If no, determine how this might have affected reported numbers.																																																						Data and Reporting Verifications - Service Delivery Point

		2		Are all available data sources complete?												1)																																										VF		Indicators

																2)																																										-		Indicator 1

																3)																																										-		Indicator 2

																4)																																										-		Indicator 3

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 4

		3		Review the dates on the data sources.  Do all dates fall within the reporting period?												1)

																2)																																										Cross-Check 1		Name

																3)																																										-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

																4)																																										-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

		B - Recounting reported Results: 																																																								-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

		Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the data source. [A]																																																						Cross-Check 2		Name

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]																																																						-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		6		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-																																												-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)		no reported results;  no verified results																																								-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)																																										Cross-Check 3		Name

		C - Cross-check reported results with other data sources:																																																								-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).																																																								-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		Cross-Check 1:  Verify the primary source of data against the secondary source of data.  (If the cross-check conducted is different than the one that was planned, specify the cross-check performed in the cells to the right.)						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)																																										-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)

		1.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		1.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		1.3		Calculate % difference for cross check 1:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 2:  Cross-check secondary data source with the primary data source. (If cross-checks are different from the planned cross-check, i.e. the cross-checks entered on the Information Page, specify the cross-checks performed in the comment cells to the right.)    						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		2.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		2.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		2.3		Calculate % difference for cross check 2:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 3 :  Between stock movement and commodities distributed by the site.  						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		3.1		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		3.2		Enter the number of commodities received by the site during the reporting period. 

		3.3		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		3.4		Enter the number of commodities distributed by the site during the reporting period.

		3.5		Calculate % difference in cross check 3. (i.e., Distributed / (Beginning stock + Stock received - End stock)) If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.				-		-		-		-		1)

								-		-		-		-		2)

								-		-		-		-		3)

								-		-		-		-		4)



		Part 2.  Systems Assessment

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )

		I - M&E Structure, Functions and Capabilities

		1.1		All relevant staff have received appropriate training on the data management processes and tools.		N/A																

		1.2		The responsibility for recording the service delivery on the source document is clearly assigned to the relevant staff.		N/A																

		1.3		There are designated staff responsible for reviewing periodic reports prior to submission to the next level (e.g. sub-district, district or national levels).		N/A																

		1.4		There is a process in place to ensure that data compilation and reporting is completed in the event that the reponsible staff is not available to do the job (e.g. shared duties, a team approach etc.)		N/A																

		1.5		The health facility receives regular feedback on the quality of their submitted reports according to the guidelines.		N/A																

		1.6		The health facility receives regular supportive supervisory visits from district and/or national level staff according to the guidelines.		N/A																

		1.7		…If yes, the last visit was within the past three months.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		The National M&E Office has provided written guidelines to each sub-reporting level on …

		2.1		The Health Facility has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		N/A																

		2.2		The Health Facility has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		N/A																

		2.3		The health facility has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		N/A																

		2.4		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		N/A																

		3.2		…If yes, the standard forms/tools are consistently used by the service site.		N/A																

		3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.4		The health facility has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		N/A																

		3.5		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A																

		3.6		There are sufficient stocks of blank data collection and reporting forms at the service site.		N/A																

		IV- Data Management Processes				N/A

		4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly facility report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		The service delivery site routinely creates back-up files of Program data.		N/A																

		4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		The recording and reporting system avoids double counting people within and across service delivery sites (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A																

		4.6		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A																

		4.7		Relevant personal data are maintained according to national or international confidentiality guidelines.  		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																

		4.9		The health facility maintains an adequate archive of program documents (i.e. clean, dry, with sufficient space, etc).		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		6.1		The service delivery site develops charts, graphs, maps, etc.  (If yes, ask to see them.)		N/A																

		6.2		...If yes, there are assigned staff to develop them regularly.		N/A																

		6.3		There are assigned staff to interpret and analyze the data / results.		N/A																

		6.4		Staff at the health facility has access to guidance / technical assistance on data use (e.g. peer review meetings, or during supervisory visits).		N/A																

		6.5		The analyzed data / results are presented / disseminated to other information system stakeholders in the community in a timely manner so that the information can be used to inform decisions. (Ask to see an examples.)		N/A																

		6.6		When data are disseminated they include indications of any limitations that may exist in the data.  (If yes, ask to see examples.)		N/A																

		6.7		There are programmatic decisions taken by the service delivery site based on analyzed data / results.  (If yes, ask for examples.)		N/A																

						N/A



		Part 3 : Recommendations for the service delivery site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.  

				Identified Weaknesses		Description of Action Point										Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  Service Delivery Site
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Data Verifications - Service Delivery Site

Data and Reporting Verifications - Service Delivery Point	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





System Assessment - Service Delivery Sites

Data Management Assessment - Service Delivery Point	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 1

Cross-Check 1	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 3

Cross-Check 3	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 2

Cross-Check 2	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	







Service Delivery Site 20

		Data Verification and System Assessment Sheet - Service Delivery Site

		Service Delivery Point/Organization:						-						-

		District, Region						-						-																																										Data Management Assessment - Service Delivery Point

		Indicator(s) Reviewed:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Date of Review						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Reporting Period Verified						-						-																																										3		N/A		III - Data-collection and Reporting Forms and Tools

		Component of the M&E System 						Data Verifications								REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																								4		N/A		IV- Data Management Processes

																																																								5		N/A		V - Links with National Reporting System 

		Part 1:   Data Verifications																																																						6		N/A		VI - Use of data for decision making

		A - Documentation Review:						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								7				VII.  

				Review availability and completeness of all indicator source documents for the selected reporting period.				Indicator 1		Indicator 2		Indicator 3		Indicator 3																																										8				VIII.  

		1		Review available data sources for the reporting period being verified. Are all necessary data sources available for review?												1)																																								9				IX.  

																2)

																3)

																4)

				If no, determine how this might have affected reported numbers.																																																						Data and Reporting Verifications - Service Delivery Point

		2		Are all available data sources complete?												1)																																										VF		Indicators

																2)																																										-		Indicator 1

																3)																																										-		Indicator 2

																4)																																										-		Indicator 3

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 4

		3		Review the dates on the data sources.  Do all dates fall within the reporting period?												1)

																2)																																										Cross-Check 1		Name

																3)																																										-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

																4)																																										-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

		B - Recounting reported Results: 																																																								-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

		Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the data source. [A]																																																						Cross-Check 2		Name

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]																																																						-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		6		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-																																												-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)		no reported results;  no verified results																																								-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)																																										Cross-Check 3		Name

		C - Cross-check reported results with other data sources:																																																								-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).																																																								-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		Cross-Check 1:  Verify the primary source of data against the secondary source of data.  (If the cross-check conducted is different than the one that was planned, specify the cross-check performed in the cells to the right.)						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)																																										-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)

		1.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		1.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		1.3		Calculate % difference for cross check 1:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 2:  Cross-check secondary data source with the primary data source. (If cross-checks are different from the planned cross-check, i.e. the cross-checks entered on the Information Page, specify the cross-checks performed in the comment cells to the right.)    						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		2.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		2.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		2.3		Calculate % difference for cross check 2:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 3 :  Between stock movement and commodities distributed by the site.  						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		3.1		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		3.2		Enter the number of commodities received by the site during the reporting period. 

		3.3		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		3.4		Enter the number of commodities distributed by the site during the reporting period.

		3.5		Calculate % difference in cross check 3. (i.e., Distributed / (Beginning stock + Stock received - End stock)) If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.				-		-		-		-		1)

								-		-		-		-		2)

								-		-		-		-		3)

								-		-		-		-		4)



		Part 2.  Systems Assessment

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )

		I - M&E Structure, Functions and Capabilities

		1.1		All relevant staff have received appropriate training on the data management processes and tools.		N/A																

		1.2		The responsibility for recording the service delivery on the source document is clearly assigned to the relevant staff.		N/A																

		1.3		There are designated staff responsible for reviewing periodic reports prior to submission to the next level (e.g. sub-district, district or national levels).		N/A																

		1.4		There is a process in place to ensure that data compilation and reporting is completed in the event that the reponsible staff is not available to do the job (e.g. shared duties, a team approach etc.)		N/A																

		1.5		The health facility receives regular feedback on the quality of their submitted reports according to the guidelines.		N/A																

		1.6		The health facility receives regular supportive supervisory visits from district and/or national level staff according to the guidelines.		N/A																

		1.7		…If yes, the last visit was within the past three months.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		The National M&E Office has provided written guidelines to each sub-reporting level on …

		2.1		The Health Facility has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		N/A																

		2.2		The Health Facility has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		N/A																

		2.3		The health facility has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		N/A																

		2.4		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		N/A																

		3.2		…If yes, the standard forms/tools are consistently used by the service site.		N/A																

		3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.4		The health facility has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		N/A																

		3.5		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A																

		3.6		There are sufficient stocks of blank data collection and reporting forms at the service site.		N/A																

		IV- Data Management Processes				N/A

		4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly facility report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		The service delivery site routinely creates back-up files of Program data.		N/A																

		4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		The recording and reporting system avoids double counting people within and across service delivery sites (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A																

		4.6		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A																

		4.7		Relevant personal data are maintained according to national or international confidentiality guidelines.  		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																

		4.9		The health facility maintains an adequate archive of program documents (i.e. clean, dry, with sufficient space, etc).		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		6.1		The service delivery site develops charts, graphs, maps, etc.  (If yes, ask to see them.)		N/A																

		6.2		...If yes, there are assigned staff to develop them regularly.		N/A																

		6.3		There are assigned staff to interpret and analyze the data / results.		N/A																

		6.4		Staff at the health facility has access to guidance / technical assistance on data use (e.g. peer review meetings, or during supervisory visits).		N/A																

		6.5		The analyzed data / results are presented / disseminated to other information system stakeholders in the community in a timely manner so that the information can be used to inform decisions. (Ask to see an examples.)		N/A																

		6.6		When data are disseminated they include indications of any limitations that may exist in the data.  (If yes, ask to see examples.)		N/A																

		6.7		There are programmatic decisions taken by the service delivery site based on analyzed data / results.  (If yes, ask for examples.)		N/A																

						N/A



		Part 3 : Recommendations for the service delivery site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.  

				Identified Weaknesses		Description of Action Point										Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  Service Delivery Site
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Data Verifications - Service Delivery Site

Data and Reporting Verifications - Service Delivery Point	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





System Assessment - Service Delivery Sites

Data Management Assessment - Service Delivery Point	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 1

Cross-Check 1	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 3

Cross-Check 3	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 2

Cross-Check 2	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	







Service Delivery Site 21

		Data Verification and System Assessment Sheet - Service Delivery Site

		Service Delivery Point/Organization:						-						-

		District, Region						-						-																																										Data Management Assessment - Service Delivery Point

		Indicator(s) Reviewed:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Date of Review						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Reporting Period Verified						-						-																																										3		N/A		III - Data-collection and Reporting Forms and Tools

		Component of the M&E System 						Data Verifications								REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																								4		N/A		IV- Data Management Processes

																																																								5		N/A		V - Links with National Reporting System 

		Part 1:   Data Verifications																																																						6		N/A		VI - Use of data for decision making

		A - Documentation Review:						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								7				VII.  

				Review availability and completeness of all indicator source documents for the selected reporting period.				Indicator 1		Indicator 2		Indicator 3		Indicator 3																																										8				VIII.  

		1		Review available data sources for the reporting period being verified. Are all necessary data sources available for review?												1)																																								9				IX.  

																2)

																3)

																4)

				If no, determine how this might have affected reported numbers.																																																						Data and Reporting Verifications - Service Delivery Point

		2		Are all available data sources complete?												1)																																										VF		Indicators

																2)																																										-		Indicator 1

																3)																																										-		Indicator 2

																4)																																										-		Indicator 3

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 4

		3		Review the dates on the data sources.  Do all dates fall within the reporting period?												1)

																2)																																										Cross-Check 1		Name

																3)																																										-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

																4)																																										-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

		B - Recounting reported Results: 																																																								-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

		Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the data source. [A]																																																						Cross-Check 2		Name

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]																																																						-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		6		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-																																												-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)		no reported results;  no verified results																																								-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)																																										Cross-Check 3		Name

		C - Cross-check reported results with other data sources:																																																								-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).																																																								-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		Cross-Check 1:  Verify the primary source of data against the secondary source of data.  (If the cross-check conducted is different than the one that was planned, specify the cross-check performed in the cells to the right.)						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)																																										-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)

		1.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		1.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		1.3		Calculate % difference for cross check 1:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 2:  Cross-check secondary data source with the primary data source. (If cross-checks are different from the planned cross-check, i.e. the cross-checks entered on the Information Page, specify the cross-checks performed in the comment cells to the right.)    						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		2.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		2.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		2.3		Calculate % difference for cross check 2:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 3 :  Between stock movement and commodities distributed by the site.  						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		3.1		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		3.2		Enter the number of commodities received by the site during the reporting period. 

		3.3		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		3.4		Enter the number of commodities distributed by the site during the reporting period.

		3.5		Calculate % difference in cross check 3. (i.e., Distributed / (Beginning stock + Stock received - End stock)) If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.				-		-		-		-		1)

								-		-		-		-		2)

								-		-		-		-		3)

								-		-		-		-		4)



		Part 2.  Systems Assessment

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )

		I - M&E Structure, Functions and Capabilities

		1.1		All relevant staff have received appropriate training on the data management processes and tools.		N/A																

		1.2		The responsibility for recording the service delivery on the source document is clearly assigned to the relevant staff.		N/A																

		1.3		There are designated staff responsible for reviewing periodic reports prior to submission to the next level (e.g. sub-district, district or national levels).		N/A																

		1.4		There is a process in place to ensure that data compilation and reporting is completed in the event that the reponsible staff is not available to do the job (e.g. shared duties, a team approach etc.)		N/A																

		1.5		The health facility receives regular feedback on the quality of their submitted reports according to the guidelines.		N/A																

		1.6		The health facility receives regular supportive supervisory visits from district and/or national level staff according to the guidelines.		N/A																

		1.7		…If yes, the last visit was within the past three months.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		The National M&E Office has provided written guidelines to each sub-reporting level on …

		2.1		The Health Facility has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		N/A																

		2.2		The Health Facility has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		N/A																

		2.3		The health facility has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		N/A																

		2.4		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		N/A																

		3.2		…If yes, the standard forms/tools are consistently used by the service site.		N/A																

		3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.4		The health facility has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		N/A																

		3.5		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A																

		3.6		There are sufficient stocks of blank data collection and reporting forms at the service site.		N/A																

		IV- Data Management Processes				N/A

		4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly facility report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		The service delivery site routinely creates back-up files of Program data.		N/A																

		4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		The recording and reporting system avoids double counting people within and across service delivery sites (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A																

		4.6		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A																

		4.7		Relevant personal data are maintained according to national or international confidentiality guidelines.  		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																

		4.9		The health facility maintains an adequate archive of program documents (i.e. clean, dry, with sufficient space, etc).		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		6.1		The service delivery site develops charts, graphs, maps, etc.  (If yes, ask to see them.)		N/A																

		6.2		...If yes, there are assigned staff to develop them regularly.		N/A																

		6.3		There are assigned staff to interpret and analyze the data / results.		N/A																

		6.4		Staff at the health facility has access to guidance / technical assistance on data use (e.g. peer review meetings, or during supervisory visits).		N/A																

		6.5		The analyzed data / results are presented / disseminated to other information system stakeholders in the community in a timely manner so that the information can be used to inform decisions. (Ask to see an examples.)		N/A																

		6.6		When data are disseminated they include indications of any limitations that may exist in the data.  (If yes, ask to see examples.)		N/A																

		6.7		There are programmatic decisions taken by the service delivery site based on analyzed data / results.  (If yes, ask for examples.)		N/A																

						N/A



		Part 3 : Recommendations for the service delivery site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.  

				Identified Weaknesses		Description of Action Point										Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  Service Delivery Site
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Data Verifications - Service Delivery Site

Data and Reporting Verifications - Service Delivery Point	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





System Assessment - Service Delivery Sites

Data Management Assessment - Service Delivery Point	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 1

Cross-Check 1	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 3

Cross-Check 3	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 2

Cross-Check 2	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	
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		Data Verification and System Assessment Sheet - Service Delivery Site

		Service Delivery Point/Organization:						-						-

		District, Region						-						-																																										Data Management Assessment - Service Delivery Point

		Indicator(s) Reviewed:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Date of Review						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Reporting Period Verified						-						-																																										3		N/A		III - Data-collection and Reporting Forms and Tools

		Component of the M&E System 						Data Verifications								REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																								4		N/A		IV- Data Management Processes

																																																								5		N/A		V - Links with National Reporting System 

		Part 1:   Data Verifications																																																						6		N/A		VI - Use of data for decision making

		A - Documentation Review:						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								7				VII.  

				Review availability and completeness of all indicator source documents for the selected reporting period.				Indicator 1		Indicator 2		Indicator 3		Indicator 3																																										8				VIII.  

		1		Review available data sources for the reporting period being verified. Are all necessary data sources available for review?												1)																																								9				IX.  

																2)

																3)

																4)

				If no, determine how this might have affected reported numbers.																																																						Data and Reporting Verifications - Service Delivery Point

		2		Are all available data sources complete?												1)																																										VF		Indicators

																2)																																										-		Indicator 1

																3)																																										-		Indicator 2

																4)																																										-		Indicator 3

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 4

		3		Review the dates on the data sources.  Do all dates fall within the reporting period?												1)

																2)																																										Cross-Check 1		Name

																3)																																										-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

																4)																																										-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

		B - Recounting reported Results: 																																																								-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

		Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the data source. [A]																																																						Cross-Check 2		Name

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]																																																						-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		6		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-																																												-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)		no reported results;  no verified results																																								-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)																																										Cross-Check 3		Name

		C - Cross-check reported results with other data sources:																																																								-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).																																																								-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		Cross-Check 1:  Verify the primary source of data against the secondary source of data.  (If the cross-check conducted is different than the one that was planned, specify the cross-check performed in the cells to the right.)						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)																																										-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)

		1.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		1.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		1.3		Calculate % difference for cross check 1:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 2:  Cross-check secondary data source with the primary data source. (If cross-checks are different from the planned cross-check, i.e. the cross-checks entered on the Information Page, specify the cross-checks performed in the comment cells to the right.)    						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		2.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		2.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		2.3		Calculate % difference for cross check 2:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 3 :  Between stock movement and commodities distributed by the site.  						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		3.1		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		3.2		Enter the number of commodities received by the site during the reporting period. 

		3.3		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		3.4		Enter the number of commodities distributed by the site during the reporting period.

		3.5		Calculate % difference in cross check 3. (i.e., Distributed / (Beginning stock + Stock received - End stock)) If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.				-		-		-		-		1)

								-		-		-		-		2)

								-		-		-		-		3)

								-		-		-		-		4)



		Part 2.  Systems Assessment

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )

		I - M&E Structure, Functions and Capabilities

		1.1		All relevant staff have received appropriate training on the data management processes and tools.		N/A																

		1.2		The responsibility for recording the service delivery on the source document is clearly assigned to the relevant staff.		N/A																

		1.3		There are designated staff responsible for reviewing periodic reports prior to submission to the next level (e.g. sub-district, district or national levels).		N/A																

		1.4		There is a process in place to ensure that data compilation and reporting is completed in the event that the reponsible staff is not available to do the job (e.g. shared duties, a team approach etc.)		N/A																

		1.5		The health facility receives regular feedback on the quality of their submitted reports according to the guidelines.		N/A																

		1.6		The health facility receives regular supportive supervisory visits from district and/or national level staff according to the guidelines.		N/A																

		1.7		…If yes, the last visit was within the past three months.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		The National M&E Office has provided written guidelines to each sub-reporting level on …

		2.1		The Health Facility has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		N/A																

		2.2		The Health Facility has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		N/A																

		2.3		The health facility has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		N/A																

		2.4		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		N/A																

		3.2		…If yes, the standard forms/tools are consistently used by the service site.		N/A																

		3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.4		The health facility has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		N/A																

		3.5		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A																

		3.6		There are sufficient stocks of blank data collection and reporting forms at the service site.		N/A																

		IV- Data Management Processes				N/A

		4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly facility report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		The service delivery site routinely creates back-up files of Program data.		N/A																

		4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		The recording and reporting system avoids double counting people within and across service delivery sites (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A																

		4.6		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A																

		4.7		Relevant personal data are maintained according to national or international confidentiality guidelines.  		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																

		4.9		The health facility maintains an adequate archive of program documents (i.e. clean, dry, with sufficient space, etc).		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		6.1		The service delivery site develops charts, graphs, maps, etc.  (If yes, ask to see them.)		N/A																

		6.2		...If yes, there are assigned staff to develop them regularly.		N/A																

		6.3		There are assigned staff to interpret and analyze the data / results.		N/A																

		6.4		Staff at the health facility has access to guidance / technical assistance on data use (e.g. peer review meetings, or during supervisory visits).		N/A																

		6.5		The analyzed data / results are presented / disseminated to other information system stakeholders in the community in a timely manner so that the information can be used to inform decisions. (Ask to see an examples.)		N/A																

		6.6		When data are disseminated they include indications of any limitations that may exist in the data.  (If yes, ask to see examples.)		N/A																

		6.7		There are programmatic decisions taken by the service delivery site based on analyzed data / results.  (If yes, ask for examples.)		N/A																

						N/A



		Part 3 : Recommendations for the service delivery site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.  

				Identified Weaknesses		Description of Action Point										Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  Service Delivery Site
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Data Verifications - Service Delivery Site

Data and Reporting Verifications - Service Delivery Point	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





System Assessment - Service Delivery Sites

Data Management Assessment - Service Delivery Point	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 1

Cross-Check 1	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 3

Cross-Check 3	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 2

Cross-Check 2	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	
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		Data Verification and System Assessment Sheet - Service Delivery Site

		Service Delivery Point/Organization:						-						-

		District, Region						-						-																																										Data Management Assessment - Service Delivery Point

		Indicator(s) Reviewed:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Date of Review						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Reporting Period Verified						-						-																																										3		N/A		III - Data-collection and Reporting Forms and Tools

		Component of the M&E System 						Data Verifications								REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																								4		N/A		IV- Data Management Processes

																																																								5		N/A		V - Links with National Reporting System 

		Part 1:   Data Verifications																																																						6		N/A		VI - Use of data for decision making

		A - Documentation Review:						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								7				VII.  

				Review availability and completeness of all indicator source documents for the selected reporting period.				Indicator 1		Indicator 2		Indicator 3		Indicator 3																																										8				VIII.  

		1		Review available data sources for the reporting period being verified. Are all necessary data sources available for review?												1)																																								9				IX.  

																2)

																3)

																4)

				If no, determine how this might have affected reported numbers.																																																						Data and Reporting Verifications - Service Delivery Point

		2		Are all available data sources complete?												1)																																										VF		Indicators

																2)																																										-		Indicator 1

																3)																																										-		Indicator 2

																4)																																										-		Indicator 3

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 4

		3		Review the dates on the data sources.  Do all dates fall within the reporting period?												1)

																2)																																										Cross-Check 1		Name

																3)																																										-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

																4)																																										-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

		B - Recounting reported Results: 																																																								-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

		Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the data source. [A]																																																						Cross-Check 2		Name

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]																																																						-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		6		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-																																												-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)		no reported results;  no verified results																																								-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)																																										Cross-Check 3		Name

		C - Cross-check reported results with other data sources:																																																								-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).																																																								-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		Cross-Check 1:  Verify the primary source of data against the secondary source of data.  (If the cross-check conducted is different than the one that was planned, specify the cross-check performed in the cells to the right.)						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)																																										-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)

		1.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		1.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		1.3		Calculate % difference for cross check 1:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 2:  Cross-check secondary data source with the primary data source. (If cross-checks are different from the planned cross-check, i.e. the cross-checks entered on the Information Page, specify the cross-checks performed in the comment cells to the right.)    						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		2.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		2.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		2.3		Calculate % difference for cross check 2:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 3 :  Between stock movement and commodities distributed by the site.  						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		3.1		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		3.2		Enter the number of commodities received by the site during the reporting period. 

		3.3		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		3.4		Enter the number of commodities distributed by the site during the reporting period.

		3.5		Calculate % difference in cross check 3. (i.e., Distributed / (Beginning stock + Stock received - End stock)) If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.				-		-		-		-		1)

								-		-		-		-		2)

								-		-		-		-		3)

								-		-		-		-		4)



		Part 2.  Systems Assessment

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )

		I - M&E Structure, Functions and Capabilities

		1.1		All relevant staff have received appropriate training on the data management processes and tools.		N/A																

		1.2		The responsibility for recording the service delivery on the source document is clearly assigned to the relevant staff.		N/A																

		1.3		There are designated staff responsible for reviewing periodic reports prior to submission to the next level (e.g. sub-district, district or national levels).		N/A																

		1.4		There is a process in place to ensure that data compilation and reporting is completed in the event that the reponsible staff is not available to do the job (e.g. shared duties, a team approach etc.)		N/A																

		1.5		The health facility receives regular feedback on the quality of their submitted reports according to the guidelines.		N/A																

		1.6		The health facility receives regular supportive supervisory visits from district and/or national level staff according to the guidelines.		N/A																

		1.7		…If yes, the last visit was within the past three months.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		The National M&E Office has provided written guidelines to each sub-reporting level on …

		2.1		The Health Facility has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		N/A																

		2.2		The Health Facility has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		N/A																

		2.3		The health facility has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		N/A																

		2.4		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		N/A																

		3.2		…If yes, the standard forms/tools are consistently used by the service site.		N/A																

		3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.4		The health facility has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		N/A																

		3.5		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A																

		3.6		There are sufficient stocks of blank data collection and reporting forms at the service site.		N/A																

		IV- Data Management Processes				N/A

		4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly facility report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		The service delivery site routinely creates back-up files of Program data.		N/A																

		4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		The recording and reporting system avoids double counting people within and across service delivery sites (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A																

		4.6		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A																

		4.7		Relevant personal data are maintained according to national or international confidentiality guidelines.  		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																

		4.9		The health facility maintains an adequate archive of program documents (i.e. clean, dry, with sufficient space, etc).		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		6.1		The service delivery site develops charts, graphs, maps, etc.  (If yes, ask to see them.)		N/A																

		6.2		...If yes, there are assigned staff to develop them regularly.		N/A																

		6.3		There are assigned staff to interpret and analyze the data / results.		N/A																

		6.4		Staff at the health facility has access to guidance / technical assistance on data use (e.g. peer review meetings, or during supervisory visits).		N/A																

		6.5		The analyzed data / results are presented / disseminated to other information system stakeholders in the community in a timely manner so that the information can be used to inform decisions. (Ask to see an examples.)		N/A																

		6.6		When data are disseminated they include indications of any limitations that may exist in the data.  (If yes, ask to see examples.)		N/A																

		6.7		There are programmatic decisions taken by the service delivery site based on analyzed data / results.  (If yes, ask for examples.)		N/A																

						N/A



		Part 3 : Recommendations for the service delivery site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.  

				Identified Weaknesses		Description of Action Point										Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  Service Delivery Site
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Data Verifications - Service Delivery Site

Data and Reporting Verifications - Service Delivery Point	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





System Assessment - Service Delivery Sites

Data Management Assessment - Service Delivery Point	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 1

Cross-Check 1	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 3

Cross-Check 3	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 2

Cross-Check 2	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	







Service Delivery Site 24

		Data Verification and System Assessment Sheet - Service Delivery Site

		Service Delivery Point/Organization:						-						-

		District, Region						-						-																																										Data Management Assessment - Service Delivery Point

		Indicator(s) Reviewed:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Date of Review						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Reporting Period Verified						-						-																																										3		N/A		III - Data-collection and Reporting Forms and Tools

		Component of the M&E System 						Data Verifications								REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																								4		N/A		IV- Data Management Processes

																																																								5		N/A		V - Links with National Reporting System 

		Part 1:   Data Verifications																																																						6		N/A		VI - Use of data for decision making

		A - Documentation Review:						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								7				VII.  

				Review availability and completeness of all indicator source documents for the selected reporting period.				Indicator 1		Indicator 2		Indicator 3		Indicator 3																																										8				VIII.  

		1		Review available data sources for the reporting period being verified. Are all necessary data sources available for review?												1)																																								9				IX.  

																2)

																3)

																4)

				If no, determine how this might have affected reported numbers.																																																						Data and Reporting Verifications - Service Delivery Point

		2		Are all available data sources complete?												1)																																										VF		Indicators

																2)																																										-		Indicator 1

																3)																																										-		Indicator 2

																4)																																										-		Indicator 3

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 4

		3		Review the dates on the data sources.  Do all dates fall within the reporting period?												1)

																2)																																										Cross-Check 1		Name

																3)																																										-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

																4)																																										-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

				If no, determine how this might have affected reported numbers.																																																						-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

		B - Recounting reported Results: 																																																								-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

		Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the data source. [A]																																																						Cross-Check 2		Name

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]																																																						-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		6		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-																																												-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)		no reported results;  no verified results																																								-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)																																										Cross-Check 3		Name

		C - Cross-check reported results with other data sources:																																																								-		Indicator 1		Indicator: Indicator 1; Cross Check: Indicator 1

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).																																																								-		Indicator 2		Indicator: Indicator 2; Cross Check: Indicator 2

		Cross-Check 1:  Verify the primary source of data against the secondary source of data.  (If the cross-check conducted is different than the one that was planned, specify the cross-check performed in the cells to the right.)						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)																																										-		Indicator 3		Indicator: Indicator 3; Cross Check: Indicator 3

																2)																																										-		Indicator 4		Indicator: Indicator 4; Cross Check: Indicator 4

																3)

																4)

		1.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		1.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		1.3		Calculate % difference for cross check 1:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 2:  Cross-check secondary data source with the primary data source. (If cross-checks are different from the planned cross-check, i.e. the cross-checks entered on the Information Page, specify the cross-checks performed in the comment cells to the right.)    						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		2.1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 

		2.2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 

		2.3		Calculate % difference for cross check 2:
If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells). 				-		-		-		-		1)

																2)

																3)

																4)

		CROSS-CHECK 3 :  Between stock movement and commodities distributed by the site.  						Indicator 1		Indicator 2		Indicator 3		Indicator 4		1)

																2)

																3)

																4)

		3.1		Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).

		3.2		Enter the number of commodities received by the site during the reporting period. 

		3.3		Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).

		3.4		Enter the number of commodities distributed by the site during the reporting period.

		3.5		Calculate % difference in cross check 3. (i.e., Distributed / (Beginning stock + Stock received - End stock)) If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.				-		-		-		-		1)

								-		-		-		-		2)

								-		-		-		-		3)

								-		-		-		-		4)



		Part 2.  Systems Assessment

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )

		I - M&E Structure, Functions and Capabilities

		1.1		All relevant staff have received appropriate training on the data management processes and tools.		N/A																

		1.2		The responsibility for recording the service delivery on the source document is clearly assigned to the relevant staff.		N/A																

		1.3		There are designated staff responsible for reviewing periodic reports prior to submission to the next level (e.g. sub-district, district or national levels).		N/A																

		1.4		There is a process in place to ensure that data compilation and reporting is completed in the event that the reponsible staff is not available to do the job (e.g. shared duties, a team approach etc.)		N/A																

		1.5		The health facility receives regular feedback on the quality of their submitted reports according to the guidelines.		N/A																

		1.6		The health facility receives regular supportive supervisory visits from district and/or national level staff according to the guidelines.		N/A																

		1.7		…If yes, the last visit was within the past three months.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		The National M&E Office has provided written guidelines to each sub-reporting level on …

		2.1		The Health Facility has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		N/A																

		2.2		The Health Facility has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		N/A																

		2.3		The health facility has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		N/A																

		2.4		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		N/A																

		3.2		…If yes, the standard forms/tools are consistently used by the service site.		N/A																

		3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.4		The health facility has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		N/A																

		3.5		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A																

		3.6		There are sufficient stocks of blank data collection and reporting forms at the service site.		N/A																

		IV- Data Management Processes				N/A

		4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly facility report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		The service delivery site routinely creates back-up files of Program data.		N/A																

		4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		The recording and reporting system avoids double counting people within and across service delivery sites (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A																

		4.6		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A																

		4.7		Relevant personal data are maintained according to national or international confidentiality guidelines.  		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																

		4.9		The health facility maintains an adequate archive of program documents (i.e. clean, dry, with sufficient space, etc).		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		6.1		The service delivery site develops charts, graphs, maps, etc.  (If yes, ask to see them.)		N/A																

		6.2		...If yes, there are assigned staff to develop them regularly.		N/A																

		6.3		There are assigned staff to interpret and analyze the data / results.		N/A																

		6.4		Staff at the health facility has access to guidance / technical assistance on data use (e.g. peer review meetings, or during supervisory visits).		N/A																

		6.5		The analyzed data / results are presented / disseminated to other information system stakeholders in the community in a timely manner so that the information can be used to inform decisions. (Ask to see an examples.)		N/A																

		6.6		When data are disseminated they include indications of any limitations that may exist in the data.  (If yes, ask to see examples.)		N/A																

		6.7		There are programmatic decisions taken by the service delivery site based on analyzed data / results.  (If yes, ask for examples.)		N/A																

						N/A



		Part 3 : Recommendations for the service delivery site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.  

				Identified Weaknesses		Description of Action Point										Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  Service Delivery Site
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Data Verifications - Service Delivery Site

Data and Reporting Verifications - Service Delivery Point	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





System Assessment - Service Delivery Sites

Data Management Assessment - Service Delivery Point	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 1

Cross-Check 1	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 3

Cross-Check 3	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	





Data Verifications - Service Delivery Site

Cross-Check 2

Cross-Check 2	

Indicator: Indicator 1; Cross Check: Indicator 1	Indicator: Indicator 2; Cross Check: Indicator 2	Indicator: Indicator 3; Cross Check: Indicator 3	Indicator: Indicator 4; Cross Check: Indicator 4	0	0	0	0	







Service Site Summary

		Service Delivery Level Summary
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Data Verifications -
Distribution of Accuracy - Service Delivery Level

Indicator 1	<	=70	71-80	81-90	91-100	101-110	111-120	121-130	>	130	0	0	0	0	0	0	0	0	Indicator 2	<	=70	71-80	81-90	91-100	101-110	111-120	121-130	>	130	0	0	0	0	0	0	0	0	Indicator 3	<	=70	71-80	81-90	91-100	101-110	111-120	121-130	>	130	0	0	0	0	0	0	0	0	Indicator 4	<	=70	71-80	81-90	91-100	101-110	111-120	121-130	>	130	0	0	0	0	0	0	0	0	Percent Accuracy



Number of  Sites 







System Assessment -
Service Delivery Site Summary

System Assessment	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Revue of Source Documents

Documents Available	Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	Documents Complete	Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	Documents within reporting period	Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	Indicator



Percent Accuracy







Data Verifications - Service Delivery Site Summary
Histogram of Cross-Check 1

Indicator 1: Indicator 1, Cross Check 1: Cross-Check 1	<	=30	31-40	41-50	51-60	61-70	71-80	81-90	91-100	0	0	0	0	0	0	0	0	Indicator 2: Indicator 2, Cross Check 1: Cross-Check 1	<	=30	31-40	41-50	51-60	61-70	71-80	81-90	91-100	0	0	0	0	0	0	0	0	Indicator 3: Indicator 3, Cross Check 1: Cross-Check 1	<	=30	31-40	41-50	51-60	61-70	71-80	81-90	91-100	0	0	0	0	0	0	0	0	Indicator 4: Indicator 4, Cross Check 1: Cross-Check 1	<	=30	31-40	41-50	51-60	61-70	71-80	81-90	91-100	0	0	0	0	0	0	0	0	Percent Accuracy



Number of Sites 







Data Verifications - Service Delivery Site Summary
Histogram of Cross-Check 2

Indicator 1: Indicator 1, Cross Check 2: Cross-Check 2	<	=30	31-40	41-50	51-60	61-70	71-80	81-90	91-100	0	0	0	0	0	0	0	0	Indicator 2: Indicator 2, Cross Check 2: Cross-Check 2	<	=30	31-40	41-50	51-60	61-70	71-80	81-90	91-100	0	0	0	0	0	0	0	0	Indicator 3: Indicator 3, Cross Check 2: Cross-Check 2	<	=30	31-40	41-50	51-60	61-70	71-80	81-90	91-100	0	0	0	0	0	0	0	0	Indicator 4: Indicator 4, Cross Check 2: Cross-Check 2	<	=30	31-40	41-50	51-60	61-70	71-80	81-90	91-100	0	0	0	0	0	0	0	0	Percent Accuracy



Number of sites







Data Verifications - Service Delivery Site Summary
Histogram of Cross-Check 3

Indicator 1: Indicator 1, Cross	 Check 3: Cross-Check 3	<	=70	71-80	81-90	91-100	101-110	111-120	121-130	>	130	0	0	0	0	0	0	0	0	Indicator 2: Indicator 2, Cross Check 3: Cross-Check 3	<	=70	71-80	81-90	91-100	101-110	111-120	121-130	>	130	0	0	0	0	0	0	0	0	Indicator 3: Indicator 3, Cross Check 3: Cross-Check 3	<	=70	71-80	81-90	91-100	101-110	111-120	121-130	>	130	0	0	0	0	0	0	0	0	Indicator 4: Indicator 4, Cross Check 3: Cross-Check 3	<	=70	71-80	81-90	91-100	101-110	111-120	121-130	>	130	0	0	0	0	0	0	0	0	Percent Accuracy



Number of Sites 







Data Verifications -
Accuracy by Service Delivery Site

Indicator 1	-	0	Indicator 2	-	0	Indicator 3	-	0	Indicator 4	-	0	Service Delivery Sites



Percent Accuracy









District Site 1

		Data Verification and System Assessment Sheet - District Site

		District Site:						-						-																																										System  Assessment

		 District Code:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Indicator Reviewed:						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Date of Review:						-						-																																										3		N/A		III - Data-collection and Reporting Forms and Tools

		Reporting Period Verified:						-						-																																										4		N/A		IV- Data Management Processes

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  
Detailed responses will help guide strengthening measures. )																																												5		N/A		V - Links with National Reporting System 

																																																								6		N/A		VI - Use of data for decision making

		Part 1:   Data Verifications																																																						Data verifications

		A - Recounting reported Results:  																																																						1		-		Indicator 1

		Recount results from the periodic reports sent from service sites to the District and compare to the value reported by the District.  Explain discrepancies (if any).						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								2		-		Indicator 2

		1		Re-aggregate the numbers from the reports received from all Service Delivery Sites.  What is the re-aggregated number?  [A]																																																				3		-		Indicator 3

		2		What aggregated result was contained in the summary report prepared by the District (and submitted to the next reporting level)? [B]																																																				4		-		Indicator 4

		3		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-		`																																								Reporting Performance

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)																																								1		-		% Available

																2)																																								2		-		%  On Time

																3)																																								3		-		% Complete

																4)

		B - Reporting Performance: 

		Review availability, completeness, and timeliness of reports from all Service Delivery Sites. How many reports should there have been from all Sites?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all service delivery sites? [A]

		6		How many reports are there? [B]

		7		Calculate % Available Reports [B/A]								-

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]

		9		Calculate % On time Reports [C/B]								-

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data, the date of reception of the report by the District, and the authentication by the responsible staff). [D]   

		11		Calculate % Complete Reports [D/B]								-

						0



		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1.1		All relevant staff have received appropriate training on the data management processes and tools.		N/A																

		1.2		There are designated staff responsible for reviewing and approving the district monthly report prior to submission to the national level.		N/A																

		1.3		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from health facilities.		N/A																

		1.4		There is a procedure in place to ensure the monthly facility reports are compiled and the monthly district report is completed and submitted in the event the responsible staff is unavailable (e.g. shared duties, a team approach etc.)		N/A																

		1.5		Feedback is systematically provided to all health facilities on the quality of their reporting (i.e., accuracy, completeness and timeliness).		N/A																

		1.6		The subnational unit receives regular feedback from the national program on the quality of their submitted reports.		N/A																

		1.7		The subnational unit conducts regular supervisory visits to the health facilities in the district according to the guidelines.		N/A																

		1.8		The subnational unit receives regular supervisory visits from the national program according to the guidelines on supervision.		N/A																

		1.9		…If yes, the last visit was within the past three months.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		The National M&E Office has provided written guidelines to the District on …

		2.1		The subnational unit has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		N/A																

		2.2		The subnational unit has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		N/A																

		2.3		The subnational unit has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		N/A																

		2.4		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		N/A																

		3.2		…If yes, the standard forms/tools are consistently used by the subnational unit		N/A																

		3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.4		The subnational unit has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		N/A																

		3.5		The subnational unit has a copy of clear instructions provided by the National Program/M&E Unit on data aggregation, analysis and/or manipulation stepts to be performed at the subnational level.		N/A																

		3.6		All reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A																

		3.7		There are sufficient stocks of blank reporting forms at the subnational unit.		N/A																

		IV- Data Management Processes				N/A

		4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly district report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		The subnational unit routinely creates back-up files of Program data.		N/A																

		4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		N/A																

		4.6		If data discrepancies have been uncovered in reports from service points, the district has documented how these inconsistencies have been resolved.		N/A																

		4.7		The subnational unit can demonstrate that regular supervisory site visits have taken place and that data quality has been reviewed.		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																

		4.9		There is a written policy that describes how program documents (e.g. source documents and reporting forms) should be archived (e.g. filing cabinets, storage rooms etc.)		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		31		The District develops charts, graphs, maps, etc.  (If yes, ask to see them.)		N/A																

		32		...If yes, there is assigned staff to develop them regularly,		N/A																

		33		There is assigned staff to interpret and analyze the data / results.		N/A																

		34		The analyzed data / results are presented / disseminated to other information system stakeholders in the District in a timely manner so that the information can be used to inform decisions.  (Ask to see an example.)		N/A																

		35		There any programmatic decisions taken by the District based on analyzed data / results.  (Ask to see examples.)		N/A																

		34		The analyzed data / results are presented / disseminated to other information system stakeholders in the District in a timely manner so that the information can be used to inform decisions.  (Ask to see an example.)		N/A																

		35		There any programmatic decisions taken by the District based on analyzed data / results.  (Ask to see examples.)		N/A																

						N/A



		Part 3:   Recommendations for the District

				Based on the findings of the systems’ review and data verification at the district, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.  

				Identified Weaknesses		Description of Action Point										Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  District Site
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System Assessment - 
Health District

System  Assessment	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Health District

Data verifications	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





Reporting Performance - Health District

Reporting Performance	

% Available	%  On Time	% Complete	0	0	0	







District Site 2

		Data Verification and System Assessment Sheet - District Site

		District Site:						-						-																																										System  Assessment

		 District Code:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Indicator Reviewed:						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Date of Review:						-						-																																										3		N/A		III - Data-collection and Reporting Forms and Tools

		Reporting Period Verified:						-						-																																										4		N/A		IV- Data Management Processes

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  
Detailed responses will help guide strengthening measures. )																																												5		N/A		V - Links with National Reporting System 

																																																								6		N/A		VI - Use of data for decision making

		Part 1:   Data Verifications																																																						Data verifications

		A - Recounting reported Results:  																																																						1		-		Indicator 1

		Recount results from the periodic reports sent from service sites to the District and compare to the value reported by the District.  Explain discrepancies (if any).						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								2		-		Indicator 2

		1		Re-aggregate the numbers from the reports received from all Service Delivery Sites.  What is the re-aggregated number?  [A]																																																				3		-		Indicator 3

		2		What aggregated result was contained in the summary report prepared by the District (and submitted to the next reporting level)? [B]																																																				4		-		Indicator 4

		3		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-		`																																								Reporting Performance

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)																																								1		-		% Available

																2)																																								2		-		%  On Time

																3)																																								3		-		% Complete

																4)

		B - Reporting Performance: 

		Review availability, completeness, and timeliness of reports from all Service Delivery Sites. How many reports should there have been from all Sites?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all service delivery sites? [A]

		6		How many reports are there? [B]

		7		Calculate % Available Reports [B/A]								-

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]

		9		Calculate % On time Reports [C/B]								-

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data, the date of reception of the report by the District, and the authentication by the responsible staff). [D]   

		11		Calculate % Complete Reports [D/B]								-

						0



		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1.1		All relevant staff have received appropriate training on the data management processes and tools.		N/A																

		1.2		There are designated staff responsible for reviewing and approving the district monthly report prior to submission to the national level.		N/A																

		1.3		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from health facilities.		N/A																

		1.4		There is a procedure in place to ensure the monthly facility reports are compiled and the monthly district report is completed and submitted in the event the responsible staff is unavailable (e.g. shared duties, a team approach etc.)		N/A																

		1.5		Feedback is systematically provided to all health facilities on the quality of their reporting (i.e., accuracy, completeness and timeliness).		N/A																

		1.6		The subnational unit receives regular feedback from the national program on the quality of their submitted reports.		N/A																

		1.7		The subnational unit conducts regular supervisory visits to the health facilities in the district according to the guidelines.		N/A																

		1.8		The subnational unit receives regular supervisory visits from the national program according to the guidelines on supervision.		N/A																

		1.9		…If yes, the last visit was within the past three months.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		The National M&E Office has provided written guidelines to the District on …

		2.1		The subnational unit has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		N/A																

		2.2		The subnational unit has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		N/A																

		2.3		The subnational unit has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		N/A																

		2.4		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		N/A																

		3.2		…If yes, the standard forms/tools are consistently used by the subnational unit		N/A																

		3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.4		The subnational unit has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		N/A																

		3.5		The subnational unit has a copy of clear instructions provided by the National Program/M&E Unit on data aggregation, analysis and/or manipulation stepts to be performed at the subnational level.		N/A																

		3.6		All reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A																

		3.7		There are sufficient stocks of blank reporting forms at the subnational unit.		N/A																

		IV- Data Management Processes				N/A

		4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly district report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		The subnational unit routinely creates back-up files of Program data.		N/A																

		4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		N/A																

		4.6		If data discrepancies have been uncovered in reports from service points, the district has documented how these inconsistencies have been resolved.		N/A																

		4.7		The subnational unit can demonstrate that regular supervisory site visits have taken place and that data quality has been reviewed.		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																

		4.9		There is a written policy that describes how program documents (e.g. source documents and reporting forms) should be archived (e.g. filing cabinets, storage rooms etc.)		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		31		The District develops charts, graphs, maps, etc.  (If yes, ask to see them.)		N/A																

		32		...If yes, there is assigned staff to develop them regularly,		N/A																

		33		There is assigned staff to interpret and analyze the data / results.		N/A																

		34		The analyzed data / results are presented / disseminated to other information system stakeholders in the District in a timely manner so that the information can be used to inform decisions.  (Ask to see an example.)		N/A																

		35		There any programmatic decisions taken by the District based on analyzed data / results.  (Ask to see examples.)		N/A																

		34		The analyzed data / results are presented / disseminated to other information system stakeholders in the District in a timely manner so that the information can be used to inform decisions.  (Ask to see an example.)		N/A																

		35		There any programmatic decisions taken by the District based on analyzed data / results.  (Ask to see examples.)		N/A																

						N/A



		Part 3:   Recommendations for the District

				Based on the findings of the systems’ review and data verification at the district, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.  

				Identified Weaknesses		Description of Action Point										Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  District Site
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System Assessment - 
Health District

System  Assessment	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Health District

Data verifications	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





Reporting Performance - Health District

Reporting Performance	

% Available	%  On Time	% Complete	0	0	0	







District Site 3

		Data Verification and System Assessment Sheet - District Site

		District Site:						-						-																																										System  Assessment

		 District Code:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Indicator Reviewed:						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Date of Review:						-						-																																										3		N/A		III - Data-collection and Reporting Forms and Tools

		Reporting Period Verified:						-						-																																										4		N/A		IV- Data Management Processes

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  
Detailed responses will help guide strengthening measures. )																																												5		N/A		V - Links with National Reporting System 

																																																								6		N/A		VI - Use of data for decision making

		Part 1:   Data Verifications																																																						Data verifications

		A - Recounting reported Results:  																																																						1		-		Indicator 1

		Recount results from the periodic reports sent from service sites to the District and compare to the value reported by the District.  Explain discrepancies (if any).						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								2		-		Indicator 2

		1		Re-aggregate the numbers from the reports received from all Service Delivery Sites.  What is the re-aggregated number?  [A]																																																				3		-		Indicator 3

		2		What aggregated result was contained in the summary report prepared by the District (and submitted to the next reporting level)? [B]																																																				4		-		Indicator 4

		3		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-		`																																								Reporting Performance

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)																																								1		-		% Available

																2)																																								2		-		%  On Time

																3)																																								3		-		% Complete

																4)

		B - Reporting Performance: 

		Review availability, completeness, and timeliness of reports from all Service Delivery Sites. How many reports should there have been from all Sites?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all service delivery sites? [A]

		6		How many reports are there? [B]

		7		Calculate % Available Reports [B/A]								-

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]

		9		Calculate % On time Reports [C/B]								-

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data, the date of reception of the report by the District, and the authentication by the responsible staff). [D]   

		11		Calculate % Complete Reports [D/B]								-

						0



		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1.1		All relevant staff have received appropriate training on the data management processes and tools.		N/A																

		1.2		There are designated staff responsible for reviewing and approving the district monthly report prior to submission to the national level.		N/A																

		1.3		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from health facilities.		N/A																

		1.4		There is a procedure in place to ensure the monthly facility reports are compiled and the monthly district report is completed and submitted in the event the responsible staff is unavailable (e.g. shared duties, a team approach etc.)		N/A																

		1.5		Feedback is systematically provided to all health facilities on the quality of their reporting (i.e., accuracy, completeness and timeliness).		N/A																

		1.6		The subnational unit receives regular feedback from the national program on the quality of their submitted reports.		N/A																

		1.7		The subnational unit conducts regular supervisory visits to the health facilities in the district according to the guidelines.		N/A																

		1.8		The subnational unit receives regular supervisory visits from the national program according to the guidelines on supervision.		N/A																

		1.9		…If yes, the last visit was within the past three months.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		The National M&E Office has provided written guidelines to the District on …

		2.1		The subnational unit has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		N/A																

		2.2		The subnational unit has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		N/A																

		2.3		The subnational unit has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		N/A																

		2.4		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		N/A																

		3.2		…If yes, the standard forms/tools are consistently used by the subnational unit		N/A																

		3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.4		The subnational unit has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		N/A																

		3.5		The subnational unit has a copy of clear instructions provided by the National Program/M&E Unit on data aggregation, analysis and/or manipulation stepts to be performed at the subnational level.		N/A																

		3.6		All reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A																

		3.7		There are sufficient stocks of blank reporting forms at the subnational unit.		N/A																

		IV- Data Management Processes				N/A

		4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly district report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		The subnational unit routinely creates back-up files of Program data.		N/A																

		4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		N/A																

		4.6		If data discrepancies have been uncovered in reports from service points, the district has documented how these inconsistencies have been resolved.		N/A																

		4.7		The subnational unit can demonstrate that regular supervisory site visits have taken place and that data quality has been reviewed.		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																

		4.9		There is a written policy that describes how program documents (e.g. source documents and reporting forms) should be archived (e.g. filing cabinets, storage rooms etc.)		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		31		The District develops charts, graphs, maps, etc.  (If yes, ask to see them.)		N/A																

		32		...If yes, there is assigned staff to develop them regularly,		N/A																

		33		There is assigned staff to interpret and analyze the data / results.		N/A																

		34		The analyzed data / results are presented / disseminated to other information system stakeholders in the District in a timely manner so that the information can be used to inform decisions.  (Ask to see an example.)		N/A																

		35		There any programmatic decisions taken by the District based on analyzed data / results.  (Ask to see examples.)		N/A																

		34		The analyzed data / results are presented / disseminated to other information system stakeholders in the District in a timely manner so that the information can be used to inform decisions.  (Ask to see an example.)		N/A																

		35		There any programmatic decisions taken by the District based on analyzed data / results.  (Ask to see examples.)		N/A																

						N/A



		Part 3:   Recommendations for the District

				Based on the findings of the systems’ review and data verification at the district, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.  

				Identified Weaknesses		Description of Action Point										Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  District Site
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System Assessment - 
Health District

System  Assessment	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Health District

Data verifications	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





Reporting Performance - Health District

Reporting Performance	

% Available	%  On Time	% Complete	0	0	0	







District Site 4

		Data Verification and System Assessment Sheet - District Site

		District Site:						-						-																																										System  Assessment

		 District Code:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Indicator Reviewed:						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Date of Review:						-						-																																										3		N/A		III - Data-collection and Reporting Forms and Tools

		Reporting Period Verified:						-						-																																										4		N/A		IV- Data Management Processes

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  
Detailed responses will help guide strengthening measures. )																																												5		N/A		V - Links with National Reporting System 

																																																								6		N/A		VI - Use of data for decision making

		Part 1:   Data Verifications																																																						Data verifications

		A - Recounting reported Results:  																																																						1		-		Indicator 1

		Recount results from the periodic reports sent from service sites to the District and compare to the value reported by the District.  Explain discrepancies (if any).						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								2		-		Indicator 2

		1		Re-aggregate the numbers from the reports received from all Service Delivery Sites.  What is the re-aggregated number?  [A]																																																				3		-		Indicator 3

		2		What aggregated result was contained in the summary report prepared by the District (and submitted to the next reporting level)? [B]																																																				4		-		Indicator 4

		3		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-		`																																								Reporting Performance

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)																																								1		-		% Available

																2)																																								2		-		%  On Time

																3)																																								3		-		% Complete

																4)

		B - Reporting Performance: 

		Review availability, completeness, and timeliness of reports from all Service Delivery Sites. How many reports should there have been from all Sites?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all service delivery sites? [A]

		6		How many reports are there? [B]

		7		Calculate % Available Reports [B/A]								-

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]

		9		Calculate % On time Reports [C/B]								-

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data, the date of reception of the report by the District, and the authentication by the responsible staff). [D]   

		11		Calculate % Complete Reports [D/B]								-

						0



		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1.1		All relevant staff have received appropriate training on the data management processes and tools.		N/A																

		1.2		There are designated staff responsible for reviewing and approving the district monthly report prior to submission to the national level.		N/A																

		1.3		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from health facilities.		N/A																

		1.4		There is a procedure in place to ensure the monthly facility reports are compiled and the monthly district report is completed and submitted in the event the responsible staff is unavailable (e.g. shared duties, a team approach etc.)		N/A																

		1.5		Feedback is systematically provided to all health facilities on the quality of their reporting (i.e., accuracy, completeness and timeliness).		N/A																

		1.6		The subnational unit receives regular feedback from the national program on the quality of their submitted reports.		N/A																

		1.7		The subnational unit conducts regular supervisory visits to the health facilities in the district according to the guidelines.		N/A																

		1.8		The subnational unit receives regular supervisory visits from the national program according to the guidelines on supervision.		N/A																

		1.9		…If yes, the last visit was within the past three months.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		The National M&E Office has provided written guidelines to the District on …

		2.1		The subnational unit has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		N/A																

		2.2		The subnational unit has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		N/A																

		2.3		The subnational unit has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		N/A																

		2.4		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		N/A																

		3.2		…If yes, the standard forms/tools are consistently used by the subnational unit		N/A																

		3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.4		The subnational unit has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		N/A																

		3.5		The subnational unit has a copy of clear instructions provided by the National Program/M&E Unit on data aggregation, analysis and/or manipulation stepts to be performed at the subnational level.		N/A																

		3.6		All reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A																

		3.7		There are sufficient stocks of blank reporting forms at the subnational unit.		N/A																

		IV- Data Management Processes				N/A

		4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly district report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		The subnational unit routinely creates back-up files of Program data.		N/A																

		4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		N/A																

		4.6		If data discrepancies have been uncovered in reports from service points, the district has documented how these inconsistencies have been resolved.		N/A																

		4.7		The subnational unit can demonstrate that regular supervisory site visits have taken place and that data quality has been reviewed.		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																

		4.9		There is a written policy that describes how program documents (e.g. source documents and reporting forms) should be archived (e.g. filing cabinets, storage rooms etc.)		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		31		The District develops charts, graphs, maps, etc.  (If yes, ask to see them.)		N/A																

		32		...If yes, there is assigned staff to develop them regularly,		N/A																

		33		There is assigned staff to interpret and analyze the data / results.		N/A																

		34		The analyzed data / results are presented / disseminated to other information system stakeholders in the District in a timely manner so that the information can be used to inform decisions.  (Ask to see an example.)		N/A																

		35		There any programmatic decisions taken by the District based on analyzed data / results.  (Ask to see examples.)		N/A																

		34		The analyzed data / results are presented / disseminated to other information system stakeholders in the District in a timely manner so that the information can be used to inform decisions.  (Ask to see an example.)		N/A																

		35		There any programmatic decisions taken by the District based on analyzed data / results.  (Ask to see examples.)		N/A																

						N/A



		Part 3:   Recommendations for the District

				Based on the findings of the systems’ review and data verification at the district, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.  

				Identified Weaknesses		Description of Action Point										Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  District Site
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System Assessment - 
Health District

System  Assessment	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Health District

Data verifications	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





Reporting Performance - Health District

Reporting Performance	

% Available	%  On Time	% Complete	0	0	0	







District Site 5

		Data Verification and System Assessment Sheet - District Site

		District Site:						-						-																																										System  Assessment

		 District Code:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Indicator Reviewed:						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Date of Review:						-						-																																										3		N/A		III - Data-collection and Reporting Forms and Tools

		Reporting Period Verified:						-						-																																										4		N/A		IV- Data Management Processes

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  
Detailed responses will help guide strengthening measures. )																																												5		N/A		V - Links with National Reporting System 

																																																								6		N/A		VI - Use of data for decision making

		Part 1:   Data Verifications																																																						Data verifications

		A - Recounting reported Results:  																																																						1		-		Indicator 1

		Recount results from the periodic reports sent from service sites to the District and compare to the value reported by the District.  Explain discrepancies (if any).						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								2		-		Indicator 2

		1		Re-aggregate the numbers from the reports received from all Service Delivery Sites.  What is the re-aggregated number?  [A]																																																				3		-		Indicator 3

		2		What aggregated result was contained in the summary report prepared by the District (and submitted to the next reporting level)? [B]																																																				4		-		Indicator 4

		3		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-		`																																								Reporting Performance

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)																																								1		-		% Available

																2)																																								2		-		%  On Time

																3)																																								3		-		% Complete

																4)

		B - Reporting Performance: 

		Review availability, completeness, and timeliness of reports from all Service Delivery Sites. How many reports should there have been from all Sites?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all service delivery sites? [A]

		6		How many reports are there? [B]

		7		Calculate % Available Reports [B/A]								-

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]

		9		Calculate % On time Reports [C/B]								-

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data, the date of reception of the report by the District, and the authentication by the responsible staff). [D]   

		11		Calculate % Complete Reports [D/B]								-

						0



		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1.1		All relevant staff have received appropriate training on the data management processes and tools.		N/A																

		1.2		There are designated staff responsible for reviewing and approving the district monthly report prior to submission to the national level.		N/A																

		1.3		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from health facilities.		N/A																

		1.4		There is a procedure in place to ensure the monthly facility reports are compiled and the monthly district report is completed and submitted in the event the responsible staff is unavailable (e.g. shared duties, a team approach etc.)		N/A																

		1.5		Feedback is systematically provided to all health facilities on the quality of their reporting (i.e., accuracy, completeness and timeliness).		N/A																

		1.6		The subnational unit receives regular feedback from the national program on the quality of their submitted reports.		N/A																

		1.7		The subnational unit conducts regular supervisory visits to the health facilities in the district according to the guidelines.		N/A																

		1.8		The subnational unit receives regular supervisory visits from the national program according to the guidelines on supervision.		N/A																

		1.9		…If yes, the last visit was within the past three months.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		The National M&E Office has provided written guidelines to the District on …

		2.1		The subnational unit has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		N/A																

		2.2		The subnational unit has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		N/A																

		2.3		The subnational unit has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		N/A																

		2.4		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		N/A																

		3.2		…If yes, the standard forms/tools are consistently used by the subnational unit		N/A																

		3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.4		The subnational unit has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		N/A																

		3.5		The subnational unit has a copy of clear instructions provided by the National Program/M&E Unit on data aggregation, analysis and/or manipulation stepts to be performed at the subnational level.		N/A																

		3.6		All reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A																

		3.7		There are sufficient stocks of blank reporting forms at the subnational unit.		N/A																

		IV- Data Management Processes				N/A

		4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly district report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		The subnational unit routinely creates back-up files of Program data.		N/A																

		4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		N/A																

		4.6		If data discrepancies have been uncovered in reports from service points, the district has documented how these inconsistencies have been resolved.		N/A																

		4.7		The subnational unit can demonstrate that regular supervisory site visits have taken place and that data quality has been reviewed.		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																

		4.9		There is a written policy that describes how program documents (e.g. source documents and reporting forms) should be archived (e.g. filing cabinets, storage rooms etc.)		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		31		The District develops charts, graphs, maps, etc.  (If yes, ask to see them.)		N/A																

		32		...If yes, there is assigned staff to develop them regularly,		N/A																

		33		There is assigned staff to interpret and analyze the data / results.		N/A																

		34		The analyzed data / results are presented / disseminated to other information system stakeholders in the District in a timely manner so that the information can be used to inform decisions.  (Ask to see an example.)		N/A																

		35		There any programmatic decisions taken by the District based on analyzed data / results.  (Ask to see examples.)		N/A																

		34		The analyzed data / results are presented / disseminated to other information system stakeholders in the District in a timely manner so that the information can be used to inform decisions.  (Ask to see an example.)		N/A																

		35		There any programmatic decisions taken by the District based on analyzed data / results.  (Ask to see examples.)		N/A																

						N/A



		Part 3:   Recommendations for the District

				Based on the findings of the systems’ review and data verification at the district, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.  

				Identified Weaknesses		Description of Action Point										Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  District Site
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System Assessment - 
Health District

System  Assessment	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Health District

Data verifications	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





Reporting Performance - Health District

Reporting Performance	

% Available	%  On Time	% Complete	0	0	0	







District Site 6

		Data Verification and System Assessment Sheet - District Site

		District Site:						-						-																																										System  Assessment

		 District Code:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Indicator Reviewed:						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Date of Review:						-						-																																										3		N/A		III - Data-collection and Reporting Forms and Tools

		Reporting Period Verified:						-						-																																										4		N/A		IV- Data Management Processes

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  
Detailed responses will help guide strengthening measures. )																																												5		N/A		V - Links with National Reporting System 

																																																								6		N/A		VI - Use of data for decision making

		Part 1:   Data Verifications																																																						Data verifications

		A - Recounting reported Results:  																																																						1		-		Indicator 1

		Recount results from the periodic reports sent from service sites to the District and compare to the value reported by the District.  Explain discrepancies (if any).						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								2		-		Indicator 2

		1		Re-aggregate the numbers from the reports received from all Service Delivery Sites.  What is the re-aggregated number?  [A]																																																				3		-		Indicator 3

		2		What aggregated result was contained in the summary report prepared by the District (and submitted to the next reporting level)? [B]																																																				4		-		Indicator 4

		3		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-		`																																								Reporting Performance

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)																																								1		-		% Available

																2)																																								2		-		%  On Time

																3)																																								3		-		% Complete

																4)

		B - Reporting Performance: 

		Review availability, completeness, and timeliness of reports from all Service Delivery Sites. How many reports should there have been from all Sites?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all service delivery sites? [A]

		6		How many reports are there? [B]

		7		Calculate % Available Reports [B/A]								-

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]

		9		Calculate % On time Reports [C/B]								-

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data, the date of reception of the report by the District, and the authentication by the responsible staff). [D]   

		11		Calculate % Complete Reports [D/B]								-

						0



		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1.1		All relevant staff have received appropriate training on the data management processes and tools.		N/A																

		1.2		There are designated staff responsible for reviewing and approving the district monthly report prior to submission to the national level.		N/A																

		1.3		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from health facilities.		N/A																

		1.4		There is a procedure in place to ensure the monthly facility reports are compiled and the monthly district report is completed and submitted in the event the responsible staff is unavailable (e.g. shared duties, a team approach etc.)		N/A																

		1.5		Feedback is systematically provided to all health facilities on the quality of their reporting (i.e., accuracy, completeness and timeliness).		N/A																

		1.6		The subnational unit receives regular feedback from the national program on the quality of their submitted reports.		N/A																

		1.7		The subnational unit conducts regular supervisory visits to the health facilities in the district according to the guidelines.		N/A																

		1.8		The subnational unit receives regular supervisory visits from the national program according to the guidelines on supervision.		N/A																

		1.9		…If yes, the last visit was within the past three months.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		The National M&E Office has provided written guidelines to the District on …

		2.1		The subnational unit has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		N/A																

		2.2		The subnational unit has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		N/A																

		2.3		The subnational unit has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		N/A																

		2.4		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		N/A																

		3.2		…If yes, the standard forms/tools are consistently used by the subnational unit		N/A																

		3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.4		The subnational unit has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		N/A																

		3.5		The subnational unit has a copy of clear instructions provided by the National Program/M&E Unit on data aggregation, analysis and/or manipulation stepts to be performed at the subnational level.		N/A																

		3.6		All reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A																

		3.7		There are sufficient stocks of blank reporting forms at the subnational unit.		N/A																

		IV- Data Management Processes				N/A

		4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly district report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		The subnational unit routinely creates back-up files of Program data.		N/A																

		4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		N/A																

		4.6		If data discrepancies have been uncovered in reports from service points, the district has documented how these inconsistencies have been resolved.		N/A																

		4.7		The subnational unit can demonstrate that regular supervisory site visits have taken place and that data quality has been reviewed.		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																

		4.9		There is a written policy that describes how program documents (e.g. source documents and reporting forms) should be archived (e.g. filing cabinets, storage rooms etc.)		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		31		The District develops charts, graphs, maps, etc.  (If yes, ask to see them.)		N/A																

		32		...If yes, there is assigned staff to develop them regularly,		N/A																

		33		There is assigned staff to interpret and analyze the data / results.		N/A																

		34		The analyzed data / results are presented / disseminated to other information system stakeholders in the District in a timely manner so that the information can be used to inform decisions.  (Ask to see an example.)		N/A																

		35		There any programmatic decisions taken by the District based on analyzed data / results.  (Ask to see examples.)		N/A																

		34		The analyzed data / results are presented / disseminated to other information system stakeholders in the District in a timely manner so that the information can be used to inform decisions.  (Ask to see an example.)		N/A																

		35		There any programmatic decisions taken by the District based on analyzed data / results.  (Ask to see examples.)		N/A																

						N/A



		Part 3:   Recommendations for the District

				Based on the findings of the systems’ review and data verification at the district, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.  

				Identified Weaknesses		Description of Action Point										Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  District Site
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System Assessment - 
Health District

System  Assessment	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Health District

Data verifications	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





Reporting Performance - Health District

Reporting Performance	

% Available	%  On Time	% Complete	0	0	0	







District Site 7

		Data Verification and System Assessment Sheet - District Site

		District Site:						-						-																																										System  Assessment

		 District Code:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Indicator Reviewed:						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Date of Review:						-						-																																										3		N/A		III - Data-collection and Reporting Forms and Tools

		Reporting Period Verified:						-						-																																										4		N/A		IV- Data Management Processes

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  
Detailed responses will help guide strengthening measures. )																																												5		N/A		V - Links with National Reporting System 

																																																								6		N/A		VI - Use of data for decision making

		Part 1:   Data Verifications																																																						Data verifications

		A - Recounting reported Results:  																																																						1		-		Indicator 1

		Recount results from the periodic reports sent from service sites to the District and compare to the value reported by the District.  Explain discrepancies (if any).						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								2		-		Indicator 2

		1		Re-aggregate the numbers from the reports received from all Service Delivery Sites.  What is the re-aggregated number?  [A]																																																				3		-		Indicator 3

		2		What aggregated result was contained in the summary report prepared by the District (and submitted to the next reporting level)? [B]																																																				4		-		Indicator 4

		3		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-		`																																								Reporting Performance

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)																																								1		-		% Available

																2)																																								2		-		%  On Time

																3)																																								3		-		% Complete

																4)

		B - Reporting Performance: 

		Review availability, completeness, and timeliness of reports from all Service Delivery Sites. How many reports should there have been from all Sites?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all service delivery sites? [A]

		6		How many reports are there? [B]

		7		Calculate % Available Reports [B/A]								-

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]

		9		Calculate % On time Reports [C/B]								-

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data, the date of reception of the report by the District, and the authentication by the responsible staff). [D]   

		11		Calculate % Complete Reports [D/B]								-

						0



		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1.1		All relevant staff have received appropriate training on the data management processes and tools.		N/A																

		1.2		There are designated staff responsible for reviewing and approving the district monthly report prior to submission to the national level.		N/A																

		1.3		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from health facilities.		N/A																

		1.4		There is a procedure in place to ensure the monthly facility reports are compiled and the monthly district report is completed and submitted in the event the responsible staff is unavailable (e.g. shared duties, a team approach etc.)		N/A																

		1.5		Feedback is systematically provided to all health facilities on the quality of their reporting (i.e., accuracy, completeness and timeliness).		N/A																

		1.6		The subnational unit receives regular feedback from the national program on the quality of their submitted reports.		N/A																

		1.7		The subnational unit conducts regular supervisory visits to the health facilities in the district according to the guidelines.		N/A																

		1.8		The subnational unit receives regular supervisory visits from the national program according to the guidelines on supervision.		N/A																

		1.9		…If yes, the last visit was within the past three months.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		The National M&E Office has provided written guidelines to the District on …

		2.1		The subnational unit has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		N/A																

		2.2		The subnational unit has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		N/A																

		2.3		The subnational unit has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		N/A																

		2.4		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		N/A																

		3.2		…If yes, the standard forms/tools are consistently used by the subnational unit		N/A																

		3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.4		The subnational unit has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		N/A																

		3.5		The subnational unit has a copy of clear instructions provided by the National Program/M&E Unit on data aggregation, analysis and/or manipulation stepts to be performed at the subnational level.		N/A																

		3.6		All reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A																

		3.7		There are sufficient stocks of blank reporting forms at the subnational unit.		N/A																

		IV- Data Management Processes				N/A

		4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly district report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		The subnational unit routinely creates back-up files of Program data.		N/A																

		4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		N/A																

		4.6		If data discrepancies have been uncovered in reports from service points, the district has documented how these inconsistencies have been resolved.		N/A																

		4.7		The subnational unit can demonstrate that regular supervisory site visits have taken place and that data quality has been reviewed.		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																

		4.9		There is a written policy that describes how program documents (e.g. source documents and reporting forms) should be archived (e.g. filing cabinets, storage rooms etc.)		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		31		The District develops charts, graphs, maps, etc.  (If yes, ask to see them.)		N/A																

		32		...If yes, there is assigned staff to develop them regularly,		N/A																

		33		There is assigned staff to interpret and analyze the data / results.		N/A																

		34		The analyzed data / results are presented / disseminated to other information system stakeholders in the District in a timely manner so that the information can be used to inform decisions.  (Ask to see an example.)		N/A																

		35		There any programmatic decisions taken by the District based on analyzed data / results.  (Ask to see examples.)		N/A																

		34		The analyzed data / results are presented / disseminated to other information system stakeholders in the District in a timely manner so that the information can be used to inform decisions.  (Ask to see an example.)		N/A																

		35		There any programmatic decisions taken by the District based on analyzed data / results.  (Ask to see examples.)		N/A																

						N/A



		Part 3:   Recommendations for the District

				Based on the findings of the systems’ review and data verification at the district, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.  

				Identified Weaknesses		Description of Action Point										Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  District Site
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System  Assessment	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Health District

Data verifications	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





Reporting Performance - Health District

Reporting Performance	

% Available	%  On Time	% Complete	0	0	0	







District Site 8

		Data Verification and System Assessment Sheet - District Site

		District Site:						-						-																																										System  Assessment

		 District Code:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Indicator Reviewed:						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Date of Review:						-						-																																										3		N/A		III - Data-collection and Reporting Forms and Tools

		Reporting Period Verified:						-						-																																										4		N/A		IV- Data Management Processes

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  
Detailed responses will help guide strengthening measures. )																																												5		N/A		V - Links with National Reporting System 

																																																								6		N/A		VI - Use of data for decision making

		Part 1:   Data Verifications																																																						Data verifications

		A - Recounting reported Results:  																																																						1		-		Indicator 1

		Recount results from the periodic reports sent from service sites to the District and compare to the value reported by the District.  Explain discrepancies (if any).						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								2		-		Indicator 2

		1		Re-aggregate the numbers from the reports received from all Service Delivery Sites.  What is the re-aggregated number?  [A]																																																				3		-		Indicator 3

		2		What aggregated result was contained in the summary report prepared by the District (and submitted to the next reporting level)? [B]																																																				4		-		Indicator 4

		3		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-		`																																								Reporting Performance

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)																																								1		-		% Available

																2)																																								2		-		%  On Time

																3)																																								3		-		% Complete

																4)

		B - Reporting Performance: 

		Review availability, completeness, and timeliness of reports from all Service Delivery Sites. How many reports should there have been from all Sites?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all service delivery sites? [A]

		6		How many reports are there? [B]

		7		Calculate % Available Reports [B/A]								-

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]

		9		Calculate % On time Reports [C/B]								-

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data, the date of reception of the report by the District, and the authentication by the responsible staff). [D]   

		11		Calculate % Complete Reports [D/B]								-

						0



		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1.1		All relevant staff have received appropriate training on the data management processes and tools.		N/A																

		1.2		There are designated staff responsible for reviewing and approving the district monthly report prior to submission to the national level.		N/A																

		1.3		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from health facilities.		N/A																

		1.4		There is a procedure in place to ensure the monthly facility reports are compiled and the monthly district report is completed and submitted in the event the responsible staff is unavailable (e.g. shared duties, a team approach etc.)		N/A																

		1.5		Feedback is systematically provided to all health facilities on the quality of their reporting (i.e., accuracy, completeness and timeliness).		N/A																

		1.6		The subnational unit receives regular feedback from the national program on the quality of their submitted reports.		N/A																

		1.7		The subnational unit conducts regular supervisory visits to the health facilities in the district according to the guidelines.		N/A																

		1.8		The subnational unit receives regular supervisory visits from the national program according to the guidelines on supervision.		N/A																

		1.9		…If yes, the last visit was within the past three months.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		The National M&E Office has provided written guidelines to the District on …

		2.1		The subnational unit has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		N/A																

		2.2		The subnational unit has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		N/A																

		2.3		The subnational unit has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		N/A																

		2.4		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		N/A																

		3.2		…If yes, the standard forms/tools are consistently used by the subnational unit		N/A																

		3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.4		The subnational unit has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		N/A																

		3.5		The subnational unit has a copy of clear instructions provided by the National Program/M&E Unit on data aggregation, analysis and/or manipulation stepts to be performed at the subnational level.		N/A																

		3.6		All reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A																

		3.7		There are sufficient stocks of blank reporting forms at the subnational unit.		N/A																

		IV- Data Management Processes				N/A

		4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly district report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		The subnational unit routinely creates back-up files of Program data.		N/A																

		4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		N/A																

		4.6		If data discrepancies have been uncovered in reports from service points, the district has documented how these inconsistencies have been resolved.		N/A																

		4.7		The subnational unit can demonstrate that regular supervisory site visits have taken place and that data quality has been reviewed.		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																

		4.9		There is a written policy that describes how program documents (e.g. source documents and reporting forms) should be archived (e.g. filing cabinets, storage rooms etc.)		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		31		The District develops charts, graphs, maps, etc.  (If yes, ask to see them.)		N/A																

		32		...If yes, there is assigned staff to develop them regularly,		N/A																

		33		There is assigned staff to interpret and analyze the data / results.		N/A																

		34		The analyzed data / results are presented / disseminated to other information system stakeholders in the District in a timely manner so that the information can be used to inform decisions.  (Ask to see an example.)		N/A																

		35		There any programmatic decisions taken by the District based on analyzed data / results.  (Ask to see examples.)		N/A																

		34		The analyzed data / results are presented / disseminated to other information system stakeholders in the District in a timely manner so that the information can be used to inform decisions.  (Ask to see an example.)		N/A																

		35		There any programmatic decisions taken by the District based on analyzed data / results.  (Ask to see examples.)		N/A																

						N/A



		Part 3:   Recommendations for the District

				Based on the findings of the systems’ review and data verification at the district, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.  

				Identified Weaknesses		Description of Action Point										Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  District Site
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System Assessment - 
Health District

System  Assessment	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Health District

Data verifications	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





Reporting Performance - Health District

Reporting Performance	

% Available	%  On Time	% Complete	0	0	0	







District Level Summary

		District Level Summary











																																																Data Management System Assessment - District level summary

																																																Data Management System Assessment - Results by District

																																																Data Verifications - District level summary

																																																Data Verifications - Results by District

																																																Reporting Performance - District level summary

																																																Reporting Performance - Results by District
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Data Management System Assessment - District level summary	

System Assessment	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - District level summary	

Verification Factor	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





Data Management System Assessment - Results by District	

I - M	&	E Structure, Functions and Capabilities	-	0	II- Indicator Definitions and Reporting Guidelines	-	0	IV- Data Management Processes	-	0	III -	 Data-collection and Reporting Forms and Tools	-	0	V - Links with National Reporting System 	-	0	VI - Use of data for decision making	-	0	VII.  	-	VIII.  	-	IX.  	-	









Data Verifications - Results by District	

Indicator 1	-	0	Indicator 2	-	0	Indicator 3	-	0	Indicator 4	-	0	







Reporting Performance - District level summary	

Reporting Performance	

Available	Timely	Complete	0	0	0	





Reporting Performance - Results by District	

Available	-	0	Timely	-	0	Complete	-	0	









Regional Site 1

		Data Verification and System Assessment Sheet - Region Site

		Region Site:						-						-																																										System  Assessment

		 Region Code:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Indicator Reviewed:						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Date of Review:						-						-																																										3		N/A		III - Data-collection and Reporting Forms and Tools

		Reporting Period Verified:						-						-																																										4		N/A		IV- Data Management Processes

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  
Detailed responses will help guide strengthening measures. )																																												5		N/A		V - Links with National Reporting System 

																																																								6		N/A		VI - Use of data for decision making

		Part 1:   Data Verifications																																																						Data verifications

		A - Recounting reported Results:  																																																						1		-		Indicator 1

		Recount results from the periodic reports sent from service sites to the District and compare to the value reported by the District.  Explain discrepancies (if any).						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								2		-		Indicator 2

		1		Re-aggregate the numbers from the reports received from all Districts.  What is the re-aggregated number?  [A]																																																				3		-		Indicator 3

		2		What aggregated result was contained in the summary report prepared by the District (and submitted to the next reporting level)? [B]																																																				4		-		Indicator 4

		3		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-		`																																								Reporting Performance

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)																																								1		-		% Available

																2)																																								2		-		%  On Time

																3)																																								3		-		% Complete

																4)

		B - Reporting Performance: 

		Review availability, completeness, and timeliness of reports from all Districts. How many reports should there have been from all Sites?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all Districts? [A]

		6		How many reports are there? [B]

		7		Calculate % Available Reports [B/A]								-

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]

		9		Calculate % On time Reports [C/B]								-

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data, the date of reception of the report by the District, and the authentication by the responsible staff). [D]   

		11		Calculate % Complete Reports [D/B]								-

						0



		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1.1		All relevant staff have received appropriate training on the data management processes and tools.		N/A																

		1.2		There are designated staff responsible for reviewing and approving the subnational unit monthly report prior to submission to the national level.		N/A																

		1.3		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from lower levels.		N/A																

		1.4		There is a procedure in place to ensure the monthly reports from the lower level are compiled and is completed and submitted in the event the responsible staff is unavailable (e.g. shared duties, a team approach etc.)		N/A																

		1.5		Feedback is systematically provided to lower levels on the quality of their reporting (i.e., accuracy, completeness and timeliness).		N/A																

		1.6		The subnational unit receives regular feedback from the national program on the quality of their submitted reports.		N/A																

		1.7		The subnational unit conducts regular supervisory visits to the next lower level according to the guidelines.		N/A																

		1.8		The subnational unit receives regular supervisory visits from the national program according to the guidelines on supervision.		N/A																

		1.9		…If yes, the last visit was within the past three months.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		The National M&E Office has provided written guidelines to the District on …

		2.1		The subnational unit has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		N/A																

		2.2		The subnational unit has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		N/A																

		2.3		The subnational unit has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		N/A																

		2.4		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		N/A																

		3.2		…If yes, the standard forms/tools are consistently used by the subnational unit		N/A																

		3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.4		The subnational unit has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		N/A																

		3.5		The subnational unit has a copy of clear instructions provided by the National Program/M&E Unit on data aggregation, analysis and/or manipulation stepts to be performed at the subnational level.		N/A																

		3.6		All reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A																

		3.7		There are sufficient stocks of blank reporting forms at the subnational unit.		N/A																

		IV- Data Management Processes				N/A

		4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly district report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		The subnational unit routinely creates back-up files of Program data.		N/A																

		4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		N/A																

		4.6		If data discrepancies have been uncovered in reports from service points, the district has documented how these inconsistencies have been resolved.		N/A																

		4.7		The subnational unit can demonstrate that regular supervisory site visits have taken place and that data quality has been reviewed.		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																

		4.9		There is a written policy that describes how program documents (e.g. source documents and reporting forms) should be archived (e.g. filing cabinets, storage rooms etc.)		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		31		The subnational unit develops charts, graphs, maps, etc.  (If yes, ask to see them.)		N/A																

		32		...If yes, there is assigned staff to develop them regularly,		N/A																

		33		There is assigned staff to interpret and analyze the data / results.		N/A																

		34		The analyzed data / results are presented / disseminated to other information system stakeholders in the subnational unit in a timely manner so that the information can be used to inform decisions.  (Ask to see an example.)		N/A																

		35		There any programmatic decisions taken by the subnational unit based on analyzed data / results.  (Ask to see examples.)		N/A																

		34		The analyzed data / results are presented / disseminated to other information system stakeholders in the subnational unit in a timely manner so that the information can be used to inform decisions.  (Ask to see an example.)		N/A																

		35		There any programmatic decisions taken by the subnational unit based on analyzed data / results.  (Ask to see examples.)		N/A																

						N/A



		Part 3:   Recommendations for the regional site

				Based on the findings of the systems’ review and data verification at the regional site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.  

				Identified Weaknesses		Description of Action Point										Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  Regional Site











































































































































































































































































































































































































































































































Page &P


System Assessment - 
Health Region

System  Assessment	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Health Region

Data verifications	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





Reporting Performance - Health Region

Reporting Performance	

% Available	%  On Time	% Complete	0	0	0	







Regional Site 2

		Data Verification and System Assessment Sheet - Region Site

		Region Site:						-						-																																										System  Assessment

		 Region Code:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Indicator Reviewed:						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Date of Review:						-						-																																										3		N/A		III - Data-collection and Reporting Forms and Tools

		Reporting Period Verified:						-						-																																										4		N/A		IV- Data Management Processes

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  
Detailed responses will help guide strengthening measures. )																																												5		N/A		V - Links with National Reporting System 

																																																								6		N/A		VI - Use of data for decision making

		Part 1:   Data Verifications																																																						Data verifications

		A - Recounting reported Results:  																																																						1		-		Indicator 1

		Recount results from the periodic reports sent from service sites to the District and compare to the value reported by the District.  Explain discrepancies (if any).						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								2		-		Indicator 2

		1		Re-aggregate the numbers from the reports received from all Districts.  What is the re-aggregated number?  [A]																																																				3		-		Indicator 3

		2		What aggregated result was contained in the summary report prepared by the District (and submitted to the next reporting level)? [B]																																																				4		-		Indicator 4

		3		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-		`																																								Reporting Performance

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)																																								1		-		% Available

																2)																																								2		-		%  On Time

																3)																																								3		-		% Complete

																4)

		B - Reporting Performance: 

		Review availability, completeness, and timeliness of reports from all Districts. How many reports should there have been from all Sites?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all Districts? [A]

		6		How many reports are there? [B]

		7		Calculate % Available Reports [B/A]								-

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]

		9		Calculate % On time Reports [C/B]								-

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data, the date of reception of the report by the District, and the authentication by the responsible staff). [D]   

		11		Calculate % Complete Reports [D/B]								-

						0



		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1.1		All relevant staff have received appropriate training on the data management processes and tools.		N/A																

		1.2		There are designated staff responsible for reviewing and approving the subnational unit monthly report prior to submission to the national level.		N/A																

		1.3		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from lower levels.		N/A																

		1.4		There is a procedure in place to ensure the monthly reports from the lower level are compiled and is completed and submitted in the event the responsible staff is unavailable (e.g. shared duties, a team approach etc.)		N/A																

		1.5		Feedback is systematically provided to lower levels on the quality of their reporting (i.e., accuracy, completeness and timeliness).		N/A																

		1.6		The subnational unit receives regular feedback from the national program on the quality of their submitted reports.		N/A																

		1.7		The subnational unit conducts regular supervisory visits to the next lower level according to the guidelines.		N/A																

		1.8		The subnational unit receives regular supervisory visits from the national program according to the guidelines on supervision.		N/A																

		1.9		…If yes, the last visit was within the past three months.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		The National M&E Office has provided written guidelines to the District on …

		2.1		The subnational unit has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		N/A																

		2.2		The subnational unit has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		N/A																

		2.3		The subnational unit has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		N/A																

		2.4		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		N/A																

		3.2		…If yes, the standard forms/tools are consistently used by the subnational unit		N/A																

		3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.4		The subnational unit has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		N/A																

		3.5		The subnational unit has a copy of clear instructions provided by the National Program/M&E Unit on data aggregation, analysis and/or manipulation stepts to be performed at the subnational level.		N/A																

		3.6		All reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A																

		3.7		There are sufficient stocks of blank reporting forms at the subnational unit.		N/A																

		IV- Data Management Processes				N/A

		4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly district report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		The subnational unit routinely creates back-up files of Program data.		N/A																

		4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		N/A																

		4.6		If data discrepancies have been uncovered in reports from service points, the district has documented how these inconsistencies have been resolved.		N/A																

		4.7		The subnational unit can demonstrate that regular supervisory site visits have taken place and that data quality has been reviewed.		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																

		4.9		There is a written policy that describes how program documents (e.g. source documents and reporting forms) should be archived (e.g. filing cabinets, storage rooms etc.)		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		31		The subnational unit develops charts, graphs, maps, etc.  (If yes, ask to see them.)		N/A																

		32		...If yes, there is assigned staff to develop them regularly,		N/A																

		33		There is assigned staff to interpret and analyze the data / results.		N/A																

		34		The analyzed data / results are presented / disseminated to other information system stakeholders in the subnational unit in a timely manner so that the information can be used to inform decisions.  (Ask to see an example.)		N/A																

		35		There any programmatic decisions taken by the subnational unit based on analyzed data / results.  (Ask to see examples.)		N/A																

		34		The analyzed data / results are presented / disseminated to other information system stakeholders in the subnational unit in a timely manner so that the information can be used to inform decisions.  (Ask to see an example.)		N/A																

		35		There any programmatic decisions taken by the subnational unit based on analyzed data / results.  (Ask to see examples.)		N/A																

						N/A



		Part 3:   Recommendations for the regional site

				Based on the findings of the systems’ review and data verification at the regional site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.  

				Identified Weaknesses		Description of Action Point										Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  Regional Site











































































































































































































































































































































































































































































































Page &P


System Assessment - 
Health Region

System  Assessment	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Health Region

Data verifications	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





Reporting Performance - Health Region

Reporting Performance	

% Available	%  On Time	% Complete	0	0	0	







Regional Site 3

		Data Verification and System Assessment Sheet - Region Site

		Region Site:						-						-																																										System  Assessment

		 Region Code:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Indicator Reviewed:						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Date of Review:						-						-																																										3		N/A		III - Data-collection and Reporting Forms and Tools

		Reporting Period Verified:						-						-																																										4		N/A		IV- Data Management Processes

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  
Detailed responses will help guide strengthening measures. )																																												5		N/A		V - Links with National Reporting System 

																																																								6		N/A		VI - Use of data for decision making

		Part 1:   Data Verifications																																																						Data verifications

		A - Recounting reported Results:  																																																						1		-		Indicator 1

		Recount results from the periodic reports sent from service sites to the District and compare to the value reported by the District.  Explain discrepancies (if any).						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								2		-		Indicator 2

		1		Re-aggregate the numbers from the reports received from all Districts.  What is the re-aggregated number?  [A]																																																				3		-		Indicator 3

		2		What aggregated result was contained in the summary report prepared by the District (and submitted to the next reporting level)? [B]																																																				4		-		Indicator 4

		3		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-		`																																								Reporting Performance

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)																																								1		-		% Available

																2)																																								2		-		%  On Time

																3)																																								3		-		% Complete

																4)

		B - Reporting Performance: 

		Review availability, completeness, and timeliness of reports from all Districts. How many reports should there have been from all Sites?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all Districts? [A]

		6		How many reports are there? [B]

		7		Calculate % Available Reports [B/A]								-

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]

		9		Calculate % On time Reports [C/B]								-

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data, the date of reception of the report by the District, and the authentication by the responsible staff). [D]   

		11		Calculate % Complete Reports [D/B]								-

						0



		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1.1		All relevant staff have received appropriate training on the data management processes and tools.		N/A																

		1.2		There are designated staff responsible for reviewing and approving the subnational unit monthly report prior to submission to the national level.		N/A																

		1.3		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from lower levels.		N/A																

		1.4		There is a procedure in place to ensure the monthly reports from the lower level are compiled and is completed and submitted in the event the responsible staff is unavailable (e.g. shared duties, a team approach etc.)		N/A																

		1.5		Feedback is systematically provided to lower levels on the quality of their reporting (i.e., accuracy, completeness and timeliness).		N/A																

		1.6		The subnational unit receives regular feedback from the national program on the quality of their submitted reports.		N/A																

		1.7		The subnational unit conducts regular supervisory visits to the next lower level according to the guidelines.		N/A																

		1.8		The subnational unit receives regular supervisory visits from the national program according to the guidelines on supervision.		N/A																

		1.9		…If yes, the last visit was within the past three months.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		The National M&E Office has provided written guidelines to the District on …

		2.1		The subnational unit has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		N/A																

		2.2		The subnational unit has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		N/A																

		2.3		The subnational unit has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		N/A																

		2.4		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		N/A																

		3.2		…If yes, the standard forms/tools are consistently used by the subnational unit		N/A																

		3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.4		The subnational unit has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		N/A																

		3.5		The subnational unit has a copy of clear instructions provided by the National Program/M&E Unit on data aggregation, analysis and/or manipulation stepts to be performed at the subnational level.		N/A																

		3.6		All reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A																

		3.7		There are sufficient stocks of blank reporting forms at the subnational unit.		N/A																

		IV- Data Management Processes				N/A

		4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly district report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		The subnational unit routinely creates back-up files of Program data.		N/A																

		4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		N/A																

		4.6		If data discrepancies have been uncovered in reports from service points, the district has documented how these inconsistencies have been resolved.		N/A																

		4.7		The subnational unit can demonstrate that regular supervisory site visits have taken place and that data quality has been reviewed.		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																

		4.9		There is a written policy that describes how program documents (e.g. source documents and reporting forms) should be archived (e.g. filing cabinets, storage rooms etc.)		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		31		The subnational unit develops charts, graphs, maps, etc.  (If yes, ask to see them.)		N/A																

		32		...If yes, there is assigned staff to develop them regularly,		N/A																

		33		There is assigned staff to interpret and analyze the data / results.		N/A																

		34		The analyzed data / results are presented / disseminated to other information system stakeholders in the subnational unit in a timely manner so that the information can be used to inform decisions.  (Ask to see an example.)		N/A																

		35		There any programmatic decisions taken by the subnational unit based on analyzed data / results.  (Ask to see examples.)		N/A																

		34		The analyzed data / results are presented / disseminated to other information system stakeholders in the subnational unit in a timely manner so that the information can be used to inform decisions.  (Ask to see an example.)		N/A																

		35		There any programmatic decisions taken by the subnational unit based on analyzed data / results.  (Ask to see examples.)		N/A																

						N/A



		Part 3:   Recommendations for the regional site

				Based on the findings of the systems’ review and data verification at the regional site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.  

				Identified Weaknesses		Description of Action Point										Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  Regional Site
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System Assessment - 
Health Region

System  Assessment	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Health Region

Data verifications	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





Reporting Performance - Health Region

Reporting Performance	

% Available	%  On Time	% Complete	0	0	0	







Regional Site 4

		Data Verification and System Assessment Sheet - Region Site

		Region Site:						-						-																																										System  Assessment

		 Region Code:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Indicator Reviewed:						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Date of Review:						-						-																																										3		N/A		III - Data-collection and Reporting Forms and Tools

		Reporting Period Verified:						-						-																																										4		N/A		IV- Data Management Processes

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  
Detailed responses will help guide strengthening measures. )																																												5		N/A		V - Links with National Reporting System 

																																																								6		N/A		VI - Use of data for decision making

		Part 1:   Data Verifications																																																						Data verifications

		A - Recounting reported Results:  																																																						1		-		Indicator 1

		Recount results from the periodic reports sent from service sites to the District and compare to the value reported by the District.  Explain discrepancies (if any).						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								2		-		Indicator 2

		1		Re-aggregate the numbers from the reports received from all Districts.  What is the re-aggregated number?  [A]																																																				3		-		Indicator 3

		2		What aggregated result was contained in the summary report prepared by the District (and submitted to the next reporting level)? [B]																																																				4		-		Indicator 4

		3		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-		`																																								Reporting Performance

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)																																								1		-		% Available

																2)																																								2		-		%  On Time

																3)																																								3		-		% Complete

																4)

		B - Reporting Performance: 

		Review availability, completeness, and timeliness of reports from all Districts. How many reports should there have been from all Sites?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all Districts? [A]

		6		How many reports are there? [B]

		7		Calculate % Available Reports [B/A]								-

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]

		9		Calculate % On time Reports [C/B]								-

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data, the date of reception of the report by the District, and the authentication by the responsible staff). [D]   

		11		Calculate % Complete Reports [D/B]								-

						0



		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1.1		All relevant staff have received appropriate training on the data management processes and tools.		N/A																

		1.2		There are designated staff responsible for reviewing and approving the subnational unit monthly report prior to submission to the national level.		N/A																

		1.3		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from lower levels.		N/A																

		1.4		There is a procedure in place to ensure the monthly reports from the lower level are compiled and is completed and submitted in the event the responsible staff is unavailable (e.g. shared duties, a team approach etc.)		N/A																

		1.5		Feedback is systematically provided to lower levels on the quality of their reporting (i.e., accuracy, completeness and timeliness).		N/A																

		1.6		The subnational unit receives regular feedback from the national program on the quality of their submitted reports.		N/A																

		1.7		The subnational unit conducts regular supervisory visits to the next lower level according to the guidelines.		N/A																

		1.8		The subnational unit receives regular supervisory visits from the national program according to the guidelines on supervision.		N/A																

		1.9		…If yes, the last visit was within the past three months.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		The National M&E Office has provided written guidelines to the District on …

		2.1		The subnational unit has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		N/A																

		2.2		The subnational unit has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		N/A																

		2.3		The subnational unit has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		N/A																

		2.4		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		N/A																

		3.2		…If yes, the standard forms/tools are consistently used by the subnational unit		N/A																

		3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.4		The subnational unit has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		N/A																

		3.5		The subnational unit has a copy of clear instructions provided by the National Program/M&E Unit on data aggregation, analysis and/or manipulation stepts to be performed at the subnational level.		N/A																

		3.6		All reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A																

		3.7		There are sufficient stocks of blank reporting forms at the subnational unit.		N/A																

		IV- Data Management Processes				N/A

		4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly district report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		The subnational unit routinely creates back-up files of Program data.		N/A																

		4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		N/A																

		4.6		If data discrepancies have been uncovered in reports from service points, the district has documented how these inconsistencies have been resolved.		N/A																

		4.7		The subnational unit can demonstrate that regular supervisory site visits have taken place and that data quality has been reviewed.		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																

		4.9		There is a written policy that describes how program documents (e.g. source documents and reporting forms) should be archived (e.g. filing cabinets, storage rooms etc.)		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		31		The subnational unit develops charts, graphs, maps, etc.  (If yes, ask to see them.)		N/A																

		32		...If yes, there is assigned staff to develop them regularly,		N/A																

		33		There is assigned staff to interpret and analyze the data / results.		N/A																

		34		The analyzed data / results are presented / disseminated to other information system stakeholders in the subnational unit in a timely manner so that the information can be used to inform decisions.  (Ask to see an example.)		N/A																

		35		There any programmatic decisions taken by the subnational unit based on analyzed data / results.  (Ask to see examples.)		N/A																

		34		The analyzed data / results are presented / disseminated to other information system stakeholders in the subnational unit in a timely manner so that the information can be used to inform decisions.  (Ask to see an example.)		N/A																

		35		There any programmatic decisions taken by the subnational unit based on analyzed data / results.  (Ask to see examples.)		N/A																

						N/A



		Part 3:   Recommendations for the regional site

				Based on the findings of the systems’ review and data verification at the regional site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.  

				Identified Weaknesses		Description of Action Point										Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  Regional Site
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System Assessment - 
Health Region

System  Assessment	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Health Region

Data verifications	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





Reporting Performance - Health Region

Reporting Performance	

% Available	%  On Time	% Complete	0	0	0	







Regional Level Summary

		Regional Level Summary







																																																Data Management System Assessment - Summary of regional level

																																																Data Management System Assessment - Results by region

																																																Data Verifications - Regional level summary

																																																Data Verifications - Results by region

																																																Reporting Performance - Summary of regional level

																																																Reporting Performance - Results by region
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Data Management System Assessment - Summary of regional level	

System Assessment	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Regional level summary	

Verification Factor	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





Data Management System Assessment - Results by region	

I - M	&	E Structure, Functions and Capabilities	-	-	0	0	II- Indicator Definitions and Reporting Guidelines	-	-	0	0	III - Data-collection and Reporting Forms and Tools	-	-	0	0	IV- Data Management Processes	-	-	0	0	V - Links with National Reporting System 	-	-	0	0	VI - Use of data for decision making	-	-	0	0	VII.  	-	-	VIII.  	-	-	IX.  	-	-	







Data Verifications - Results by region	

Indicator 1	-	-	0	0	Indicator 2	-	-	0	0	Indicator 3	-	-	0	0	Indicator 4	-	-	0	0	







Reporting Performance - Summary of regional level	

Reporting Performance	

Available	Timely	Complete	0	0	0	





Reporting Performance - Results by region	

Available	-	-	0	0	Timely	-	-	0	0	Complete	-	-	0	0	









National Level M&E Unit

		Data Verification and System Assessment Sheet - National M&E Unit

		National M&E Unit or Program:						-						-

		Indicator Reviewed:						-						-																																										Data Management Assessment - M&E Unit

		Date of Review:						-						-																																										1		N/A		I - M&E Structure, Functions and Capabilities

		Reporting Period Verified:						-						-																																										2		N/A		II- Indicator Definitions and Reporting Guidelines

		Component of the M&E System 						Answer Codes: 
Yes - completely
Partly
No - not at all
N/A				REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  
Detailed responses will help guide strengthening measures. )																																												3		N/A		III - Data-collection and Reporting Forms and Tools

																																																								4		N/A		IV- Data Management Processes

		Part 1:   Data Verifications																																																						5		N/A		V - Links with National Reporting System 

		A - Recounting reported Results:  																																																						6		N/A		VI - Use of data for decision making

		Recount results from the periodic reports sent from the subnational units to the national level and compare to the value published by the National Program (or reported by the National Program to the Donor, if applicable).  Explain discrepancies (if any).						Indicator 1		Indicator 2		Indicator 3		Indicator 4		COMMENTS																																								Data Verifications - M&E Unit

		1		Re-aggregate the numbers from the reports received from all subnational units.  What is the re-aggregated number?  [A]																																																				1		-		Indicator 1

		2		What aggregated result was contained in the summary report prepared by the national program (and published in the annual report or submitted to donors, if applicable) ? [B]																																																				2		-		Indicator 2

		3		Calculate the ratio of recounted to reported results. [A/B]				-		-		-		-																																										3		-		Indicator 3

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 												1)																																								4		-		Indicator 4

																2)

																3)																																								Reporting Performance - M&E Unit

																4)																																								1		-		% Available

		B - Reporting Performance: 																																																						2		-		% On Time

		Review availability, completeness, and timeliness of reports from all subnational units.  How many reports should there have been from all subnational units?  How many are there?  Were they received on time? Are they complete?																																																						3		-		% Complete

		5		How many reports should there have been from all subnational units ? [A]

		6		How many reports are there? [B]

		7		Calculate % Available Reports [B/A]								-

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]

		9		Calculate % On time Reports [C/B]								-

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data, the date of reception of the report from the sub-reporting entity, and the authentication by the responsible staff). [D]   

		11		Calculate % Complete Reports [D/B]								-



		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1.1		There is a documented organizational structure/chart that clearly identifies positions that have data management responsibilities at the M&E Unit. (to specify which Unit: e.g. MoH, NAP, GF, World Bank)		N/A																

		1.2		All relevant staff have received training on the data management processes and tools.		N/A																

		1.3		There is a training plan which includes staff involved in data-collection and reporting at all levels in the reporting process.		N/A																

		1.4		A senior staff member (e.g., the Program Manager) is responsible for reviewing the aggregated numbers prior to the submission/release of reports from the M&E Unit.		N/A																

		1.5		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness,  timeliness and confidentiality ) received from sub-reporting levels (e.g., regions, districts, service points).		N/A																

		1.6		Feedback is systematically provided to all subnational units on the quality of their reporting (i.e., accuracy, completeness and timeliness).		N/A																

		1.7		The central level conducts regular supervisory visits to subnational units according to the guidelines.		N/A																

		II- Indicator Definitions and Reporting Guidelines				N/A

		2.1		The National Program/M&E Unit has documented and shared the definition of the indicator(s) with all relevant levels of the reporting system (e.g., regions, districts, service points).		N/A																

		2.2		There is a description of the services that are related to each indicator measured by the Program/project. 		N/A																

		2.3		The National Program/M&E Unit has provided written guidelines to all reporting entities (e.g., regions, districts, service points) on reporting requirements and deadlines.		N/A																

		III - Data-collection and Reporting Forms and Tools				N/A

		3.1		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels.		N/A																

		3.2		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A																

		3.3		The National Program/M&E Unit has developed and shared with all reporting units clear instructions on how to complete the data collection and reporting forms/tools.		N/A																

		3.4		The M&E Unit has clearly documented data aggregation, analysis and/or manipulation steps performed at each level of the reporting system.		N/A																

		3.5		The data collected by the M&E system has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies disaggregation by these characteristics).		N/A																

		IV- Data Management Processes				N/A

		4.1		(If applicable) There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A																

		4.2		There are quality controls in place for compiling data for the monthly district report to ensure the accuracy (e.g. detection of transcription errors).		N/A																

		4.3		(If applicable) There is a written back-up procedure for when data entry or data processing is computerized.		N/A																

		4.4		...If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A																

		4.5		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with sub-reporting levels on data quality issues.		N/A																

		4.6		If data discrepancies have been uncovered in reports from sub-reporting levels, the M&E Unit (e.g., districts or regions) has documented how these inconsistencies have been resolved.   		N/A																

		4.7		The M&E Unit can demonstrate that regular supervisory site visits have taken place and that data quality has been reviewed.		N/A																

		4.8		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A																																																		System Assessment

		4.9		There is a written policy that describes how program documents (e.g. source documents and reporting forms) should be archived (e.g. filing cabinets, storage rooms etc.)		N/A																

		V - Links with National Reporting System 				N/A

		5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		N/A																

		5.2		When applicable, data are reported through a single channel of the national information systems.		N/A																

		5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A																

		5.4		….if yes, place names are recorded using standarized naming conventions.		N/A																

		VI - Use of data for decision making				N/A

		6.1		The National Programme develops charts, graphs, maps, etc. to depict analyzed data.  (If yes, ask to see them.)		N/A																

		6.2		...If yes, there is designated staff to develop them.		N/A																

		6.3		There is designated staff to interpret and analyze the data / results.		N/A																

		6.4		The National Programme provides guidance on data use to the sub-reporting levels (beyond routine reporting).		N/A																

		6.5		The analyzed data / results are presented / disseminated to stakeholders and other levels of the information system in a timely manner so that the information can be used to inform decisions (for example, a bulletin, planning document or other compilation of analyzed data).  (If yes, ask to see an example.)		N/A																

		6.6		When data are disseminated they include indications of any limitations that may exist in the data.  (If yes, ask to see examples.)		N/A																

		6.7		There are programmatic decisions taken by the National Programme based on analyzed data / results.  (If yes, ask for examples.)  		N/A																

						N/A



		Part 3:   Follow up Recommendations and Action Plan - National M&E Unit

		Summarize key issues that the Program should follow up at various levels of the system (e.g. issues found at site level and/or at district/region level).

				Identified Weaknesses				Description of Action Point								Responsible(s)				Time Line

		1

		2

		3

		4



		Part 4:  DASHBOARD:  National Program
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Data Management Assessment - 
National Level - M&E Office

Data Management Assessment - M	&	E Unit	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data and Verifications - 
National Level - M&E Office

Data Verifications - M	&	E Unit	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





Reporting Performance - 
National Level - M&E Office

Reporting Performance - M	&	E Unit	

% Available	% On Time	% Complete	0	0	0	







System Assessment Summary

		SUMMARY TABLE
Data Management System Assessment								I		II		III		IV		V		VI		Average 
(by site)				Color Code Key

										I - M&E Structure, Functions and Capabilities		II- Indicator Definitions and Reporting Guidelines		III - Data-collection and Reporting Forms and Tools		IV- Data Management Processes		V - Links with National Reporting System 		VI - Use of data for decision making						Green		2.5 - 3.0		Yes - completely

		National M&E Unit																								Yellow		1.5 - <2.5		Partly

		-		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A				Red		< 1.5		No - not at all

		Regional Level Aggregation Sites

		1		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A

		2		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A

		3		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A

		4		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A

		District Level Aggregation Sites

		1		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A

		2		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A

		3		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A

		4		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A

		5		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A

		6		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A

		7		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A

		8		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A

		Service Delivery Sites

		1		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A

		2		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A

		3		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A

		4		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A

		5		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A

		6		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A

		7		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A

		8		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A

		9		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A

		10		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A

		11		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A

		12		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A

		13		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A

		14		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A

		15		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A

		16		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A

		17		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A

		18		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A

		19		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A

		20		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A

		21		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A

		22		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A

		23		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A

		24		-						N/A		N/A		N/A		N/A		N/A		N/A		N/A

		Average (by functional area) 								N/A		N/A		N/A		N/A		N/A		N/A		N/A
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Global Dashboard

		Global Dashboard









																																																Data Management System Assessment - Global Average

																																																Data Management System Assessment - Results by level of the reporting system

																																																Data Verifications - Global average by Indicator

																																																Data Verifications - Results by level of the reporting system

																																																Reporting Performance - Global Average

																																																Reporting Performance - Results by level of the reporting system
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Data Management System Assessment - Global Average	

Global Average	I - M	&	E Structure, Functions and Capabilities	II- Indicator Definitions and Reporting Guidelines	III - Data-collection and Reporting Forms and Tools	IV- Data Management Processes	V - Links with National Reporting System 	VI - Use of data for decision making	0	0	0	0	0	0	





Data Verifications - Verification Factors by Level of the Reporting System

Indicator 1	Service Delivery Site Average 	Central Level: 	0	0	Indicator 2	Service Delivery Site Average 	Central Level: 	0	0	Indicator 3	Service Delivery Site Average 	Central Level: 	0	0	Indicator 4	Service Delivery Site Average 	Central Level: 	0	0	







Data Verifications - Verification Factors by Level of the Reporting System

Indicator 1	Service Delivery Site Average 	District Site Average 	Central Level: 	0	0	0	Indicator 2	Service Delivery Site Average 	District Site Average 	Central Level: 	0	0	0	Indicator 3	Service Delivery Site Average 	District Site Average 	Central Level: 	0	0	0	Indicator 4	Service Delivery Site Average 	District Site Average 	Central Level: 	0	0	0	







Data Verifications - Verification Factors by Level of the Reporting System

Indicator 1	Service Delivery Site Average 	Regional Site Average 	Central Level: 	0	0	0	Indicator 2	Service Delivery Site Average 	Regional Site Average 	Central Level: 	0	0	0	Indicator 3	Service Delivery Site Average 	Regional Site Average 	Central Level: 	0	0	0	Indicator 4	Service Delivery Site Average 	Regional Site Average 	Central Level: 	0	0	0	







Reporting Performance by Reporting Level

Available	Central Level: 	0	Timely	Central Level: 	0	Complete	Central Level: 	0	







Reporting Performance by Reporting Level

Available	District Site Average 	Central Level: 	0	0	Timely	District Site Average 	Central Level: 	0	0	Complete	District Site Average 	Central Level: 	0	0	







Reporting Performance by Reporting Level

Available	Regional Site Average 	Central Level: 	0	0	Timely	Regional Site Average 	Central Level: 	0	0	Complete	Regional Site Average 	Central Level: 	0	0	







Data Verifications - Global average by Indicator	

Verification Factor	

Indicator 1	Indicator 2	Indicator 3	Indicator 4	0	0	0	0	





Data Management System Assessment - Results by level of the reporting system	

I - M	&	E Structure, Functions and Capabilities	Service Delivery Site Average 	District Site Average 	Regional Site Average 	Central Level: 	Global Average	0	0	0	0	0	II- Indicator Definitions and Reporting Guidelines	Service Delivery Site Average 	District Site Average 	Regional Site Average 	Central Level: 	Global Average	0	0	0	0	0	III - Data-collection and Reporting Forms and Tools	Service Delivery Site Average 	District Site Average 	Regional Site Average 	Central Level: 	Global Average	0	0	0	0	0	IV- Data Management Processes	Service Delivery Site Average 	District Site Average 	Regional Site Average 	Central Level: 	Global Average	0	0	0	0	0	V - Links with National Reporting System 	Service Delivery Site Average 	District Site Average 	Regional Site Average 	Central Level: 	Global Average	0	0	0	0	0	VI - Use of data for decision making	0	0	0	0	0	VII.  	VIII.  	IX.  	







Data Verifications - Results by level of the reporting system	

Indicator 1	Service Delivery Site Average 	District Site Average 	Regional Site Average 	Central Level: 	Global Average	0	0	0	0	0	Indicator 2	Service Delivery Site Average 	District Site Average 	Regional Site Average 	Central Level: 	Global Average	0	0	0	0	0	Indicator 3	Service Delivery Site Average 	District Site Average 	Regional Site Average 	Central Level: 	Global Average	0	0	0	0	0	Indicator 4	Service Delivery Site Average 	District Site Average 	Regional Site Average 	Central Level: 	Global Average	0	0	0	0	0	







Reporting Performance - Global Average	

Reporting Performance	

Available	Timely	Complete	0	0	0	





Reporting Performance - Results by level of the reporting system	

Available	District Site Average 	Regional Site Average 	Central Level: 	Global Average	0	0	0	0	Timely	District Site Average 	Regional Site Average 	Central Level: 	Global Average	0	0	0	0	Complete	District Site Average 	Regional Site Average 	Central Level: 	Global Average	0	0	0	0	







System Assessment Results by Level of the Reporting System

I - M	&	E Structure, Functions and Capabilities	Service Delivery Site Average 	Central Level: 	0	0	II- Indicator Definitions and Reporting Guidelines	Service Delivery Site Average 	Central Level: 	0	0	III - Data-collection and Reporting Forms and Tools	Service Delivery Site Average 	Central Level: 	0	0	IV- Data Management Processes	Service Delivery Site Average 	Central Level: 	0	0	V - Links with National Reporting System 	Service Delivery Site Average 	Central Level: 	0	0	







System Assessment Results by Level of the Reporting System

I - M	&	E Structure, Functions and Capabilities	Service Delivery Site Average 	District Site Average 	Central Level: 	0	0	0	II- Indicator Definitions and Reporting Guidelines	Service Delivery Site Average 	District Site Average 	Central Level: 	0	0	0	III - Data-collection and Reporting Forms and Tools	Service Delivery Site Average 	District Site Average 	Central Level: 	0	0	0	IV- Data Management Processes	Service Delivery Site Average 	District Site Average 	Central Level: 	0	0	0	V - Links with National Reporting System 	Service Delivery Site Average 	District Site Average 	Central Level: 	0	0	0	







System Assessment Results by Level of the Reporting System

I - M	&	E Structure, Functions and Capabilities	Service Delivery Site Average 	Regional Site Average 	Central Level: 	0	0	0	II- Indicator Definitions and Reporting Guidelines	Service Delivery Site Average 	Regional Site Average 	Central Level: 	0	0	0	III - Data-collection and Reporting Forms and Tools	Service Delivery Site Average 	Regional Site Average 	Central Level: 	0	0	0	IV- Data Management Processes	Service Delivery Site Average 	Regional Site Average 	Central Level: 	0	0	0	V - Links with National Reporting System 	Service Delivery Site Average 	Regional Site Average 	Central Level: 	0	0	0	









Overall Action Plan

		RDQA Final Action Plan

																																																																																																												C - Cross-check reported results with other data sources: - CROSS-CHECK 2:  Cross-check secondary data source with the primary data source. (If cross-checks are different from the planned cross-check, i.e. the cross-checks entered on the Information Page, specify the cross-checks performed in the comment cells to the right.)    																								C - Cross-check reported results with other data sources: - CROSS-CHECK 2:  Cross-check secondary data source with the primary data source. (If cross-checks are different from the planned cross-check, i.e. the cross-checks entered on the Information Page, specify the cross-checks performed in the comment cells to the right.)    

		Country:

		Program/Projet

		Date of Evaluation :

		Date of Follow-up

		Summary of Identified Data Quality Challenges						System Strengthening Measures		Responsibles		Deadline		Comments





















		Add rows as needed





		Summary of site specific action plans by level of the reporting system



		Site				Identified Weaknesses		System Strengthening Measures		Responsibles		Deadline		Comments

		National Level M&E Unit		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Regional Site 1		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Regional Site 2		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Regional Site 3		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Regional Site 4		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		District Site 1		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		District Site 2		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		District Site 3		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		District Site 4		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		District Site 5		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		District Site 6		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		District Site 7		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		District Site 8		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Delivery Site 1		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Delivery Site 2		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Delivery Site 3		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Delivery Site 4		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Delivery Site 5		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Delivery Site 6		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Delivery Site 7		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Delivery Site 8		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Delivery Site 9		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Delivery Site 10		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Delivery Site 11		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Delivery Site 12		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Delivery Site 13		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Delivery Site 14		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Delivery Site 15		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Delivery Site 16		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Delivery Site 17		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Delivery Site 18		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Delivery Site 19		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Delivery Site 20		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Delivery Site 21		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Delivery Site 22		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Delivery Site 23		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Delivery Site 24		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-
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List of Survey Questions

		Systems Assessment Components Contributing to  Data Quality Dimensions

		Functional Area						Level						Dimension of Data Quality

								M&E Unit		Aggregation Levels		Service Points		Accuracy 		Reliability		Timeliness		Completeness		Precision		Confidentiality		Integrity



		I - M&E Structure, Functions and Capabilities

		There is a documented organizational structure/chart that clearly identifies positions that have data management responsibilities at the M&E Unit. (to specify which Unit: e.g. MoH, NAP, GF, World Bank)				ERROR:#REF!								�		�		�

		All staff positions dedicated to M&E and data management systems are filled.				ERROR:#REF!								�		�		�

		A senior staff member (e.g., the Program Manager) is responsible for reviewing the aggregated numbers prior to the submission/release of reports from the M&E Unit.				ERROR:#REF!								�		�				�		�

		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness,  timeliness and confidentiality ) received from sub-reporting levels (e.g., regions, districts, service points).												�		�		�		�		�		�

		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to the central M&E Unit).												�		�

		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.												�		�

		There is a training plan which includes staff involved in data-collection and reporting at all levels in the reporting process.												�		�		�		�				�

		All relevant staff have received training on the data management processes and tools.				ERROR:#REF!								�		�		�		�		�		�

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has documented and shared the definition of the indicator(s) with all relevant levels of the reporting system (e.g., regions, districts, service points).				ERROR:#REF!								�		�

		There is a description of the services that are related to each indicator measured by the Program/project. 				ERROR:#REF!								�		�

		The M&E Unit has provided written guidelines to all reporting entities (e.g., regions, districts, service points) on reporting requirements and deadlines.				ERROR:#REF!								�		�		�		�

		There is a written policy that states for how long source documents and reporting forms need to be retained.				ERROR:#REF!								�		�		�		�		�				�

		III- Data-collection and Reporting Forms / Tools

		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				ERROR:#REF!								�		�

		The M&E Unit has identified a standard source document (e.g., medical record, client intake form, register, etc.) to be used by all service delivery points to record service delivery.				ERROR:#REF!								�		�

		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels												�		�

		….The standard forms/tools are consistently used by all levels.				ERROR:#REF!								�		�

		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				ERROR:#REF!								�		�

		The data collected by the M&E system has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies disaggregation by these characteristics).				ERROR:#REF!																�

		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				ERROR:#REF!								�		�		�		�		�				�

		IV- Data Management Processes

		The M&E Unit has clearly documented data aggregation, analysis and/or manipulation steps performed at each level of the reporting system.				ERROR:#REF!								�		�		�		�		�

		Feedback is systematically provided to all sub-reporting levels on the quality of their reporting (i.e., accuracy, completeness and timeliness).				ERROR:#REF!								�		�		�		�		�

		[If applicable] There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				ERROR:#REF!								�		�		�		�		�				�

		[If applicable] There is a written back-up procedure for when data entry or data processing is computerized.				ERROR:#REF!								�		�		�		�		�				�

		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				ERROR:#REF!								�		�		�		�		�				�

		Relevant personal data are maintained according to national or international confidentiality guidelines.  				ERROR:#REF!																		�

		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				ERROR:#REF!								�		�

		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				ERROR:#REF!								�		�

		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with sub-reporting levels on data quality issues.				ERROR:#REF!								�		�		�		�		�				�

		If data discrepancies have been uncovered in reports from sub-reporting levels, the M&E Unit (e.g., districts or regions) has documented how these inconsistencies have been resolved.   				ERROR:#REF!								�		�		�		�		�				�

		The M&E Unit can demonstrate that regular supervisory site visits have taken place and that data quality has been reviewed.				ERROR:#REF!								�		�		�		�		�		�		�

		V- Links with National Reporting System 

		When available, the relevant national forms/tools are used for data-collection and reporting. 				ERROR:#REF!								�		�						�				�

		When applicable, the data are reported through a single channel of the national reporting system.   				ERROR:#REF!								�		�						�				�

		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).												�		�						�				�

		The service sites are identified using ID numbers that follow a national system.												�		�						�				�

		The system records information about where the service is delivered (i.e. region, district, ward, etc.)				ERROR:#REF!								�		�						�				�

		….if yes, place names are recorded using standarized naming conventions.				ERROR:#REF!								�		�						�				�
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Data Export

		Facility		Level		fac_code		district		dis_code		date		vf1		recount1		report1		vf2		recount2		report2		vf3		recount3		report3		vf4		recount4		report4		Reports_expected		Number_Reports		Available		Reports_ontime		Timely		Reports_complete		Complete		fac_avail1		fac_comp1		fac_timely1		fac_avail2		fac_comp2		fac_timely2		fac_avail3		fac_comp3		fac_timely3		fac_avail4		fac_comp4		fac_timely4		Ind1CC1		Ind1CC2		Ind1CC3		Ind2CC1		Ind2CC2		Ind2CC3		Ind3CC1		Ind3CC2		Ind3CC3		Ind4CC1		Ind4CC2		Ind4CC3		qual1		qual2		qual3		qual4		qual5		qual6		qual_avg		domain1.1		domain1.2		domain1.3		domain1.4		domain1.5		domain1.6		domain1.7		domain1.8		domain1.9		domain1.10		domain1.11		domain1.12		domain2.1		domain2.2		domain2.3		domain2.4		domain2.5		domain2.6		domain2.7		domain3.1		domain3.2		domain3.3		domain3.4		domain3.5		domain3.6		domain3.7		domain3.8		domain3.9		domain3.10		domain4.1		domain4.2		domain4.3		domain4.4		domain4.5		domain4.6		domain4.7		domain4.8		domain4.9		domain4.10		domain4.11		domain4.12		domain5.1		domain5.2		domain5.3		domain5.4		domain6.1		domain6.2		domain6.3		domain6.4		domain6.5		domain6.6		domain6.7		action1.1		action1.2		action1.3		action1.4		action2.1		action2.2		action2.3		action2.4		action3.1		action3.2		action3.3		action3.4		action4.1		action4.2		action4.3		action4.4

		Overall		1										-						-						-						-										-				-				-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0



		Central Level: 		2		0		0		0		0		-		0		0		-		0		0		-		0		0		-		0		0		0		0		-		0		-		0		-																																																		N/A		N/A		N/A		N/A		N/A		N/A		-		N/A		N/A		N/A				N/A		N/A				N/A				N/A						N/A				N/A				N/A						N/A				N/A		N/A				N/A				N/A						N/A		N/A		N/A		N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0



		-		3		0		0		0		0		-		0		0		-		0		0		-		0		0		-		0		0		0		0		-		0		-		0		-																																																		N/A		N/A		N/A		N/A		N/A		N/A		-				N/A						N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A		N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		-		3		0		0		0		0		-		0		0		-		0		0		-		0		0		-		0		0		0		0		-		0		-		0		-																																																		N/A		N/A		N/A		N/A		N/A		N/A		-				N/A						N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A		N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		-		3		0		0		0		0		-		0		0		-		0		0		-		0		0		-		0		0		0		0		-		0		-		0		-																																																		N/A		N/A		N/A		N/A		N/A		N/A		-				N/A						N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A		N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		-		3		0		0		0		0		-		0		0		-		0		0		-		0		0		-		0		0		0		0		-		0		-		0		-																																																		N/A		N/A		N/A		N/A		N/A		N/A		-				N/A						N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A		N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0



		-		4		0		0		0		0		-		0		0		-		0		0		-		0		0		-		0		0		0		0		-		0		-		0		-																																																		N/A		N/A		N/A		N/A		N/A		N/A		-				N/A						N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A		N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		-		4		0		0		0		0		-		0		0		-		0		0		-		0		0		-		0		0		0		0		-		0		-		0		-																																																		N/A		N/A		N/A		N/A		N/A		N/A		-				N/A						N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A		N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		-		4		0		0		0		0		-		0		0		-		0		0		-		0		0		-		0		0		0		0		-		0		-		0		-																																																		N/A		N/A		N/A		N/A		N/A		N/A		-				N/A						N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A		N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		-		4		0		0		0		0		-		0		0		-		0		0		-		0		0		-		0		0		0		0		-		0		-		0		-																																																		N/A		N/A		N/A		N/A		N/A		N/A		-				N/A						N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A		N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		-		4		0		0		0		0		-		0		0		-		0		0		-		0		0		-		0		0		0		0		-		0		-		0		-																																																		N/A		N/A		N/A		N/A		N/A		N/A		-				N/A						N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A		N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		-		4		0		0		0		0		-		0		0		-		0		0		-		0		0		-		0		0		0		0		-		0		-		0		-																																																		N/A		N/A		N/A		N/A		N/A		N/A		-				N/A						N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A		N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		-		4		0		0		0		0		-		0		0		-		0		0		-		0		0		-		0		0		0		0		-		0		-		0		-																																																		N/A		N/A		N/A		N/A		N/A		N/A		-				N/A						N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A		N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		-		4		0		0		0		0		-		0		0		-		0		0		-		0		0		-		0		0		0		0		-		0		-		0		-																																																		N/A		N/A		N/A		N/A		N/A		N/A		-				N/A						N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A		N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0



		-		5		0		0		0		0		-		0		0		-		0		0		-		0		0		-		0		0																-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		N/A		N/A		N/A		N/A		N/A		N/A		-				N/A				N/A		N/A				N/A				N/A				N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A				N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		-		5		0		0		0		0		-		0		0		-		0		0		-		0		0		-		0		0																-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		N/A		N/A		N/A		N/A		N/A		N/A		-				N/A				N/A		N/A				N/A				N/A				N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A				N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		-		5		0		0		0		0		-		0		0		-		0		0		-		0		0		-		0		0																-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		N/A		N/A		N/A		N/A		N/A		N/A		-				N/A				N/A		N/A				N/A				N/A				N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A				N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		-		5		0		0		0		0		-		0		0		-		0		0		-		0		0		-		0		0																-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		N/A		N/A		N/A		N/A		N/A		N/A		-				N/A				N/A		N/A				N/A				N/A				N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A				N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0
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		-		5		0		0		0		0		-		0		0		-		0		0		-		0		0		-		0		0																-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		N/A		N/A		N/A		N/A		N/A		N/A		-				N/A				N/A		N/A				N/A				N/A				N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A				N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		-		5		0		0		0		0		-		0		0		-		0		0		-		0		0		-		0		0																-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		N/A		N/A		N/A		N/A		N/A		N/A		-				N/A				N/A		N/A				N/A				N/A				N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A				N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		-		5		0		0		0		0		-		0		0		-		0		0		-		0		0		-		0		0																-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		N/A		N/A		N/A		N/A		N/A		N/A		-				N/A				N/A		N/A				N/A				N/A				N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A				N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		-		5		0		0		0		0		-		0		0		-		0		0		-		0		0		-		0		0																-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		N/A		N/A		N/A		N/A		N/A		N/A		-				N/A				N/A		N/A				N/A				N/A				N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A				N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		-		5		0		0		0		0		-		0		0		-		0		0		-		0		0		-		0		0																-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		N/A		N/A		N/A		N/A		N/A		N/A		-				N/A				N/A		N/A				N/A				N/A				N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A				N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0
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		-		5		0		0		0		0		-		0		0		-		0		0		-		0		0		-		0		0																-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		N/A		N/A		N/A		N/A		N/A		N/A		-				N/A				N/A		N/A				N/A				N/A				N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A				N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0
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		-		5		0		0		0		0		-		0		0		-		0		0		-		0		0		-		0		0																-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		N/A		N/A		N/A		N/A		N/A		N/A		-				N/A				N/A		N/A				N/A				N/A				N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A				N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

		-		5		0		0		0		0		-		0		0		-		0		0		-		0		0		-		0		0																-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		N/A		N/A		N/A		N/A		N/A		N/A		-				N/A				N/A		N/A				N/A				N/A				N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A				N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0
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		-		5		0		0		0		0		-		0		0		-		0		0		-		0		0		-		0		0																-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		N/A		N/A		N/A		N/A		N/A		N/A		-				N/A				N/A		N/A				N/A				N/A				N/A		N/A				N/A				N/A				N/A		N/A		N/A		N/A		N/A				N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A								N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		N/A		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0
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Data



																																Cross-Checks																																		Documentation Review

		System Assessment																						Indicators								Indicator 1						Indicator 2						Indicator 3						Indicator 4																Indicator 1						Indicator 2		Indicator 2		Indicator 2		Indicator 3		Indicator 3		Indicator 3		Indicator 4		Indicator 4		Indicator 4

		Service Site Statistics		I - M&E Structure, Functions and Capabilities		II- Indicator Definitions and Reporting Guidelines		III - Data-collection and Reporting Forms and Tools		IV- Data Management Processes		V - Links with National Reporting System 		VI - Use of data for decision making		VII.  		VIII.  		IX.  		Site Average		Indicator 1		Indicator 2		Indicator 3		Indicator 4		Cross-Check 1		Cross-Check 2		Cross-Check 3		Cross-Check 1		Cross-Check 2		Cross-Check 3		Cross-Check 1		Cross-Check 2		Cross-Check 3		Cross-Check 1		Cross-Check 2		Cross-Check 3				Color Code Key								Documents Available		Documents Complete		Documents within reporting period		Documents Available		Documents Complete		Documents within reporting period		Documents Available		Documents Complete		Documents within reporting period		Documents Available		Documents Complete		Documents within reporting period

		-		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-				green		2.5 - 3.0		Yes, completely 				-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-				yellow		1.5 - 2.5		Partly				-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-				red		< 1.5		No - not at all				-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-				indicator and cross checks key for graphics								-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-				Cross Check 1		Cross Check 2		Cross Check 3				-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		Indicator 1		Indicator 1: Indicator 1, Cross Check 1: Cross-Check 1		Indicator 1: Indicator 1, Cross Check 2: Cross-Check 2		Indicator 1: Indicator 1, Cross Check 3: Cross-Check 3				-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		Indicator 2		Indicator 2: Indicator 2, Cross Check 1: Cross-Check 1		Indicator 2: Indicator 2, Cross Check 2: Cross-Check 2		Indicator 2: Indicator 2, Cross Check 3: Cross-Check 3				-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		Indicator 3		Indicator 3: Indicator 3, Cross Check 1: Cross-Check 1		Indicator 3: Indicator 3, Cross Check 2: Cross-Check 2		Indicator 3: Indicator 3, Cross Check 3: Cross-Check 3				-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		Indicator 4		Indicator 4: Indicator 4, Cross Check 1: Cross-Check 1		Indicator 4: Indicator 4, Cross Check 2: Cross-Check 2		Indicator 4: Indicator 4, Cross Check 3: Cross-Check 3				-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-												-		-		-		-		-		-		-		-		-		-		-		-

		Service Delivery Site Average 		-		-		-		-		-		-								-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-										Yes		0		0		0		0		0		0		0		0		0		0		0		0

																																																																No		0		0		0		0		0		0		0		0		0		0		0		0

																																																																Total		0		0		0		0		0		0		0		0		0		0		0		0

				System Assessment																				Verification Factor								Reporting Performance																																% Yes		-		-		-		-		-		-		-		-		-		-		-		-

		District Sites		I - M&E Structure, Functions and Capabilities		II- Indicator Definitions and Reporting Guidelines		III - Data-collection and Reporting Forms and Tools		IV- Data Management Processes		V - Links with National Reporting System 		VI - Use of data for decision making		VII.  		VIII.  		IX.  		average per site/level		Indicator 1		Indicator 2		Indicator 3		Indicator 4				Available		Timely		Complete

		-		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-				-		-		-

		-		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-				-		-		-																						Indicator 1				Indicator 2				Indicator 3				Indicator 4

		-		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-				-		-		-						Accuracy Recoded				Indicator 1		Indicator 2				Indicator 3		Indicator 4		Cross Checks		Cross-Check 1		Cross-Check 2		Cross-Check 1		Cross-Check 2		Cross-Check 1		Cross-Check 2		Cross-Check 1		Cross-Check 2

		-		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-				-		-		-						<=70				0		0				0		0		<=30		0		0		0		0		0		0		0		0

		-		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-				-		-		-						71-80				0		0				0		0		31-40		0		0		0		0		0		0		0		0

		-		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-				-		-		-						81-90				0		0				0		0		41-50		0		0		0		0		0		0		0		0

		-		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-				-		-		-						91-100				0		0				0		0		51-60		0		0		0		0		0		0		0		0

		-		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-				-		-		-						101-110				0		0				0		0		61-70		0		0		0		0		0		0		0		0

		District Site Average 		-		-		-		-		-		-								-		-		-		-		-				-		-		-						111-120				0		0				0		0		71-80		0		0		0		0		0		0		0		0

		Regional Sites																																										121-130				0		0				0		0		81-90		0		0		0		0		0		0		0		0

		-		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-				-		-		-						>130				0		0				0		0		91-100		0		0		0		0		0		0		0		0

		-		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-				-		-		-						total sites				0		0				0		0				0		0		0		0		0		0		0		0

		-		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-				-		-		-

		-		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-				-		-		-								Cross-check 3

		Regional Site Average 		-		-		-		-		-		-								-		-		-		-		-				-		-		-						Cross Check 3		Indicator 1		Indicator 2		Indicator 3		Indicator 4

		Central Level																																										<=70		0		0		0		0

		Central Level: 		N/A		N/A		N/A		N/A		N/A		N/A								-		-		-		-		-				-		-		-						71-80		0		0		0		0

																																												81-90		0		0		0		0

																																												91-100		0		0		0		0

		Global Average		-		-		-		-		-		-								-		-		-		-		-				-		-		-						101-110		0		0		0		0

																																												111-120		0		0		0		0

																																												121-130		0		0		0		0

																																												>130		0		0		0		0

																																												total sites		0		0		0		0

		I - M&E Structure, Functions and Capabilities

		II- Indicator Definitions and Reporting Guidelines

		III - Data-collection and Reporting Forms and Tools

		IV- Data Management Processes

		V - Links with National Reporting System 

		VI - Use of data for decision making

		VII.  

		VIII.  

		IX.  





Quantitative Comments-District

				Summary of results and comments from intermediate level (district/region) quantitative assessment to facilitate interpretation of results.  For each metric (in columns), review results and comments across sites (rows) to identify common problems.  



				Region/District		A - Recounting reported Results:  : Recount results from the periodic reports sent from service sites to the District and compare to the value reported by the District.  Explain discrepancies (if any).																								B - Reporting Performance: : Review availability, completeness, and timeliness of reports from all Service Delivery Sites. How many reports should there have been from all Sites?  How many are there?  Were they received on time? Are they complete?

		Region/District Site		Unit Name		Re-aggregate the numbers from the reports received from all Service Delivery Sites.  What is the re-aggregated number?  [A]				What aggregated result was contained in the summary report prepared by the District (and submitted to the next reporting level)? [B]				Calculate the ratio of recounted to reported results. [A/B]

														Indicator 1				Indicator 2				Indicator 3				Indicator 4				How many reports should there have been from all service delivery sites? [A]				How many reports are there? [B]				Calculate % Available Reports [B/A]				Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]				Calculate % On time Reports [C/B]				How many reports were complete?  (i.e., complete means that the report contained all the required indicator data, the date of reception of the report by the District, and the authentication by the responsible staff). [D]   				Calculate % Complete Reports [D/B]

		Regional Site 1		-		    		0		    		0		-		0		-		0		-		0		-		0		0		0		0		0		-		0		0		0		-		0		0		0		-		0

		Regional Site 2		-		    		0		    		0		-		0		-		0		-		0		-		0		0		0		0		0		-		0		0		0		-		0		0		0		-		0

		Regional Site 3		-		    		0		    		0		-		0		-		0		-		0		-		0		0		0		0		0		-		0		0		0		-		0		0		0		-		0

		Regional Site 4		-		    		0		    		0		-		0		-		0		-		0		-		0		0		0		0		0		-		0		0		0		-		0		0		0		-		0

		District Site 1		-		    		0		    		0		-		0		-		0		-		0		-		0		0		0		0		0		-		0		0		0		-		0		0		0		-		0

		District Site 2		-		    		0		    		0		-		0		-		0		-		0		-		0		0		0		0		0		-		0		0		0		-		0		0		0		-		0

		District Site 3		-		    		0		    		0		-		0		-		0		-		0		-		0		0		0		0		0		-		0		0		0		-		0		0		0		-		0

		District Site 4		-		    		0		    		0		-		0		-		0		-		0		-		0		0		0		0		0		-		0		0		0		-		0		0		0		-		0

		District Site 5		-		    		0		    		0		-		0		-		0		-		0		-		0		0		0		0		0		-		0		0		0		-		0		0		0		-		0

		District Site 6		-		    		0		    		0		-		0		-		0		-		0		-		0		0		0		0		0		-		0		0		0		-		0		0		0		-		0

		District Site 7		-		    		0		    		0		-		0		-		0		-		0		-		0		0		0		0		0		-		0		0		0		-		0		0		0		-		0

		District Site 8		-		    		0		    		0		-		0		-		0		-		0		-		0		0		0		0		0		-		0		0		0		-		0		0		0		-		0







































































Quantitative Comments-Facility

				Summary of results and comments from health facility level quantitative assessment to facilitate interpretation of results.  For each metric (in columns), review results and comments across sites (rows) to identify common problems.  																																																																																								 



				Service Site		A - Documentation Review:																																																						B - Recounting reported Results: 																								C - Cross-check reported results with other data sources: - Cross-Check 1:  Verify the primary source of data against the secondary source of data.  (If the cross-check conducted is different than the one that was planned, specify the cross-check performed in the cells to the right.)																								C - Cross-check reported results with other data sources: - CROSS-CHECK 2:  Cross-check secondary data source with the primary data source. (If cross-checks are different from the planned cross-check, i.e. the cross-checks entered on the Information Page, specify the cross-checks performed in the comment cells to the right.)    																								C - Cross-check reported results with other data sources: - CROSS-CHECK 3 :  Between stock movement and commodities distributed by the site.  

		Service Site				Review available data sources for the reporting period being verified. Are all necessary data sources available for review?																If no, determine how this might have affected reported numbers.		Are all available data sources complete?																If no, determine how this might have affected reported numbers.		Review the dates on the data sources.  Do all dates fall within the reporting period?																If no, determine how this might have affected reported numbers.		Recount the number of people, cases or events during the reporting period by reviewing the data source. [A]				Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]				Calculate the ratio of recounted to reported results. [A/B]:  
What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 																If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 				For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 				Calculate the ratio of recounted to reported results. [A/B]:  
What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 																If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected? 				For how many units does the information for the indicator in the secondary data source match the information in the the primary data source? 				Calculate the ratio of recounted to reported results. [A/B]:  
What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing data source, other)? 																Enter the number of commodities in stock at the site at the beginning of the reporting period (initial in stock).				Enter the number of commodities received by the site during the reporting period. 				Enter the number of commodities in stock at the site at the end of the reporting period (closing in stock).				Enter the number of commodities distributed by the site during the reporting period.				Calculate % difference in cross check 3. (i.e., Distributed / (Beginning stock + Stock received - End stock)) If there is a discrepancy between in stock and distributed commodities during the reporting period, determine why, and if and how the store or site addressed this discrepancy.

				Unit Name		Indicator 1				Indicator 2				Indicator 3				Indicator 4						Indicator 1				Indicator 2				Indicator 3				Indicator 4						Indicator 1				Indicator 2				Indicator 3				Indicator 4														Indicator 1				Indicator 2				Indicator 3				Indicator 4												Indicator 1				Indicator 2				Indicator 3				Indicator 4												Indicator 1				Indicator 2				Indicator 3				Indicator 4																				Indicator 1				Indicator 2				Indicator 3				Indicator 4

		Service Delivery Site 1		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		1)  2)  3)  4) 		0%		1)  2)  3)  4) 		0%		-		no reported results;  no verified results		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  
2)  
3)  
4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0

		Service Delivery Site 2		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		no reported results;  no verified results		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0

		Service Delivery Site 3		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		no reported results;  no verified results		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0

		Service Delivery Site 4		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		no reported results;  no verified results		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0

		Service Delivery Site 5		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		no reported results;  no verified results		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0

		Service Delivery Site 6		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		no reported results;  no verified results		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0

		Service Delivery Site 7		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		no reported results;  no verified results		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0

		Service Delivery Site 8		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		no reported results;  no verified results		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0

		Service Delivery Site 9		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		no reported results;  no verified results		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0

		Service Delivery Site 10		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		no reported results;  no verified results		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0

		Service Delivery Site 11		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		no reported results;  no verified results		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0

		Service Delivery Site 12		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		no reported results;  no verified results		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0

		Service Delivery Site 13		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		no reported results;  no verified results		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0

		Service Delivery Site 14		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		no reported results;  no verified results		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0

		Service Delivery Site 15		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		no reported results;  no verified results		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0

		Service Delivery Site 16		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		no reported results;  no verified results		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0

		Service Delivery Site 17		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		no reported results;  no verified results		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0

		Service Delivery Site 18		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		no reported results;  no verified results		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0

		Service Delivery Site 19		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		no reported results;  no verified results		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0

		Service Delivery Site 20		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		no reported results;  no verified results		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0

		Service Delivery Site 21		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		no reported results;  no verified results		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0

		Service Delivery Site 22		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		no reported results;  no verified results		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0

		Service Delivery Site 23		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		no reported results;  no verified results		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0

		Service Delivery Site 24		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		no reported results;  no verified results		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		1)  2)  3)  4) 		0		-		0		-		0		-		0		-		0



















































Summary of SA Comments

				Region/District		I - M&E Structure, Functions and Capabilities																																				II- Indicator Definitions and Reporting Guidelines																III - Data-collection and Reporting Forms and Tools																												IV- Data Management Processes																																				V - Links with National Reporting System 																VI - Use of data for decision making

		Region/District		Unit Name		All relevant staff have received appropriate training on the data management processes and tools.				There are designated staff responsible for reviewing and approving the subnational unit monthly report prior to submission to the national level.				There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from lower levels.				There is a procedure in place to ensure the monthly reports from the lower level are compiled and is completed and submitted in the event the responsible staff is unavailable (e.g. shared duties, a team approach etc.)				Feedback is systematically provided to lower levels on the quality of their reporting (i.e., accuracy, completeness and timeliness).				The subnational unit receives regular feedback from the national program on the quality of their submitted reports.				The subnational unit conducts regular supervisory visits to the next lower level according to the guidelines.				The subnational unit receives regular supervisory visits from the national program according to the guidelines on supervision.				…If yes, the last visit was within the past three months.				The National M&E Office has provided written guidelines to the District on …, The subnational unit has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit				The subnational unit has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.				The subnational unit has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.				The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.				The National Program has identified standard reporting forms/tools to be used by all reporting levels				…If yes, the standard forms/tools are consistently used by the subnational unit				If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				The subnational unit has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.				The subnational unit has a copy of clear instructions provided by the National Program/M&E Unit on data aggregation, analysis and/or manipulation stepts to be performed at the subnational level.				All reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				There are sufficient stocks of blank reporting forms at the subnational unit.				If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).				There are quality controls in place for compiling data for the monthly district report to ensure the accuracy (e.g. detection of transcription errors).				The subnational unit routinely creates back-up files of Program data.				If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.				If data discrepancies have been uncovered in reports from service points, the district has documented how these inconsistencies have been resolved.				The subnational unit can demonstrate that regular supervisory site visits have taken place and that data quality has been reviewed.				There is a written policy that states for how long source documents and reporting forms need to be retained.				There is a written policy that describes how program documents (e.g. source documents and reporting forms) should be archived (e.g. filing cabinets, storage rooms etc.)				When available, the relevant national forms/tools are used for data-collection and reporting. 				When applicable, data are reported through a single channel of the national information systems.				The system records information about where the service is delivered (i.e. region, district, ward, etc.)				….if yes, place names are recorded using standarized naming conventions.				The subnational unit develops charts, graphs, maps, etc.  (If yes, ask to see them.)				...If yes, there is assigned staff to develop them regularly,				There is assigned staff to interpret and analyze the data / results.				The analyzed data / results are presented / disseminated to other information system stakeholders in the subnational unit in a timely manner so that the information can be used to inform decisions.  (Ask to see an example.)				There any programmatic decisions taken by the subnational unit based on analyzed data / results.  (Ask to see examples.)				The analyzed data / results are presented / disseminated to other information system stakeholders in the subnational unit in a timely manner so that the information can be used to inform decisions.  (Ask to see an example.)				There any programmatic decisions taken by the subnational unit based on analyzed data / results.  (Ask to see examples.)

		Region 1		-		0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0		

		Region 2		-		0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0		

		Region 3		-		0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0		

		Region 4		-		0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0		

		District 1		-		0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0		

		District 2		-		0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0		

		District 3		-		0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0		

		District 4		-		0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0		

		District 5		-		0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0		

		District 6		-		0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0		

		District 7		-		0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0		

		District 8		-		0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0		













				Service Site		I - M&E Structure, Functions and Capabilities																																				II- Indicator Definitions and Reporting Guidelines																III - Data-collection and Reporting Forms and Tools																												IV- Data Management Processes																																				V - Links with National Reporting System 																VI - Use of data for decision making

		Service Site		Unit Name		All relevant staff have received appropriate training on the data management processes and tools.				The responsibility for recording the service delivery on the source document is clearly assigned to the relevant staff.				There are designated staff responsible for reviewing periodic reports prior to submission to the next level (e.g. sub-district, district or national levels).				There is a process in place to ensure that data compilation and reporting is completed in the event that the reponsible staff is not available to do the job (e.g. shared duties, a team approach etc.)				The health facility receives regular feedback on the quality of their submitted reports according to the guidelines.				The health facility receives regular supportive supervisory visits from district and/or national level staff according to the guidelines.				…If yes, the last visit was within the past three months.												The Health Facility has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit				The Health Facility has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.				The health facility has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.				The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.				The National Program has identified standard reporting forms/tools to be used by all reporting levels				…If yes, the standard forms/tools are consistently used by the service site.				If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				The health facility has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.				All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				There are sufficient stocks of blank data collection and reporting forms at the service site.								If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).				There are quality controls in place for compiling data for the monthly facility report to ensure the accuracy (e.g. detection of transcription errors).				The service delivery site routinely creates back-up files of Program data.				If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				The recording and reporting system avoids double counting people within and across service delivery sites (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				Relevant personal data are maintained according to national or international confidentiality guidelines.  				There is a written policy that states for how long source documents and reporting forms need to be retained.				The health facility maintains an adequate archive of program documents (i.e. clean, dry, with sufficient space, etc).				When available, the relevant national forms/tools are used for data-collection and reporting. 				When applicable, data are reported through a single channel of the national information systems.				The system records information about where the service is delivered (i.e. region, district, ward, etc.)				….if yes, place names are recorded using standarized naming conventions.				The service delivery site develops charts, graphs, maps, etc.  (If yes, ask to see them.)				...If yes, there are assigned staff to develop them regularly.				There are assigned staff to interpret and analyze the data / results.				Staff at the health facility has access to guidance / technical assistance on data use (e.g. peer review meetings, or during supervisory visits).				The analyzed data / results are presented / disseminated to other information system stakeholders in the community in a timely manner so that the information can be used to inform decisions. (Ask to see an examples.)				When data are disseminated they include indications of any limitations that may exist in the data.  (If yes, ask to see examples.)				There are programmatic decisions taken by the service delivery site based on analyzed data / results.  (If yes, ask for examples.)

		Site Delivery Site 1		-		0				0				0				0				0				0				0												0				0				0				0				0				0				0				0				0				0								0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0		

		Site Delivery Site 2		-		0				0				0				0				0				0				0												0				0				0				0				0				0				0				0				0				0								0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0		

		Site Delivery Site 3		-		0				0				0				0				0				0				0												0				0				0				0				0				0				0				0				0				0								0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0		

		Site Delivery Site 4		-		0				0				0				0				0				0				0												0				0				0				0				0				0				0				0				0				0								0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0		

		Site Delivery Site 5		-		0				0				0				0				0				0				0												0				0				0				0				0				0				0				0				0				0								0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0		

		Site Delivery Site 6		-		0				0				0				0				0				0				0												0				0				0				0				0				0				0				0				0				0								0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0		

		Site Delivery Site 7		-		0				0				0				0				0				0				0												0				0				0				0				0				0				0				0				0				0								0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0		

		Site Delivery Site 8		-		0				0				0				0				0				0				0												0				0				0				0				0				0				0				0				0				0								0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0		

		Site Delivery Site 9		-		0				0				0				0				0				0				0												0				0				0				0				0				0				0				0				0				0								0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0		

		Site Delivery Site 10		-		0				0				0				0				0				0				0												0				0				0				0				0				0				0				0				0				0								0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0		

		Site Delivery Site 11		-		0				0				0				0				0				0				0												0				0				0				0				0				0				0				0				0				0								0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0		

		Site Delivery Site 12		-		0				0				0				0				0				0				0												0				0				0				0				0				0				0				0				0				0								0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0		

		Site Delivery Site 13		-		0				0				0				0				0				0				0												0				0				0				0				0				0				0				0				0				0								0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0		

		Site Delivery Site 14		-		0				0				0				0				0				0				0												0				0				0				0				0				0				0				0				0				0								0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0		

		Site Delivery Site 15		-		0				0				0				0				0				0				0												0				0				0				0				0				0				0				0				0				0								0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0		

		Site Delivery Site 16		-		0				0				0				0				0				0				0												0				0				0				0				0				0				0				0				0				0								0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0		

		Site Delivery Site 17		-		0				0				0				0				0				0				0												0				0				0				0				0				0				0				0				0				0								0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0		

		Site Delivery Site 18		-		0				0				0				0				0				0				0												0				0				0				0				0				0				0				0				0				0								0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0		

		Site Delivery Site 19		-		0				0				0				0				0				0				0												0				0				0				0				0				0				0				0				0				0								0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0		

		Site Delivery Site 20		-		0				0				0				0				0				0				0												0				0				0				0				0				0				0				0				0				0								0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0		

		Site Delivery Site 21		-		0				0				0				0				0				0				0												0				0				0				0				0				0				0				0				0				0								0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0		

		Site Delivery Site 22		-		0				0				0				0				0				0				0												0				0				0				0				0				0				0				0				0				0								0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0		

		Site Delivery Site 23		-		0				0				0				0				0				0				0												0				0				0				0				0				0				0				0				0				0								0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0		

		Site Delivery Site 24		-		0				0				0				0				0				0				0												0				0				0				0				0				0				0				0				0				0								0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0				0		















































































Detail of System Assessment

								I - M&E Structure, Functions and Capabilities																		II- Indicator Definitions and Reporting Guidelines								III - Data-collection and Reporting Forms and Tools														IV- Data Management Processes																		V - Links with National Reporting System 								VI - Use of data for decision making

						Service Delivery Site		All relevant staff have received appropriate training on the data management processes and tools.		The responsibility for recording the service delivery on the source document is clearly assigned to the relevant staff.		There are designated staff responsible for reviewing periodic reports prior to submission to the next level (e.g. sub-district, district or national levels).		There is a process in place to ensure that data compilation and reporting is completed in the event that the reponsible staff is not available to do the job (e.g. shared duties, a team approach etc.)		The health facility receives regular feedback on the quality of their submitted reports according to the guidelines.		The health facility receives regular supportive supervisory visits from district and/or national level staff according to the guidelines.		…If yes, the last visit was within the past three months.						The National M&E Office has provided written guidelines to each sub-reporting level on …, The Health Facility has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		The Health Facility has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		The health facility has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		The National Program has identified standard reporting forms/tools to be used by all reporting levels		…If yes, the standard forms/tools are consistently used by the service site.		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		The health facility has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		There are sufficient stocks of blank data collection and reporting forms at the service site.				If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		There are quality controls in place for compiling data for the monthly facility report to ensure the accuracy (e.g. detection of transcription errors).		The service delivery site routinely creates back-up files of Program data.		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		The recording and reporting system avoids double counting people within and across service delivery sites (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		Relevant personal data are maintained according to national or international confidentiality guidelines.  		There is a written policy that states for how long source documents and reporting forms need to be retained.		The health facility maintains an adequate archive of program documents (i.e. clean, dry, with sufficient space, etc).		When available, the relevant national forms/tools are used for data-collection and reporting. 		When applicable, data are reported through a single channel of the national information systems.		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		….if yes, place names are recorded using standarized naming conventions.		The service delivery site develops charts, graphs, maps, etc.  (If yes, ask to see them.)		...If yes, there are assigned staff to develop them regularly.		There are assigned staff to interpret and analyze the data / results.		Staff at the health facility has access to guidance / technical assistance on data use (e.g. peer review meetings, or during supervisory visits).		The analyzed data / results are presented / disseminated to other information system stakeholders in the community in a timely manner so that the information can be used to inform decisions. (Ask to see an examples.)		When data are disseminated they include indications of any limitations that may exist in the data.  (If yes, ask to see examples.)		There are programmatic decisions taken by the service delivery site based on analyzed data / results.  (If yes, ask for examples.)

				Service Point 1		-		0		0		0		0		0		0		0						0		0		0		0		0		0		0		0		0		0				0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Service Point 2		-		0		0		0		0		0		0		0						0		0		0		0		0		0		0		0		0		0				0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Service Point 3		-		0		0		0		0		0		0		0						0		0		0		0		0		0		0		0		0		0				0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Service Point 4		-		0		0		0		0		0		0		0						0		0		0		0		0		0		0		0		0		0				0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Service Point 5		-		0		0		0		0		0		0		0						0		0		0		0		0		0		0		0		0		0				0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Service Point 6		-		0		0		0		0		0		0		0						0		0		0		0		0		0		0		0		0		0				0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Service Point 7		-		0		0		0		0		0		0		0						0		0		0		0		0		0		0		0		0		0				0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Service Point 8		-		0		0		0		0		0		0		0						0		0		0		0		0		0		0		0		0		0				0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Service Point 9		-		0		0		0		0		0		0		0						0		0		0		0		0		0		0		0		0		0				0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Service Point 10		-		0		0		0		0		0		0		0						0		0		0		0		0		0		0		0		0		0				0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Service Point 11		-		0		0		0		0		0		0		0						0		0		0		0		0		0		0		0		0		0				0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Service Point 12		-		0		0		0		0		0		0		0						0		0		0		0		0		0		0		0		0		0				0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Service Point 13		-		0		0		0		0		0		0		0						0		0		0		0		0		0		0		0		0		0				0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Service Point 14		-		0		0		0		0		0		0		0						0		0		0		0		0		0		0		0		0		0				0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Service Point 15		-		0		0		0		0		0		0		0						0		0		0		0		0		0		0		0		0		0				0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Service Point 16		-		0		0		0		0		0		0		0						0		0		0		0		0		0		0		0		0		0				0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Service Point 17		-		0		0		0		0		0		0		0						0		0		0		0		0		0		0		0		0		0				0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Service Point 18		-		0		0		0		0		0		0		0						0		0		0		0		0		0		0		0		0		0				0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Service Point 19		-		0		0		0		0		0		0		0						0		0		0		0		0		0		0		0		0		0				0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Service Point 20		-		0		0		0		0		0		0		0						0		0		0		0		0		0		0		0		0		0				0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Service Point 21		-		0		0		0		0		0		0		0						0		0		0		0		0		0		0		0		0		0				0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Service Point 22		-		0		0		0		0		0		0		0						0		0		0		0		0		0		0		0		0		0				0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Service Point 23		-		0		0		0		0		0		0		0						0		0		0		0		0		0		0		0		0		0				0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Service Point 24		-		0		0		0		0		0		0		0						0		0		0		0		0		0		0		0		0		0				0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

						yes -completely		0		0		0		0		0		0		0						0		0		0		0		0		0		0		0		0		0				0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

						Partly		0		0		0		0		0		0		0						0		0		0		0		0		0		0		0		0		0				0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

						No-not at all		0		0		0		0		0		0		0						0		0		0		0		0		0		0		0		0		0				0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

						N/A		0		0		0		0		0		0		0						0		0		0		0		0		0		0		0		0		0				0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

						Total		0		0		0		0		0		0		0						0		0		0		0		0		0		0		0		0		0				0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

						% yes		-		-		-		-		-		-		-						-		-		-		-		-		-		-		-		-		-				-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

						% partly		-		-		-		-		-		-		-						-		-		-		-		-		-		-		-		-		-				-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

						% no		-		-		-		-		-		-		-						-		-		-		-		-		-		-		-		-		-				-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

						%N/A		-		-		-		-		-		-		-						-		-		-		-		-		-		-		-		-		-				-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-





								I - M&E Structure, Functions and Capabilities																		II- Indicator Definitions and Reporting Guidelines								III - Data-collection and Reporting Forms and Tools														IV- Data Management Processes																		V - Links with National Reporting System 								VI - Use of data for decision making

						Region/District		All relevant staff have received appropriate training on the data management processes and tools.		There are designated staff responsible for reviewing and approving the district monthly report prior to submission to the national level.		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from health facilities.		There is a procedure in place to ensure the monthly facility reports are compiled and the monthly district report is completed and submitted in the event the responsible staff is unavailable (e.g. shared duties, a team approach etc.)		Feedback is systematically provided to all health facilities on the quality of their reporting (i.e., accuracy, completeness and timeliness).		The subnational unit receives regular feedback from the national program on the quality of their submitted reports.		The subnational unit conducts regular supervisory visits to the health facilities in the district according to the guidelines.		The subnational unit receives regular supervisory visits from the national program according to the guidelines on supervision.		…If yes, the last visit was within the past three months.		The National M&E Office has provided written guidelines to the District on …, The subnational unit has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		The subnational unit has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		The subnational unit has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		The National Program has identified standard reporting forms/tools to be used by all reporting levels		…If yes, the standard forms/tools are consistently used by the subnational unit		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		The subnational unit has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		The subnational unit has a copy of clear instructions provided by the National Program/M&E Unit on data aggregation, analysis and/or manipulation stepts to be performed at the subnational level.		All reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		There are sufficient stocks of blank reporting forms at the subnational unit.		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		There are quality controls in place for compiling data for the monthly district report to ensure the accuracy (e.g. detection of transcription errors).		The subnational unit routinely creates back-up files of Program data.		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		If data discrepancies have been uncovered in reports from service points, the district has documented how these inconsistencies have been resolved.		The subnational unit can demonstrate that regular supervisory site visits have taken place and that data quality has been reviewed.		There is a written policy that states for how long source documents and reporting forms need to be retained.		There is a written policy that describes how program documents (e.g. source documents and reporting forms) should be archived (e.g. filing cabinets, storage rooms etc.)		When available, the relevant national forms/tools are used for data-collection and reporting. 		When applicable, data are reported through a single channel of the national information systems.		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		….if yes, place names are recorded using standarized naming conventions.		The District develops charts, graphs, maps, etc.  (If yes, ask to see them.)		...If yes, there is assigned staff to develop them regularly,		There is assigned staff to interpret and analyze the data / results.		The analyzed data / results are presented / disseminated to other information system stakeholders in the District in a timely manner so that the information can be used to inform decisions.  (Ask to see an example.)		There any programmatic decisions taken by the District based on analyzed data / results.  (Ask to see examples.)		The analyzed data / results are presented / disseminated to other information system stakeholders in the District in a timely manner so that the information can be used to inform decisions.  (Ask to see an example.)		There any programmatic decisions taken by the District based on analyzed data / results.  (Ask to see examples.)

				Region 1		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Region 2		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Region 3		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				Region 4		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				District 1		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				District 2		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				District 3		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				District 4		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				District 5		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				District 6		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				District 7		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

				District 8		-		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

						yes -completely		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

						Partly		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

						No-not at all		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

						N/A		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

						Total		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0

						% yes		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

						% partly		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

						% no		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

						%N/A		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-





















































































Advanced Quantitative Metrics



				Site		0		0		0		0		recounted 1		reported 1		weight 1		recounted 2		reported 2		weight 2		recounted 3		reported 3		weight 3		recounted 4		reported 4		weight 4		1-Abs(VF) 1		1-Abs(VF) 1 Weight		1-Abs(VF) 2		1-Abs(VF) 1 Weight 2		1-Abs(VF) 3		1-Abs(VF) 3 Weight		1-Abs(VF) 4		1-Abs(VF) 1 Weight 4		ind 1
+/- 10% 		ind 2
+/- 10% 		ind 3
+/- 10% 		ind 4
+/- 10% 

				0		-		-		-		-		0		0		-		0		0		-		0		0		-		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

				0		-		-		-		-		0		0		-		0		0		-		0		0		-		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

				0		-		-		-		-		0		0		-		0		0		-		0		0		-		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

				0		-		-		-		-		0		0		-		0		0		-		0		0		-		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

				0		-		-		-		-		0		0		-		0		0		-		0		0		-		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

				0		-		-		-		-		0		0		-		0		0		-		0		0		-		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

				0		-		-		-		-		0		0		-		0		0		-		0		0		-		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

				0		-		-		-		-		0		0		-		0		0		-		0		0		-		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

				0		-		-		-		-		0		0		-		0		0		-		0		0		-		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

				0		-		-		-		-		0		0		-		0		0		-		0		0		-		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

				0		-		-		-		-		0		0		-		0		0		-		0		0		-		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

				0		-		-		-		-		0		0		-		0		0		-		0		0		-		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

				0		-		-		-		-		0		0		-		0		0		-		0		0		-		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

				0		-		-		-		-		0		0		-		0		0		-		0		0		-		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

				0		-		-		-		-		0		0		-		0		0		-		0		0		-		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

				0		-		-		-		-		0		0		-		0		0		-		0		0		-		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

				0		-		-		-		-		0		0		-		0		0		-		0		0		-		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

				0		-		-		-		-		0		0		-		0		0		-		0		0		-		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

				0		-		-		-		-		0		0		-		0		0		-		0		0		-		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

				0		-		-		-		-		0		0		-		0		0		-		0		0		-		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

				0		-		-		-		-		0		0		-		0		0		-		0		0		-		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

				0		-		-		-		-		0		0		-		0		0		-		0		0		-		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

				0		-		-		-		-		0		0		-		0		0		-		0		0		-		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

				0		-		-		-		-		0		0		-		0		0		-		0		0		-		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

				Average across  valid sites		-		-		-		-		0.00		0.00		0.00		0.00		0.00		0.00		0.00		0.00		0.00		0.00		0.00		0.00		-		0.00		-		0.00		-		0.00		-		0.00		0		0		0		0

				weighted average												-		-				-		-				-		-				-		-		-				-				-				-				0		0		0		0

				average (excluding zero reporting sites)														-						-						-						-		-				-				-				-				-		-		-		-

				number of expected sites		1		1		1		1

				zero values		0		0		0		0

				underreporting		0		0		0		0

				overreporting		0		0		0		0

				missing		1		1		1		1

				%underreporting		-		-		-		-

				%overreporting		-		-		-		-

				%missing		100%		100%		100%		100%

				% zero		-		-		-		-



				Indicator		Average across sites		Average across sites (excluding zero reporting sites		Weighted Average 		Average of 1-Abs(VF) across sites		Average of 1-Abs(VF) across sites (excluding zero reporting sites)		Weighted Average of 1-Abs(VF) across sites 		Percent under-reporting		Percent over-reporting		Percent Missing		% of sites with accurate data 
(±10%)		% zero

				0		-		-		-		-		-		-		-		-		100%		-		-

				0		-		-		-		-		-		-		-		-		100%		-		-

				0		-		-		-		-		-		-		-		-		100%		-		-

				0		-		-		-		-		-		-		-		-		100%		-		-





All SA Questions

								Service Delivery Level		Subnational Unit Level		National Level

				I - M&E Structure, Functions and Capabilities		Statement 1.1						There is a documented organizational structure/chart that clearly identifies positions that have data management responsibilities at the M&E Unit. (to specify which Unit: e.g. MoH, NAP, GF, World Bank)

						Statement 1.2		All relevant staff have received appropriate training on the data management processes and tools.		All relevant staff have received appropriate training on the data management processes and tools.		All relevant staff have received training on the data management processes and tools.

						Statement 1.3						There is a training plan which includes staff involved in data-collection and reporting at all levels in the reporting process.

						Statement 1.4		The responsibility for recording the service delivery on the source document is clearly assigned to the relevant staff.

						Statement 1.5		There are designated staff responsible for reviewing periodic reports prior to submission to the next level (e.g. sub-district, district or national levels).		There are designated staff responsible for reviewing and approving the district monthly report prior to submission to the national level.		A senior staff member (e.g., the Program Manager) is responsible for reviewing the aggregated numbers prior to the submission/release of reports from the M&E Unit.

						Statement 1.6				There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from health facilities.		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness,  timeliness and confidentiality ) received from sub-reporting levels (e.g., regions, districts, service points).

						Statement 1.7		There is a process in place to ensure that data compilation and reporting is completed in the event that the reponsible staff is not available to do the job (e.g. shared duties, a team approach etc.)		There is a procedure in place to ensure the monthly facility reports are compiled and the monthly district report is completed and submitted in the event the responsible staff is unavailable (e.g. shared duties, a team approach etc.)

						Statement 1.8				Feedback is systematically provided to all health facilities on the quality of their reporting (i.e., accuracy, completeness and timeliness).		Feedback is systematically provided to all subnational units on the quality of their reporting (i.e., accuracy, completeness and timeliness).

						Statement 1.9		The health facility receives regular feedback on the quality of their submitted reports according to the guidelines.		The subnational unit receives regular feedback from the national program on the quality of their submitted reports.

						Statement 1.10				The subnational unit conducts regular supervisory visits to the health facilities in the district according to the guidelines.		The central level conducts regular supervisory visits to subnational units according to the guidelines.

						Statement 1.11		The health facility receives regular supportive supervisory visits from district and/or national level staff according to the guidelines.		The subnational unitreceives regular supervisory visits from the national program according to the guidelines on supervision.

						Statement 1.12		…If yes, the last visit was within the past three months.		…If yes, the last visit was within the past three months.

				II- Indicator Definitions and Reporting Guidelines		Statement 2.1						The National Program/M&E Unit has documented and shared the definition of the indicator(s) with all relevant levels of the reporting system (e.g., regions, districts, service points).

						Statement 2.2		The Health Facility has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit		The subnational unit has an up-to-date copy of written guidance on indicator definitions provided by the National Program/M&E Unit

						Statement 2.3						There is a description of the services that are related to each indicator measured by the Program/project. 

						Statement 2.4		The Health Facility has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.		The subnational unint has an up-to-date copy of written guidance provided by the National Program/M&E Unit on the content of services that are related to each indicator measured by the Program/Project.

						Statement 2.5						The National Program/M&E Unit has provided written guidelines to all reporting entities (e.g., regions, districts, service points) on reporting requirements and deadlines.

						Statement 2.6		The health facility has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.		The subnational unit has a copy of written guidelines provided by the National Program/M&E Unit on reporting requirements and deadlines.

						Statement 2.7		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.		The written instructions provided by the Program are adequate to ensure standardized recording and reporting of program data.

				III - Data-collection and Reporting Forms and Tools		Statement 3.1		The National Program has identified standard reporting forms/tools to be used by all reporting levels		The National Program has identified standard reporting forms/tools to be used by all reporting levels		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels.

						Statement 3.2		…If yes, the standard forms/tools are consistently used by the service site.		…If yes, the standard forms/tools are consistently used by the subnational unit

						Statement 3.3		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.

						Statement 3.4						The National Program/M&E Unit has developed and shared with all reporting units clear instructions on how to complete the data collection and reporting forms/tools.

						Statement 3.5		The health facility has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.		The subnational unit has a copy of clear instructions on how to complete the data collection and reporting forms/tools provided by the National Program/Project.

						Statement 3.6						The M&E Unit has clearly documented data aggregation, analysis and/or manipulation steps performed at each level of the reporting system.

						Statement 3.7				The subnational unit has a copy of clear instructions provided by the National Program/M&E Unit on data aggregation, analysis and/or manipulation stepts to be performed at the subnational level.

						Statement 3.8						The data collected by the M&E system has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies disaggregation by these characteristics).

						Statement 3.9		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		All reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).

						Statement 3.10		There are sufficient stocks of blank data collection and reporting forms at the service site.		There are sufficient stocks of blank reporting forms at the subnational unit.

				IV- Data Management Processes		Statement 4.1		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer to ensure the accuracy of data entry (e.g. edit and/or logic checks, post-data entry verification, etc).		(If applicable) There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).

						Statement 4.2		There are quality controls in place for compiling data for the monthly facility report to ensure the accuracy (e.g. detection of transcription errors).		There are quality controls in place for compiling data for the monthly district report to ensure the accuracy (e.g. detection of transcription errors).		There are quality controls in place for compiling data for the monthly district report to ensure the accuracy (e.g. detection of transcription errors).

						Statement 4.3		The service delivery site routinely creates back-up files of Program data.		The subnational unit routinely creates back-up files of Program data.		(If applicable) There is a written back-up procedure for when data entry or data processing is computerized.

						Statement 4.4		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		...If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).

						Statement 4.5		The recording and reporting system avoids double counting people within and across service delivery sites (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).

						Statement 4.6		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.

						Statement 4.7		Relevant personal data are maintained according to national or international confidentiality guidelines.  

						Statement 4.8				There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with sub-reporting levels on data quality issues.

						Statement 4.9				If data discrepancies have been uncovered in reports from service points, the district has documented how these inconsistencies have been resolved.		If data discrepancies have been uncovered in reports from sub-reporting levels, the M&E Unit (e.g., districts or regions) has documented how these inconsistencies have been resolved.   

						Statement 4.10				The subnational unit can demonstrate that regular supervisory site visits have taken place and that data quality has been reviewed.		The M&E Unit can demonstrate that regular supervisory site visits have taken place and that data quality has been reviewed.

						Statement 4.11		There is a written policy that states for how long source documents and reporting forms need to be retained.		There is a written policy that states for how long source documents and reporting forms need to be retained.		There is a written policy that states for how long source documents and reporting forms need to be retained.

						Statement 4.12		The health facility maintains an adequate archive of program documents (i.e. clean, dry, with sufficient space, etc).		There is a written policy that describes how program documents (e.g. source documents and reporting forms) should be archived (e.g. filing cabinets, storage rooms etc.)		There is a written policy that describes how program documents (e.g. source documents and reporting forms) should be archived (e.g. filing cabinets, storage rooms etc.)

				V - Links with National Reporting System 		Statement 5.1		When available, the relevant national forms/tools are used for data-collection and reporting. 		When available, the relevant national forms/tools are used for data-collection and reporting. 		When available, the relevant national forms/tools are used for data-collection and reporting. 

						Statement 5.2		When applicable, data are reported through a single channel of the national information systems.		When applicable, data are reported through a single channel of the national information systems.		When applicable, data are reported through a single channel of the national information systems.

						Statement 5.3		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		The system records information about where the service is delivered (i.e. region, district, ward, etc.)

						Statement 5.4		….if yes, place names are recorded using standarized naming conventions.		….if yes, place names are recorded using standarized naming conventions.		….if yes, place names are recorded using standarized naming conventions.

				VI - Use of data for decision making		Statement 6.1		The service delivery site develops charts, graphs, maps, etc.  (If yes, ask to see them.)		The District develops charts, graphs, maps, etc.  (If yes, ask to see them.)		The National Programme develops charts, graphs, maps, etc. to depict analyzed data.  (If yes, ask to see them.)

						Statement 6.2		...If yes, there are assigned staff to develop them regularly.		...If yes, there is assigned staff to develop them regularly,		...If yes, there is designated staff to develop them.

						Statement 6.3		There are assigned staff to interpret and analyze the data / results.		There is assigned staff to interpret and analyze the data / results.		There is designated staff to interpret and analyze the data / results.

						Statement 6.4		Staff at the health facility has access to guidance / technical assistance on data use (e.g. peer review meetings, or during supervisory visits).		The subnational unit provides guidance / technical assistance on data use to health facility level (beyond routine reporting).		The National Programme provides guidance on data use to the sub-reporting levels (beyond routine reporting).

						Statement 6.5		The analyzed data / results are presented / disseminated to other information system stakeholders in the community in a timely manner so that the information can be used to inform decisions. (Ask to see an examples.)		The analyzed data / results are presented / disseminated to other information system stakeholders in the subnational administrative unit in a timely manner so that the information can be used to inform decisions.  (Ask to see an example.)		The analyzed data / results are presented / disseminated to stakeholders and other levels of the information system in a timely manner so that the information can be used to inform decisions (for example, a bulletin, planning document or other compilation of analyzed data).  (If yes, ask to see an example.)

						Statement 6.6		When data are disseminated they include indications of any limitations that may exist in the data.  (If yes, ask to see examples.)		When data are disseminated they include indications of any limitations that may exist in the data.  (If yes, ask to see examples.)		When data are disseminated they include indications of any limitations that may exist in the data.  (If yes, ask to see examples.)

						Statement 6.7		There are programmatic decisions taken by the service delivery site based on analyzed data / results.  (If yes, ask for examples.)		There are programmatic decisions taken by the subnational unit based on analyzed data / results.  (If yes, ask for examples.)		There are programmatic decisions taken by the National Programme based on analyzed data / results.  (If yes, ask for examples.)  
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Multi-Indicator RDQA Tool Excel Workbook/M-RDQA_Longitudinal_PORTUGUESE_Apr 2010.xls
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				Avaliação de Rotina da Qualidade de Dados (ARQD) - Longitudinal																														1		1		1
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						Lista de Verificação para Avaliar a Qualidade de Dados de Programas/Projetos																												3		3		3
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										No de Níveis Regionais Intermediários de Agregação																								2		5		5

										No de Níveis Distritais Intermediários de Agregação																										6		6

										No de Pontos de Prestação de Serviços																										7		7
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				VERSÃO:  ABRIL 2010																																2		9
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				Notas importantes sobre a utilização desta folha de cálculo:																																		11

				1. Para utilizar a ferramenta de Avaliação de Rotina da Qualidade de Dados, será necessário configurar a 'segurança de macros' num nível inferior a 'alto'.  Após abrir a folha de cálculo, vá para o menu pendente 'Ferramentas' e selecione 'Macro' e, em seguida, 'Segurança'.  Selecione 'média'.  Feche o Excel e reabra o ficheiro.  Na próxima vez em que abrir o ficheiro, terá de selecionar 'Ativar macros' para que a aplicação funcione da forma configurada.																																		12

				2. Na Página INÍCIO (esta página), selecione o número de centros regionais e distritais intermediários de agregação (CIA) e Pontos de Prestação de Serviços (PPS) que pretende avaliar nas listas pendentes acima.  O CIA distrital normalmente é a unidade sanitária distrital do Ministério da Saúde, e o CIA regional normalmente é o escritório regional ou provincial do Ministério da Saúde.																																		13
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Select Scope

1)  Longitudinal

2)  Cross Sectional



INSTRUÇÕES

		INSTRUÇÕES PARA O USO DA ARQD

		1.  Identificar a finalidade

A lista de verificação da ARQD pode ser utilizada para:  

 Avaliação inicial dos sistemas de M&A criados pelos novos parceiros de implementação (ou em sistemas descentralizados) para recolher, gerir e divulgar dados. 

 Supervisão de rotina dos sistemas de gestão e divulgação de dados e da qualidade dos dados em vários níveis.  Por exemplo, as visitas de supervisão de rotina poderiam incluir a verificação de dados de um determinado período (p.ex., um dia, uma semana ou um mês) a nível de ponto de prestação de serviços, enquanto que as avaliações periódicas (p.ex., as trimestrais, semestrais ou anuais) poderiam ser realizadas a todos os níveis para avaliar o funcionamento do sistema de M&A de todo o programa/projeto. 

 Avaliação periódica, pelos doadores, da qualidade dos dados que lhes estão a ser fornecidos (esta utilização da ARQD poderia ser mais frequente e mais simples do que as auditorias oficiais da qualidade de dados que utilizam a AQD para Auditoria) mas menos frequentes do que a monitorização de rotina dos dados.  

 Preparação para uma auditoria formal da qualidade de dados.

A ARQD é flexível para todas estas utilizações.  Os países e programas são incentivados a adaptar a lista de verificação de acordo com os contextos locais dos programas.

		2. Seleção de nível/local
Selecione os níveis e locais a serem incluídos (dependendo da finalidade e dos recursos disponíveis).  Uma vez identificada a finalidade, a segunda etapa da ARQD é decidir que níveis do sistema de recolha e divulgação de dados serão incluídos na avaliação - pontos de prestação de serviços, níveis intermediários de agregação (regional e distrital) e/ou unidade central de M&A.  Os níveis devem ser determinados após a identificação e o “mapeamento” dos níveis apropriados de divulgação de dados (p.ex., há 100 unidades que prestam serviços em 10 distritos. Os relatórios das unidades são enviados aos distritos, os quais, por sua vez, enviam relatórios agregados para a Unidade de M&A). Em alguns casos, o fluxo de dados incluirá mais de um nível intermediário (p.ex., regiões, províncias ou estados, ou múltiplos níveis de organizações dos programas).

		3. Identificar indicadores, fontes de dados e periodicidade dos relatórios.                                                                                                                                                                                           A ARQD foi concebida para avaliar a qualidade de dados e dos sistemas subjacentes relacionados com os indicadores que são divulgados aos programas ou doadores. É necessário selecionar um ou mais indicadores – ou pelo menos as áreas dos programas – para servir como objeto da ARQD. Esta escolha basear-se-á na lista dos indicadores divulgados. Por exemplo, um programa voltado ao tratamento do HIV poderia divulgar indicadores de números de pessoas que estão a receber TARV. Outro programa poderia concentrar-se no atendimento às necessidades de órfãos ou crianças vulneráveis e, portanto, os indicadores deste programa seriam pertinentes à área de programas de COV.  Um programa de malária poderia dedicar-se ao fornecimento de mosquiteiros tratados com insecticida (MTI) ou ao tratamento de pessoas com malária – ou a ambas as atividades.

		4. Realizar visitas as unidades.  Durante as visitas as unidades, são preenchidas as seções pertinentes das respectivas listas de verificação no ficheiro Excel (p.ex., a lista de verificação de pontos de prestação de serviços no caso de pontos de prestação de serviços, etc.). Estas listas de verificação são preenchidas após entrevistar os quadros pertinentes e examinar a documentação da unidade.   Utilizando as listas pendentes na página INÍCIO deste livro de trabalho, selecione o número apropriado de Níveis Intermediários de Agregação (NIA), Regionais e Distritais, conforme seja o caso, e Pontos de Prestação de Serviços (PPS) a serem examinados.  O número apropriado de fichas de trabalho aparecerá automaticamente no livro de trabalho da ARQD (até 24 PPS,  8 NIA Distrital e 4 NIA Regional).

5. Examinar os resultados e as conclusões.   Os resultados da ARQD devem ser examinados para cada unidade visitada. As conclusões resumidas específicas a unidade, expostas na forma de recomendações, são destacadas em cada unidade visitada.

		As listas de verificação da ARQD existem no formato do MS Excel e as respostas podem ser introduzidas diretamente nas folhas de cálculo no computador.  Para além disso, as listas de verificação podem ser impressas e preenchidas à mão.   Quando preenchidas eletronicamente, um painel produz gráficos das estatísticas resumidas para cada unidade e nível do sistema de divulgação de dados. O painel apresenta dois (2) gráficos para cada unidade visitada:

		- Um gráfico radar apresenta os dados qualitativos gerados pela avaliação do sistema de recolha e divulgação de dados e pode ser utilizado para definir a prioridade das áreas que precisam de melhoria.
 - Um gráfico de barras mostra os dados quantitativos gerados pelas verificações dos dados e pode ser utilizado para planear a melhoria da qualidade dos dados

		Um 'Painel Global' mostra as estatísticas agregadas entre vários níveis ou num nível específico para destacar os pontos fortes e fracos do sistema de gestão de dados em geral. Este Painel Global  mostra um gráfico radar para as avaliações qualitativas e um gráfico de barras para as avaliações quantitativas, conforme descritos acima.  Além disso, os pontos fortes e fracos do sistema de gestão de dados são apresentados por meio de uma tabela sumarizada de resultados por área funcional e por cada nível de registo de dados agrupados do sistema. Para esta análise, se calcula uma média dos resultados das perguntas para cada área funcional pertinente, de acordo com os tipos de respostas obtidas (p.ex., 'Sim - completamente', 'Parcialmente', etc.).

		6. Elaborar um plano de fortalecimento do sistema, incluindo medidas de seguimento.  O resultado final da ARQD é um plano de ação para melhorar a qualidade de dados, o qual descreve as medidas de reforço identificadas, os quadros responsáveis, o cronograma de execução, os recursos necessários e o seguimento.  Utilizando os gráficos e os comentários detalhados para cada pergunta, podem-se identificar as áreas funcionais com desempenho inadequado no sistema de divulgação de dados.  Em seguida, os quadros do programa poderão descrever as medidas de reforço (p.ex., formação, análises de dados), atribuir responsabilidades, definir cronogramas e identificar recursos utilizando o separador Plano de Ação neste livro de trabalho.

		Anexo:   Análise e interpretação de dados
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Página de Informações

		INFORMAÇÕES BÁSICAS – ARQD

		País:

		Nome do Programa/Projeto:

														Período 1				Período 2				Período 3				Período 4

		Período(s) de Relatório(s) Verificado(s):												sept				oct				nov				dec

		Indicador Examinado

		Equipa de Avaliação:												Nome								Cargo				Email

								Contacto Principal:

		Unidade Central de M&A

		Nome																Código										Data (mm/dd/aa)

		1-

		Nível Regional Intermediário de Agregação

		Nome																Código						Região		Códiigo Região		Data (mm/dd/aa)

		1

		2

		3

		4

		Nível Distrital Intermediário de Agregação

		Nome																Código		Distrito		Código Distrito		Região		Código Região		Data (mm/dd/aa)

		1

		2

		3

		4

		5

		6

		7

		8

		Ponto de Serviço (PPS)

		Nome																Código		Distrito		Código Distrito		Região		Código Região		Data (mm/dd/aa)

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10

		11

		12

		13

		14

		15

		16

		17

		18

		19

		20

		21

		22

		23

		24
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Ponto de Serviço 1

		Página de Verificação de Dados e Avaliação do Sistema - Ponto de Prestação de Serviço

		Ponto de Prestação de Serviço:						-						-

		Envia Relatórios para:						-						-																																								Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-																																								1		N/A		I - Estrutura, Funções e Capacidades de M&A

		Data da Revisão:						-						-																																								2		N/A		II- Diretrizes para Divulgação de Dados

		Indicador Examinado:						-						-																																								3		N/A		III - Formulários de Recolha e Divulgação de Dados

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)																																										4		N/A		IV- Processos da Gestão de Dados

																																																						5		N/A		V - Ligação com o Sistema Nacional

		Parte1:   Verificação de Dados

		A - Revisão da documentação:														COMENTÁRIOS

				Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.				sept		oct		nov		dec

		1		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que há documentos-fonte em falta?		-										0																																						Verificação de Dados e Relatórios - Ponto de Prestação de Serviço

				Caso sim, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		2		Os documentos-fonte disponíveis estão todos completos?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		3		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.

		B - Recontagem dos dados divulgados:

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais discrepâncias.

		4		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos-fonte. [A]

		5		Copie o número de pessoas, casos ou eventos registados durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		6		Calcule a proporção entre o número recontado e o número divulgado. [A/B]				-		-		-		-

		7		Quais os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		C - Verificação cruzada dos dados divulgados com outras fontes de dados:

		As verificações cruzadas podem ser realizadas examinando-se registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de teste ou Redes Mosquiteiros compradas e entregues durante o período do relatório, para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento de Pacientes para o Registo e deste para as Fichas de Tratamento de Pacientes).

		8		Listar quais foram os documentos utilizados nas verificações cruzadas

		9		Descrever como se realizaram as verificações cruzadas

		10		Quais as razões para eventuais discrepâncias verificadas?

		Parte 2.  Avaliação do Sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., aos distritos, aos gabinetes regionais, à Unidade Central de M&A).		N/A						0								0

		2		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.		N/A						0								0

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0								0

		II- Diretrizes para Divulgação de Dados				N/A

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		4		,,, que dado(s) deve(m) ser reportado(s).		N/A						0								0

		5		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0								0

		6		… para quem os relatórios devem ser enviados.		N/A						0								0

		7		… quando os relatórios devem ser enviados.		N/A						0								0

		III - Formulários de recolha e divulgação dos dados				N/A

		8		A Unidade de M&A deu instruções claras sobre como preencher os formulários de recolha e divulgação dos dados.		N/A						0								0

		9		A Unidade de M&A identificou formulários padrão (uniformes) de divulgação dos dados para uso em todos os níveis do sistema.		N/A						0

		10		Os formulários são utilizados de forma consistente pelo Ponto de Prestação de Serviço.		N/A						0								0

		11		Todos os documentos-fonte e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0								0

		12		Os dados registados nos documentos-fonte tem suficiente precisão para medir o(s) indicador(es) (Ex: dados por sexo, idade, etc. se o indicador especificar desagregação por essas características).		N/A						0								0

		IV- Processos de Gestão de Dados				N/A

		13		Se aplicável, existem controlos de qualidade implementados para quando os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0								0

		14		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0								0

		15		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0								0

		16		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0								0

		17		O sistema de registo e divulgação de dados impede a contagem repetida de utentes, dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço 2 vezes no período de um relatório, ou utente que recebe o mesmo serviço em dois locais diferentes, etc).		N/A						0								0

		18		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0								0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		19		Quando disponíveis, os formulários do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0								0

		20		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0								0

		21		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0								0

		22		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0								0

						N/A

		Parte 3:   Recomendações para o Ponto de Prestação de Serviço

				Com base nas conclusões da verificação do sistema e dos dados do ponto de prestação de serviços, descreva os eventuais problemas identificados na qualidade dos dados e as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Ações devem ser discutidas com o programa/projeto.

				Problema Identificado		Ação Proposta										Responsável		Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL: Ponto de Prestação de Serviço
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Ponto de Serviço 1

		0

		0

		0

		0



Verificação de Dados e Relatórios - Ponto de Prestação de Serviço

Verificação de Dados e Relatórios 
Ponto de Prestação de Serviço



Ponto de Serviço 2

		0

		0

		0

		0

		0



Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

Avaliação do Sistema de Gestão de Dados
Ponto de Prestação de Serviço



Ponto de Serviço 3

		Página de Verificação de Dados e Avaliação do Sistema - Ponto de Prestação de Serviço

		Ponto de Prestação de Serviço:						-						-

		Envia Relatórios para:						-						-																																								Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-																																								1		N/A		I - Estrutura, Funções e Capacidades de M&A

		Data da Revisão:						-						-																																								2		N/A		II- Diretrizes para Divulgação de Dados

		Indicador Examinado:						-						-																																								3		N/A		III - Formulários de Recolha e Divulgação de Dados

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)																																										4		N/A		IV- Processos da Gestão de Dados

																																																						5		N/A		V - Ligação com o Sistema Nacional

		Parte1:   Verificação de Dados

		A - Revisão da documentação:														COMENTÁRIOS

				Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.				sept		oct		nov		dec

		1		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que há documentos-fonte em falta?		-										0																																						Verificação de Dados e Relatórios - Ponto de Prestação de Serviço

				Caso sim, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		2		Os documentos-fonte disponíveis estão todos completos?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		3		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.

		B - Recontagem dos dados divulgados:

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais discrepâncias.

		4		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos-fonte. [A]

		5		Copie o número de pessoas, casos ou eventos registados durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		6		Calcule a proporção entre o número recontado e o número divulgado. [A/B]				-		-		-		-

		7		Quais os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		C - Verificação cruzada dos dados divulgados com outras fontes de dados:

		As verificações cruzadas podem ser realizadas examinando-se registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de teste ou Redes Mosquiteiros compradas e entregues durante o período do relatório, para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento de Pacientes para o Registo e deste para as Fichas de Tratamento de Pacientes).

		8		Listar quais foram os documentos utilizados nas verificações cruzadas

		9		Descrever como se realizaram as verificações cruzadas

		10		Quais as razões para eventuais discrepâncias verificadas?

		Parte 2.  Avaliação do Sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., aos distritos, aos gabinetes regionais, à Unidade Central de M&A).		N/A						0								0

		2		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.		N/A						0								0

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0								0

		II- Diretrizes para Divulgação de Dados				N/A

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		4		,,, que dado(s) deve(m) ser reportado(s).		N/A						0								0

		5		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0								0

		6		… para quem os relatórios devem ser enviados.		N/A						0								0

		7		… quando os relatórios devem ser enviados.		N/A						0								0

		III - Formulários de recolha e divulgação dos dados				N/A

		8		A Unidade de M&A deu instruções claras sobre como preencher os formulários de recolha e divulgação dos dados.		N/A						0								0

		9		A Unidade de M&A identificou formulários padrão (uniformes) de divulgação dos dados para uso em todos os níveis do sistema.		N/A						0

		10		Os formulários são utilizados de forma consistente pelo Ponto de Prestação de Serviço.		N/A						0								0

		11		Todos os documentos-fonte e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0								0

		12		Os dados registados nos documentos-fonte tem suficiente precisão para medir o(s) indicador(es) (Ex: dados por sexo, idade, etc. se o indicador especificar desagregação por essas características).		N/A						0								0

		IV- Processos de Gestão de Dados				N/A

		13		Se aplicável, existem controlos de qualidade implementados para quando os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0								0

		14		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0								0

		15		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0								0

		16		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0								0

		17		O sistema de registo e divulgação de dados impede a contagem repetida de utentes, dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço 2 vezes no período de um relatório, ou utente que recebe o mesmo serviço em dois locais diferentes, etc).		N/A						0								0

		18		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0								0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		19		Quando disponíveis, os formulários do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0								0

		20		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0								0

		21		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0								0

		22		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0								0

						N/A

		Parte 3:   Recomendações para o Ponto de Prestação de Serviço

				Com base nas conclusões da verificação do sistema e dos dados do ponto de prestação de serviços, descreva os eventuais problemas identificados na qualidade dos dados e as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Ações devem ser discutidas com o programa/projeto.

				Problema Identificado		Ação Proposta										Responsável		Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL: Ponto de Prestação de Serviço
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Ponto de Serviço 5

		Página de Verificação de Dados e Avaliação do Sistema - Ponto de Prestação de Serviço

		Ponto de Prestação de Serviço:						-						-

		Envia Relatórios para:						-						-																																								Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-																																								1		N/A		I - Estrutura, Funções e Capacidades de M&A

		Data da Revisão:						-						-																																								2		N/A		II- Diretrizes para Divulgação de Dados

		Indicador Examinado:						-						-																																								3		N/A		III - Formulários de Recolha e Divulgação de Dados

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)																																										4		N/A		IV- Processos da Gestão de Dados

																																																						5		N/A		V - Ligação com o Sistema Nacional

		Parte1:   Verificação de Dados

		A - Revisão da documentação:														COMENTÁRIOS

				Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.				sept		oct		nov		dec

		1		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que há documentos-fonte em falta?		-										0																																						Verificação de Dados e Relatórios - Ponto de Prestação de Serviço

				Caso sim, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		2		Os documentos-fonte disponíveis estão todos completos?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		3		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.

		B - Recontagem dos dados divulgados:

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais discrepâncias.

		4		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos-fonte. [A]

		5		Copie o número de pessoas, casos ou eventos registados durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		6		Calcule a proporção entre o número recontado e o número divulgado. [A/B]				-		-		-		-

		7		Quais os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		C - Verificação cruzada dos dados divulgados com outras fontes de dados:

		As verificações cruzadas podem ser realizadas examinando-se registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de teste ou Redes Mosquiteiros compradas e entregues durante o período do relatório, para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento de Pacientes para o Registo e deste para as Fichas de Tratamento de Pacientes).

		8		Listar quais foram os documentos utilizados nas verificações cruzadas

		9		Descrever como se realizaram as verificações cruzadas

		10		Quais as razões para eventuais discrepâncias verificadas?

		Parte 2.  Avaliação do Sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., aos distritos, aos gabinetes regionais, à Unidade Central de M&A).		N/A						0								0

		2		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.		N/A						0								0

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0								0

		II- Diretrizes para Divulgação de Dados				N/A

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		4		,,, que dado(s) deve(m) ser reportado(s).		N/A						0								0

		5		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0								0

		6		… para quem os relatórios devem ser enviados.		N/A						0								0

		7		… quando os relatórios devem ser enviados.		N/A						0								0

		III - Formulários de recolha e divulgação dos dados				N/A

		8		A Unidade de M&A deu instruções claras sobre como preencher os formulários de recolha e divulgação dos dados.		N/A						0								0

		9		A Unidade de M&A identificou formulários padrão (uniformes) de divulgação dos dados para uso em todos os níveis do sistema.		N/A						0

		10		Os formulários são utilizados de forma consistente pelo Ponto de Prestação de Serviço.		N/A						0								0

		11		Todos os documentos-fonte e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0								0

		12		Os dados registados nos documentos-fonte tem suficiente precisão para medir o(s) indicador(es) (Ex: dados por sexo, idade, etc. se o indicador especificar desagregação por essas características).		N/A						0								0

		IV- Processos de Gestão de Dados				N/A

		13		Se aplicável, existem controlos de qualidade implementados para quando os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0								0

		14		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0								0

		15		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0								0

		16		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0								0

		17		O sistema de registo e divulgação de dados impede a contagem repetida de utentes, dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço 2 vezes no período de um relatório, ou utente que recebe o mesmo serviço em dois locais diferentes, etc).		N/A						0								0

		18		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0								0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		19		Quando disponíveis, os formulários do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0								0

		20		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0								0

		21		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0								0

		22		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0								0

						N/A

		Parte 3:   Recomendações para o Ponto de Prestação de Serviço

				Com base nas conclusões da verificação do sistema e dos dados do ponto de prestação de serviços, descreva os eventuais problemas identificados na qualidade dos dados e as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Ações devem ser discutidas com o programa/projeto.

				Problema Identificado		Ação Proposta										Responsável		Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL: Ponto de Prestação de Serviço
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Ponto de Serviço 7

		Página de Verificação de Dados e Avaliação do Sistema - Ponto de Prestação de Serviço

		Ponto de Prestação de Serviço:						-						-

		Envia Relatórios para:						-						-																																								Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-																																								1		N/A		I - Estrutura, Funções e Capacidades de M&A

		Data da Revisão:						-						-																																								2		N/A		II- Diretrizes para Divulgação de Dados

		Indicador Examinado:						-						-																																								3		N/A		III - Formulários de Recolha e Divulgação de Dados

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)																																										4		N/A		IV- Processos da Gestão de Dados

																																																						5		N/A		V - Ligação com o Sistema Nacional

		Parte1:   Verificação de Dados

		A - Revisão da documentação:														COMENTÁRIOS

				Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.				sept		oct		nov		dec

		1		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que há documentos-fonte em falta?		-										0																																						Verificação de Dados e Relatórios - Ponto de Prestação de Serviço

				Caso sim, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		2		Os documentos-fonte disponíveis estão todos completos?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		3		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.

		B - Recontagem dos dados divulgados:

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais discrepâncias.

		4		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos-fonte. [A]

		5		Copie o número de pessoas, casos ou eventos registados durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		6		Calcule a proporção entre o número recontado e o número divulgado. [A/B]				-		-		-		-

		7		Quais os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		C - Verificação cruzada dos dados divulgados com outras fontes de dados:

		As verificações cruzadas podem ser realizadas examinando-se registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de teste ou Redes Mosquiteiros compradas e entregues durante o período do relatório, para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento de Pacientes para o Registo e deste para as Fichas de Tratamento de Pacientes).

		8		Listar quais foram os documentos utilizados nas verificações cruzadas

		9		Descrever como se realizaram as verificações cruzadas

		10		Quais as razões para eventuais discrepâncias verificadas?

		Parte 2.  Avaliação do Sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., aos distritos, aos gabinetes regionais, à Unidade Central de M&A).		N/A						0								0

		2		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.		N/A						0								0

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0								0

		II- Diretrizes para Divulgação de Dados				N/A

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		4		,,, que dado(s) deve(m) ser reportado(s).		N/A						0								0

		5		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0								0

		6		… para quem os relatórios devem ser enviados.		N/A						0								0

		7		… quando os relatórios devem ser enviados.		N/A						0								0

		III - Formulários de recolha e divulgação dos dados				N/A

		8		A Unidade de M&A deu instruções claras sobre como preencher os formulários de recolha e divulgação dos dados.		N/A						0								0

		9		A Unidade de M&A identificou formulários padrão (uniformes) de divulgação dos dados para uso em todos os níveis do sistema.		N/A						0

		10		Os formulários são utilizados de forma consistente pelo Ponto de Prestação de Serviço.		N/A						0								0

		11		Todos os documentos-fonte e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0								0

		12		Os dados registados nos documentos-fonte tem suficiente precisão para medir o(s) indicador(es) (Ex: dados por sexo, idade, etc. se o indicador especificar desagregação por essas características).		N/A						0								0

		IV- Processos de Gestão de Dados				N/A

		13		Se aplicável, existem controlos de qualidade implementados para quando os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0								0

		14		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0								0

		15		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0								0

		16		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0								0

		17		O sistema de registo e divulgação de dados impede a contagem repetida de utentes, dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço 2 vezes no período de um relatório, ou utente que recebe o mesmo serviço em dois locais diferentes, etc).		N/A						0								0

		18		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0								0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		19		Quando disponíveis, os formulários do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0								0

		20		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0								0

		21		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0								0

		22		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0								0

						N/A

		Parte 3:   Recomendações para o Ponto de Prestação de Serviço

				Com base nas conclusões da verificação do sistema e dos dados do ponto de prestação de serviços, descreva os eventuais problemas identificados na qualidade dos dados e as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Ações devem ser discutidas com o programa/projeto.

				Problema Identificado		Ação Proposta										Responsável		Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL: Ponto de Prestação de Serviço
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Avaliação do Sistema de Gestão de Dados
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Ponto de Serviço 9

		Página de Verificação de Dados e Avaliação do Sistema - Ponto de Prestação de Serviço

		Ponto de Prestação de Serviço:						-						-

		Envia Relatórios para:						-						-																																								Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-																																								1		N/A		I - Estrutura, Funções e Capacidades de M&A

		Data da Revisão:						-						-																																								2		N/A		II- Diretrizes para Divulgação de Dados

		Indicador Examinado:						-						-																																								3		N/A		III - Formulários de Recolha e Divulgação de Dados

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)																																										4		N/A		IV- Processos da Gestão de Dados

																																																						5		N/A		V - Ligação com o Sistema Nacional

		Parte1:   Verificação de Dados

		A - Revisão da documentação:														COMENTÁRIOS

				Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.				sept		oct		nov		dec

		1		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que há documentos-fonte em falta?		-										0																																						Verificação de Dados e Relatórios - Ponto de Prestação de Serviço

				Caso sim, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		2		Os documentos-fonte disponíveis estão todos completos?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		3		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.

		B - Recontagem dos dados divulgados:

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais discrepâncias.

		4		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos-fonte. [A]

		5		Copie o número de pessoas, casos ou eventos registados durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		6		Calcule a proporção entre o número recontado e o número divulgado. [A/B]				-		-		-		-

		7		Quais os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		C - Verificação cruzada dos dados divulgados com outras fontes de dados:

		As verificações cruzadas podem ser realizadas examinando-se registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de teste ou Redes Mosquiteiros compradas e entregues durante o período do relatório, para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento de Pacientes para o Registo e deste para as Fichas de Tratamento de Pacientes).

		8		Listar quais foram os documentos utilizados nas verificações cruzadas

		9		Descrever como se realizaram as verificações cruzadas

		10		Quais as razões para eventuais discrepâncias verificadas?

		Parte 2.  Avaliação do Sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., aos distritos, aos gabinetes regionais, à Unidade Central de M&A).		N/A						0								0

		2		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.		N/A						0								0

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0								0

		II- Diretrizes para Divulgação de Dados				N/A

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		4		,,, que dado(s) deve(m) ser reportado(s).		N/A						0								0

		5		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0								0

		6		… para quem os relatórios devem ser enviados.		N/A						0								0

		7		… quando os relatórios devem ser enviados.		N/A						0								0

		III - Formulários de recolha e divulgação dos dados				N/A

		8		A Unidade de M&A deu instruções claras sobre como preencher os formulários de recolha e divulgação dos dados.		N/A						0								0

		9		A Unidade de M&A identificou formulários padrão (uniformes) de divulgação dos dados para uso em todos os níveis do sistema.		N/A						0

		10		Os formulários são utilizados de forma consistente pelo Ponto de Prestação de Serviço.		N/A						0								0

		11		Todos os documentos-fonte e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0								0

		12		Os dados registados nos documentos-fonte tem suficiente precisão para medir o(s) indicador(es) (Ex: dados por sexo, idade, etc. se o indicador especificar desagregação por essas características).		N/A						0								0

		IV- Processos de Gestão de Dados				N/A

		13		Se aplicável, existem controlos de qualidade implementados para quando os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0								0

		14		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0								0

		15		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0								0

		16		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0								0

		17		O sistema de registo e divulgação de dados impede a contagem repetida de utentes, dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço 2 vezes no período de um relatório, ou utente que recebe o mesmo serviço em dois locais diferentes, etc).		N/A						0								0

		18		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0								0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		19		Quando disponíveis, os formulários do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0								0

		20		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0								0

		21		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0								0

		22		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0								0

						N/A

		Parte 3:   Recomendações para o Ponto de Prestação de Serviço

				Com base nas conclusões da verificação do sistema e dos dados do ponto de prestação de serviços, descreva os eventuais problemas identificados na qualidade dos dados e as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Ações devem ser discutidas com o programa/projeto.

				Problema Identificado		Ação Proposta										Responsável		Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL: Ponto de Prestação de Serviço
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Ponto de Serviço 11

		Página de Verificação de Dados e Avaliação do Sistema - Ponto de Prestação de Serviço

		Ponto de Prestação de Serviço:						-						-

		Envia Relatórios para:						-						-																																								Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-																																								1		N/A		I - Estrutura, Funções e Capacidades de M&A

		Data da Revisão:						-						-																																								2		N/A		II- Diretrizes para Divulgação de Dados

		Indicador Examinado:						-						-																																								3		N/A		III - Formulários de Recolha e Divulgação de Dados

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)																																										4		N/A		IV- Processos da Gestão de Dados

																																																						5		N/A		V - Ligação com o Sistema Nacional

		Parte1:   Verificação de Dados

		A - Revisão da documentação:														COMENTÁRIOS

				Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.				sept		oct		nov		dec

		1		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que há documentos-fonte em falta?		-										0																																						Verificação de Dados e Relatórios - Ponto de Prestação de Serviço

				Caso sim, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		2		Os documentos-fonte disponíveis estão todos completos?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		3		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.

		B - Recontagem dos dados divulgados:

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais discrepâncias.

		4		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos-fonte. [A]

		5		Copie o número de pessoas, casos ou eventos registados durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		6		Calcule a proporção entre o número recontado e o número divulgado. [A/B]				-		-		-		-

		7		Quais os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		C - Verificação cruzada dos dados divulgados com outras fontes de dados:

		As verificações cruzadas podem ser realizadas examinando-se registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de teste ou Redes Mosquiteiros compradas e entregues durante o período do relatório, para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento de Pacientes para o Registo e deste para as Fichas de Tratamento de Pacientes).

		8		Listar quais foram os documentos utilizados nas verificações cruzadas

		9		Descrever como se realizaram as verificações cruzadas

		10		Quais as razões para eventuais discrepâncias verificadas?

		Parte 2.  Avaliação do Sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., aos distritos, aos gabinetes regionais, à Unidade Central de M&A).		N/A						0								0

		2		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.		N/A						0								0

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0								0

		II- Diretrizes para Divulgação de Dados				N/A

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		4		,,, que dado(s) deve(m) ser reportado(s).		N/A						0								0

		5		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0								0

		6		… para quem os relatórios devem ser enviados.		N/A						0								0

		7		… quando os relatórios devem ser enviados.		N/A						0								0

		III - Formulários de recolha e divulgação dos dados				N/A

		8		A Unidade de M&A deu instruções claras sobre como preencher os formulários de recolha e divulgação dos dados.		N/A						0								0

		9		A Unidade de M&A identificou formulários padrão (uniformes) de divulgação dos dados para uso em todos os níveis do sistema.		N/A						0

		10		Os formulários são utilizados de forma consistente pelo Ponto de Prestação de Serviço.		N/A						0								0

		11		Todos os documentos-fonte e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0								0

		12		Os dados registados nos documentos-fonte tem suficiente precisão para medir o(s) indicador(es) (Ex: dados por sexo, idade, etc. se o indicador especificar desagregação por essas características).		N/A						0								0

		IV- Processos de Gestão de Dados				N/A

		13		Se aplicável, existem controlos de qualidade implementados para quando os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0								0

		14		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0								0

		15		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0								0

		16		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0								0

		17		O sistema de registo e divulgação de dados impede a contagem repetida de utentes, dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço 2 vezes no período de um relatório, ou utente que recebe o mesmo serviço em dois locais diferentes, etc).		N/A						0								0

		18		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0								0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		19		Quando disponíveis, os formulários do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0								0

		20		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0								0

		21		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0								0

		22		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0								0

						N/A

		Parte 3:   Recomendações para o Ponto de Prestação de Serviço

				Com base nas conclusões da verificação do sistema e dos dados do ponto de prestação de serviços, descreva os eventuais problemas identificados na qualidade dos dados e as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Ações devem ser discutidas com o programa/projeto.

				Problema Identificado		Ação Proposta										Responsável		Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL: Ponto de Prestação de Serviço
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Ponto de Serviço 13

		Página de Verificação de Dados e Avaliação do Sistema - Ponto de Prestação de Serviço

		Ponto de Prestação de Serviço:						-						-

		Envia Relatórios para:						-						-																																								Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-																																								1		N/A		I - Estrutura, Funções e Capacidades de M&A

		Data da Revisão:						-						-																																								2		N/A		II- Diretrizes para Divulgação de Dados

		Indicador Examinado:						-						-																																								3		N/A		III - Formulários de Recolha e Divulgação de Dados

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)																																										4		N/A		IV- Processos da Gestão de Dados

																																																						5		N/A		V - Ligação com o Sistema Nacional

		Parte1:   Verificação de Dados

		A - Revisão da documentação:														COMENTÁRIOS

				Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.				sept		oct		nov		dec

		1		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que há documentos-fonte em falta?		-										0																																						Verificação de Dados e Relatórios - Ponto de Prestação de Serviço

				Caso sim, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		2		Os documentos-fonte disponíveis estão todos completos?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		3		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.

		B - Recontagem dos dados divulgados:

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais discrepâncias.

		4		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos-fonte. [A]

		5		Copie o número de pessoas, casos ou eventos registados durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		6		Calcule a proporção entre o número recontado e o número divulgado. [A/B]				-		-		-		-

		7		Quais os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		C - Verificação cruzada dos dados divulgados com outras fontes de dados:

		As verificações cruzadas podem ser realizadas examinando-se registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de teste ou Redes Mosquiteiros compradas e entregues durante o período do relatório, para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento de Pacientes para o Registo e deste para as Fichas de Tratamento de Pacientes).

		8		Listar quais foram os documentos utilizados nas verificações cruzadas

		9		Descrever como se realizaram as verificações cruzadas

		10		Quais as razões para eventuais discrepâncias verificadas?

		Parte 2.  Avaliação do Sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., aos distritos, aos gabinetes regionais, à Unidade Central de M&A).		N/A						0								0

		2		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.		N/A						0								0

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0								0

		II- Diretrizes para Divulgação de Dados				N/A

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		4		,,, que dado(s) deve(m) ser reportado(s).		N/A						0								0

		5		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0								0

		6		… para quem os relatórios devem ser enviados.		N/A						0								0

		7		… quando os relatórios devem ser enviados.		N/A						0								0

		III - Formulários de recolha e divulgação dos dados				N/A

		8		A Unidade de M&A deu instruções claras sobre como preencher os formulários de recolha e divulgação dos dados.		N/A						0								0

		9		A Unidade de M&A identificou formulários padrão (uniformes) de divulgação dos dados para uso em todos os níveis do sistema.		N/A						0

		10		Os formulários são utilizados de forma consistente pelo Ponto de Prestação de Serviço.		N/A						0								0

		11		Todos os documentos-fonte e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0								0

		12		Os dados registados nos documentos-fonte tem suficiente precisão para medir o(s) indicador(es) (Ex: dados por sexo, idade, etc. se o indicador especificar desagregação por essas características).		N/A						0								0

		IV- Processos de Gestão de Dados				N/A

		13		Se aplicável, existem controlos de qualidade implementados para quando os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0								0

		14		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0								0

		15		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0								0

		16		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0								0

		17		O sistema de registo e divulgação de dados impede a contagem repetida de utentes, dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço 2 vezes no período de um relatório, ou utente que recebe o mesmo serviço em dois locais diferentes, etc).		N/A						0								0

		18		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0								0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		19		Quando disponíveis, os formulários do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0								0

		20		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0								0

		21		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0								0

		22		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0								0

						N/A

		Parte 3:   Recomendações para o Ponto de Prestação de Serviço

				Com base nas conclusões da verificação do sistema e dos dados do ponto de prestação de serviços, descreva os eventuais problemas identificados na qualidade dos dados e as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Ações devem ser discutidas com o programa/projeto.

				Problema Identificado		Ação Proposta										Responsável		Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL: Ponto de Prestação de Serviço
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Ponto de Serviço 15

		Página de Verificação de Dados e Avaliação do Sistema - Ponto de Prestação de Serviço

		Ponto de Prestação de Serviço:						-						-

		Envia Relatórios para:						-						-																																								Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-																																								1		N/A		I - Estrutura, Funções e Capacidades de M&A

		Data da Revisão:						-						-																																								2		N/A		II- Diretrizes para Divulgação de Dados

		Indicador Examinado:						-						-																																								3		N/A		III - Formulários de Recolha e Divulgação de Dados

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)																																										4		N/A		IV- Processos da Gestão de Dados

																																																						5		N/A		V - Ligação com o Sistema Nacional

		Parte1:   Verificação de Dados

		A - Revisão da documentação:														COMENTÁRIOS

				Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.				sept		oct		nov		dec

		1		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que há documentos-fonte em falta?		-										0																																						Verificação de Dados e Relatórios - Ponto de Prestação de Serviço

				Caso sim, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		2		Os documentos-fonte disponíveis estão todos completos?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		3		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.

		B - Recontagem dos dados divulgados:

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais discrepâncias.

		4		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos-fonte. [A]

		5		Copie o número de pessoas, casos ou eventos registados durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		6		Calcule a proporção entre o número recontado e o número divulgado. [A/B]				-		-		-		-

		7		Quais os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		C - Verificação cruzada dos dados divulgados com outras fontes de dados:

		As verificações cruzadas podem ser realizadas examinando-se registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de teste ou Redes Mosquiteiros compradas e entregues durante o período do relatório, para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento de Pacientes para o Registo e deste para as Fichas de Tratamento de Pacientes).

		8		Listar quais foram os documentos utilizados nas verificações cruzadas

		9		Descrever como se realizaram as verificações cruzadas

		10		Quais as razões para eventuais discrepâncias verificadas?

		Parte 2.  Avaliação do Sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., aos distritos, aos gabinetes regionais, à Unidade Central de M&A).		N/A						0								0

		2		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.		N/A						0								0

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0								0

		II- Diretrizes para Divulgação de Dados				N/A

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		4		,,, que dado(s) deve(m) ser reportado(s).		N/A						0								0

		5		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0								0

		6		… para quem os relatórios devem ser enviados.		N/A						0								0

		7		… quando os relatórios devem ser enviados.		N/A						0								0

		III - Formulários de recolha e divulgação dos dados				N/A

		8		A Unidade de M&A deu instruções claras sobre como preencher os formulários de recolha e divulgação dos dados.		N/A						0								0

		9		A Unidade de M&A identificou formulários padrão (uniformes) de divulgação dos dados para uso em todos os níveis do sistema.		N/A						0

		10		Os formulários são utilizados de forma consistente pelo Ponto de Prestação de Serviço.		N/A						0								0

		11		Todos os documentos-fonte e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0								0

		12		Os dados registados nos documentos-fonte tem suficiente precisão para medir o(s) indicador(es) (Ex: dados por sexo, idade, etc. se o indicador especificar desagregação por essas características).		N/A						0								0

		IV- Processos de Gestão de Dados				N/A

		13		Se aplicável, existem controlos de qualidade implementados para quando os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0								0

		14		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0								0

		15		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0								0

		16		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0								0

		17		O sistema de registo e divulgação de dados impede a contagem repetida de utentes, dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço 2 vezes no período de um relatório, ou utente que recebe o mesmo serviço em dois locais diferentes, etc).		N/A						0								0

		18		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0								0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		19		Quando disponíveis, os formulários do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0								0

		20		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0								0

		21		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0								0

		22		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0								0

						N/A

		Parte 3:   Recomendações para o Ponto de Prestação de Serviço

				Com base nas conclusões da verificação do sistema e dos dados do ponto de prestação de serviços, descreva os eventuais problemas identificados na qualidade dos dados e as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Ações devem ser discutidas com o programa/projeto.

				Problema Identificado		Ação Proposta										Responsável		Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL: Ponto de Prestação de Serviço
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Ponto de Serviço 17

		Página de Verificação de Dados e Avaliação do Sistema - Ponto de Prestação de Serviço

		Ponto de Prestação de Serviço:						-						-

		Envia Relatórios para:						-						-																																								Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-																																								1		N/A		I - Estrutura, Funções e Capacidades de M&A

		Data da Revisão:						-						-																																								2		N/A		II- Diretrizes para Divulgação de Dados

		Indicador Examinado:						-						-																																								3		N/A		III - Formulários de Recolha e Divulgação de Dados

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)																																										4		N/A		IV- Processos da Gestão de Dados

																																																						5		N/A		V - Ligação com o Sistema Nacional

		Parte1:   Verificação de Dados

		A - Revisão da documentação:														COMENTÁRIOS

				Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.				sept		oct		nov		dec

		1		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que há documentos-fonte em falta?		-										0																																						Verificação de Dados e Relatórios - Ponto de Prestação de Serviço

				Caso sim, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		2		Os documentos-fonte disponíveis estão todos completos?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		3		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.

		B - Recontagem dos dados divulgados:

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais discrepâncias.

		4		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos-fonte. [A]

		5		Copie o número de pessoas, casos ou eventos registados durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		6		Calcule a proporção entre o número recontado e o número divulgado. [A/B]				-		-		-		-

		7		Quais os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		C - Verificação cruzada dos dados divulgados com outras fontes de dados:

		As verificações cruzadas podem ser realizadas examinando-se registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de teste ou Redes Mosquiteiros compradas e entregues durante o período do relatório, para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento de Pacientes para o Registo e deste para as Fichas de Tratamento de Pacientes).

		8		Listar quais foram os documentos utilizados nas verificações cruzadas

		9		Descrever como se realizaram as verificações cruzadas

		10		Quais as razões para eventuais discrepâncias verificadas?

		Parte 2.  Avaliação do Sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., aos distritos, aos gabinetes regionais, à Unidade Central de M&A).		N/A						0								0

		2		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.		N/A						0								0

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0								0

		II- Diretrizes para Divulgação de Dados				N/A

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		4		,,, que dado(s) deve(m) ser reportado(s).		N/A						0								0

		5		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0								0

		6		… para quem os relatórios devem ser enviados.		N/A						0								0

		7		… quando os relatórios devem ser enviados.		N/A						0								0

		III - Formulários de recolha e divulgação dos dados				N/A

		8		A Unidade de M&A deu instruções claras sobre como preencher os formulários de recolha e divulgação dos dados.		N/A						0								0

		9		A Unidade de M&A identificou formulários padrão (uniformes) de divulgação dos dados para uso em todos os níveis do sistema.		N/A						0

		10		Os formulários são utilizados de forma consistente pelo Ponto de Prestação de Serviço.		N/A						0								0

		11		Todos os documentos-fonte e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0								0

		12		Os dados registados nos documentos-fonte tem suficiente precisão para medir o(s) indicador(es) (Ex: dados por sexo, idade, etc. se o indicador especificar desagregação por essas características).		N/A						0								0

		IV- Processos de Gestão de Dados				N/A

		13		Se aplicável, existem controlos de qualidade implementados para quando os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0								0

		14		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0								0

		15		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0								0

		16		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0								0

		17		O sistema de registo e divulgação de dados impede a contagem repetida de utentes, dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço 2 vezes no período de um relatório, ou utente que recebe o mesmo serviço em dois locais diferentes, etc).		N/A						0								0

		18		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0								0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		19		Quando disponíveis, os formulários do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0								0

		20		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0								0

		21		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0								0

		22		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0								0

						N/A

		Parte 3:   Recomendações para o Ponto de Prestação de Serviço

				Com base nas conclusões da verificação do sistema e dos dados do ponto de prestação de serviços, descreva os eventuais problemas identificados na qualidade dos dados e as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Ações devem ser discutidas com o programa/projeto.

				Problema Identificado		Ação Proposta										Responsável		Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL: Ponto de Prestação de Serviço
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		Página de Verificação de Dados e Avaliação do Sistema - Ponto de Prestação de Serviço

		Ponto de Prestação de Serviço:						-						-

		Envia Relatórios para:						-						-																																								Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-																																								1		N/A		I - Estrutura, Funções e Capacidades de M&A

		Data da Revisão:						-						-																																								2		N/A		II- Diretrizes para Divulgação de Dados

		Indicador Examinado:						-						-																																								3		N/A		III - Formulários de Recolha e Divulgação de Dados

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)																																										4		N/A		IV- Processos da Gestão de Dados

																																																						5		N/A		V - Ligação com o Sistema Nacional

		Parte1:   Verificação de Dados

		A - Revisão da documentação:														COMENTÁRIOS

				Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.				sept		oct		nov		dec

		1		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que há documentos-fonte em falta?		-										0																																						Verificação de Dados e Relatórios - Ponto de Prestação de Serviço

				Caso sim, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		2		Os documentos-fonte disponíveis estão todos completos?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		3		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.

		B - Recontagem dos dados divulgados:

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais discrepâncias.

		4		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos-fonte. [A]

		5		Copie o número de pessoas, casos ou eventos registados durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		6		Calcule a proporção entre o número recontado e o número divulgado. [A/B]				-		-		-		-

		7		Quais os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		C - Verificação cruzada dos dados divulgados com outras fontes de dados:

		As verificações cruzadas podem ser realizadas examinando-se registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de teste ou Redes Mosquiteiros compradas e entregues durante o período do relatório, para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento de Pacientes para o Registo e deste para as Fichas de Tratamento de Pacientes).

		8		Listar quais foram os documentos utilizados nas verificações cruzadas

		9		Descrever como se realizaram as verificações cruzadas

		10		Quais as razões para eventuais discrepâncias verificadas?

		Parte 2.  Avaliação do Sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., aos distritos, aos gabinetes regionais, à Unidade Central de M&A).		N/A						0								0

		2		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.		N/A						0								0

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0								0

		II- Diretrizes para Divulgação de Dados				N/A

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		4		,,, que dado(s) deve(m) ser reportado(s).		N/A						0								0

		5		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0								0

		6		… para quem os relatórios devem ser enviados.		N/A						0								0

		7		… quando os relatórios devem ser enviados.		N/A						0								0

		III - Formulários de recolha e divulgação dos dados				N/A

		8		A Unidade de M&A deu instruções claras sobre como preencher os formulários de recolha e divulgação dos dados.		N/A						0								0

		9		A Unidade de M&A identificou formulários padrão (uniformes) de divulgação dos dados para uso em todos os níveis do sistema.		N/A						0

		10		Os formulários são utilizados de forma consistente pelo Ponto de Prestação de Serviço.		N/A						0								0

		11		Todos os documentos-fonte e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0								0

		12		Os dados registados nos documentos-fonte tem suficiente precisão para medir o(s) indicador(es) (Ex: dados por sexo, idade, etc. se o indicador especificar desagregação por essas características).		N/A						0								0

		IV- Processos de Gestão de Dados				N/A

		13		Se aplicável, existem controlos de qualidade implementados para quando os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0								0

		14		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0								0

		15		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0								0

		16		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0								0

		17		O sistema de registo e divulgação de dados impede a contagem repetida de utentes, dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço 2 vezes no período de um relatório, ou utente que recebe o mesmo serviço em dois locais diferentes, etc).		N/A						0								0

		18		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0								0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		19		Quando disponíveis, os formulários do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0								0

		20		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0								0

		21		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0								0

		22		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0								0

						N/A

		Parte 3:   Recomendações para o Ponto de Prestação de Serviço

				Com base nas conclusões da verificação do sistema e dos dados do ponto de prestação de serviços, descreva os eventuais problemas identificados na qualidade dos dados e as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Ações devem ser discutidas com o programa/projeto.

				Problema Identificado		Ação Proposta										Responsável		Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL: Ponto de Prestação de Serviço
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		Página de Verificação de Dados e Avaliação do Sistema - Ponto de Prestação de Serviço

		Ponto de Prestação de Serviço:						-						-

		Envia Relatórios para:						-						-																																								Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-																																								1		N/A		I - Estrutura, Funções e Capacidades de M&A

		Data da Revisão:						-						-																																								2		N/A		II- Diretrizes para Divulgação de Dados

		Indicador Examinado:						-						-																																								3		N/A		III - Formulários de Recolha e Divulgação de Dados

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)																																										4		N/A		IV- Processos da Gestão de Dados

																																																						5		N/A		V - Ligação com o Sistema Nacional

		Parte1:   Verificação de Dados

		A - Revisão da documentação:														COMENTÁRIOS

				Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.				sept		oct		nov		dec

		1		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que há documentos-fonte em falta?		-										0																																						Verificação de Dados e Relatórios - Ponto de Prestação de Serviço

				Caso sim, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		2		Os documentos-fonte disponíveis estão todos completos?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		3		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.

		B - Recontagem dos dados divulgados:

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais discrepâncias.

		4		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos-fonte. [A]

		5		Copie o número de pessoas, casos ou eventos registados durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		6		Calcule a proporção entre o número recontado e o número divulgado. [A/B]				-		-		-		-

		7		Quais os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		C - Verificação cruzada dos dados divulgados com outras fontes de dados:

		As verificações cruzadas podem ser realizadas examinando-se registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de teste ou Redes Mosquiteiros compradas e entregues durante o período do relatório, para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento de Pacientes para o Registo e deste para as Fichas de Tratamento de Pacientes).

		8		Listar quais foram os documentos utilizados nas verificações cruzadas

		9		Descrever como se realizaram as verificações cruzadas

		10		Quais as razões para eventuais discrepâncias verificadas?

		Parte 2.  Avaliação do Sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., aos distritos, aos gabinetes regionais, à Unidade Central de M&A).		N/A						0								0

		2		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.		N/A						0								0

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0								0

		II- Diretrizes para Divulgação de Dados				N/A

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		4		,,, que dado(s) deve(m) ser reportado(s).		N/A						0								0

		5		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0								0

		6		… para quem os relatórios devem ser enviados.		N/A						0								0

		7		… quando os relatórios devem ser enviados.		N/A						0								0

		III - Formulários de recolha e divulgação dos dados				N/A

		8		A Unidade de M&A deu instruções claras sobre como preencher os formulários de recolha e divulgação dos dados.		N/A						0								0

		9		A Unidade de M&A identificou formulários padrão (uniformes) de divulgação dos dados para uso em todos os níveis do sistema.		N/A						0

		10		Os formulários são utilizados de forma consistente pelo Ponto de Prestação de Serviço.		N/A						0								0

		11		Todos os documentos-fonte e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0								0

		12		Os dados registados nos documentos-fonte tem suficiente precisão para medir o(s) indicador(es) (Ex: dados por sexo, idade, etc. se o indicador especificar desagregação por essas características).		N/A						0								0

		IV- Processos de Gestão de Dados				N/A

		13		Se aplicável, existem controlos de qualidade implementados para quando os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0								0

		14		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0								0

		15		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0								0

		16		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0								0

		17		O sistema de registo e divulgação de dados impede a contagem repetida de utentes, dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço 2 vezes no período de um relatório, ou utente que recebe o mesmo serviço em dois locais diferentes, etc).		N/A						0								0

		18		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0								0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		19		Quando disponíveis, os formulários do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0								0

		20		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0								0

		21		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0								0

		22		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0								0

						N/A

		Parte 3:   Recomendações para o Ponto de Prestação de Serviço

				Com base nas conclusões da verificação do sistema e dos dados do ponto de prestação de serviços, descreva os eventuais problemas identificados na qualidade dos dados e as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Ações devem ser discutidas com o programa/projeto.

				Problema Identificado		Ação Proposta										Responsável		Prazo

		1

		2

		3

		4
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		Página de Verificação de Dados e Avaliação do Sistema - Ponto de Prestação de Serviço

		Ponto de Prestação de Serviço:						-						-

		Envia Relatórios para:						-						-																																								Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-																																								1		N/A		I - Estrutura, Funções e Capacidades de M&A

		Data da Revisão:						-						-																																								2		N/A		II- Diretrizes para Divulgação de Dados

		Indicador Examinado:						-						-																																								3		N/A		III - Formulários de Recolha e Divulgação de Dados

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)																																										4		N/A		IV- Processos da Gestão de Dados

																																																						5		N/A		V - Ligação com o Sistema Nacional

		Parte1:   Verificação de Dados

		A - Revisão da documentação:														COMENTÁRIOS

				Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.				sept		oct		nov		dec

		1		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que há documentos-fonte em falta?		-										0																																						Verificação de Dados e Relatórios - Ponto de Prestação de Serviço

				Caso sim, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		2		Os documentos-fonte disponíveis estão todos completos?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		3		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.

		B - Recontagem dos dados divulgados:

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais discrepâncias.

		4		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos-fonte. [A]

		5		Copie o número de pessoas, casos ou eventos registados durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		6		Calcule a proporção entre o número recontado e o número divulgado. [A/B]				-		-		-		-

		7		Quais os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		C - Verificação cruzada dos dados divulgados com outras fontes de dados:

		As verificações cruzadas podem ser realizadas examinando-se registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de teste ou Redes Mosquiteiros compradas e entregues durante o período do relatório, para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento de Pacientes para o Registo e deste para as Fichas de Tratamento de Pacientes).

		8		Listar quais foram os documentos utilizados nas verificações cruzadas

		9		Descrever como se realizaram as verificações cruzadas

		10		Quais as razões para eventuais discrepâncias verificadas?

		Parte 2.  Avaliação do Sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., aos distritos, aos gabinetes regionais, à Unidade Central de M&A).		N/A						0								0

		2		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.		N/A						0								0

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0								0

		II- Diretrizes para Divulgação de Dados				N/A

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		4		,,, que dado(s) deve(m) ser reportado(s).		N/A						0								0

		5		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0								0

		6		… para quem os relatórios devem ser enviados.		N/A						0								0

		7		… quando os relatórios devem ser enviados.		N/A						0								0

		III - Formulários de recolha e divulgação dos dados				N/A

		8		A Unidade de M&A deu instruções claras sobre como preencher os formulários de recolha e divulgação dos dados.		N/A						0								0

		9		A Unidade de M&A identificou formulários padrão (uniformes) de divulgação dos dados para uso em todos os níveis do sistema.		N/A						0

		10		Os formulários são utilizados de forma consistente pelo Ponto de Prestação de Serviço.		N/A						0								0

		11		Todos os documentos-fonte e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0								0

		12		Os dados registados nos documentos-fonte tem suficiente precisão para medir o(s) indicador(es) (Ex: dados por sexo, idade, etc. se o indicador especificar desagregação por essas características).		N/A						0								0

		IV- Processos de Gestão de Dados				N/A

		13		Se aplicável, existem controlos de qualidade implementados para quando os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0								0

		14		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0								0

		15		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0								0

		16		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0								0

		17		O sistema de registo e divulgação de dados impede a contagem repetida de utentes, dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço 2 vezes no período de um relatório, ou utente que recebe o mesmo serviço em dois locais diferentes, etc).		N/A						0								0

		18		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0								0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		19		Quando disponíveis, os formulários do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0								0

		20		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0								0

		21		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0								0

		22		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0								0

						N/A

		Parte 3:   Recomendações para o Ponto de Prestação de Serviço

				Com base nas conclusões da verificação do sistema e dos dados do ponto de prestação de serviços, descreva os eventuais problemas identificados na qualidade dos dados e as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Ações devem ser discutidas com o programa/projeto.

				Problema Identificado		Ação Proposta										Responsável		Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL: Ponto de Prestação de Serviço
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Ponto de Serviço 23

		Mar 2009

		April 2009

		June 2009

		Oct 2009



Verificação de Dados e Relatórios - Ponto de Prestação de Serviço

Verificação de Dados e Relatórios 
Ponto de Prestação de Serviço

0.6363636364

0.6666666667

0.6923076923

1.25



Ponto de Serviço 24

		2

		2

		2.2

		1.5

		1.5



Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

Avaliação do Sistema de Gestão de Dados 
Ponto de Prestação de Serviço



Sumário Pontos de Serviços

		Página de Verificação de Dados e Avaliação do Sistema - Ponto de Prestação de Serviço

		Ponto de Prestação de Serviço:						-						-

		Envia Relatórios para:						-						-																																								Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-																																								1		N/A		I - Estrutura, Funções e Capacidades de M&A

		Data da Revisão:						-						-																																								2		N/A		II- Diretrizes para Divulgação de Dados

		Indicador Examinado:						-						-																																								3		N/A		III - Formulários de Recolha e Divulgação de Dados

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)																																										4		N/A		IV- Processos da Gestão de Dados

																																																						5		N/A		V - Ligação com o Sistema Nacional

		Parte1:   Verificação de Dados

		A - Revisão da documentação:														COMENTÁRIOS

				Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.				sept		oct		nov		dec

		1		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que há documentos-fonte em falta?		-										0																																						Verificação de Dados e Relatórios - Ponto de Prestação de Serviço

				Caso sim, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		2		Os documentos-fonte disponíveis estão todos completos?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		3		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.

		B - Recontagem dos dados divulgados:

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais discrepâncias.

		4		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos-fonte. [A]

		5		Copie o número de pessoas, casos ou eventos registados durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		6		Calcule a proporção entre o número recontado e o número divulgado. [A/B]				-		-		-		-

		7		Quais os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		C - Verificação cruzada dos dados divulgados com outras fontes de dados:

		As verificações cruzadas podem ser realizadas examinando-se registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de teste ou Redes Mosquiteiros compradas e entregues durante o período do relatório, para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento de Pacientes para o Registo e deste para as Fichas de Tratamento de Pacientes).

		8		Listar quais foram os documentos utilizados nas verificações cruzadas

		9		Descrever como se realizaram as verificações cruzadas

		10		Quais as razões para eventuais discrepâncias verificadas?

		Parte 2.  Avaliação do Sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., aos distritos, aos gabinetes regionais, à Unidade Central de M&A).		N/A						0								0

		2		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.		N/A						0								0

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0								0

		II- Diretrizes para Divulgação de Dados				N/A

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		4		,,, que dado(s) deve(m) ser reportado(s).		N/A						0								0

		5		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0								0

		6		… para quem os relatórios devem ser enviados.		N/A						0								0

		7		… quando os relatórios devem ser enviados.		N/A						0								0

		III - Formulários de recolha e divulgação dos dados				N/A

		8		A Unidade de M&A deu instruções claras sobre como preencher os formulários de recolha e divulgação dos dados.		N/A						0								0

		9		A Unidade de M&A identificou formulários padrão (uniformes) de divulgação dos dados para uso em todos os níveis do sistema.		N/A						0

		10		Os formulários são utilizados de forma consistente pelo Ponto de Prestação de Serviço.		N/A						0								0

		11		Todos os documentos-fonte e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0								0

		12		Os dados registados nos documentos-fonte tem suficiente precisão para medir o(s) indicador(es) (Ex: dados por sexo, idade, etc. se o indicador especificar desagregação por essas características).		N/A						0								0

		IV- Processos de Gestão de Dados				N/A

		13		Se aplicável, existem controlos de qualidade implementados para quando os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0								0

		14		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0								0

		15		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0								0

		16		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0								0

		17		O sistema de registo e divulgação de dados impede a contagem repetida de utentes, dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço 2 vezes no período de um relatório, ou utente que recebe o mesmo serviço em dois locais diferentes, etc).		N/A						0								0

		18		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0								0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		19		Quando disponíveis, os formulários do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0								0

		20		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0								0

		21		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0								0

		22		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0								0

						N/A

		Parte 3:   Recomendações para o Ponto de Prestação de Serviço

				Com base nas conclusões da verificação do sistema e dos dados do ponto de prestação de serviços, descreva os eventuais problemas identificados na qualidade dos dados e as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Ações devem ser discutidas com o programa/projeto.

				Problema Identificado		Ação Proposta										Responsável		Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL: Ponto de Prestação de Serviço
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Sumário Pontos de Serviços

		Mar 2009

		April 2009

		June 2009

		Oct 2009



Verificação de Dados e Relatórios - Ponto de Prestação de Serviço

Verificação de Dados e Relatórios 
Ponto de Prestação de Serviço

0.8333333333

1.2222222222

1.1111111111

0.8571428571



Distrito 1

		2

		2.25

		2.4

		2.33

		2



Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

Avaliação do Sistema de Gestão de Dados
Ponto de Prestação de Serviço



Distrito 2

		Página de Verificação de Dados e Avaliação do Sistema - Ponto de Prestação de Serviço

		Ponto de Prestação de Serviço:						-						-

		Envia Relatórios para:						-						-																																								Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-																																								1		N/A		I - Estrutura, Funções e Capacidades de M&A

		Data da Revisão:						-						-																																								2		N/A		II- Diretrizes para Divulgação de Dados

		Indicador Examinado:						-						-																																								3		N/A		III - Formulários de Recolha e Divulgação de Dados

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)																																										4		N/A		IV- Processos da Gestão de Dados

																																																						5		N/A		V - Ligação com o Sistema Nacional

		Parte1:   Verificação de Dados

		A - Revisão da documentação:														COMENTÁRIOS

				Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.				sept		oct		nov		dec

		1		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que há documentos-fonte em falta?		-										0																																						Verificação de Dados e Relatórios - Ponto de Prestação de Serviço

				Caso sim, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		2		Os documentos-fonte disponíveis estão todos completos?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		3		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.

		B - Recontagem dos dados divulgados:

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais discrepâncias.

		4		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos-fonte. [A]

		5		Copie o número de pessoas, casos ou eventos registados durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		6		Calcule a proporção entre o número recontado e o número divulgado. [A/B]				-		-		-		-

		7		Quais os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		C - Verificação cruzada dos dados divulgados com outras fontes de dados:

		As verificações cruzadas podem ser realizadas examinando-se registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de teste ou Redes Mosquiteiros compradas e entregues durante o período do relatório, para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento de Pacientes para o Registo e deste para as Fichas de Tratamento de Pacientes).

		8		Listar quais foram os documentos utilizados nas verificações cruzadas

		9		Descrever como se realizaram as verificações cruzadas

		10		Quais as razões para eventuais discrepâncias verificadas?

		Parte 2.  Avaliação do Sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., aos distritos, aos gabinetes regionais, à Unidade Central de M&A).		N/A						0								0

		2		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.		N/A						0								0

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0								0

		II- Diretrizes para Divulgação de Dados				N/A

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		4		,,, que dado(s) deve(m) ser reportado(s).		N/A						0								0

		5		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0								0

		6		… para quem os relatórios devem ser enviados.		N/A						0								0

		7		… quando os relatórios devem ser enviados.		N/A						0								0

		III - Formulários de recolha e divulgação dos dados				N/A

		8		A Unidade de M&A deu instruções claras sobre como preencher os formulários de recolha e divulgação dos dados.		N/A						0								0

		9		A Unidade de M&A identificou formulários padrão (uniformes) de divulgação dos dados para uso em todos os níveis do sistema.		N/A						0

		10		Os formulários são utilizados de forma consistente pelo Ponto de Prestação de Serviço.		N/A						0								0

		11		Todos os documentos-fonte e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0								0

		12		Os dados registados nos documentos-fonte tem suficiente precisão para medir o(s) indicador(es) (Ex: dados por sexo, idade, etc. se o indicador especificar desagregação por essas características).		N/A						0								0

		IV- Processos de Gestão de Dados				N/A

		13		Se aplicável, existem controlos de qualidade implementados para quando os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0								0

		14		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0								0

		15		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0								0

		16		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0								0

		17		O sistema de registo e divulgação de dados impede a contagem repetida de utentes, dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço 2 vezes no período de um relatório, ou utente que recebe o mesmo serviço em dois locais diferentes, etc).		N/A						0								0

		18		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0								0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		19		Quando disponíveis, os formulários do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0								0

		20		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0								0

		21		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0								0

		22		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0								0

						N/A

		Parte 3:   Recomendações para o Ponto de Prestação de Serviço

				Com base nas conclusões da verificação do sistema e dos dados do ponto de prestação de serviços, descreva os eventuais problemas identificados na qualidade dos dados e as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Ações devem ser discutidas com o programa/projeto.

				Problema Identificado		Ação Proposta										Responsável		Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL: Ponto de Prestação de Serviço
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Distrito 2

		Mar 2009

		April 2009

		June 2009

		Oct 2009



Verificação de Dados e Relatórios - Ponto de Prestação de Serviço

Verificação de Dados e Relatórios 
Ponto de Prestação de Serviço

0.8695652174

1

1.1

0.8



Distrito 3

		2

		2

		1.6

		2.17

		1.75



Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

Avaliação do Sistema de Gestão de Dados
Ponto de Prestação de Serviço



Distrito 4

		Página de Verificação de Dados e Avaliação do Sistema - Ponto de Prestação de Serviço

		Ponto de Prestação de Serviço:						-						-

		Envia Relatórios para:						-						-																																								Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-																																								1		N/A		I - Estrutura, Funções e Capacidades de M&A

		Data da Revisão:						-						-																																								2		N/A		II- Diretrizes para Divulgação de Dados

		Indicador Examinado:						-						-																																								3		N/A		III - Formulários de Recolha e Divulgação de Dados

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)																																										4		N/A		IV- Processos da Gestão de Dados

																																																						5		N/A		V - Ligação com o Sistema Nacional

		Parte1:   Verificação de Dados

		A - Revisão da documentação:														COMENTÁRIOS

				Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.				sept		oct		nov		dec

		1		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que há documentos-fonte em falta?		-										0																																						Verificação de Dados e Relatórios - Ponto de Prestação de Serviço

				Caso sim, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		2		Os documentos-fonte disponíveis estão todos completos?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		3		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.

		B - Recontagem dos dados divulgados:

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais discrepâncias.

		4		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos-fonte. [A]

		5		Copie o número de pessoas, casos ou eventos registados durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		6		Calcule a proporção entre o número recontado e o número divulgado. [A/B]				-		-		-		-

		7		Quais os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		C - Verificação cruzada dos dados divulgados com outras fontes de dados:

		As verificações cruzadas podem ser realizadas examinando-se registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de teste ou Redes Mosquiteiros compradas e entregues durante o período do relatório, para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento de Pacientes para o Registo e deste para as Fichas de Tratamento de Pacientes).

		8		Listar quais foram os documentos utilizados nas verificações cruzadas

		9		Descrever como se realizaram as verificações cruzadas

		10		Quais as razões para eventuais discrepâncias verificadas?

		Parte 2.  Avaliação do Sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., aos distritos, aos gabinetes regionais, à Unidade Central de M&A).		N/A						0								0

		2		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.		N/A						0								0

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0								0

		II- Diretrizes para Divulgação de Dados				N/A

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		4		,,, que dado(s) deve(m) ser reportado(s).		N/A						0								0

		5		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0								0

		6		… para quem os relatórios devem ser enviados.		N/A						0								0

		7		… quando os relatórios devem ser enviados.		N/A						0								0

		III - Formulários de recolha e divulgação dos dados				N/A

		8		A Unidade de M&A deu instruções claras sobre como preencher os formulários de recolha e divulgação dos dados.		N/A						0								0

		9		A Unidade de M&A identificou formulários padrão (uniformes) de divulgação dos dados para uso em todos os níveis do sistema.		N/A						0

		10		Os formulários são utilizados de forma consistente pelo Ponto de Prestação de Serviço.		N/A						0								0

		11		Todos os documentos-fonte e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0								0

		12		Os dados registados nos documentos-fonte tem suficiente precisão para medir o(s) indicador(es) (Ex: dados por sexo, idade, etc. se o indicador especificar desagregação por essas características).		N/A						0								0

		IV- Processos de Gestão de Dados				N/A

		13		Se aplicável, existem controlos de qualidade implementados para quando os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0								0

		14		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0								0

		15		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0								0

		16		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0								0

		17		O sistema de registo e divulgação de dados impede a contagem repetida de utentes, dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço 2 vezes no período de um relatório, ou utente que recebe o mesmo serviço em dois locais diferentes, etc).		N/A						0								0

		18		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0								0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		19		Quando disponíveis, os formulários do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0								0

		20		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0								0

		21		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0								0

		22		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0								0

						N/A

		Parte 3:   Recomendações para o Ponto de Prestação de Serviço

				Com base nas conclusões da verificação do sistema e dos dados do ponto de prestação de serviços, descreva os eventuais problemas identificados na qualidade dos dados e as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Ações devem ser discutidas com o programa/projeto.

				Problema Identificado		Ação Proposta										Responsável		Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL: Ponto de Prestação de Serviço
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		0

		0

		0

		0



Verificação de Dados e Relatórios - Ponto de Prestação de Serviço

Verificação de Dados e Relatórios 
Ponto de Prestação de Serviço



Distrito 5

		0

		0

		0

		0

		0



Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

Avaliação do Sistema de Gestão de Dados
Ponto de Prestação de Serviço



Distrito 6

		Página de Verificação de Dados e Avaliação do Sistema - Ponto de Prestação de Serviço

		Ponto de Prestação de Serviço:						-						-

		Envia Relatórios para:						-						-																																								Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-																																								1		N/A		I - Estrutura, Funções e Capacidades de M&A

		Data da Revisão:						-						-																																								2		N/A		II- Diretrizes para Divulgação de Dados

		Indicador Examinado:						-						-																																								3		N/A		III - Formulários de Recolha e Divulgação de Dados

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)																																										4		N/A		IV- Processos da Gestão de Dados

																																																						5		N/A		V - Ligação com o Sistema Nacional

		Parte1:   Verificação de Dados

		A - Revisão da documentação:														COMENTÁRIOS

				Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.				sept		oct		nov		dec

		1		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que há documentos-fonte em falta?		-										0																																						Verificação de Dados e Relatórios - Ponto de Prestação de Serviço

				Caso sim, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		2		Os documentos-fonte disponíveis estão todos completos?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		3		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.

		B - Recontagem dos dados divulgados:

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais discrepâncias.

		4		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos-fonte. [A]

		5		Copie o número de pessoas, casos ou eventos registados durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		6		Calcule a proporção entre o número recontado e o número divulgado. [A/B]				-		-		-		-

		7		Quais os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		C - Verificação cruzada dos dados divulgados com outras fontes de dados:

		As verificações cruzadas podem ser realizadas examinando-se registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de teste ou Redes Mosquiteiros compradas e entregues durante o período do relatório, para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento de Pacientes para o Registo e deste para as Fichas de Tratamento de Pacientes).

		8		Listar quais foram os documentos utilizados nas verificações cruzadas

		9		Descrever como se realizaram as verificações cruzadas

		10		Quais as razões para eventuais discrepâncias verificadas?

		Parte 2.  Avaliação do Sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., aos distritos, aos gabinetes regionais, à Unidade Central de M&A).		N/A						0								0

		2		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.		N/A						0								0

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0								0

		II- Diretrizes para Divulgação de Dados				N/A

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		4		,,, que dado(s) deve(m) ser reportado(s).		N/A						0								0

		5		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0								0

		6		… para quem os relatórios devem ser enviados.		N/A						0								0

		7		… quando os relatórios devem ser enviados.		N/A						0								0

		III - Formulários de recolha e divulgação dos dados				N/A

		8		A Unidade de M&A deu instruções claras sobre como preencher os formulários de recolha e divulgação dos dados.		N/A						0								0

		9		A Unidade de M&A identificou formulários padrão (uniformes) de divulgação dos dados para uso em todos os níveis do sistema.		N/A						0

		10		Os formulários são utilizados de forma consistente pelo Ponto de Prestação de Serviço.		N/A						0								0

		11		Todos os documentos-fonte e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0								0

		12		Os dados registados nos documentos-fonte tem suficiente precisão para medir o(s) indicador(es) (Ex: dados por sexo, idade, etc. se o indicador especificar desagregação por essas características).		N/A						0								0

		IV- Processos de Gestão de Dados				N/A

		13		Se aplicável, existem controlos de qualidade implementados para quando os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0								0

		14		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0								0

		15		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0								0

		16		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0								0

		17		O sistema de registo e divulgação de dados impede a contagem repetida de utentes, dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço 2 vezes no período de um relatório, ou utente que recebe o mesmo serviço em dois locais diferentes, etc).		N/A						0								0

		18		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0								0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		19		Quando disponíveis, os formulários do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0								0

		20		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0								0

		21		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0								0

		22		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0								0

						N/A

		Parte 3:   Recomendações para o Ponto de Prestação de Serviço

				Com base nas conclusões da verificação do sistema e dos dados do ponto de prestação de serviços, descreva os eventuais problemas identificados na qualidade dos dados e as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Ações devem ser discutidas com o programa/projeto.

				Problema Identificado		Ação Proposta										Responsável		Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL: Ponto de Prestação de Serviço
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		Oct 2009



Verificação de Dados e Relatórios - Ponto de Prestação de Serviço

Verificação de Dados e Relatórios 
Ponto de Prestação de Serviço
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Distrito 7

		2

		1.25

		2.4

		1.5
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Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

Avaliação do Sistema de Gestão de Dados
Ponto de Prestação de Serviço



Distrito 8

		Página de Verificação de Dados e Avaliação do Sistema - Ponto de Prestação de Serviço

		Ponto de Prestação de Serviço:						-						-

		Envia Relatórios para:						-						-																																								Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-																																								1		N/A		I - Estrutura, Funções e Capacidades de M&A

		Data da Revisão:						-						-																																								2		N/A		II- Diretrizes para Divulgação de Dados

		Indicador Examinado:						-						-																																								3		N/A		III - Formulários de Recolha e Divulgação de Dados

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)																																										4		N/A		IV- Processos da Gestão de Dados

																																																						5		N/A		V - Ligação com o Sistema Nacional

		Parte1:   Verificação de Dados

		A - Revisão da documentação:														COMENTÁRIOS

				Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.				sept		oct		nov		dec

		1		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que há documentos-fonte em falta?		-										0																																						Verificação de Dados e Relatórios - Ponto de Prestação de Serviço

				Caso sim, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		2		Os documentos-fonte disponíveis estão todos completos?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		3		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.

		B - Recontagem dos dados divulgados:

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais discrepâncias.

		4		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos-fonte. [A]

		5		Copie o número de pessoas, casos ou eventos registados durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		6		Calcule a proporção entre o número recontado e o número divulgado. [A/B]				-		-		-		-

		7		Quais os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		C - Verificação cruzada dos dados divulgados com outras fontes de dados:

		As verificações cruzadas podem ser realizadas examinando-se registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de teste ou Redes Mosquiteiros compradas e entregues durante o período do relatório, para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento de Pacientes para o Registo e deste para as Fichas de Tratamento de Pacientes).

		8		Listar quais foram os documentos utilizados nas verificações cruzadas

		9		Descrever como se realizaram as verificações cruzadas

		10		Quais as razões para eventuais discrepâncias verificadas?

		Parte 2.  Avaliação do Sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., aos distritos, aos gabinetes regionais, à Unidade Central de M&A).		N/A						0								0

		2		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.		N/A						0								0

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0								0

		II- Diretrizes para Divulgação de Dados				N/A

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		4		,,, que dado(s) deve(m) ser reportado(s).		N/A						0								0

		5		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0								0

		6		… para quem os relatórios devem ser enviados.		N/A						0								0

		7		… quando os relatórios devem ser enviados.		N/A						0								0

		III - Formulários de recolha e divulgação dos dados				N/A

		8		A Unidade de M&A deu instruções claras sobre como preencher os formulários de recolha e divulgação dos dados.		N/A						0								0

		9		A Unidade de M&A identificou formulários padrão (uniformes) de divulgação dos dados para uso em todos os níveis do sistema.		N/A						0

		10		Os formulários são utilizados de forma consistente pelo Ponto de Prestação de Serviço.		N/A						0								0

		11		Todos os documentos-fonte e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0								0

		12		Os dados registados nos documentos-fonte tem suficiente precisão para medir o(s) indicador(es) (Ex: dados por sexo, idade, etc. se o indicador especificar desagregação por essas características).		N/A						0								0

		IV- Processos de Gestão de Dados				N/A

		13		Se aplicável, existem controlos de qualidade implementados para quando os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0								0

		14		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0								0

		15		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0								0

		16		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0								0

		17		O sistema de registo e divulgação de dados impede a contagem repetida de utentes, dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço 2 vezes no período de um relatório, ou utente que recebe o mesmo serviço em dois locais diferentes, etc).		N/A						0								0

		18		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0								0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		19		Quando disponíveis, os formulários do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0								0

		20		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0								0

		21		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0								0

		22		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0								0

						N/A

		Parte 3:   Recomendações para o Ponto de Prestação de Serviço

				Com base nas conclusões da verificação do sistema e dos dados do ponto de prestação de serviços, descreva os eventuais problemas identificados na qualidade dos dados e as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Ações devem ser discutidas com o programa/projeto.

				Problema Identificado		Ação Proposta										Responsável		Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL: Ponto de Prestação de Serviço
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Verificação de Dados e Relatórios 
Ponto de Prestação de Serviço

1.2

1.0769230769

1

0.9230769231



Sumário Distritos

		2

		2

		1.6

		1.5

		2



Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

Avaliação do Sistema de Gestão de Dados
Ponto de Prestação de Serviço



Região 1

		Página de Verificação de Dados e Avaliação do Sistema - Ponto de Prestação de Serviço

		Ponto de Prestação de Serviço:						-						-

		Envia Relatórios para:						-						-																																								Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-																																								1		N/A		I - Estrutura, Funções e Capacidades de M&A

		Data da Revisão:						-						-																																								2		N/A		II- Diretrizes para Divulgação de Dados

		Indicador Examinado:						-						-																																								3		N/A		III - Formulários de Recolha e Divulgação de Dados

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)																																										4		N/A		IV- Processos da Gestão de Dados

																																																						5		N/A		V - Ligação com o Sistema Nacional

		Parte1:   Verificação de Dados

		A - Revisão da documentação:														COMENTÁRIOS

				Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.				sept		oct		nov		dec

		1		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que há documentos-fonte em falta?		-										0																																						Verificação de Dados e Relatórios - Ponto de Prestação de Serviço

				Caso sim, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		2		Os documentos-fonte disponíveis estão todos completos?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		3		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.

		B - Recontagem dos dados divulgados:

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais discrepâncias.

		4		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos-fonte. [A]

		5		Copie o número de pessoas, casos ou eventos registados durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		6		Calcule a proporção entre o número recontado e o número divulgado. [A/B]				-		-		-		-

		7		Quais os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		C - Verificação cruzada dos dados divulgados com outras fontes de dados:

		As verificações cruzadas podem ser realizadas examinando-se registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de teste ou Redes Mosquiteiros compradas e entregues durante o período do relatório, para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento de Pacientes para o Registo e deste para as Fichas de Tratamento de Pacientes).

		8		Listar quais foram os documentos utilizados nas verificações cruzadas

		9		Descrever como se realizaram as verificações cruzadas

		10		Quais as razões para eventuais discrepâncias verificadas?

		Parte 2.  Avaliação do Sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., aos distritos, aos gabinetes regionais, à Unidade Central de M&A).		N/A						0								0

		2		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.		N/A						0								0

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0								0

		II- Diretrizes para Divulgação de Dados				N/A

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		4		,,, que dado(s) deve(m) ser reportado(s).		N/A						0								0

		5		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0								0

		6		… para quem os relatórios devem ser enviados.		N/A						0								0

		7		… quando os relatórios devem ser enviados.		N/A						0								0

		III - Formulários de recolha e divulgação dos dados				N/A

		8		A Unidade de M&A deu instruções claras sobre como preencher os formulários de recolha e divulgação dos dados.		N/A						0								0

		9		A Unidade de M&A identificou formulários padrão (uniformes) de divulgação dos dados para uso em todos os níveis do sistema.		N/A						0

		10		Os formulários são utilizados de forma consistente pelo Ponto de Prestação de Serviço.		N/A						0								0

		11		Todos os documentos-fonte e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0								0

		12		Os dados registados nos documentos-fonte tem suficiente precisão para medir o(s) indicador(es) (Ex: dados por sexo, idade, etc. se o indicador especificar desagregação por essas características).		N/A						0								0

		IV- Processos de Gestão de Dados				N/A

		13		Se aplicável, existem controlos de qualidade implementados para quando os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0								0

		14		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0								0

		15		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0								0

		16		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0								0

		17		O sistema de registo e divulgação de dados impede a contagem repetida de utentes, dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço 2 vezes no período de um relatório, ou utente que recebe o mesmo serviço em dois locais diferentes, etc).		N/A						0								0

		18		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0								0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		19		Quando disponíveis, os formulários do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0								0

		20		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0								0

		21		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0								0

		22		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0								0

						N/A

		Parte 3:   Recomendações para o Ponto de Prestação de Serviço

				Com base nas conclusões da verificação do sistema e dos dados do ponto de prestação de serviços, descreva os eventuais problemas identificados na qualidade dos dados e as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Ações devem ser discutidas com o programa/projeto.

				Problema Identificado		Ação Proposta										Responsável		Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL: Ponto de Prestação de Serviço
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Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

Avaliação do Sistema de Gestão de Dados
Ponto de Prestação de Serviço



Região 3

		Página de Verificação de Dados e Avaliação do Sistema - Ponto de Prestação de Serviço

		Ponto de Prestação de Serviço:						-						-

		Envia Relatórios para:						-						-																																								Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-																																								1		N/A		I - Estrutura, Funções e Capacidades de M&A

		Data da Revisão:						-						-																																								2		N/A		II- Diretrizes para Divulgação de Dados

		Indicador Examinado:						-						-																																								3		N/A		III - Formulários de Recolha e Divulgação de Dados

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)																																										4		N/A		IV- Processos da Gestão de Dados

																																																						5		N/A		V - Ligação com o Sistema Nacional

		Parte1:   Verificação de Dados

		A - Revisão da documentação:														COMENTÁRIOS

				Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.				sept		oct		nov		dec

		1		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que há documentos-fonte em falta?		-										0																																						Verificação de Dados e Relatórios - Ponto de Prestação de Serviço

				Caso sim, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		2		Os documentos-fonte disponíveis estão todos completos?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		3		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.

		B - Recontagem dos dados divulgados:

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais discrepâncias.

		4		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos-fonte. [A]

		5		Copie o número de pessoas, casos ou eventos registados durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		6		Calcule a proporção entre o número recontado e o número divulgado. [A/B]				-		-		-		-

		7		Quais os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		C - Verificação cruzada dos dados divulgados com outras fontes de dados:

		As verificações cruzadas podem ser realizadas examinando-se registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de teste ou Redes Mosquiteiros compradas e entregues durante o período do relatório, para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento de Pacientes para o Registo e deste para as Fichas de Tratamento de Pacientes).

		8		Listar quais foram os documentos utilizados nas verificações cruzadas

		9		Descrever como se realizaram as verificações cruzadas

		10		Quais as razões para eventuais discrepâncias verificadas?

		Parte 2.  Avaliação do Sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., aos distritos, aos gabinetes regionais, à Unidade Central de M&A).		N/A						0								0

		2		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.		N/A						0								0

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0								0

		II- Diretrizes para Divulgação de Dados				N/A

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		4		,,, que dado(s) deve(m) ser reportado(s).		N/A						0								0

		5		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0								0

		6		… para quem os relatórios devem ser enviados.		N/A						0								0

		7		… quando os relatórios devem ser enviados.		N/A						0								0

		III - Formulários de recolha e divulgação dos dados				N/A

		8		A Unidade de M&A deu instruções claras sobre como preencher os formulários de recolha e divulgação dos dados.		N/A						0								0

		9		A Unidade de M&A identificou formulários padrão (uniformes) de divulgação dos dados para uso em todos os níveis do sistema.		N/A						0

		10		Os formulários são utilizados de forma consistente pelo Ponto de Prestação de Serviço.		N/A						0								0

		11		Todos os documentos-fonte e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0								0

		12		Os dados registados nos documentos-fonte tem suficiente precisão para medir o(s) indicador(es) (Ex: dados por sexo, idade, etc. se o indicador especificar desagregação por essas características).		N/A						0								0

		IV- Processos de Gestão de Dados				N/A

		13		Se aplicável, existem controlos de qualidade implementados para quando os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0								0

		14		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0								0

		15		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0								0

		16		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0								0

		17		O sistema de registo e divulgação de dados impede a contagem repetida de utentes, dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço 2 vezes no período de um relatório, ou utente que recebe o mesmo serviço em dois locais diferentes, etc).		N/A						0								0

		18		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0								0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		19		Quando disponíveis, os formulários do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0								0

		20		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0								0

		21		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0								0

		22		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0								0

						N/A

		Parte 3:   Recomendações para o Ponto de Prestação de Serviço

				Com base nas conclusões da verificação do sistema e dos dados do ponto de prestação de serviços, descreva os eventuais problemas identificados na qualidade dos dados e as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Ações devem ser discutidas com o programa/projeto.

				Problema Identificado		Ação Proposta										Responsável		Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL: Ponto de Prestação de Serviço
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Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

Avaliação do Sistema de Gestão de Dados
Ponto de Prestação de Serviço



Sumário Regiões

		Página de Verificação de Dados e Avaliação do Sistema - Ponto de Prestação de Serviço

		Ponto de Prestação de Serviço:						-						-

		Envia Relatórios para:						-						-																																								Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-																																								1		N/A		I - Estrutura, Funções e Capacidades de M&A

		Data da Revisão:						-						-																																								2		N/A		II- Diretrizes para Divulgação de Dados

		Indicador Examinado:						-						-																																								3		N/A		III - Formulários de Recolha e Divulgação de Dados

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)																																										4		N/A		IV- Processos da Gestão de Dados

																																																						5		N/A		V - Ligação com o Sistema Nacional

		Parte1:   Verificação de Dados

		A - Revisão da documentação:														COMENTÁRIOS

				Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.				sept		oct		nov		dec

		1		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que há documentos-fonte em falta?		-										0																																						Verificação de Dados e Relatórios - Ponto de Prestação de Serviço

				Caso sim, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		2		Os documentos-fonte disponíveis estão todos completos?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		3		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.

		B - Recontagem dos dados divulgados:

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais discrepâncias.

		4		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos-fonte. [A]

		5		Copie o número de pessoas, casos ou eventos registados durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		6		Calcule a proporção entre o número recontado e o número divulgado. [A/B]				-		-		-		-

		7		Quais os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		C - Verificação cruzada dos dados divulgados com outras fontes de dados:

		As verificações cruzadas podem ser realizadas examinando-se registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de teste ou Redes Mosquiteiros compradas e entregues durante o período do relatório, para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento de Pacientes para o Registo e deste para as Fichas de Tratamento de Pacientes).

		8		Listar quais foram os documentos utilizados nas verificações cruzadas

		9		Descrever como se realizaram as verificações cruzadas

		10		Quais as razões para eventuais discrepâncias verificadas?

		Parte 2.  Avaliação do Sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., aos distritos, aos gabinetes regionais, à Unidade Central de M&A).		N/A						0								0

		2		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.		N/A						0								0

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0								0

		II- Diretrizes para Divulgação de Dados				N/A

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		4		,,, que dado(s) deve(m) ser reportado(s).		N/A						0								0

		5		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0								0

		6		… para quem os relatórios devem ser enviados.		N/A						0								0

		7		… quando os relatórios devem ser enviados.		N/A						0								0

		III - Formulários de recolha e divulgação dos dados				N/A

		8		A Unidade de M&A deu instruções claras sobre como preencher os formulários de recolha e divulgação dos dados.		N/A						0								0

		9		A Unidade de M&A identificou formulários padrão (uniformes) de divulgação dos dados para uso em todos os níveis do sistema.		N/A						0

		10		Os formulários são utilizados de forma consistente pelo Ponto de Prestação de Serviço.		N/A						0								0

		11		Todos os documentos-fonte e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0								0

		12		Os dados registados nos documentos-fonte tem suficiente precisão para medir o(s) indicador(es) (Ex: dados por sexo, idade, etc. se o indicador especificar desagregação por essas características).		N/A						0								0

		IV- Processos de Gestão de Dados				N/A

		13		Se aplicável, existem controlos de qualidade implementados para quando os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0								0

		14		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0								0

		15		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0								0

		16		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0								0

		17		O sistema de registo e divulgação de dados impede a contagem repetida de utentes, dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço 2 vezes no período de um relatório, ou utente que recebe o mesmo serviço em dois locais diferentes, etc).		N/A						0								0

		18		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0								0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		19		Quando disponíveis, os formulários do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0								0

		20		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0								0

		21		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0								0

		22		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0								0

						N/A

		Parte 3:   Recomendações para o Ponto de Prestação de Serviço

				Com base nas conclusões da verificação do sistema e dos dados do ponto de prestação de serviços, descreva os eventuais problemas identificados na qualidade dos dados e as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Ações devem ser discutidas com o programa/projeto.

				Problema Identificado		Ação Proposta										Responsável		Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL: Ponto de Prestação de Serviço
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Sumário Regiões

		Mar 2009

		April 2009

		June 2009

		Oct 2009



Verificação de Dados e Relatórios - Ponto de Prestação de Serviço

Verificação de Dados e Relatórios 
Ponto de Prestação de Serviço

0.7272727273

0.9

1.1111111111

1.375



Unidade Central de M&A

		2

		2.5

		1.8

		2

		2



Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

Avaliação do Sistema de Gestão de Dados
Ponto de Prestação de Serviço



Sumário - Avaliação do Sistema

		Página de Verificação de Dados e Avaliação do Sistema - Ponto de Prestação de Serviço

		Ponto de Prestação de Serviço:						-						-

		Envia Relatórios para:						-						-																																								Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-																																								1		N/A		I - Estrutura, Funções e Capacidades de M&A

		Data da Revisão:						-						-																																								2		N/A		II- Diretrizes para Divulgação de Dados

		Indicador Examinado:						-						-																																								3		N/A		III - Formulários de Recolha e Divulgação de Dados

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)																																										4		N/A		IV- Processos da Gestão de Dados

																																																						5		N/A		V - Ligação com o Sistema Nacional

		Parte1:   Verificação de Dados

		A - Revisão da documentação:														COMENTÁRIOS

				Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.				sept		oct		nov		dec

		1		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que há documentos-fonte em falta?		-										0																																						Verificação de Dados e Relatórios - Ponto de Prestação de Serviço

				Caso sim, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		2		Os documentos-fonte disponíveis estão todos completos?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		3		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.

		B - Recontagem dos dados divulgados:

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais discrepâncias.

		4		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos-fonte. [A]

		5		Copie o número de pessoas, casos ou eventos registados durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		6		Calcule a proporção entre o número recontado e o número divulgado. [A/B]				-		-		-		-

		7		Quais os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		C - Verificação cruzada dos dados divulgados com outras fontes de dados:

		As verificações cruzadas podem ser realizadas examinando-se registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de teste ou Redes Mosquiteiros compradas e entregues durante o período do relatório, para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento de Pacientes para o Registo e deste para as Fichas de Tratamento de Pacientes).

		8		Listar quais foram os documentos utilizados nas verificações cruzadas

		9		Descrever como se realizaram as verificações cruzadas

		10		Quais as razões para eventuais discrepâncias verificadas?

		Parte 2.  Avaliação do Sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., aos distritos, aos gabinetes regionais, à Unidade Central de M&A).		N/A						0								0

		2		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.		N/A						0								0

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0								0

		II- Diretrizes para Divulgação de Dados				N/A

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		4		,,, que dado(s) deve(m) ser reportado(s).		N/A						0								0

		5		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0								0

		6		… para quem os relatórios devem ser enviados.		N/A						0								0

		7		… quando os relatórios devem ser enviados.		N/A						0								0

		III - Formulários de recolha e divulgação dos dados				N/A

		8		A Unidade de M&A deu instruções claras sobre como preencher os formulários de recolha e divulgação dos dados.		N/A						0								0

		9		A Unidade de M&A identificou formulários padrão (uniformes) de divulgação dos dados para uso em todos os níveis do sistema.		N/A						0

		10		Os formulários são utilizados de forma consistente pelo Ponto de Prestação de Serviço.		N/A						0								0

		11		Todos os documentos-fonte e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0								0

		12		Os dados registados nos documentos-fonte tem suficiente precisão para medir o(s) indicador(es) (Ex: dados por sexo, idade, etc. se o indicador especificar desagregação por essas características).		N/A						0								0

		IV- Processos de Gestão de Dados				N/A

		13		Se aplicável, existem controlos de qualidade implementados para quando os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0								0

		14		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0								0

		15		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0								0

		16		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0								0

		17		O sistema de registo e divulgação de dados impede a contagem repetida de utentes, dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço 2 vezes no período de um relatório, ou utente que recebe o mesmo serviço em dois locais diferentes, etc).		N/A						0								0

		18		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0								0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		19		Quando disponíveis, os formulários do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0								0

		20		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0								0

		21		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0								0

		22		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0								0

						N/A

		Parte 3:   Recomendações para o Ponto de Prestação de Serviço

				Com base nas conclusões da verificação do sistema e dos dados do ponto de prestação de serviços, descreva os eventuais problemas identificados na qualidade dos dados e as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Ações devem ser discutidas com o programa/projeto.

				Problema Identificado		Ação Proposta										Responsável		Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL: Ponto de Prestação de Serviço
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Sumário - Avaliação do Sistema

		Mar 2009

		April 2009

		June 2009

		Oct 2009



Verificação de Dados e Relatórios - Ponto de Prestação de Serviço

Verificação de Dados e Relatórios 
Ponto de Prestação de Serviço

1

0.8928571429

0.9375

1.1666666667



Resultado Global

		2

		3

		1.6

		1.5

		1.75



Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

Avaliação do Sistema de Gestão de Dados 
Ponto de Prestação de Serviço



Plano de Ação da ARQD

		Página de Verificação de Dados e Avaliação do Sistema - Ponto de Prestação de Serviço

		Ponto de Prestação de Serviço:						-						-

		Envia Relatórios para:						-						-																																								Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-																																								1		N/A		I - Estrutura, Funções e Capacidades de M&A

		Data da Revisão:						-						-																																								2		N/A		II- Diretrizes para Divulgação de Dados

		Indicador Examinado:						-						-																																								3		N/A		III - Formulários de Recolha e Divulgação de Dados

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)																																										4		N/A		IV- Processos da Gestão de Dados

																																																						5		N/A		V - Ligação com o Sistema Nacional

		Parte1:   Verificação de Dados

		A - Revisão da documentação:														COMENTÁRIOS

				Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.				sept		oct		nov		dec

		1		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que há documentos-fonte em falta?		-										0																																						Verificação de Dados e Relatórios - Ponto de Prestação de Serviço

				Caso sim, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		2		Os documentos-fonte disponíveis estão todos completos?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		3		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.

		B - Recontagem dos dados divulgados:

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais discrepâncias.

		4		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos-fonte. [A]

		5		Copie o número de pessoas, casos ou eventos registados durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		6		Calcule a proporção entre o número recontado e o número divulgado. [A/B]				-		-		-		-

		7		Quais os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		C - Verificação cruzada dos dados divulgados com outras fontes de dados:

		As verificações cruzadas podem ser realizadas examinando-se registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de teste ou Redes Mosquiteiros compradas e entregues durante o período do relatório, para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento de Pacientes para o Registo e deste para as Fichas de Tratamento de Pacientes).

		8		Listar quais foram os documentos utilizados nas verificações cruzadas

		9		Descrever como se realizaram as verificações cruzadas

		10		Quais as razões para eventuais discrepâncias verificadas?

		Parte 2.  Avaliação do Sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., aos distritos, aos gabinetes regionais, à Unidade Central de M&A).		N/A						0								0

		2		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.		N/A						0								0

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0								0

		II- Diretrizes para Divulgação de Dados				N/A

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		4		,,, que dado(s) deve(m) ser reportado(s).		N/A						0								0

		5		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0								0

		6		… para quem os relatórios devem ser enviados.		N/A						0								0

		7		… quando os relatórios devem ser enviados.		N/A						0								0

		III - Formulários de recolha e divulgação dos dados				N/A

		8		A Unidade de M&A deu instruções claras sobre como preencher os formulários de recolha e divulgação dos dados.		N/A						0								0

		9		A Unidade de M&A identificou formulários padrão (uniformes) de divulgação dos dados para uso em todos os níveis do sistema.		N/A						0

		10		Os formulários são utilizados de forma consistente pelo Ponto de Prestação de Serviço.		N/A						0								0

		11		Todos os documentos-fonte e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0								0

		12		Os dados registados nos documentos-fonte tem suficiente precisão para medir o(s) indicador(es) (Ex: dados por sexo, idade, etc. se o indicador especificar desagregação por essas características).		N/A						0								0

		IV- Processos de Gestão de Dados				N/A

		13		Se aplicável, existem controlos de qualidade implementados para quando os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0								0

		14		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0								0

		15		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0								0

		16		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0								0

		17		O sistema de registo e divulgação de dados impede a contagem repetida de utentes, dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço 2 vezes no período de um relatório, ou utente que recebe o mesmo serviço em dois locais diferentes, etc).		N/A						0								0

		18		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0								0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		19		Quando disponíveis, os formulários do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0								0

		20		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0								0

		21		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0								0

		22		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0								0

						N/A

		Parte 3:   Recomendações para o Ponto de Prestação de Serviço

				Com base nas conclusões da verificação do sistema e dos dados do ponto de prestação de serviços, descreva os eventuais problemas identificados na qualidade dos dados e as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Ações devem ser discutidas com o programa/projeto.

				Problema Identificado		Ação Proposta										Responsável		Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL: Ponto de Prestação de Serviço
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Plano de Ação da ARQD

		Mar 2009

		April 2009

		June 2009

		Oct 2009



Verificação de Dados e Relatórios - Ponto de Prestação de Serviço

Verificação de Dados e Relatórios 
Ponto de Prestação de Serviço

0.5555555556

0.75

1

1.3333333333



Dimensões da Qualidade de Dados

		2

		1.25

		1.6

		2.33

		1.75



Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

Avaliação do Sistema de Gestão de Dados 
Ponto de Prestação de Serviço



Data Export

		Página de Verificação de Dados e Avaliação do Sistema - Ponto de Prestação de Serviço

		Ponto de Prestação de Serviço:						-						-

		Envia Relatórios para:						-						-																																								Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-																																								1		N/A		I - Estrutura, Funções e Capacidades de M&A

		Data da Revisão:						-						-																																								2		N/A		II- Diretrizes para Divulgação de Dados

		Indicador Examinado:						-						-																																								3		N/A		III - Formulários de Recolha e Divulgação de Dados

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)																																										4		N/A		IV- Processos da Gestão de Dados

																																																						5		N/A		V - Ligação com o Sistema Nacional

		Parte1:   Verificação de Dados

		A - Revisão da documentação:														COMENTÁRIOS

				Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.				sept		oct		nov		dec

		1		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que há documentos-fonte em falta?		-										0																																						Verificação de Dados e Relatórios - Ponto de Prestação de Serviço

				Caso sim, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		2		Os documentos-fonte disponíveis estão todos completos?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		3		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.

		B - Recontagem dos dados divulgados:

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais discrepâncias.

		4		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos-fonte. [A]

		5		Copie o número de pessoas, casos ou eventos registados durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		6		Calcule a proporção entre o número recontado e o número divulgado. [A/B]				-		-		-		-

		7		Quais os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		C - Verificação cruzada dos dados divulgados com outras fontes de dados:

		As verificações cruzadas podem ser realizadas examinando-se registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de teste ou Redes Mosquiteiros compradas e entregues durante o período do relatório, para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento de Pacientes para o Registo e deste para as Fichas de Tratamento de Pacientes).

		8		Listar quais foram os documentos utilizados nas verificações cruzadas

		9		Descrever como se realizaram as verificações cruzadas

		10		Quais as razões para eventuais discrepâncias verificadas?

		Parte 2.  Avaliação do Sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., aos distritos, aos gabinetes regionais, à Unidade Central de M&A).		N/A						0								0

		2		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.		N/A						0								0

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0								0

		II- Diretrizes para Divulgação de Dados				N/A

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		4		,,, que dado(s) deve(m) ser reportado(s).		N/A						0								0

		5		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0								0

		6		… para quem os relatórios devem ser enviados.		N/A						0								0

		7		… quando os relatórios devem ser enviados.		N/A						0								0

		III - Formulários de recolha e divulgação dos dados				N/A

		8		A Unidade de M&A deu instruções claras sobre como preencher os formulários de recolha e divulgação dos dados.		N/A						0								0

		9		A Unidade de M&A identificou formulários padrão (uniformes) de divulgação dos dados para uso em todos os níveis do sistema.		N/A						0

		10		Os formulários são utilizados de forma consistente pelo Ponto de Prestação de Serviço.		N/A						0								0

		11		Todos os documentos-fonte e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0								0

		12		Os dados registados nos documentos-fonte tem suficiente precisão para medir o(s) indicador(es) (Ex: dados por sexo, idade, etc. se o indicador especificar desagregação por essas características).		N/A						0								0

		IV- Processos de Gestão de Dados				N/A

		13		Se aplicável, existem controlos de qualidade implementados para quando os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0								0

		14		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0								0

		15		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0								0

		16		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0								0

		17		O sistema de registo e divulgação de dados impede a contagem repetida de utentes, dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço 2 vezes no período de um relatório, ou utente que recebe o mesmo serviço em dois locais diferentes, etc).		N/A						0								0

		18		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0								0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		19		Quando disponíveis, os formulários do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0								0

		20		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0								0

		21		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0								0

		22		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0								0

						N/A

		Parte 3:   Recomendações para o Ponto de Prestação de Serviço

				Com base nas conclusões da verificação do sistema e dos dados do ponto de prestação de serviços, descreva os eventuais problemas identificados na qualidade dos dados e as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Ações devem ser discutidas com o programa/projeto.

				Problema Identificado		Ação Proposta										Responsável		Prazo

		1

		2				performance monitoring

		3				more training

		4				harmonizations

		Parte 4:  PAINEL: Ponto de Prestação de Serviço
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Data Export

		Mar 2009

		April 2009

		June 2009

		Oct 2009



Verificação de Dados e Relatórios - Ponto de Prestação de Serviço

Verificação de Dados e Relatórios 
Ponto de Prestação de Serviço

0

0

0

0



Provincial Data

		0

		0

		0

		0

		0



Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

Avaliação do Sistema de Gestão de Dados
Ponto de Prestação de Serviço



District Data

		Página de Verificação de Dados e Avaliação do Sistema - Ponto de Prestação de Serviço

		Ponto de Prestação de Serviço:						-						-

		Envia Relatórios para:						-						-																																								Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-																																								1		N/A		I - Estrutura, Funções e Capacidades de M&A

		Data da Revisão:						-						-																																								2		N/A		II- Diretrizes para Divulgação de Dados

		Indicador Examinado:						-						-																																								3		N/A		III - Formulários de Recolha e Divulgação de Dados

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)																																										4		N/A		IV- Processos da Gestão de Dados

																																																						5		N/A		V - Ligação com o Sistema Nacional

		Parte1:   Verificação de Dados

		A - Revisão da documentação:														COMENTÁRIOS

				Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.				sept		oct		nov		dec

		1		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que há documentos-fonte em falta?		-										0																																						Verificação de Dados e Relatórios - Ponto de Prestação de Serviço

				Caso sim, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		2		Os documentos-fonte disponíveis estão todos completos?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.																																																				-		0

		3		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?		-										0																																								-		0

				Caso não, identifique como isso poderia ter afetado os números divulgados.

		B - Recontagem dos dados divulgados:

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais discrepâncias.

		4		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos-fonte. [A]

		5		Copie o número de pessoas, casos ou eventos registados durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		6		Calcule a proporção entre o número recontado e o número divulgado. [A/B]				-		-		-		-

		7		Quais os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		C - Verificação cruzada dos dados divulgados com outras fontes de dados:

		As verificações cruzadas podem ser realizadas examinando-se registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de teste ou Redes Mosquiteiros compradas e entregues durante o período do relatório, para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento de Pacientes para o Registo e deste para as Fichas de Tratamento de Pacientes).

		8		Listar quais foram os documentos utilizados nas verificações cruzadas

		9		Descrever como se realizaram as verificações cruzadas

		10		Quais as razões para eventuais discrepâncias verificadas?

		Parte 2.  Avaliação do Sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., aos distritos, aos gabinetes regionais, à Unidade Central de M&A).		N/A						0								0

		2		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.		N/A						0								0

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0								0

		II- Diretrizes para Divulgação de Dados				N/A

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		4		,,, que dado(s) deve(m) ser reportado(s).		N/A						0								0

		5		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0								0

		6		… para quem os relatórios devem ser enviados.		N/A						0								0

		7		… quando os relatórios devem ser enviados.		N/A						0								0

		III - Formulários de recolha e divulgação dos dados				N/A

		8		A Unidade de M&A deu instruções claras sobre como preencher os formulários de recolha e divulgação dos dados.		N/A						0								0

		9		A Unidade de M&A identificou formulários padrão (uniformes) de divulgação dos dados para uso em todos os níveis do sistema.		N/A						0

		10		Os formulários são utilizados de forma consistente pelo Ponto de Prestação de Serviço.		N/A						0								0

		11		Todos os documentos-fonte e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0								0

		12		Os dados registados nos documentos-fonte tem suficiente precisão para medir o(s) indicador(es) (Ex: dados por sexo, idade, etc. se o indicador especificar desagregação por essas características).		N/A						0								0

		IV- Processos de Gestão de Dados				N/A

		13		Se aplicável, existem controlos de qualidade implementados para quando os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0								0

		14		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0								0

		15		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0								0

		16		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0								0

		17		O sistema de registo e divulgação de dados impede a contagem repetida de utentes, dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço 2 vezes no período de um relatório, ou utente que recebe o mesmo serviço em dois locais diferentes, etc).		N/A						0								0

		18		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0								0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		19		Quando disponíveis, os formulários do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0								0

		20		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0								0

		21		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0								0

		22		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0								0

						N/A

		Parte 3:   Recomendações para o Ponto de Prestação de Serviço

				Com base nas conclusões da verificação do sistema e dos dados do ponto de prestação de serviços, descreva os eventuais problemas identificados na qualidade dos dados e as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Ações devem ser discutidas com o programa/projeto.

				Problema Identificado		Ação Proposta										Responsável		Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL: Ponto de Prestação de Serviço
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District Data

		Mar 2009

		April 2009

		June 2009

		Oct 2009



Verificação de Dados e Relatórios - Ponto de Prestação de Serviço

Verificação de Dados e Relatórios 
Ponto de Prestação de Serviço

0

0

0

0



Data

		0

		0

		0

		0

		0



Avaliação do Sistema de Gestão de Dados - Ponto de Prestação de Serviço

Avaliação do Sistema de Gestão de Dados
Ponto de Prestação de Serviço



		Pontos de Prestação de Serviço - Sumário
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		<=70		<=70		<=70		<=70

		71-80		71-80		71-80		71-80
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		121-130		121-130		121-130		121-130

		>130		>130		>130		>130
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Histogram of Verification Ratio by Indicator
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		Estrutura, Funções e Capacidades de M&A

		Diretrizes para Divulgação de Dados

		Fomulários de Recolha e Divulgação de Dados

		Processos de Gestão de Dados

		Ligações com o Sistema Nacional



Avaliação do Sistema
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Documentos Completos

Referentes ao Período do Relatório

Períodos

Porcentagem

Revisão de Documentação - Sumário PPS

0

0

0

0

0

0

0

0

0

0

0

0



		sept		sept		sept		sept		sept		sept		sept		sept		sept		sept		sept		sept		sept		sept		sept		sept		sept		sept		sept		sept		sept		sept		sept		sept

		oct		oct		oct		oct		oct		oct		oct		oct		oct		oct		oct		oct		oct		oct		oct		oct		oct		oct		oct		oct		oct		oct		oct		oct

		nov		nov		nov		nov		nov		nov		nov		nov		nov		nov		nov		nov		nov		nov		nov		nov		nov		nov		nov		nov		nov		nov		nov		nov

		dec		dec		dec		dec		dec		dec		dec		dec		dec		dec		dec		dec		dec		dec		dec		dec		dec		dec		dec		dec		dec		dec		dec		dec



-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

Períodos

Fator de Verificação

Tendências do Fator de Verificação por PPS

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0



		Página de Verificação de Dados e Avaliação do Sistema - Distrito

		Distrito / Organização:						-						-																																								Avaliação do Sistema de Gestão de Dados - Distrito

		Distrito e Região:						-						-																																								1		N/A		I - Estrutura, Funções e Capacidades de M&A

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-																																								2		N/A		II- Diretrizes para Divulgação de Dados

		Data da Revisão:						-						-																																								3		N/A		III - Formulários de Recolha e Divulgação de Dados

		Indicador Examinado:						-						-																																								4		N/A		IV- Processos da Gestão de Dados

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)																																										5		N/A		V - Ligação com o Sistema Nacional

																																																								Exatidão		Disponibilidade		Pontualidade		Totalidade

		Parte1:   Verificação de Dados																																																				sept		-		-		-		-

		A - Recontagem dos dados divulgados:																																																				oct		-		-		-		-

		Recontar os resultados dos relatórios enviados pelos pontos de prestação de serviço, e comparar com os valores divulgados pelo Distrito. Explicar as eventuais discrepâncias.						sept		oct		nov		dec		COMENTÁRIOS																																						nov		-		-		-		-

		1		Consolidar os valores dos relatórios recebidos de todos os Pontos de Prestação de Serviços.  Qual é o valor consolidado? [A]																																																		dec		-		-		-		-

		2		Que resultado consolidado constava do relatório resumido elaborado pelo Distrito (e enviado ao próximo nível de divulgação de dados)? [B]

		3		Calcule a proporção entre os valores recontados e os valores divulgados. [A/B]				-		-		-		-		`

		4		Quais são os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, relatórios em falta, outros)?												`

		B - Desempenho dos Relatórios (divulgação de dados):

		Examinar se os relatórios de todos os pontos prestação de serviço estão disponíveis e completos e se foram apresentados pontualmente. Quantos relatórios deveriam estar disponíveis?  Quantos estão disponíveis?  Foram recebidos no prazo? Estão completos?						sept		oct		nov		dec

		5		Quantos relatórios deveriam ter sido enviados pelos pontos de prestação de serviço? [A]

		6		Quantos relatórios estão disponíveis? [B]

		7		Cálculo da % de Relatórios Disponíveis [B/A]				-		-		-		-

		8		Verifique as datas dos relatórios recebidos.  Quantos relatórios foram recebidos pontualmente? (isto é, recebidos dentro do prazo). [C]

		9		Cálculo da % de Relatórios Pontuais [C/A]				-		-		-		-

		10		Quantos relatórios estavam completos?  (ou seja, relatórios com todos os dados necessários sobre o indicador). [D]

		11		Cálculo da % de Relatórios Completos [D/A]				-		-		-		-

						0

		Parte 2.  Avaliação do sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há técnicos responsáveis especificamente por examinar a qualidade dos dados (ex. exatidão, totalidade e pontualidade) dos relatórios recebidos do nível anterior (ex. pontos de prestação de serviço).		N/A						0								0

		2		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (ex. nível regional ou a Unidade Central de M&A).		N/A						0								0

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0								0

		II- Diretrizes para Divulgação de Dados				N/A

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		4		,,, que dado(s) deve(m) ser reportado(s).		N/A						0								0

		5		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0								0

		6		… para quem os relatórios devem ser enviados.		N/A						0								0

		7		… quando os relatórios devem ser enviados.		N/A						0								0

		III - Formulários de recolha e divulgação dos dados				N/A

		8		A Unidade de M&A deu instruções claras sobre como preencher os formulários de recolha e divulgação dos dados.		N/A						0								0

		9		A Unidade de M&A identificou formulários padrão (uniformes) de divulgação dos dados para uso em todos os níveis do sistema.		N/A						0								0

		10		Os formulários são utilizados de forma consistente pelos Pontos de Prestação de Serviço.		N/A						0								0

		11		Todos os documentos-fonte e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0								0

		IV- Processos de Gestão de Dados				N/A

		12		Todos os pontos de prestação de serviços recebem comentários de forma sistemática sobre a qualidade dos dados reportados (ou seja, exatidão, totalidade e pontualidade).		N/A						0								0

		13		Se aplicável, existem controlos de qualidade implementados para quando os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0								0

		14		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0								0

		15		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0								0

		16		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0								0

		17		O sistema de registo e divulgação de dados impede a contagem repetida de utentes, dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço 2 vezes no período de um relatório, ou utente que recebe o mesmo serviço em dois locais diferentes, etc).		N/A						0								0

		18		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0								0

		19		Há um procedimento por escrito sobre como lidar com relatórios atrasados, incompletos, inexatos e em falta, incluindo o seguimento a ser feito junto aos pontos de prestação de serviços sobre a qualidade dos dados.		N/A						0								0

		20		Ao identificar discrepâncias dos dados nos relatórios recebidos dos pontos de prestação de serviços, o distrito documentou a resolução dada a tais discrepâncias.		N/A						0								0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		17		Quando disponíveis, os formulários do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0								0

		21		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0								0

		22		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0								0

		23		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0								0

						N/A

		Parte 3:   Recomendações para o Distrito

				Com base nas conclusões da verificação do sistema e dos dados do nível intermediário, descreva os ajustes requeridos e/ou as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Utilize como referência os resultados obtidos por área funcional do sistema (ver gráficos abaixo). Ações devem ser discutidas com o programa/projeto.

				Problema Identificado		Ação Proposta										Responsável		Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL: Distrito
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		Página de Verificação de Dados e Avaliação do Sistema - Distrito

		Distrito / Organização:						-						-																																								Avaliação do Sistema de Gestão de Dados - Distrito

		Distrito e Região:						-						-																																								1		N/A		I - Estrutura, Funções e Capacidades de M&A

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-																																								2		N/A		II- Diretrizes para Divulgação de Dados

		Data da Revisão:						-						-																																								3		N/A		III - Formulários de Recolha e Divulgação de Dados

		Indicador Examinado:						-						-																																								4		N/A		IV- Processos da Gestão de Dados

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)																																										5		N/A		V - Ligação com o Sistema Nacional

																																																								Exatidão		Disponibilidade		Pontualidade		Totalidade

		Parte1:   Verificação de Dados																																																				sept		-		-		-		-

		A - Recontagem dos dados divulgados:																																																				oct		-		-		-		-

		Recontar os resultados dos relatórios enviados pelos pontos de prestação de serviço, e comparar com os valores divulgados pelo Distrito. Explicar as eventuais discrepâncias.						sept		oct		nov		dec		COMENTÁRIOS																																						nov		-		-		-		-

		1		Consolidar os valores dos relatórios recebidos de todos os Pontos de Prestação de Serviços.  Qual é o valor consolidado? [A]																																																		dec		-		-		-		-

		2		Que resultado consolidado constava do relatório resumido elaborado pelo Distrito (e enviado ao próximo nível de divulgação de dados)? [B]

		3		Calcule a proporção entre os valores recontados e os valores divulgados. [A/B]				-		-		-		-		`

		4		Quais são os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, relatórios em falta, outros)?												`

		B - Desempenho dos Relatórios (divulgação de dados):

		Examinar se os relatórios de todos os pontos prestação de serviço estão disponíveis e completos e se foram apresentados pontualmente. Quantos relatórios deveriam estar disponíveis?  Quantos estão disponíveis?  Foram recebidos no prazo? Estão completos?						sept		oct		nov		dec

		5		Quantos relatórios deveriam ter sido enviados pelos pontos de prestação de serviço? [A]

		6		Quantos relatórios estão disponíveis? [B]

		7		Cálculo da % de Relatórios Disponíveis [B/A]				-		-		-		-

		8		Verifique as datas dos relatórios recebidos.  Quantos relatórios foram recebidos pontualmente? (isto é, recebidos dentro do prazo). [C]

		9		Cálculo da % de Relatórios Pontuais [C/A]				-		-		-		-

		10		Quantos relatórios estavam completos?  (ou seja, relatórios com todos os dados necessários sobre o indicador). [D]

		11		Cálculo da % de Relatórios Completos [D/A]				-		-		-		-

						0

		Parte 2.  Avaliação do sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há técnicos responsáveis especificamente por examinar a qualidade dos dados (ex. exatidão, totalidade e pontualidade) dos relatórios recebidos do nível anterior (ex. pontos de prestação de serviço).		N/A						0								0

		2		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (ex. nível regional ou a Unidade Central de M&A).		N/A						0								0

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0								0

		II- Diretrizes para Divulgação de Dados				N/A

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		4		,,, que dado(s) deve(m) ser reportado(s).		N/A						0								0

		5		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0								0

		6		… para quem os relatórios devem ser enviados.		N/A						0								0

		7		… quando os relatórios devem ser enviados.		N/A						0								0

		III - Formulários de recolha e divulgação dos dados				N/A

		8		A Unidade de M&A deu instruções claras sobre como preencher os formulários de recolha e divulgação dos dados.		N/A						0								0

		9		A Unidade de M&A identificou formulários padrão (uniformes) de divulgação dos dados para uso em todos os níveis do sistema.		N/A						0								0

		10		Os formulários são utilizados de forma consistente pelos Pontos de Prestação de Serviço.		N/A						0								0

		11		Todos os documentos-fonte e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0								0

		IV- Processos de Gestão de Dados				N/A

		12		Todos os pontos de prestação de serviços recebem comentários de forma sistemática sobre a qualidade dos dados reportados (ou seja, exatidão, totalidade e pontualidade).		N/A						0								0

		13		Se aplicável, existem controlos de qualidade implementados para quando os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0								0

		14		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0								0

		15		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0								0

		16		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0								0

		17		O sistema de registo e divulgação de dados impede a contagem repetida de utentes, dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço 2 vezes no período de um relatório, ou utente que recebe o mesmo serviço em dois locais diferentes, etc).		N/A						0								0

		18		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0								0

		19		Há um procedimento por escrito sobre como lidar com relatórios atrasados, incompletos, inexatos e em falta, incluindo o seguimento a ser feito junto aos pontos de prestação de serviços sobre a qualidade dos dados.		N/A						0								0

		20		Ao identificar discrepâncias dos dados nos relatórios recebidos dos pontos de prestação de serviços, o distrito documentou a resolução dada a tais discrepâncias.		N/A						0								0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		17		Quando disponíveis, os formulários do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0								0

		21		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0								0

		22		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0								0

		23		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0								0

						N/A

		Parte 3:   Recomendações para o Distrito

				Com base nas conclusões da verificação do sistema e dos dados do nível intermediário, descreva os ajustes requeridos e/ou as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Utilize como referência os resultados obtidos por área funcional do sistema (ver gráficos abaixo). Ações devem ser discutidas com o programa/projeto.

				Problema Identificado		Ação Proposta										Responsável		Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL: Distrito
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		Página de Verificação de Dados e Avaliação do Sistema - Distrito

		Distrito / Organização:						-						-																																								Avaliação do Sistema de Gestão de Dados - Distrito

		Distrito e Região:						-						-																																								1		N/A		I - Estrutura, Funções e Capacidades de M&A

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-																																								2		N/A		II- Diretrizes para Divulgação de Dados

		Data da Revisão:						-						-																																								3		N/A		III - Formulários de Recolha e Divulgação de Dados

		Indicador Examinado:						-						-																																								4		N/A		IV- Processos da Gestão de Dados

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)																																										5		N/A		V - Ligação com o Sistema Nacional

																																																								Exatidão		Disponibilidade		Pontualidade		Totalidade

		Parte1:   Verificação de Dados																																																				sept		-		-		-		-

		A - Recontagem dos dados divulgados:																																																				oct		-		-		-		-

		Recontar os resultados dos relatórios enviados pelos pontos de prestação de serviço, e comparar com os valores divulgados pelo Distrito. Explicar as eventuais discrepâncias.						sept		oct		nov		dec		COMENTÁRIOS																																						nov		-		-		-		-

		1		Consolidar os valores dos relatórios recebidos de todos os Pontos de Prestação de Serviços.  Qual é o valor consolidado? [A]																																																		dec		-		-		-		-

		2		Que resultado consolidado constava do relatório resumido elaborado pelo Distrito (e enviado ao próximo nível de divulgação de dados)? [B]

		3		Calcule a proporção entre os valores recontados e os valores divulgados. [A/B]				-		-		-		-		`

		4		Quais são os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, relatórios em falta, outros)?												`

		B - Desempenho dos Relatórios (divulgação de dados):

		Examinar se os relatórios de todos os pontos prestação de serviço estão disponíveis e completos e se foram apresentados pontualmente. Quantos relatórios deveriam estar disponíveis?  Quantos estão disponíveis?  Foram recebidos no prazo? Estão completos?						sept		oct		nov		dec

		5		Quantos relatórios deveriam ter sido enviados pelos pontos de prestação de serviço? [A]

		6		Quantos relatórios estão disponíveis? [B]

		7		Cálculo da % de Relatórios Disponíveis [B/A]				-		-		-		-

		8		Verifique as datas dos relatórios recebidos.  Quantos relatórios foram recebidos pontualmente? (isto é, recebidos dentro do prazo). [C]

		9		Cálculo da % de Relatórios Pontuais [C/A]				-		-		-		-

		10		Quantos relatórios estavam completos?  (ou seja, relatórios com todos os dados necessários sobre o indicador). [D]

		11		Cálculo da % de Relatórios Completos [D/A]				-		-		-		-

						0

		Parte 2.  Avaliação do sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há técnicos responsáveis especificamente por examinar a qualidade dos dados (ex. exatidão, totalidade e pontualidade) dos relatórios recebidos do nível anterior (ex. pontos de prestação de serviço).		N/A						0								0

		2		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (ex. nível regional ou a Unidade Central de M&A).		N/A						0								0

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0								0

		II- Diretrizes para Divulgação de Dados				N/A

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		4		,,, que dado(s) deve(m) ser reportado(s).		N/A						0								0

		5		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0								0

		6		… para quem os relatórios devem ser enviados.		N/A						0								0

		7		… quando os relatórios devem ser enviados.		N/A						0								0

		III - Formulários de recolha e divulgação dos dados				N/A

		8		A Unidade de M&A deu instruções claras sobre como preencher os formulários de recolha e divulgação dos dados.		N/A						0								0

		9		A Unidade de M&A identificou formulários padrão (uniformes) de divulgação dos dados para uso em todos os níveis do sistema.		N/A						0								0

		10		Os formulários são utilizados de forma consistente pelos Pontos de Prestação de Serviço.		N/A						0								0

		11		Todos os documentos-fonte e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0								0

		IV- Processos de Gestão de Dados				N/A

		12		Todos os pontos de prestação de serviços recebem comentários de forma sistemática sobre a qualidade dos dados reportados (ou seja, exatidão, totalidade e pontualidade).		N/A						0								0

		13		Se aplicável, existem controlos de qualidade implementados para quando os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0								0

		14		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0								0

		15		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0								0

		16		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0								0

		17		O sistema de registo e divulgação de dados impede a contagem repetida de utentes, dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço 2 vezes no período de um relatório, ou utente que recebe o mesmo serviço em dois locais diferentes, etc).		N/A						0								0

		18		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0								0

		19		Há um procedimento por escrito sobre como lidar com relatórios atrasados, incompletos, inexatos e em falta, incluindo o seguimento a ser feito junto aos pontos de prestação de serviços sobre a qualidade dos dados.		N/A						0								0

		20		Ao identificar discrepâncias dos dados nos relatórios recebidos dos pontos de prestação de serviços, o distrito documentou a resolução dada a tais discrepâncias.		N/A						0								0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		17		Quando disponíveis, os formulários do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0								0

		21		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0								0

		22		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0								0

		23		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0								0

						N/A

		Parte 3:   Recomendações para o Distrito

				Com base nas conclusões da verificação do sistema e dos dados do nível intermediário, descreva os ajustes requeridos e/ou as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Utilize como referência os resultados obtidos por área funcional do sistema (ver gráficos abaixo). Ações devem ser discutidas com o programa/projeto.

				Problema Identificado		Ação Proposta										Responsável		Prazo

		1
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		4

		Parte 4:  PAINEL: Distrito
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Totalidade

Desempenho dos Relatórios - Distrito



		Página de Verificação de Dados e Avaliação do Sistema - Distrito

		Distrito / Organização:						-						-																																								Avaliação do Sistema de Gestão de Dados - Distrito

		Distrito e Região:						-						-																																								1		N/A		I - Estrutura, Funções e Capacidades de M&A

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-																																								2		N/A		II- Diretrizes para Divulgação de Dados

		Data da Revisão:						-						-																																								3		N/A		III - Formulários de Recolha e Divulgação de Dados

		Indicador Examinado:						-						-																																								4		N/A		IV- Processos da Gestão de Dados

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)																																										5		N/A		V - Ligação com o Sistema Nacional

																																																								Exatidão		Disponibilidade		Pontualidade		Totalidade

		Parte1:   Verificação de Dados																																																				sept		-		-		-		-

		A - Recontagem dos dados divulgados:																																																				oct		-		-		-		-

		Recontar os resultados dos relatórios enviados pelos pontos de prestação de serviço, e comparar com os valores divulgados pelo Distrito. Explicar as eventuais discrepâncias.						sept		oct		nov		dec		COMENTÁRIOS																																						nov		-		-		-		-

		1		Consolidar os valores dos relatórios recebidos de todos os Pontos de Prestação de Serviços.  Qual é o valor consolidado? [A]																																																		dec		-		-		-		-

		2		Que resultado consolidado constava do relatório resumido elaborado pelo Distrito (e enviado ao próximo nível de divulgação de dados)? [B]

		3		Calcule a proporção entre os valores recontados e os valores divulgados. [A/B]				-		-		-		-		`

		4		Quais são os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, relatórios em falta, outros)?												`

		B - Desempenho dos Relatórios (divulgação de dados):

		Examinar se os relatórios de todos os pontos prestação de serviço estão disponíveis e completos e se foram apresentados pontualmente. Quantos relatórios deveriam estar disponíveis?  Quantos estão disponíveis?  Foram recebidos no prazo? Estão completos?						sept		oct		nov		dec

		5		Quantos relatórios deveriam ter sido enviados pelos pontos de prestação de serviço? [A]

		6		Quantos relatórios estão disponíveis? [B]

		7		Cálculo da % de Relatórios Disponíveis [B/A]				-		-		-		-

		8		Verifique as datas dos relatórios recebidos.  Quantos relatórios foram recebidos pontualmente? (isto é, recebidos dentro do prazo). [C]

		9		Cálculo da % de Relatórios Pontuais [C/A]				-		-		-		-

		10		Quantos relatórios estavam completos?  (ou seja, relatórios com todos os dados necessários sobre o indicador). [D]

		11		Cálculo da % de Relatórios Completos [D/A]				-		-		-		-

						0

		Parte 2.  Avaliação do sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há técnicos responsáveis especificamente por examinar a qualidade dos dados (ex. exatidão, totalidade e pontualidade) dos relatórios recebidos do nível anterior (ex. pontos de prestação de serviço).		N/A						0								0

		2		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (ex. nível regional ou a Unidade Central de M&A).		N/A						0								0

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0								0

		II- Diretrizes para Divulgação de Dados				N/A

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		4		,,, que dado(s) deve(m) ser reportado(s).		N/A						0								0

		5		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0								0

		6		… para quem os relatórios devem ser enviados.		N/A						0								0

		7		… quando os relatórios devem ser enviados.		N/A						0								0

		III - Formulários de recolha e divulgação dos dados				N/A

		8		A Unidade de M&A deu instruções claras sobre como preencher os formulários de recolha e divulgação dos dados.		N/A						0								0

		9		A Unidade de M&A identificou formulários padrão (uniformes) de divulgação dos dados para uso em todos os níveis do sistema.		N/A						0								0

		10		Os formulários são utilizados de forma consistente pelos Pontos de Prestação de Serviço.		N/A						0								0

		11		Todos os documentos-fonte e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0								0

		IV- Processos de Gestão de Dados				N/A

		12		Todos os pontos de prestação de serviços recebem comentários de forma sistemática sobre a qualidade dos dados reportados (ou seja, exatidão, totalidade e pontualidade).		N/A						0								0

		13		Se aplicável, existem controlos de qualidade implementados para quando os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0								0

		14		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0								0

		15		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0								0

		16		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0								0

		17		O sistema de registo e divulgação de dados impede a contagem repetida de utentes, dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço 2 vezes no período de um relatório, ou utente que recebe o mesmo serviço em dois locais diferentes, etc).		N/A						0								0

		18		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0								0

		19		Há um procedimento por escrito sobre como lidar com relatórios atrasados, incompletos, inexatos e em falta, incluindo o seguimento a ser feito junto aos pontos de prestação de serviços sobre a qualidade dos dados.		N/A						0								0

		20		Ao identificar discrepâncias dos dados nos relatórios recebidos dos pontos de prestação de serviços, o distrito documentou a resolução dada a tais discrepâncias.		N/A						0								0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		17		Quando disponíveis, os formulários do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0								0

		21		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0								0

		22		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0								0

		23		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0								0

						N/A

		Parte 3:   Recomendações para o Distrito

				Com base nas conclusões da verificação do sistema e dos dados do nível intermediário, descreva os ajustes requeridos e/ou as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Utilize como referência os resultados obtidos por área funcional do sistema (ver gráficos abaixo). Ações devem ser discutidas com o programa/projeto.

				Problema Identificado		Ação Proposta										Responsável		Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL: Distrito
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Desempenho dos Relatórios - Distrito



		Página de Verificação de Dados e Avaliação do Sistema - Distrito

		Distrito / Organização:						-						-																																								Avaliação do Sistema de Gestão de Dados - Distrito

		Distrito e Região:						-						-																																								1		N/A		I - Estrutura, Funções e Capacidades de M&A

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-																																								2		N/A		II- Diretrizes para Divulgação de Dados

		Data da Revisão:						-						-																																								3		N/A		III - Formulários de Recolha e Divulgação de Dados

		Indicador Examinado:						-						-																																								4		N/A		IV- Processos da Gestão de Dados

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)																																										5		N/A		V - Ligação com o Sistema Nacional

																																																								Exatidão		Disponibilidade		Pontualidade		Totalidade

		Parte1:   Verificação de Dados																																																				sept		-		-		-		-

		A - Recontagem dos dados divulgados:																																																				oct		-		-		-		-

		Recontar os resultados dos relatórios enviados pelos pontos de prestação de serviço, e comparar com os valores divulgados pelo Distrito. Explicar as eventuais discrepâncias.						sept		oct		nov		dec		COMENTÁRIOS																																						nov		-		-		-		-

		1		Consolidar os valores dos relatórios recebidos de todos os Pontos de Prestação de Serviços.  Qual é o valor consolidado? [A]																																																		dec		-		-		-		-

		2		Que resultado consolidado constava do relatório resumido elaborado pelo Distrito (e enviado ao próximo nível de divulgação de dados)? [B]

		3		Calcule a proporção entre os valores recontados e os valores divulgados. [A/B]				-		-		-		-		`

		4		Quais são os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, relatórios em falta, outros)?												`

		B - Desempenho dos Relatórios (divulgação de dados):

		Examinar se os relatórios de todos os pontos prestação de serviço estão disponíveis e completos e se foram apresentados pontualmente. Quantos relatórios deveriam estar disponíveis?  Quantos estão disponíveis?  Foram recebidos no prazo? Estão completos?						sept		oct		nov		dec

		5		Quantos relatórios deveriam ter sido enviados pelos pontos de prestação de serviço? [A]

		6		Quantos relatórios estão disponíveis? [B]

		7		Cálculo da % de Relatórios Disponíveis [B/A]				-		-		-		-

		8		Verifique as datas dos relatórios recebidos.  Quantos relatórios foram recebidos pontualmente? (isto é, recebidos dentro do prazo). [C]

		9		Cálculo da % de Relatórios Pontuais [C/A]				-		-		-		-

		10		Quantos relatórios estavam completos?  (ou seja, relatórios com todos os dados necessários sobre o indicador). [D]

		11		Cálculo da % de Relatórios Completos [D/A]				-		-		-		-

						0

		Parte 2.  Avaliação do sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há técnicos responsáveis especificamente por examinar a qualidade dos dados (ex. exatidão, totalidade e pontualidade) dos relatórios recebidos do nível anterior (ex. pontos de prestação de serviço).		N/A						0								0

		2		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (ex. nível regional ou a Unidade Central de M&A).		N/A						0								0

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0								0

		II- Diretrizes para Divulgação de Dados				N/A

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		4		,,, que dado(s) deve(m) ser reportado(s).		N/A						0								0

		5		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0								0

		6		… para quem os relatórios devem ser enviados.		N/A						0								0

		7		… quando os relatórios devem ser enviados.		N/A						0								0

		III - Formulários de recolha e divulgação dos dados				N/A

		8		A Unidade de M&A deu instruções claras sobre como preencher os formulários de recolha e divulgação dos dados.		N/A						0								0

		9		A Unidade de M&A identificou formulários padrão (uniformes) de divulgação dos dados para uso em todos os níveis do sistema.		N/A						0								0

		10		Os formulários são utilizados de forma consistente pelos Pontos de Prestação de Serviço.		N/A						0								0

		11		Todos os documentos-fonte e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0								0

		IV- Processos de Gestão de Dados				N/A

		12		Todos os pontos de prestação de serviços recebem comentários de forma sistemática sobre a qualidade dos dados reportados (ou seja, exatidão, totalidade e pontualidade).		N/A						0								0

		13		Se aplicável, existem controlos de qualidade implementados para quando os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0								0

		14		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0								0

		15		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0								0

		16		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0								0

		17		O sistema de registo e divulgação de dados impede a contagem repetida de utentes, dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço 2 vezes no período de um relatório, ou utente que recebe o mesmo serviço em dois locais diferentes, etc).		N/A						0								0

		18		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0								0

		19		Há um procedimento por escrito sobre como lidar com relatórios atrasados, incompletos, inexatos e em falta, incluindo o seguimento a ser feito junto aos pontos de prestação de serviços sobre a qualidade dos dados.		N/A						0								0

		20		Ao identificar discrepâncias dos dados nos relatórios recebidos dos pontos de prestação de serviços, o distrito documentou a resolução dada a tais discrepâncias.		N/A						0								0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		17		Quando disponíveis, os formulários do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0								0

		21		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0								0

		22		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0								0

		23		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0								0

						N/A

		Parte 3:   Recomendações para o Distrito

				Com base nas conclusões da verificação do sistema e dos dados do nível intermediário, descreva os ajustes requeridos e/ou as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Utilize como referência os resultados obtidos por área funcional do sistema (ver gráficos abaixo). Ações devem ser discutidas com o programa/projeto.

				Problema Identificado		Ação Proposta										Responsável		Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL: Distrito
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Desempenho dos Relatórios - Distrito



		Página de Verificação de Dados e Avaliação do Sistema - Distrito

		Distrito / Organização:						-						-																																								Avaliação do Sistema de Gestão de Dados - Distrito

		Distrito e Região:						-						-																																								1		N/A		I - Estrutura, Funções e Capacidades de M&A

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-																																								2		N/A		II- Diretrizes para Divulgação de Dados

		Data da Revisão:						-						-																																								3		N/A		III - Formulários de Recolha e Divulgação de Dados

		Indicador Examinado:						-						-																																								4		N/A		IV- Processos da Gestão de Dados

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)																																										5		N/A		V - Ligação com o Sistema Nacional

																																																								Exatidão		Disponibilidade		Pontualidade		Totalidade

		Parte1:   Verificação de Dados																																																				sept		-		-		-		-

		A - Recontagem dos dados divulgados:																																																				oct		-		-		-		-

		Recontar os resultados dos relatórios enviados pelos pontos de prestação de serviço, e comparar com os valores divulgados pelo Distrito. Explicar as eventuais discrepâncias.						sept		oct		nov		dec		COMENTÁRIOS																																						nov		-		-		-		-

		1		Consolidar os valores dos relatórios recebidos de todos os Pontos de Prestação de Serviços.  Qual é o valor consolidado? [A]																																																		dec		-		-		-		-

		2		Que resultado consolidado constava do relatório resumido elaborado pelo Distrito (e enviado ao próximo nível de divulgação de dados)? [B]

		3		Calcule a proporção entre os valores recontados e os valores divulgados. [A/B]				-		-		-		-		`

		4		Quais são os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, relatórios em falta, outros)?												`

		B - Desempenho dos Relatórios (divulgação de dados):

		Examinar se os relatórios de todos os pontos prestação de serviço estão disponíveis e completos e se foram apresentados pontualmente. Quantos relatórios deveriam estar disponíveis?  Quantos estão disponíveis?  Foram recebidos no prazo? Estão completos?						sept		oct		nov		dec

		5		Quantos relatórios deveriam ter sido enviados pelos pontos de prestação de serviço? [A]

		6		Quantos relatórios estão disponíveis? [B]

		7		Cálculo da % de Relatórios Disponíveis [B/A]				-		-		-		-

		8		Verifique as datas dos relatórios recebidos.  Quantos relatórios foram recebidos pontualmente? (isto é, recebidos dentro do prazo). [C]

		9		Cálculo da % de Relatórios Pontuais [C/A]				-		-		-		-

		10		Quantos relatórios estavam completos?  (ou seja, relatórios com todos os dados necessários sobre o indicador). [D]

		11		Cálculo da % de Relatórios Completos [D/A]				-		-		-		-

						0

		Parte 2.  Avaliação do sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há técnicos responsáveis especificamente por examinar a qualidade dos dados (ex. exatidão, totalidade e pontualidade) dos relatórios recebidos do nível anterior (ex. pontos de prestação de serviço).		N/A						0								0

		2		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (ex. nível regional ou a Unidade Central de M&A).		N/A						0								0

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0								0

		II- Diretrizes para Divulgação de Dados				N/A

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		4		,,, que dado(s) deve(m) ser reportado(s).		N/A						0								0

		5		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0								0

		6		… para quem os relatórios devem ser enviados.		N/A						0								0

		7		… quando os relatórios devem ser enviados.		N/A						0								0

		III - Formulários de recolha e divulgação dos dados				N/A

		8		A Unidade de M&A deu instruções claras sobre como preencher os formulários de recolha e divulgação dos dados.		N/A						0								0

		9		A Unidade de M&A identificou formulários padrão (uniformes) de divulgação dos dados para uso em todos os níveis do sistema.		N/A						0								0

		10		Os formulários são utilizados de forma consistente pelos Pontos de Prestação de Serviço.		N/A						0								0

		11		Todos os documentos-fonte e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0								0

		IV- Processos de Gestão de Dados				N/A

		12		Todos os pontos de prestação de serviços recebem comentários de forma sistemática sobre a qualidade dos dados reportados (ou seja, exatidão, totalidade e pontualidade).		N/A						0								0

		13		Se aplicável, existem controlos de qualidade implementados para quando os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0								0

		14		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0								0

		15		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0								0

		16		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0								0

		17		O sistema de registo e divulgação de dados impede a contagem repetida de utentes, dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço 2 vezes no período de um relatório, ou utente que recebe o mesmo serviço em dois locais diferentes, etc).		N/A						0								0

		18		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0								0

		19		Há um procedimento por escrito sobre como lidar com relatórios atrasados, incompletos, inexatos e em falta, incluindo o seguimento a ser feito junto aos pontos de prestação de serviços sobre a qualidade dos dados.		N/A						0								0

		20		Ao identificar discrepâncias dos dados nos relatórios recebidos dos pontos de prestação de serviços, o distrito documentou a resolução dada a tais discrepâncias.		N/A						0								0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		17		Quando disponíveis, os formulários do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0								0

		21		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0								0

		22		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0								0

		23		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0								0

						N/A

		Parte 3:   Recomendações para o Distrito

				Com base nas conclusões da verificação do sistema e dos dados do nível intermediário, descreva os ajustes requeridos e/ou as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Utilize como referência os resultados obtidos por área funcional do sistema (ver gráficos abaixo). Ações devem ser discutidas com o programa/projeto.
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		Página de Verificação de Dados e Avaliação do Sistema - Distrito

		Distrito / Organização:						-						-																																								Avaliação do Sistema de Gestão de Dados - Distrito

		Distrito e Região:						-						-																																								1		N/A		I - Estrutura, Funções e Capacidades de M&A

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-																																								2		N/A		II- Diretrizes para Divulgação de Dados

		Data da Revisão:						-						-																																								3		N/A		III - Formulários de Recolha e Divulgação de Dados

		Indicador Examinado:						-						-																																								4		N/A		IV- Processos da Gestão de Dados

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)																																										5		N/A		V - Ligação com o Sistema Nacional

																																																								Exatidão		Disponibilidade		Pontualidade		Totalidade

		Parte1:   Verificação de Dados																																																				sept		-		-		-		-

		A - Recontagem dos dados divulgados:																																																				oct		-		-		-		-

		Recontar os resultados dos relatórios enviados pelos pontos de prestação de serviço, e comparar com os valores divulgados pelo Distrito. Explicar as eventuais discrepâncias.						sept		oct		nov		dec		COMENTÁRIOS																																						nov		-		-		-		-

		1		Consolidar os valores dos relatórios recebidos de todos os Pontos de Prestação de Serviços.  Qual é o valor consolidado? [A]																																																		dec		-		-		-		-

		2		Que resultado consolidado constava do relatório resumido elaborado pelo Distrito (e enviado ao próximo nível de divulgação de dados)? [B]

		3		Calcule a proporção entre os valores recontados e os valores divulgados. [A/B]				-		-		-		-		`

		4		Quais são os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, relatórios em falta, outros)?												`

		B - Desempenho dos Relatórios (divulgação de dados):

		Examinar se os relatórios de todos os pontos prestação de serviço estão disponíveis e completos e se foram apresentados pontualmente. Quantos relatórios deveriam estar disponíveis?  Quantos estão disponíveis?  Foram recebidos no prazo? Estão completos?						sept		oct		nov		dec

		5		Quantos relatórios deveriam ter sido enviados pelos pontos de prestação de serviço? [A]

		6		Quantos relatórios estão disponíveis? [B]

		7		Cálculo da % de Relatórios Disponíveis [B/A]				-		-		-		-

		8		Verifique as datas dos relatórios recebidos.  Quantos relatórios foram recebidos pontualmente? (isto é, recebidos dentro do prazo). [C]

		9		Cálculo da % de Relatórios Pontuais [C/A]				-		-		-		-

		10		Quantos relatórios estavam completos?  (ou seja, relatórios com todos os dados necessários sobre o indicador). [D]

		11		Cálculo da % de Relatórios Completos [D/A]				-		-		-		-

						0

		Parte 2.  Avaliação do sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há técnicos responsáveis especificamente por examinar a qualidade dos dados (ex. exatidão, totalidade e pontualidade) dos relatórios recebidos do nível anterior (ex. pontos de prestação de serviço).		N/A						0								0

		2		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (ex. nível regional ou a Unidade Central de M&A).		N/A						0								0

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0								0

		II- Diretrizes para Divulgação de Dados				N/A

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		4		,,, que dado(s) deve(m) ser reportado(s).		N/A						0								0

		5		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0								0

		6		… para quem os relatórios devem ser enviados.		N/A						0								0

		7		… quando os relatórios devem ser enviados.		N/A						0								0

		III - Formulários de recolha e divulgação dos dados				N/A

		8		A Unidade de M&A deu instruções claras sobre como preencher os formulários de recolha e divulgação dos dados.		N/A						0								0

		9		A Unidade de M&A identificou formulários padrão (uniformes) de divulgação dos dados para uso em todos os níveis do sistema.		N/A						0								0

		10		Os formulários são utilizados de forma consistente pelos Pontos de Prestação de Serviço.		N/A						0								0

		11		Todos os documentos-fonte e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0								0

		IV- Processos de Gestão de Dados				N/A

		12		Todos os pontos de prestação de serviços recebem comentários de forma sistemática sobre a qualidade dos dados reportados (ou seja, exatidão, totalidade e pontualidade).		N/A						0								0

		13		Se aplicável, existem controlos de qualidade implementados para quando os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0								0

		14		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0								0

		15		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0								0

		16		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0								0

		17		O sistema de registo e divulgação de dados impede a contagem repetida de utentes, dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço 2 vezes no período de um relatório, ou utente que recebe o mesmo serviço em dois locais diferentes, etc).		N/A						0								0

		18		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0								0

		19		Há um procedimento por escrito sobre como lidar com relatórios atrasados, incompletos, inexatos e em falta, incluindo o seguimento a ser feito junto aos pontos de prestação de serviços sobre a qualidade dos dados.		N/A						0								0

		20		Ao identificar discrepâncias dos dados nos relatórios recebidos dos pontos de prestação de serviços, o distrito documentou a resolução dada a tais discrepâncias.		N/A						0								0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		17		Quando disponíveis, os formulários do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0								0

		21		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0								0

		22		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0								0

		23		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0								0

						N/A

		Parte 3:   Recomendações para o Distrito

				Com base nas conclusões da verificação do sistema e dos dados do nível intermediário, descreva os ajustes requeridos e/ou as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Utilize como referência os resultados obtidos por área funcional do sistema (ver gráficos abaixo). Ações devem ser discutidas com o programa/projeto.
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		Página de Verificação de Dados e Avaliação do Sistema - Distrito

		Distrito / Organização:						-						-																																								Avaliação do Sistema de Gestão de Dados - Distrito

		Distrito e Região:						-						-																																								1		N/A		I - Estrutura, Funções e Capacidades de M&A

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-																																								2		N/A		II- Diretrizes para Divulgação de Dados

		Data da Revisão:						-						-																																								3		N/A		III - Formulários de Recolha e Divulgação de Dados

		Indicador Examinado:						-						-																																								4		N/A		IV- Processos da Gestão de Dados

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)																																										5		N/A		V - Ligação com o Sistema Nacional

																																																								Exatidão		Disponibilidade		Pontualidade		Totalidade

		Parte1:   Verificação de Dados																																																				sept		-		-		-		-

		A - Recontagem dos dados divulgados:																																																				oct		-		-		-		-

		Recontar os resultados dos relatórios enviados pelos pontos de prestação de serviço, e comparar com os valores divulgados pelo Distrito. Explicar as eventuais discrepâncias.						sept		oct		nov		dec		COMENTÁRIOS																																						nov		-		-		-		-

		1		Consolidar os valores dos relatórios recebidos de todos os Pontos de Prestação de Serviços.  Qual é o valor consolidado? [A]																																																		dec		-		-		-		-

		2		Que resultado consolidado constava do relatório resumido elaborado pelo Distrito (e enviado ao próximo nível de divulgação de dados)? [B]

		3		Calcule a proporção entre os valores recontados e os valores divulgados. [A/B]				-		-		-		-		`

		4		Quais são os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, relatórios em falta, outros)?												`

		B - Desempenho dos Relatórios (divulgação de dados):

		Examinar se os relatórios de todos os pontos prestação de serviço estão disponíveis e completos e se foram apresentados pontualmente. Quantos relatórios deveriam estar disponíveis?  Quantos estão disponíveis?  Foram recebidos no prazo? Estão completos?						sept		oct		nov		dec

		5		Quantos relatórios deveriam ter sido enviados pelos pontos de prestação de serviço? [A]

		6		Quantos relatórios estão disponíveis? [B]

		7		Cálculo da % de Relatórios Disponíveis [B/A]				-		-		-		-

		8		Verifique as datas dos relatórios recebidos.  Quantos relatórios foram recebidos pontualmente? (isto é, recebidos dentro do prazo). [C]

		9		Cálculo da % de Relatórios Pontuais [C/A]				-		-		-		-

		10		Quantos relatórios estavam completos?  (ou seja, relatórios com todos os dados necessários sobre o indicador). [D]

		11		Cálculo da % de Relatórios Completos [D/A]				-		-		-		-

						0

		Parte 2.  Avaliação do sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há técnicos responsáveis especificamente por examinar a qualidade dos dados (ex. exatidão, totalidade e pontualidade) dos relatórios recebidos do nível anterior (ex. pontos de prestação de serviço).		N/A						0								0

		2		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (ex. nível regional ou a Unidade Central de M&A).		N/A						0								0

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0								0

		II- Diretrizes para Divulgação de Dados				N/A

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		4		,,, que dado(s) deve(m) ser reportado(s).		N/A						0								0

		5		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0								0

		6		… para quem os relatórios devem ser enviados.		N/A						0								0

		7		… quando os relatórios devem ser enviados.		N/A						0								0

		III - Formulários de recolha e divulgação dos dados				N/A

		8		A Unidade de M&A deu instruções claras sobre como preencher os formulários de recolha e divulgação dos dados.		N/A						0								0

		9		A Unidade de M&A identificou formulários padrão (uniformes) de divulgação dos dados para uso em todos os níveis do sistema.		N/A						0								0

		10		Os formulários são utilizados de forma consistente pelos Pontos de Prestação de Serviço.		N/A						0								0

		11		Todos os documentos-fonte e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0								0

		IV- Processos de Gestão de Dados				N/A

		12		Todos os pontos de prestação de serviços recebem comentários de forma sistemática sobre a qualidade dos dados reportados (ou seja, exatidão, totalidade e pontualidade).		N/A						0								0

		13		Se aplicável, existem controlos de qualidade implementados para quando os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0								0

		14		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0								0

		15		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0								0

		16		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0								0

		17		O sistema de registo e divulgação de dados impede a contagem repetida de utentes, dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço 2 vezes no período de um relatório, ou utente que recebe o mesmo serviço em dois locais diferentes, etc).		N/A						0								0

		18		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0								0

		19		Há um procedimento por escrito sobre como lidar com relatórios atrasados, incompletos, inexatos e em falta, incluindo o seguimento a ser feito junto aos pontos de prestação de serviços sobre a qualidade dos dados.		N/A						0								0

		20		Ao identificar discrepâncias dos dados nos relatórios recebidos dos pontos de prestação de serviços, o distrito documentou a resolução dada a tais discrepâncias.		N/A						0								0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		17		Quando disponíveis, os formulários do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0								0

		21		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0								0

		22		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0								0

		23		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0								0

						N/A

		Parte 3:   Recomendações para o Distrito

				Com base nas conclusões da verificação do sistema e dos dados do nível intermediário, descreva os ajustes requeridos e/ou as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Utilize como referência os resultados obtidos por área funcional do sistema (ver gráficos abaixo). Ações devem ser discutidas com o programa/projeto.

				Problema Identificado		Ação Proposta										Responsável		Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL: Distrito
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		2

		2.25

		2

		2.22

		1.75



Avaliação do Sistema de Gestão de Dados - Distrito

Avaliação do Sistema de Gestão de Dados
Distrito



		Mar 2009

		April 2009

		June 2009

		Oct 2009



Verificação de Dados e Relatórios 
Distrito

0.9615384615

0.9375

0.8888888889

1.5



		Mar 2009		Mar 2009		Mar 2009

		April 2009		April 2009		April 2009

		June 2009		June 2009		June 2009

		Oct 2009		Oct 2009		Oct 2009



Disponibilidade

Pontualidade

Totalidade

Desempenho dos Relatórios - Distrito

1

0.6666666667

0.8

1

0.6

0.8666666667

0.8333333333

0.5333333333

0.7333333333

0.7222222222

0.5384615385

0.7692307692



		Nível Distrital - Sumário
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		Estrutura, Funções e Capacidades de M&A

		Diretrizes para Divulgação de Dados

		Fomulários de Recolha e Divulgação de Dados

		Processos de Gestão de Dados

		Ligações com o Sistema Nacional



Avaliação do Sistema

Avaliação do Sistema de Gestão de Dados
Média Nível Distrital

0

0

0

0

0



		sept

		oct

		nov

		dec



Fator de Verificação

Verificação de Dados e Relatórios
Média Nível Distrital

0

0

0

0



		-		-		-		-		-

		-		-		-		-		-

		-		-		-		-		-

		-		-		-		-		-

		-		-		-		-		-

		-		-		-		-		-

		-		-		-		-		-

		-		-		-		-		-



Estrutura, Funções e Capacidades de M&A

Diretrizes para Divulgação de Dados

Fomulários de Recolha e Divulgação de Dados

Processos de Gestão de Dados

Ligações com o Sistema Nacional

Avaliação do Sistema de Gestão de Dados
Resultados por Distrito

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0



		sept		sept		sept		sept		sept		sept		sept		sept

		oct		oct		oct		oct		oct		oct		oct		oct

		nov		nov		nov		nov		nov		nov		nov		nov

		dec		dec		dec		dec		dec		dec		dec		dec



-

-

-

-

-

-

-

-

Fator de Verificação por Distrito e por Período

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0



		0		0		0



Availabilty

Timliness

Completeness

Reporting Performance - 
District Level Average



		Distrito k		0		0

		Distrito L		0		0

		Distrito M		0		0

		Distrito N		0		0



Availabilty

Timliness

Completeness

Reporting Performance by District Sites

0

0

0

0



		sept		sept		sept

		oct		oct		oct

		nov		nov		nov

		dec		dec		dec



Disponibilidade

Pontualidade

Totalidade

Desempenho dos Relatórios
Média Nivel Distrital

0

0

0

0

0

0

0

0

0

0

0

0



		sept		sept		sept		sept		sept		sept		sept		sept

		oct		oct		oct		oct		oct		oct		oct		oct

		nov		nov		nov		nov		nov		nov		nov		nov

		dec		dec		dec		dec		dec		dec		dec		dec



-

-

-

-

-

-

-

-

Tendência da Disponibilidade de Relatórios por Distrito

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0



		sept		sept		sept		sept		sept		sept		sept		sept

		oct		oct		oct		oct		oct		oct		oct		oct

		nov		nov		nov		nov		nov		nov		nov		nov

		dec		dec		dec		dec		dec		dec		dec		dec



-

-

-

-

-

-

-

-

Tendência da Pontualidade dos Relatórios por Distrito

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0



		sept		sept		sept		sept		sept		sept		sept		sept

		oct		oct		oct		oct		oct		oct		oct		oct

		nov		nov		nov		nov		nov		nov		nov		nov

		dec		dec		dec		dec		dec		dec		dec		dec



-

-

-

-

-

-

-

-

Tendência da Totalidade dos Relatórios por Distrito

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0



		Página de Verificação de Dados e Avaliação do Sistema - Região

		Região / Organização:						-						-																																								Avaliação do Sistema de Gestão de Dados - Região

		Região:						-						-																																								1		N/A		I - Estrutura, Funções e Capacidades de M&A

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-																																								2		N/A		II- Diretrizes para Divulgação de Dados

		Data da Revisão:						-						-																																								3		N/A		III - Formulários de Recolha e Divulgação de Dados

		Indicador Examinado:						-						-																																								4		N/A		IV- Processos da Gestão de Dados

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)																																										5		N/A		V - Ligação com o Sistema Nacional

																																																								Exatidão		Disponibilidade		Pontualidade		Totalidade

		Parte1:   Verificação de Dados																																																				sept		-		-		-		-

		A - Recontagem dos dados divulgados:																																																				oct		-		-		-		-

		Recontar os resultados dos relatórios enviados pelos Distritos para a Região, e comparar os valores divulgados pela Região. Explicar as eventuais discrepâncias..						sept		oct		nov		dec		COMENTÁRIOS																																						nov		-		-		-		-

		1		Consolidar os valores dos relatórios recebidos de todos os Distritos.   Qual é o valor consolidado? [A]																																																		dec		-		-		-		-

		2		Que resultado consolidado constava do relatório resumido elaborado pela Região (e apresentado ao próximo nível de divulgação de dados)? [B]

		3		Calcule a proporção entre os valores recontados e os valores divulgados. [A/B]				-		-		-		-		`

		4		Quais são os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, relatórios em falta, outros)?												`

		B - Desempenho dos Relatórios (divulgação de dados):

		Examinar se os relatórios de todos os distritos dentro da região, estão disponíveis e completos e se foram apresentados pontualmente. Quantos relatórios deveriam estar disponíveis?  Quantos estão disponíveis?  Foram recebidos no prazo? Estão completos?						sept		oct		nov		dec

		5		Quantos relatórios deveriam ter sido enviados pelos distritos? [A]

		6		Quantos relatórios estão disponíveis? [B]

		7		Cálculo da % de Relatórios Disponíveis [B/A]				-		-		-		-

		7		Verifique as datas dos relatórios recebidos.  Quantos relatórios foram recebidos pontualmente? (isto é, recebidos dentro do prazo). [C]

		9		Cálculo da % de Relatórios Pontuais [C/A]				-		-		-		-

		10		Quantos relatórios estavam completos?  (ou seja, relatórios com todos os dados necessários sobre o indicador). [D]

		11		Cálculo da % de Relatórios Completos [D/A]				-		-		-		-

						0

		Parte 2.  Avaliação do sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há técnicos responsáveis especificamente por examinar a qualidade dos dados (ex. exatidão, totalidade e pontualidade) dos relatórios recebidos do nível anterior (ex. distritos).		N/A						0								0

		2		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (ex. Unidade Central de M&A).		N/A						0								0

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0								0

		II- Diretrizes para Divulgação de Dados				N/A

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		4		,,, que dado(s) deve(m) ser reportado(s).		N/A						0								0

		5		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0								0

		6		… para quem os relatórios devem ser enviados.		N/A						0								0

		7		… quando os relatórios devem ser enviados.		N/A						0								0

		III - Formulários de recolha e divulgação dos dados				N/A

		7		A Unidade de M&A deu instruções claras sobre como preencher os formulários de recolha e divulgação dos dados.		N/A						0								0

		9		A Unidade de M&A identificou formulários padrão (uniformes) de divulgação dos dados para uso em todos os níveis do sistema.		N/A						0								0

		10		Os formulários são utilizados de forma consistente pelos Pontos de Prestação de Serviço.		N/A						0								0

		11		Todos os documentos-fonte e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0								0

		IV- Processos de Gestão de Dados				N/A

		12		Todos os distritos recebem comentários de forma sistemática sobre a qualidade dos dados reportados (ou seja, exatidão, totalidade e pontualidade).		N/A						0								0

		13		Se aplicável, existem controlos de qualidade implementados para quando os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0								0

		14		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0								0

		15		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0								0

		16		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0								0

		17		O sistema de registo e divulgação de dados impede a contagem repetida de utentes, dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço 2 vezes no período de um relatório, ou utente que recebe o mesmo serviço em dois locais diferentes, etc).		N/A						0								0

		17		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0								0

		19		Há um procedimento por escrito sobre como lidar com relatórios atrasados, incompletos, inexatos e em falta, incluindo o seguimento a ser feito junto aos pontos de prestação de serviços sobre a qualidade dos dados.		N/A						0								0

		20		Ao identificar discrepâncias dos dados nos relatórios recebidos dos distritos, a região documentou a resolução dada a tais discrepâncias.		N/A						0								0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		17		Quando disponíveis, os formulários do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0								0

		21		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0								0

		22		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0								0

		23		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0								0

						N/A

		Parte 3:   Recomendações para a Região

				Com base nas conclusões da verificação do sistema e dos dados do nível intermediário, descreva os ajustes requeridos e/ou as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Utilize como referência os resultados obtidos por área funcional do sistema (ver gráficos abaixo). Ações devem ser discutidas com o programa/projeto.

				Problema Identificado		Ação Proposta										Responsável		Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL: Região
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		2

		1

		2

		2

		2



Avaliação do Sistema de Gestão de Dados - Região

Avaliação do Sistema de Gestão de Dados
Região



		Mar 2009

		April 2009

		June 2009

		Oct 2009



Verificação de Dados e Relatórios 
Região

1.1428571429

0.9375

0.9615384615

1.1



		Mar 2009		Mar 2009		Mar 2009

		April 2009		April 2009		April 2009

		June 2009		June 2009		June 2009

		Oct 2009		Oct 2009		Oct 2009



Disponibilidade

Pontualidade

Totalidade

Desempenho dos Relatórios - Região

1

0.5

1

1

0.5

0.5

1

0.5

1

1

0.5

0.5



		Página de Verificação de Dados e Avaliação do Sistema - Região

		Região / Organização:						-						-																																								Avaliação do Sistema de Gestão de Dados - Região

		Região:						-						-																																								1		N/A		I - Estrutura, Funções e Capacidades de M&A

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-																																								2		N/A		II- Diretrizes para Divulgação de Dados

		Data da Revisão:						-						-																																								3		N/A		III - Formulários de Recolha e Divulgação de Dados

		Indicador Examinado:						-						-																																								4		N/A		IV- Processos da Gestão de Dados

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)																																										5		N/A		V - Ligação com o Sistema Nacional

																																																								Exatidão		Disponibilidade		Pontualidade		Totalidade

		Parte1:   Verificação de Dados																																																				sept		-		-		-		-

		A - Recontagem dos dados divulgados:																																																				oct		-		-		-		-

		Recontar os resultados dos relatórios enviados pelos Distritos para a Região, e comparar os valores divulgados pela Região. Explicar as eventuais discrepâncias..						sept		oct		nov		dec		COMENTÁRIOS																																						nov		-		-		-		-

		1		Consolidar os valores dos relatórios recebidos de todos os Distritos.   Qual é o valor consolidado? [A]																																																		dec		-		-		-		-

		2		Que resultado consolidado constava do relatório resumido elaborado pela Região (e apresentado ao próximo nível de divulgação de dados)? [B]

		3		Calcule a proporção entre os valores recontados e os valores divulgados. [A/B]				-		-		-		-		`

		4		Quais são os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, relatórios em falta, outros)?												`

		B - Desempenho dos Relatórios (divulgação de dados):

		Examinar se os relatórios de todos os distritos dentro da região, estão disponíveis e completos e se foram apresentados pontualmente. Quantos relatórios deveriam estar disponíveis?  Quantos estão disponíveis?  Foram recebidos no prazo? Estão completos?						sept		oct		nov		dec

		5		Quantos relatórios deveriam ter sido enviados pelos distritos? [A]

		6		Quantos relatórios estão disponíveis? [B]

		7		Cálculo da % de Relatórios Disponíveis [B/A]				-		-		-		-

		7		Verifique as datas dos relatórios recebidos.  Quantos relatórios foram recebidos pontualmente? (isto é, recebidos dentro do prazo). [C]

		9		Cálculo da % de Relatórios Pontuais [C/A]				-		-		-		-

		10		Quantos relatórios estavam completos?  (ou seja, relatórios com todos os dados necessários sobre o indicador). [D]

		11		Cálculo da % de Relatórios Completos [D/A]				-		-		-		-

						0

		Parte 2.  Avaliação do sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há técnicos responsáveis especificamente por examinar a qualidade dos dados (ex. exatidão, totalidade e pontualidade) dos relatórios recebidos do nível anterior (ex. distritos).		N/A						0								0

		2		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (ex. Unidade Central de M&A).		N/A						0								0

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0								0

		II- Diretrizes para Divulgação de Dados				N/A

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		4		,,, que dado(s) deve(m) ser reportado(s).		N/A						0								0

		5		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0								0

		6		… para quem os relatórios devem ser enviados.		N/A						0								0

		7		… quando os relatórios devem ser enviados.		N/A						0								0

		III - Formulários de recolha e divulgação dos dados				N/A

		7		A Unidade de M&A deu instruções claras sobre como preencher os formulários de recolha e divulgação dos dados.		N/A						0								0

		9		A Unidade de M&A identificou formulários padrão (uniformes) de divulgação dos dados para uso em todos os níveis do sistema.		N/A						0								0

		10		Os formulários são utilizados de forma consistente pelos Pontos de Prestação de Serviço.		N/A						0								0

		11		Todos os documentos-fonte e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0								0

		IV- Processos de Gestão de Dados				N/A

		12		Todos os distritos recebem comentários de forma sistemática sobre a qualidade dos dados reportados (ou seja, exatidão, totalidade e pontualidade).		N/A						0								0

		13		Se aplicável, existem controlos de qualidade implementados para quando os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0								0

		14		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0								0

		15		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0								0

		16		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0								0

		17		O sistema de registo e divulgação de dados impede a contagem repetida de utentes, dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço 2 vezes no período de um relatório, ou utente que recebe o mesmo serviço em dois locais diferentes, etc).		N/A						0								0

		17		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0								0

		19		Há um procedimento por escrito sobre como lidar com relatórios atrasados, incompletos, inexatos e em falta, incluindo o seguimento a ser feito junto aos pontos de prestação de serviços sobre a qualidade dos dados.		N/A						0								0

		20		Ao identificar discrepâncias dos dados nos relatórios recebidos dos distritos, a região documentou a resolução dada a tais discrepâncias.		N/A						0								0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		17		Quando disponíveis, os formulários do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0								0

		21		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0								0

		22		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0								0

		23		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0								0

						N/A

		Parte 3:   Recomendações para a Região

				Com base nas conclusões da verificação do sistema e dos dados do nível intermediário, descreva os ajustes requeridos e/ou as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Utilize como referência os resultados obtidos por área funcional do sistema (ver gráficos abaixo). Ações devem ser discutidas com o programa/projeto.

				Problema Identificado		Ação Proposta										Responsável		Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL: Região
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		2.67

		1

		1.75

		2

		1



Avaliação do Sistema de Gestão de Dados - Região

Avaliação do Sistema de Gestão de Dados
Região



		Mar 2009

		April 2009

		June 2009

		Oct 2009



Verificação de Dados e Relatórios 
Região

0.8695652174

0.8333333333

1.2

1.15



		Mar 2009		Mar 2009		Mar 2009

		April 2009		April 2009		April 2009

		June 2009		June 2009		June 2009

		Oct 2009		Oct 2009		Oct 2009



Disponibilidade

Pontualidade

Totalidade

Desempenho dos Relatórios - Região

1

0.6666666667

1

0.6666666667

1

1

1

0.6666666667

0.6666666667

1

0.3333333333

0.3333333333



		Página de Verificação de Dados e Avaliação do Sistema - Região

		Região / Organização:						-						-																																								Avaliação do Sistema de Gestão de Dados - Região

		Região:						-						-																																								1		N/A		I - Estrutura, Funções e Capacidades de M&A

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-																																								2		N/A		II- Diretrizes para Divulgação de Dados

		Data da Revisão:						-						-																																								3		N/A		III - Formulários de Recolha e Divulgação de Dados

		Indicador Examinado:						-						-																																								4		N/A		IV- Processos da Gestão de Dados

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)																																										5		N/A		V - Ligação com o Sistema Nacional

																																																								Exatidão		Disponibilidade		Pontualidade		Totalidade

		Parte1:   Verificação de Dados																																																				sept		-		-		-		-

		A - Recontagem dos dados divulgados:																																																				oct		-		-		-		-

		Recontar os resultados dos relatórios enviados pelos Distritos para a Região, e comparar os valores divulgados pela Região. Explicar as eventuais discrepâncias..						sept		oct		nov		dec		COMENTÁRIOS																																						nov		-		-		-		-

		1		Consolidar os valores dos relatórios recebidos de todos os Distritos.   Qual é o valor consolidado? [A]																																																		dec		-		-		-		-

		2		Que resultado consolidado constava do relatório resumido elaborado pela Região (e apresentado ao próximo nível de divulgação de dados)? [B]

		3		Calcule a proporção entre os valores recontados e os valores divulgados. [A/B]				-		-		-		-		`

		4		Quais são os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, relatórios em falta, outros)?												`

		B - Desempenho dos Relatórios (divulgação de dados):

		Examinar se os relatórios de todos os distritos dentro da região, estão disponíveis e completos e se foram apresentados pontualmente. Quantos relatórios deveriam estar disponíveis?  Quantos estão disponíveis?  Foram recebidos no prazo? Estão completos?						sept		oct		nov		dec

		5		Quantos relatórios deveriam ter sido enviados pelos distritos? [A]

		6		Quantos relatórios estão disponíveis? [B]

		7		Cálculo da % de Relatórios Disponíveis [B/A]				-		-		-		-

		7		Verifique as datas dos relatórios recebidos.  Quantos relatórios foram recebidos pontualmente? (isto é, recebidos dentro do prazo). [C]

		9		Cálculo da % de Relatórios Pontuais [C/A]				-		-		-		-

		10		Quantos relatórios estavam completos?  (ou seja, relatórios com todos os dados necessários sobre o indicador). [D]

		11		Cálculo da % de Relatórios Completos [D/A]				-		-		-		-

						0

		Parte 2.  Avaliação do sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há técnicos responsáveis especificamente por examinar a qualidade dos dados (ex. exatidão, totalidade e pontualidade) dos relatórios recebidos do nível anterior (ex. distritos).		N/A						0								0

		2		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (ex. Unidade Central de M&A).		N/A						0								0

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0								0

		II- Diretrizes para Divulgação de Dados				N/A

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		4		,,, que dado(s) deve(m) ser reportado(s).		N/A						0								0

		5		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0								0

		6		… para quem os relatórios devem ser enviados.		N/A						0								0

		7		… quando os relatórios devem ser enviados.		N/A						0								0

		III - Formulários de recolha e divulgação dos dados				N/A

		7		A Unidade de M&A deu instruções claras sobre como preencher os formulários de recolha e divulgação dos dados.		N/A						0								0

		9		A Unidade de M&A identificou formulários padrão (uniformes) de divulgação dos dados para uso em todos os níveis do sistema.		N/A						0								0

		10		Os formulários são utilizados de forma consistente pelos Pontos de Prestação de Serviço.		N/A						0								0

		11		Todos os documentos-fonte e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0								0

		IV- Processos de Gestão de Dados				N/A

		12		Todos os distritos recebem comentários de forma sistemática sobre a qualidade dos dados reportados (ou seja, exatidão, totalidade e pontualidade).		N/A						0								0

		13		Se aplicável, existem controlos de qualidade implementados para quando os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0								0

		14		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0								0

		15		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0								0

		16		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0								0

		17		O sistema de registo e divulgação de dados impede a contagem repetida de utentes, dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço 2 vezes no período de um relatório, ou utente que recebe o mesmo serviço em dois locais diferentes, etc).		N/A						0								0

		17		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0								0

		19		Há um procedimento por escrito sobre como lidar com relatórios atrasados, incompletos, inexatos e em falta, incluindo o seguimento a ser feito junto aos pontos de prestação de serviços sobre a qualidade dos dados.		N/A						0								0

		20		Ao identificar discrepâncias dos dados nos relatórios recebidos dos distritos, a região documentou a resolução dada a tais discrepâncias.		N/A						0								0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		17		Quando disponíveis, os formulários do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0								0

		21		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0								0

		22		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0								0

		23		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0								0

						N/A

		Parte 3:   Recomendações para a Região

				Com base nas conclusões da verificação do sistema e dos dados do nível intermediário, descreva os ajustes requeridos e/ou as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Utilize como referência os resultados obtidos por área funcional do sistema (ver gráficos abaixo). Ações devem ser discutidas com o programa/projeto.

				Problema Identificado		Ação Proposta										Responsável		Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL: Região
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		I - Estrutura, Funções e Capacidades de M&A

		II- Diretrizes para Divulgação de Dados

		III - Formulários de Recolha e Divulgação de Dados

		IV- Processos da Gestão de Dados

		V - Ligação com o Sistema Nacional



Avaliação do Sistema de Gestão de Dados - Região

Avaliação do Sistema de Gestão de Dados
Região

3

1

1.75

2

1



		Mar 2009

		April 2009

		June 2009

		Oct 2009



Verificação de Dados e Relatórios 
Região

0.8333333333

0.9090909091

1.1538461538

1.0666666667



		Mar 2009		Mar 2009		Mar 2009

		April 2009		April 2009		April 2009

		June 2009		June 2009		June 2009

		Oct 2009		Oct 2009		Oct 2009



Disponibilidade

Pontualidade

Totalidade

Desempenho dos Relatórios - Região

0.75

1

1

0.5

1

0.5

1

0.5

0.75

0.5

0.5

0.5



		Página de Verificação de Dados e Avaliação do Sistema - Região

		Região / Organização:						-						-																																								Avaliação do Sistema de Gestão de Dados - Região

		Região:						-						-																																								1		N/A		I - Estrutura, Funções e Capacidades de M&A

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-																																								2		N/A		II- Diretrizes para Divulgação de Dados

		Data da Revisão:						-						-																																								3		N/A		III - Formulários de Recolha e Divulgação de Dados

		Indicador Examinado:						-						-																																								4		N/A		IV- Processos da Gestão de Dados

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)																																										5		N/A		V - Ligação com o Sistema Nacional

																																																								Exatidão		Disponibilidade		Pontualidade		Totalidade

		Parte1:   Verificação de Dados																																																				sept		-		-		-		-

		A - Recontagem dos dados divulgados:																																																				oct		-		-		-		-

		Recontar os resultados dos relatórios enviados pelos Distritos para a Região, e comparar os valores divulgados pela Região. Explicar as eventuais discrepâncias..						sept		oct		nov		dec		COMENTÁRIOS																																						nov		-		-		-		-

		1		Consolidar os valores dos relatórios recebidos de todos os Distritos.   Qual é o valor consolidado? [A]																																																		dec		-		-		-		-

		2		Que resultado consolidado constava do relatório resumido elaborado pela Região (e apresentado ao próximo nível de divulgação de dados)? [B]

		3		Calcule a proporção entre os valores recontados e os valores divulgados. [A/B]				-		-		-		-		`

		4		Quais são os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, relatórios em falta, outros)?												`

		B - Desempenho dos Relatórios (divulgação de dados):

		Examinar se os relatórios de todos os distritos dentro da região, estão disponíveis e completos e se foram apresentados pontualmente. Quantos relatórios deveriam estar disponíveis?  Quantos estão disponíveis?  Foram recebidos no prazo? Estão completos?						sept		oct		nov		dec

		5		Quantos relatórios deveriam ter sido enviados pelos distritos? [A]

		6		Quantos relatórios estão disponíveis? [B]

		7		Cálculo da % de Relatórios Disponíveis [B/A]				-		-		-		-

		7		Verifique as datas dos relatórios recebidos.  Quantos relatórios foram recebidos pontualmente? (isto é, recebidos dentro do prazo). [C]

		9		Cálculo da % de Relatórios Pontuais [C/A]				-		-		-		-

		10		Quantos relatórios estavam completos?  (ou seja, relatórios com todos os dados necessários sobre o indicador). [D]

		11		Cálculo da % de Relatórios Completos [D/A]				-		-		-		-

						0

		Parte 2.  Avaliação do sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há técnicos responsáveis especificamente por examinar a qualidade dos dados (ex. exatidão, totalidade e pontualidade) dos relatórios recebidos do nível anterior (ex. distritos).		N/A						0								0

		2		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (ex. Unidade Central de M&A).		N/A						0								0

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0								0

		II- Diretrizes para Divulgação de Dados				N/A

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		4		,,, que dado(s) deve(m) ser reportado(s).		N/A						0								0

		5		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0								0

		6		… para quem os relatórios devem ser enviados.		N/A						0								0

		7		… quando os relatórios devem ser enviados.		N/A						0								0

		III - Formulários de recolha e divulgação dos dados				N/A

		7		A Unidade de M&A deu instruções claras sobre como preencher os formulários de recolha e divulgação dos dados.		N/A						0								0

		9		A Unidade de M&A identificou formulários padrão (uniformes) de divulgação dos dados para uso em todos os níveis do sistema.		N/A						0								0

		10		Os formulários são utilizados de forma consistente pelos Pontos de Prestação de Serviço.		N/A						0								0

		11		Todos os documentos-fonte e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0								0

		IV- Processos de Gestão de Dados				N/A

		12		Todos os distritos recebem comentários de forma sistemática sobre a qualidade dos dados reportados (ou seja, exatidão, totalidade e pontualidade).		N/A						0								0

		13		Se aplicável, existem controlos de qualidade implementados para quando os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0								0

		14		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0								0

		15		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0								0

		16		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0								0

		17		O sistema de registo e divulgação de dados impede a contagem repetida de utentes, dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço 2 vezes no período de um relatório, ou utente que recebe o mesmo serviço em dois locais diferentes, etc).		N/A						0								0

		17		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0								0

		19		Há um procedimento por escrito sobre como lidar com relatórios atrasados, incompletos, inexatos e em falta, incluindo o seguimento a ser feito junto aos pontos de prestação de serviços sobre a qualidade dos dados.		N/A						0								0

		20		Ao identificar discrepâncias dos dados nos relatórios recebidos dos distritos, a região documentou a resolução dada a tais discrepâncias.		N/A						0								0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		17		Quando disponíveis, os formulários do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0								0

		21		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0								0

		22		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0								0

		23		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0								0

						N/A

		Parte 3:   Recomendações para a Região

				Com base nas conclusões da verificação do sistema e dos dados do nível intermediário, descreva os ajustes requeridos e/ou as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Utilize como referência os resultados obtidos por área funcional do sistema (ver gráficos abaixo). Ações devem ser discutidas com o programa/projeto.

				Problema Identificado		Ação Proposta										Responsável		Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL: Região
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		2

		3

		1.75

		2.33

		1



Avaliação do Sistema de Gestão de Dados - Região

Avaliação do Sistema de Gestão de Dados
Região



		Mar 2009

		April 2009

		June 2009

		Oct 2009



Verificação de Dados e Relatórios 
Região

1.0714285714

0.9722222222

0.9523809524

1.0666666667



		Mar 2009		Mar 2009		Mar 2009

		April 2009		April 2009		April 2009

		June 2009		June 2009		June 2009

		Oct 2009		Oct 2009		Oct 2009



Disponibilidade

Pontualidade

Totalidade

Desempenho dos Relatórios - Região

0.8

1

0.75

0.6

0.6666666667

1

0.8

0.75

0.5

0.6

0.3333333333

0.6666666667



		Nível Regional - Sumário
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		Estrutura, Funções e Capacidades de M&A

		Diretrizes para Divulgação de Dados

		Fomulários de Recolha e Divulgação de Dados

		Processos de Gestão de Dados

		Ligações com o Sistema Nacional



Avaliação do Sistema

Avaliação do Sistema de Gestão de Dados
Média Nível Regional

0

0

0

0

0



		Time 1

		Time 2

		Time 3

		Time 4



Fator de Verificação

Verificação de Dados e Relatórios
Média Nível Regional

0

0

0

0



		-		-		-		-		-

		-		-		-		-		-

		-		-		-		-		-

		-		-		-		-		-



Estrutura, Funções e Capacidades de M&A

Diretrizes para Divulgação de Dados

Fomulários de Recolha e Divulgação de Dados

Processos de Gestão de Dados

Ligações com o Sistema Nacional

Avaliação do Sistema de Gestão de Dados
Resultados por Região

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0



		Time 1		Time 1		Time 1		Time 1

		Time 2		Time 2		Time 2		Time 2

		Time 3		Time 3		Time 3		Time 3

		Time 4		Time 4		Time 4		Time 4



-

-

-

-

Fator de Verificação por Região e por Período

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0



		Mar 2009

		April 2009

		June 2009



Availabilty

Reporting Performance - 
Regional Level Average

0

0

0



		Provincia A		Provincia A		Provincia A

		Provincia B		Provincia B		Provincia B



Availabilty

Timliness

Completeness

Reporting Performance by Regional Sites

0

0

0

0

0

0



		Provincia A		Provincia A		Provincia A		Provincia A

		Provincia B		Provincia B		Provincia B		Provincia B



Mar 2009

April 2009

June 2009

Oct 2009

Data Verifications - Verification Factors by Regional Sites

0

0

0

0

0

0

0

0



		Time 1		0		0

		Time 2		0		0

		Time 3		0		0

		Time 4		0		0



Disponibilidade

Pontualidade

Totalidade

Desempenho dos Relatórios
Média Nivel Regional

0

0

0

0



		Indicator 1		Indicator 1		Indicator 1		Indicator 1

		Indicator 2		Indicator 2		Indicator 2		Indicator 2

		Indicator 3		Indicator 3		Indicator 3		Indicator 3

		Indicator 4		Indicator 4		Indicator 4		Indicator 4



-

-

-

-

Tendência da Disponibilidade de Relatórios por Região

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0



		sept		sept		sept		sept

		oct		oct		oct		oct

		nov		nov		nov		nov

		dec		dec		dec		dec



-

-

-

-

Tendência da Pontualidade dos Relatórios por Região

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0



		Indicator 1		Indicator 1		Indicator 1		Indicator 1

		Indicator 2		Indicator 2		Indicator 2		Indicator 2

		Indicator 3		Indicator 3		Indicator 3		Indicator 3

		Indicator 4		Indicator 4		Indicator 4		Indicator 4



-

-

-

-

Tendência da Totalidade dos 
Relatórios por Distrito

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0



		Página de Verificação de Dados e Avaliação do Sistema - Região - Unidade Central de M&A

		Unidade Central de M&A / Organização:						-						-

		Período(s) de Relatório(s) Verificado(s):						1) sept,  2) oct , 3) nov, 4) dec						-

		Data da Revisão:						-						-

		Indicador Examinado:						-						-

		Componentes do Sistema de M&A						Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                                          N/A				COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço e a elaboração do Plano de Ação)

																																																						Avaliação do Sistema de Gestão de Dados - Unidade Central de M&A																								yes -completely		partly		no, not at all		N/A

		Parte1:   Verificação de Dados																																																				1		N/A		I - Estrutura, Funções e Capacidades de M&A																		accuracy		0		0		0		0

		A - Recontagem dos dados divulgados:																																																				2		N/A		II- Diretrizes para Divulgação de Dados																		reliability		0		0		0		0

		Recontar os resultados dos relatórios enviados pelos Distritos e/ou Regiões (conforme o caso), para o Nível Nacional - Unidade de M&A, e comparar com os valores divulgados pelo Programa Nacional (ou reportado para os doadores, se aplicável). Explicar as eventuais discrepâncias.						sept		oct		nov		dec		COMENTÁRIOS																																						3		N/A		III - Formulários de Recolha e Divulgação de Dados																		timeliness		0		0		0		0

		1		Consolidar os valores dos relatórios recebidos de todos os níveis intermediários. Qual é o valor consolidado? [A]																																																		4		N/A		IV- Processos da Gestão de Dados																		completeness		0		0		0		0

		2		Que resultado consolidado constava do relatório resumido elaborado pela Unidade de M&A? [B]																																																		5		N/A		V - Ligação com o Sistema Nacional																		precision		0		0		0		0

		3		Calcule a proporção entre os valores recontados e os valores divulgados. [A/B]				-		-		-		-																																																														confidentiality		0		0		0		0

		4		Quais são os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, relatórios em falta, outros)?																																																																								integrity		0		0		0		0

		B - Desempenho dos Relatórios (divulgação de dados):

		Examinar se os relatórios de todos dos níveis intermediários de agregação, estão disponíveis e completos e se foram apresentados pontualmente. Quantos relatórios deveriam estar disponíveis?  Quantos estão disponíveis?  Foram recebidos no prazo? Estão completos?						sept		oct		nov		dec																																								Reporting Performance

		5		Quantos relatórios deveriam ter sido enviados pelas regiões e/ou distritos? [A]																																																		Exatidão		Disponibilidade		Pontualidade		Totalidade

		6		Quantos relatórios estão disponíveis? [B]																																																sept		-		-		-		-

		7		Cálculo da % de Relatórios Disponíveis [B/A]				-		-		-		-																																						oct		-		-		-		-

		8		Verifique as datas dos relatórios recebidos.  Quantos relatórios foram recebidos pontualmente? (isto é, recebidos dentro do prazo). [C]																																																nov		-		-		-		-

		9		Cálculo da % de Relatórios Pontuais [C/A]				-		-		-		-																																						dec		-		-		-		-

		10		Quantos relatórios estavam completos?  (ou seja, relatórios com todos os dados necessários sobre o indicador). [D]

		11		Cálculo da % de Relatórios Completos [D/A]				-		-		-		-

		Parte 2.  Avaliação do sistema

		I - Estrutura, Funções e Capacidades de M&A

		1		Há um organograma documentado que identifique claramente os cargos que têm responsabilidades pela gestão de dados na Unidade de M&A.		N/A						0

		2		Todos os cargos dedicados à M&A e aos sistemas de gestão de dados estão preenchidos.		N/A						0

		3		Um profissional em posição superior (p.ex., o Gestor de Programa / Projeto) é responsável por examinar os valores agregados antes da apresentação/divulgação dos relatórios da Unidade de M&A.		N/A						0

		4		Há técnicos responsáveis especificamente por examinar a qualidade dos dados (ou seja, exatidão, totalidade, pontualidade e confidencialidade) recebidos dos subníveis de divulgação de dados (p.ex., regiões, distritos, pontos de prestação de serviços).		N/A						0

		5		Há um plano de formação que inclui os técnicos/profissionais envolvidos na recolha e divulgação de dados a todos os níveis do sistema de gestão de dados.		N/A						0

		6		Todos os técnicos/profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A						0

		II- Diretrizes para Divulgação de Dados				N/A

		7		A Unidade de M&A documentou e divulgou a definição do(s) indicador(es) com todos os níveis relevantes do sistema de divulgação de dados (p.ex., regiões, distritos, pontos de prestação de serviços).		N/A						0

		8		Há uma descrição dos serviços que estão relacionados a cada indicador medido pelo Programa/Projeto.		N/A						0

		9		Há uma política por escrito que estabelece o tempo de retenção dos documentos-fontes e relatórios.		N/A						0

		10		A Unidade de M&A deu instruções claras e por escrito a todos os pontos  divulgadores de dados (p.ex., regiões, distritos, pontos de prestação de serviços) sobre os requisitos e os prazos para divulgação dos dados.		N/A						0

		A Unidade de M&A deu intruções por escrito a cada nível de divulgação de dados, sobre....

		11		,,, que dado(s) deve(m) ser reportado(s).		N/A						0

		12		… como (Ex. em que formato) os relatórios devem ser enviados.		N/A						0

		13		… para quem os relatórios devem ser enviados.		N/A						0

		14		… quando os relatórios devem ser enviados.		N/A						0

		III - Formulários de recolha e divulgação dos dados				N/A

		15		Se existirem múltiplas organizações envolvidas na implementação de atividades do Programa/Projeto, todas utilizam os mesmos formulários e prazos de divulgação de dados.		N/A						0

		16		A Unidade de M&A identificou um documento-fonte padrão (p.ex., registo médico, ficha de admissão de utentes, registo, etc.) a ser utilizado por todos os pontos de prestação de serviços para registar a prestação de serviços.		N/A						0

		17		A Unidade de M&A identificou formulários/ferramentas uniformes a serem utilizados em todos os níveis de divulgação de dados.		N/A						0

		18		São utilizados consistentemente formulários e ferramentas uniformes pelos pontos de prestação de serviço.		N/A						0

		19		A Unidade de M&A deu instruções claras sobre como preencher os formulários/ferramentas de recolha e divulgação de dados.		N/A						0

		20		Os dados recolhidos pelo sistema de M&A têm exatidão suficiente para medir o(s) indicador(es) (ou seja, são recolhidos dados relevantes, com distribuição por sexo, faixa etária, etc., quando o indicador especifica a desagregação de acordo com estas características).		N/A						0

		21		Todos os documentos-fonte e formulários de divulgação de dados pertinentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A						0

		IV- Processos de Gestão de Dados				N/A

		22		A Unidade de M&A tem claramente documentado os passos para consolidação, análise e/ou manuseio de dados em cada nível do sistema de divulgação de dados.		N/A						0

		23		Todos os subníveis de divulgação de dados recebem comentários de forma sistemática sobre a qualidade da sua divulgação de dados (ou seja, exatidão, totalidade e pontualidade).		N/A						0

		24		Se aplicável, foram implementados controlos de qualidade para os casos em que os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A						0

		25		Se aplicável, há um procedimento por escrito sobre cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A						0

		26		Caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são semanais ou mensais).		N/A						0

		27		Os dados pessoais dos utentes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A						0

		28		O sistema de registo e divulgação de dados impede a contagem repetida de utentes dentro e entre Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço duas vezes no período de um relatório, utente com registo de recebimento do mesmo serviço em dois locais diferentes, etc.).		N/A						0

		29		O sistema de divulgação de dados permite a identificação e o registo de "abandono", utente "perdido para seguimento" ou "falecido".		N/A						0

		30		Há um procedimento por escrito sobre como lidar com relatórios atrasados, incompletos, inexatos e em falta, incluindo o seguimento a ser feito junto aos subníveis de divulgação de dados sobre a qualidade dos dados.		N/A						0

		31		Ao identificar discrepâncias dos dados nos relatórios recebidos dos subníveis de divulgação de dados (p.ex., distritos ou regiões), a Unidade de M&A  documentou a resolução dada a tais discrepâncias.		N/A						0

		32		A Unidade de M&A pode demonstrar que ocorreram visitas regulares de supervisão aos centros e que a qualidade dos dados foi examinada.		N/A						0

		V - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		33		Se aplicável, os dados são divulgados por meio de um único canal do sistema nacional de informação.		N/A						0

		34		Quando disponíveis, os formulários/ferramentas do sistema nacional são utilizados para coleta de dados e relatórios.		N/A						0

		35		Os prazos dos relatórios são harmonizados com o cronograma estabelecido pelo Programa Nacional (ex:, prazos estabelecidos para relatórios mensais).		N/A						0

		36		Os pontos de prestação de serviço são identificados/codificados por meio de números utilizados pelo sistema nacional.		N/A						0																																										System Assessment

		37		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A						0

		38		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A						0

						N/A

		Parte 3:   Recomendações para a Região

				Com base nas conclusões da verificação do sistema e dos dados da Unidade Central de M&A, descreva os ajustes requeridos e/ou as medidas de reforço recomendadas, com uma estimativa de tempo necessária para sua implementação. Utilize como referência os resultados obtidos por área funcional do sistema (ver gráficos abaixo). Ações devem ser discutidas com o programa/projeto.

				Problema Identificado		Ação Proposta										Responsável		Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL: Unidade Central de M&A
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Avaliação do Sistema de Gestão de Dados - Unidade Central de M&A

Avaliação do Sistema de Gestão de Dados
Unidade Central de M&A



		Período 1

		Período 2

		Período 3

		Período 4



Reporting Performance

Verificação de Dados e Relatórios 
Unidade Central de M&A



		Período 1		Período 1		Período 1

		Período 2		Período 2		Período 2

		Período 3		Período 3		Período 3

		Período 4		Período 4		Período 4



Disponibilidade

Pontualidade

Totalidade

Desempenho dos Relatórios
Unidade Central de M&A



		SUMÁRIO

Avaliação do Sistema de Gestão e Divulgação de Dados								I		II		III		IV		V		Média (por site)				Codificação por Cores

										Estrutura, Funções e Capacidades de M&A		Diretrizes para Divulgação de Dados		Fomulários de Recolha e Divulgação de Dados		Processos de Gestão de Dados		Ligações com o Sistema Nacional						Verde		2.5 - 3.0		Sim - Completamente

		Unidade de M&A																						Amarelo		1.5 - 2.5		Parcialmente

		-		-						N/A		N/A		N/A		N/A		N/A		N/A				Vermelho		< 1.5		Não - Nada

		Nível Regional

		1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2		-						N/A		N/A		N/A		N/A		N/A		N/A

		3		-						N/A		N/A		N/A		N/A		N/A		N/A

		4		-						N/A		N/A		N/A		N/A		N/A		N/A

		Nível Distrital

		1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2		-						N/A		N/A		N/A		N/A		N/A		N/A

		3		-						N/A		N/A		N/A		N/A		N/A		N/A

		4		-						N/A		N/A		N/A		N/A		N/A		N/A

		5		-						N/A		N/A		N/A		N/A		N/A		N/A

		6		-						N/A		N/A		N/A		N/A		N/A		N/A

		7		-						N/A		N/A		N/A		N/A		N/A		N/A

		8		-						N/A		N/A		N/A		N/A		N/A		N/A

		Pontos de Prestação de Serviço

		1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2		-						N/A		N/A		N/A		N/A		N/A		N/A

		3		-						N/A		N/A		N/A		N/A		N/A		N/A

		4		-						N/A		N/A		N/A		N/A		N/A		N/A

		5		-						N/A		N/A		N/A		N/A		N/A		N/A

		6		-						N/A		N/A		N/A		N/A		N/A		N/A

		7		-						N/A		N/A		N/A		N/A		N/A		N/A

		8		-						N/A		N/A		N/A		N/A		N/A		N/A

		9		-						N/A		N/A		N/A		N/A		N/A		N/A

		10		-						N/A		N/A		N/A		N/A		N/A		N/A

		11		-						N/A		N/A		N/A		N/A		N/A		N/A

		12		-						N/A		N/A		N/A		N/A		N/A		N/A

		13		-						N/A		N/A		N/A		N/A		N/A		N/A

		14		-						N/A		N/A		N/A		N/A		N/A		N/A

		15		-						N/A		N/A		N/A		N/A		N/A		N/A

		16		-						N/A		N/A		N/A		N/A		N/A		N/A

		17		-						N/A		N/A		N/A		N/A		N/A		N/A

		18		-						N/A		N/A		N/A		N/A		N/A		N/A

		19		-						N/A		N/A		N/A		N/A		N/A		N/A

		20		-						N/A		N/A		N/A		N/A		N/A		N/A

		21		-						N/A		N/A		N/A		N/A		N/A		N/A

		22		-						N/A		N/A		N/A		N/A		N/A		N/A

		23		-						N/A		N/A		N/A		N/A		N/A		N/A

		24		-						N/A		N/A		N/A		N/A		N/A		N/A

		Média (por área funcional)								N/A		N/A		N/A		N/A		N/A		N/A
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		Resultado Global
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		Estrutura, Funções e Capacidades de M&A

		Diretrizes para Divulgação de Dados

		Fomulários de Recolha e Divulgação de Dados

		Processos de Gestão de Dados

		Ligações com o Sistema Nacional



Média Geral

Avaliação do Sistema de Gestão de Dados
Média Geral do Sistema

0

0

0

0

0



		Time 1

		Time 2

		Time 3

		Time 4



Time 1

Verificação de Dados e Relatórios
Média Geral do Sistema por Período

0

0

0

0



		Média PPS		Média PPS		Média PPS		Média PPS		Média PPS

		Média Distrital		Média Distrital		Média Distrital		Média Distrital		Média Distrital

		Média Regional		Média Regional		Média Regional		Média Regional		Média Regional

		-		-		-		-		-



Estrutura, Funções e Capacidades de M&A

Diretrizes para Divulgação de Dados

Fomulários de Recolha e Divulgação de Dados

Processos de Gestão de Dados

Ligações com o Sistema Nacional

Avaliação do Sistema de Gestão de Dados
Média de Resultados por Nível

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0



		Time 1		Time 1		Time 1		Time 1

		Time 2		Time 2		Time 2		Time 2

		Time 3		Time 3		Time 3		Time 3

		Time 4		Time 4		Time 4		Time 4



Média PPS

Média Distrital

Média Regional

-

Fator de Verificação Médio por Nível e por Período

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0



		District Average		District Average		District Average

		Regional Average		Regional Average		Regional Average

		Pathfinder Maputo		Pathfinder Maputo		Pathfinder Maputo



Availabilty

Timliness

Completeness

Reporting Performance by Reporting Level

0

0

0

0

0

0

0

0

0



		Time 1		0		0

		Time 2		0		0

		Time 3		0		0

		Time 4		0		0



Média Distrital

Média Regional

-

Tendência da Média de Relatórios Disponíveis por Nível

0

0

0

0



		Time 1		0		0

		Time 2		0		0

		Time 3		0		0

		Time 4		0		0



Média Distrital

Média Regional

-

Tendência da Média de Relatórios Pontuais por Nível

0

0

0

0



		Time 1		0		0

		Time 2		0		0

		Time 3		0		0

		Time 4		0		0



Média Distrital

Média Regional

-

Tendência da Média de Relatórios
Completos por Nível

0

0

0

0



		Time 1		0		0

		Time 2		0		0

		Time 3		0		0

		Time 4		0		0



Disponibilidade

Pontualidade

Totalidade

Desempenho dos Relatórios
Média Geral do Sistema

0

0

0

0



		Mar 2009		0		0		1		1		1		1		1		1		1		1		1		1

		April 2009		0		0

		June 2009		0		0

		Oct 2009		0		0



Availabilty

Timliness

Completeness

Reporting Performance - 
Average over all sites

0

0

0

0



		ARQD Plano de Ação Final

		País:

		Programa/Projeto:

		Data do ARQD:

		Data Proposta para Seguimento:

		Problemas Identificados						Ações Propostas		Responsável(is)		Prazo		Comentários

		Adicione outras linhas se necessário

		Sumário dos Planos de Ação por Local

		Local				Problemas Identificados		Ações Propostas		Responsável(is)		Prazo		Comentários

		Unidade Central M&A		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Região 1		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Região 2		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Região 3		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Região 4		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Distrito 1		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Distrito 2		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Distrito 3		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Distrito 4		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Distrito 5		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Distrito 6		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Distrito 7		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Distrito 8		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		PPS 1		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		PPS 2		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		PPS 3		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		PPS 4		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		PPS 5		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		PPS 6		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		PPS 7		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		PPS 8		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		PPS 9		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		PPS 10		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		PPS 11		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		PPS 12		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		PPS 13		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		PPS 14		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		PPS 15		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		PPS 16		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		PPS 17		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		PPS 18		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		PPS 19		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		PPS 20		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		PPS 21		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		PPS 22		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		PPS 23		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		PPS 24		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-



&A&RPage &P



		Componentes da Avaliação de Sistemas que Contribuem para as Dimensões da Qualidade de Dados

		Área funcional						Nível						Dimensões da qualidade de dados

								Unidade de M&A		Níveis de agregação		Pontos de serviços		Exatidão		Fiabilidade		Pontualidade		Totalidade		Precisão		Confidencialidade		Integridade

		I - Estrutura, Funções e Capacidades de M&A

		Há um organograma documentado que identifique claramente os cargos que têm responsabilidades pela gestão de dados na Unidade de M&A.				0		P						�		�		�

		Todos os cargos dedicados à M&A e aos sistemas de gestão de dados estão preenchidos.				0		P						�		�		�

		Um profissional em posição superior (p.ex., o Gestor de Programa/Projeto) é responsável por examinar os valores agregados antes da apresentação/divulgação dos relatórios da Unidade de M&A.				0		P						�		�				�		�

		Há técnicos responsáveis especificamente por examinar a qualidade dos dados (ou seja, exatidão, totalidade, pontualidade e confidencialidade) recebidos dos subníveis de divulgação de dados (p.ex., regiões, distritos, pontos de prestação de serviços).						P		P				�		�		�		�		�		�

		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., à Unidade Central de M&A).								P		P		�		�

		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.										P		�		�

		Há um plano de formação que inclui os técnicos/profissionais envolvidos na recolha e divulgação de dados a todos os níveis do processo de divulgação.						P						�		�		�		�				�

		Todos os técnicos/profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.				0		P		P		P		�		�		�		�		�		�

		II - Diretrizes para Divulgação de Dados

		A Unidade de M&A documentou e divulgou a definição do(s) indicador(es) com todos os níveis relevantes do sistema de divulgação de dados (p.ex., regiões, distritos, pontos de prestação de serviços).				0		P						�		�

		Há uma descrição dos serviços que estão relacionados a cada indicador medido pelo Programa/Projeto.				0		P						�		�

		A Unidade de M&A deu instruções claras e por escrito a todos os pontos  divulgadores de dados (p.ex., regiões, distritos, pontos de prestação de serviços) sobre os requisitos e os prazos para divulgação dos dados.				0		P		P		P		�		�		�		�

		Há uma política por escrito que estabelece o tempo de retenção dos documentos-fontes e formulários de divulgação de dados.				0		P						�		�		�		�		�				�

		III - Formulários de recolha e divulgação de dados

		Se existirem múltiplas organizações envolvidas na implementação de atividades do Programa/Projeto, todas utilizam os mesmos formulários e prazos de divulgação de dados.				0		P						�		�

		A Unidade de M&A identificou um documento-fonte padrão (p.ex., prontuário médico, ficha de admissão de utentes, registo, etc.) a ser utilizado por todos os pontos de prestação de serviços para registar a prestação de serviços.				0		P						�		�

		A Unidade de M&A identificou formulários/ferramentas uniformes a serem utilizados em todos os níveis de divulgação de dados				0		P		P		P		�		�

		Os formulários/ferramentas são utilizados com uniformidade por todos os níveis de divulgação de dados.						P		P		P		�		�

		A Unidade de M&A deu instruções claras sobre como preencher os formulários/ferramentas de recolha e divulgação de dados.				0		P		P		P		�		�

		Os dados recolhidos pelo sistema de M&A têm exatidão suficiente para medir o(s) indicador(es) (ou seja, são recolhidos dados relevantes, com distribuição por sexo, faixa etária, etc., quando o indicador especifica a desagregação de acordo com estas características)				0		P				P										�

		Todos os documentos-fontes e formulários de divulgação de dados referentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).				0		P		P		P		�		�		�		�		�				�

		IV - Processos de gestão de dados

		A Unidade de M&A tem claramente documentado os passos para consolidação, análise e/ou manuseio de dados em cada nível do sistema de divulgação de dados.				0		P						�		�		�		�		�

		Todos os subníveis de divulgação de dados recebem comentários de forma sistemática sobre a qualidade da sua divulgação de dados (ou seja, exatidão, totalidade e pontualidade).				0		P		P				�		�		�		�		�

		Se aplicável, existem controlos de qualidade implementados para os casos em que os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.)				0		P		P		P		�		�		�		�		�				�

		Se aplicável, há um procedimento por escrito para a produção de cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.				0		P		P		P		�		�		�		�		�				�

		Caso sim, a data da última cópia de segurança é compatível com a frequência da actualização do sistema informatizado (p.ex., as cópias de segurança são realizadas semanal ou mensalmente).				0		P		P		P		�		�		�		�		�				�

		Os dados pessoais relevantes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.				0		P		P		P												�

		O sistema de registo e divulgação de dados impede a contagem repetida de utentes dentro e entre os Pontos de Prestação de Serviços (p.ex., utente que recebe o mesmo serviço duas vezes no período de um relatório, utente com registo de recebimento do mesmo serviço em dois locais diferentes, etc.).				0		P		P		P		�		�

		O sistema de divulgação de dados permite a identificação e o registo de um utente "desistente", "perdido para seguimento" ou falecido.				0		P		P		P		�		�

		Há um procedimento por escrito sobre como lidar com relatórios atrasados, incompletos, inexatos e em falta, incluindo o seguimento a ser feito junto aos subníveis de divulgação de dados no tocante a questões de qualidade dos dados.				0		P		P				�		�		�		�		�				�

		Ao identificar discrepâncias dos dados nos relatórios recebidos dos subníveis de divulgação de dados, a Unidade de M&A (p.ex., distritos ou regiões) documentou a resolução dada a tais discrepâncias.				0		P		P				�		�		�		�		�				�

		A Unidade de M&A pode demonstrar que ocorreram visitas de supervisão aos centros regularmente e que a qualidade dos dados foi examinada.				0		P						�		�		�		�		�		�		�

		V - Ligações com o Sistema Nacional de Divulgação de Dados

		Quando disponíveis, os formulários/ferramentas do sistema nacional são utilizados para coleta de dados e relatórios.				0		P		P		P		�		�						�				�

		Quando aplicável, os dados são divulgados por meio de um único canal do sistema nacional de divulgação de dados.				0		P		P		P		�		�						�				�

		Os prazos dos relatórios são harmonizados com o cronograma estabelecido pelo Programa Nacional (ex:, prazos estabelecidos para relatórios mensais).						P		P				�		�						�				�

		Os pontos de prestação de serviço são identificados/codificados por meio de números utilizados pelo sistema nacional.						P		P				�		�						�				�

		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)				0		P		P		P		�		�						�				�

		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.				0		P		P		P		�		�						�				�
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		Facility		Level		fac_code		district		dis_code		region		reg_code		date		qual1		qual2		qual3		qual4		qual5		qual_avg		vf1		recount1		report1		vf2		recount2		report2		vf3		recount3		report3		vf4		recount4		report4		avail1		time2		compl2

		Overall		1														-		-		-		-		-				-						-						-						-						-		-		-

		-		2		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		3		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		3		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		3		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		3		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		12/31/99		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-





				Avaliação do Sistema de Gestão de Dados												Exatidão								Desempenho dos Relatórios

																								Disponibilidade								Pontualidade								Totalidade

		Regiões		Estrutura, Funções e Capacidades de M&A		Diretrizes para Divulgação de Dados		Fomulários de Recolha e Divulgação de Dados		Processos de Gestão de Dados		Ligações com o Sistema Nacional		Média por Região		sept		oct		nov		dec		sept		oct		nov		dec		sept		oct		nov		dec		sept		oct		nov		dec

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-





		

				Avaliação do Sistema de Gestão de Dados												Exatidão								Desempenho dos Relatórios

																								Disponibilidade								Pontualidade								Totalidade

		Distritos		Estrutura, Funções e Capacidades de M&A		Diretrizes para Divulgação de Dados		Fomulários de Recolha e Divulgação de Dados		Processos de Gestão de Dados		Ligações com o Sistema Nacional		Média por Distrito		sept		oct		nov		dec		sept		oct		nov		dec		sept		oct		nov		dec		sept		oct		nov		dec

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-





		

																																										Revisão da Documentação

																																										sept						oct		oct		oct		nov		nov		nov		dec		dec		dec

		Pontos Prestação de Serviço		Estrutura, Funções e Capacidades de M&A		Diretrizes para Divulgação de Dados		Fomulários de Recolha e Divulgação de Dados		Processos de Gestão de Dados		Ligações com o Sistema Nacional		Média por PPS		sept		oct		nov		dec		Período 1 Intervalo		Período 2 Intervalo		Período 3 Intervalo		Período 4 Intervalo		Codificação por Cores										Documentos Disponíveis		Documentos Completos		Referentes ao Período do Relatório		Documentos Disponíveis		Documentos Completos		Referentes ao Período do Relatório		Documentos Disponíveis		Documentos Completos		Referentes ao Período do Relatório		Documentos Disponíveis		Documentos Completos		Referentes ao Período do Relatório

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		verde		2.5 - 3.0		Sim - Completamente						-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		amarelo		1.5 - 2.5		Parcialmente						-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		vermelho		< 1.5		Não - Nada						-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		Intervalos da Exatidão		sept		oct		nov		dec		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		<=70		0		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		71-80		0		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		81-90		0		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		91-100		0		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		101-110		0		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		111-120		0		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		121-130		0		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		>130		0		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		Total PPS		0		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130												-		-		-		-		-		-		-		-		-		-		-		-

		Média PPS		-		-		-		-		-		-		-		-		-		-																		Sim		0		0		0		0		0		0		0		0		0		0		0		0

																																								Não		0		0		0		0		0		0		0		0		0		0		0		0

																																								Total		0		0		0		0		0		0		0		0		0		0		0		0

																																								% Sim		-		-		-		-		-		-		-		-		-		-		-		-

																Desempenho dos Relatórios

				Avaliação do Sistema												Fator de Verificação								Disponibilidade								Pontualidade								Totalidade

		Distritos		Estrutura, Funções e Capacidades de M&A		Diretrizes para Divulgação de Dados		Fomulários de Recolha e Divulgação de Dados		Processos de Gestão de Dados		Ligações com o Sistema Nacional		Média por Nível		sept		oct		nov		dec		sept		oct		nov		dec		sept		oct		nov		dec		sept		oct		nov		dec

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		Média Distrital		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		Média Regional		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		Média Geral		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		Tendências do Fator de Verificação PPS

		Sites		sept		oct		nov		dec

		-		-		-		-		-

		-		-		-		-		-

		-		-		-		-		-

		-		-		-		-		-

		-		-		-		-		-

		-		-		-		-		-

		-		-		-		-		-

		-		-		-		-		-

		-		-		-		-		-

		-		-		-		-		-

		-		-		-		-		-

		-		-		-		-		-

		-		-		-		-		-

		-		-		-		-		-

		-		-		-		-		-

		-		-		-		-		-

		-		-		-		-		-

		-		-		-		-		-

		-		-		-		-		-

		-		-		-		-		-

		-		-		-		-		-

		-		-		-		-		-

		-		-		-		-		-

		-		-		-		-		-
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						Check-list pour évaluer la qualité de données de Programme/Projet																												3		3		3

																																		4		4		4
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										Nombre de sites d'agrégation de niveau de district																										6		6

										Nombre de points de prestation de service																										7		7

																																				8		8
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				Notes importantes pour l'utilisation de ce tableur:																																		11

				1.Afin d'utiliser l'outil d'évaluation de la qualité des données de routine vous devrez vous assurer que votre 'sécurité de macro' est placée à un niveau moins que 'haut'. Avec le check-list ouvert, allez au menu déroulant 'outils' et choisissez  'macro', puis 'la sécurité '. Choisissez 'moyen'.  Fermez Excel et re-ouvrir le check-list. Quand vous ouvrez le dossier la prochaine fois vous devrez choisir 'permettez aux macros' pour application de fonctionner comme conçu.																																		12

				2.  À la page "DÉMARRER" (cette page), choisissez svp le nombre des sites intermédiaires d'agrégation (SIA) et les points de prestation de service (PPS) que vous comptez evaluér des listes déroulantes ci-dessus. SIA sont typiquement l'unité de santé de niveau de zone du ministère de la santé.																																		13
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INSTRUCTIONS

		B – INSTRUCTIONS POUR L'USAGE DU RDQA

		1. Déterminer le but:  Le check-list de RDQA peut être utilisée pour :  L'évaluation initiale des systèmes de S&E établis par de nouveaux partenaires (ou dans les systèmes décentralisés) pour collecter, contrôler et rapporter des données;  Supervision routiniere de gestion des données et de rapporter la qualité de systèmes et de données à de divers niveaux. Par exemple, les visites de supervision routiniere peuvent inclure la vérification de la valeur d'une indicaateur pour une certaine période de temps (par exemple un jour, une semaine ou un mois) au niveau des sites de service, tandis que des évaluations périodiques (par exemple par trimestre, semestre ou année) pourraient être effectuées à tous les niveaux pour évaluer le fonctionnement du système entier du Programme/projet M&E.  L'évaluation périodique de la qualité des données par des donateurs leur étant fournie (cette utilisation du DQA pourrait être plus fréquente et plus profilée que les audits de qualité officiels de données qui utilisent le DQA pour auditer) mais moins fréquente que la surveillance routiniere des données.  Préparation pour un audit formel de la qualité de données. Le RDQA est flexible à toutes ces utilisations. Des pays et des programmes sont encouragés à adapter la liste de contrôle convenablement  pour des contextes des programme locaux.

		2. Niveaux de selection des sites : la selections du niveau /Site sont inclus (selon le but et les ressources disponibles). Une fois que le but a été déterminé, la deuxième étape dans le RDQA est de décider quels niveaux de collecte et d'envoi des données seront inclus dans l'évaluation - Sites des services, les niveaux intermédiaires d'agrégation, et/ou l'unité centrale de M&E. Les niveaux devraient être déterminés une fois que les niveaux d'envoi appropriés ont été identifiés et "être tracés" (par exemple, il y a 100 sites  fournissant les services dans 10 districts. Des rapports des site sont envoyés aux districts, qui envoient alors des rapports agrégés à l'unité de M&E). Dans certains cas, le flux des données incluront plus d'un niveau intermédiaire (par exemple régions, provinces ou états ou niveaux multiples des organisations des programmes).

		3. Identification des indicateurs, les sources de données et la période d'envoi . Le RDQA est conçu pour évaluer la qualité des données et des systèmes de base liés aux indicateurs qui sont rapportés aux programmes ou aux donateurs. Il est nécessaire de choisir un ou plusieurs indicateurs - ou au moins secteurs de programme - pour servir comme sujet de RDQA. Ce choix sera basé sur la liste d'indicateurs reportés. Par exemple, un programme se concentrant sur le traitement du SIDA peut repporter des indicateurs de nombres de personnes dans le programme ART. Un autre programme peut se concentrer a satisfaire les besoins des orphelins ou des enfants vulnérables, donc les indicateurs de ce programme seraient du domaine du programme d'OVC. Un programme de malaria pourrait se concentrer a fournir les filets pour les lits et les insecticides-traités  (ITN) ou a traiter des personnes qui ont la malaria - ou ces deux activités au meme temps..

		4. Mener des visites des sites. Pendant les visites des sites, les sections pertinentes des listes de contrôle appropriées dans le fichier Excel sont complétées (par exemple la liste de contrôle de service du site dans les sites de service, etc..). Ces listes de contrôle sont complètes a partir des interviews de personnel approprié et des examens de documentation du site . En utilisant la liste déroulante à l'EN-TÊTE du tableur, selectionner le nombre approprié du niveau d'agrégation intermédiaire  (IAL) et de points de livraison de service (SDP) à passer en revue. Le nombre approprié de feuilles de travail apparaîtra automatiquement dans le tableur de travail de RDQA (jusqu'à 12 SDP et 4 IALs).

5. Revue des résultats et conclusions . Les résultats RDQA ont besoin d'être passé en revue pour chaque site visité. des résultats récapitulatifs spécifiques  du site de recommandations sont notés à chaque site visité.

		Les listes de contrôle de RDQA existent sous le format Excel MS et les réponses peuvent être saisies directement dans le tableur sur l'ordinateur. Alternativement, les listes de contrôle peuvent être imprimées et complètées à la main. Une fois accompli électroniquement, un tableau de bord produit les graphiques des statistiques sommaires pour chaque site niveau du système d'envoi. Le tableau de bord montre deux (2) graphiques pour chaque site visité :

		- Un graphique-araignée montre des données qualitatives produites de l'évaluation du système de collecte et d'envoi et peut être utilisé à donner la priorité à des secteurs pour l'amélioration.
 - Un graphique à barres montre les données quantitatives produites par des vérifications de données ; celles-ci peuvent être employées pour projeter pour l'amélioration de la qualité de données.

		En plus , 'un tableau de bord global 'montre des statistiques agrégées à travers et entre niveaux pour souligner des points forts et des faiblesses dans le système d'envoi. Le tableau de bord global montre un graphique d'araignée pour des évaluations qualitatives et un diagramme à barres pour des évaluations quantitatives comme ci-dessus. En outre, les puissances et faiblesses du système d'envoi sont montrés comme dimensions de qualité de données dans un diagramme à barres empilé par 100%. Pour cette analyse les questions sont groupées par la dimension applicable de la qualité de données (par exemple exactitude ou fiabilité) et le nombre de réponses par type de  réponse (par exemple 'oui - complètement ', 'en partie 'etc...) sont tracés comme pourcentage de toutes les réponses. Une table des questions de l'enquete et de leurs dimensions associées de qualité de données peut être trouvée sur la table des 'dimensions de qualitéde données'  dans le tableur.

		6. Développer le plan du renforcement d'un système, y compris des actions de suivi. Le rendement final du RDQA est un plan d'action pour améliorer la qualité de données qui décrit les mesures identifiées de renforcement, le personnel responsable, la chronologie de l'accomplissement, des ressources exigées et le suivi. En utilisant les graphiques et les commentaires détaillés pour chaque question, des secteurs fonctionnels d'exécution faibles du système systeme d'envoi peuvent être identifiés. Le personnel de programme peut alors décrire renforcer des mesures (par exemple formation, revues de données), assigner des responsabilités et des chronologies et identifier des ressources en utilisant le tableau du  plan d'action dans le tableur .

		Annex:   Data Analysis and interpretation
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Page_Information

		C – INFORMATION de Base – RDQA

		Pays:

		Nom de Programme/projet:

														Indicateur 1				Indicateur 2				Indicateur 3				Indicateur 4

		Indicateurs Revues:

		Période de reportage vérifiée:

		Équipe d'évaluation:												Nom								Titre				Adresse email

								Contact pricipale:

		Unité de S&É au niveau national

		Nom de Site																Code de l'etablissement										Date (dd/mm/yy)

		1-

		Sites d'agrégation de niveau régional

		Nom de Site																Code de l'etablissement						Région		Code de région		Date (dd/mm/yy)

		1

		2

		3

		4

		Sites d'agrégation de niveau de District

		Nom de Site																Code de l'etablissement		District		Code de district		Région		Code de région		Date (dd/mm/yy)

		1

		2

		3

		4

		5

		6

		7

		8

		Sites de prestation de service

		Nom de Site																Code de l'etablissement		District		Code de district		Région		Code de région		Date (mm/dd/yy)

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10

		11

		12

		13

		14

		15

		16

		17

		18

		19

		20

		21

		22

		23

		24
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Site de Service 1

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-						-

		Region et/ou district:						-						-																																								Data Management Assessment - Service Delivery Point

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-																																								1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-						-																																								2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-						-																																								3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É						Codes réponse:
Oui - complètement
En partie seulement         Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																										4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																																						5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-										0																																						Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 1

		2		Est-ce que tous les documents source disponibles sont complets ?		-										0																																								-		Indicateur 2

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 3

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-										0																																								-		Indicateur 4

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Des contre-vérifications peuvent être exécutées en examinant les enregistrements des inventaires séparés documentant les quantités de médicaments de traitement , les matériel de test, d'ITNs achetés et délivrés pendant la période d'envoi pour voir si ces nombres corroborent les résultats rapportés. D'autres vérifications pourraient inclure, par exemple, choisir aléatoirement 20 cartes patientes et vérifier si ces patients étaient enregistrés dans les registres d'unité, de laboratoire ou de pharmacie. Jusqu'au degré approprié, les vérifications devraient être performées dans les deux directions (par exemple, des cartes de traitements des patients au registre et à partir du registre aux cartes de traitement des patients).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement								0

		9		Décrivez les vérifications (ou recoupement) performées ?								0

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?								0

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A						0								0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A						0								0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		6		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		7		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A						0								0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A						0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A						0								0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A						0								0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A						0								0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A						0								0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A						0								0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A						0								0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Faiblesses Identifiés		Description de point d'action										Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service



&A&RPage &P



Site de Service 1

		Indicateur 1

		Indicateur 2

		Indicateur 3

		Indicateur 4



Data and Reporting Verifications - Service Delivery Point

Vérification des données -
Site de prestation de service

0

0

0

0



Site de Service 2

		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service

0

0

0

0

0



Site de Service 3

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-						-

		Region et/ou district:						-						-																																								Data Management Assessment - Service Delivery Point

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-																																								1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-						-																																								2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-						-																																								3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É						Codes réponse:
Oui - complètement
En partie seulement         Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																										4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																																						5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-										0																																						Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 1

		2		Est-ce que tous les documents source disponibles sont complets ?		-										0																																								-		Indicateur 2

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 3

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-										0																																								-		Indicateur 4

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement								0

		9		Décrivez les vérifications (ou recoupement) performées ?								0

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?								0

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A						0								0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A						0								0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		6		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		7		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A						0								0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A						0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A						0								0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A						0								0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A						0								0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A						0								0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A						0								0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A						0								0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Faiblesses Identifiés		Description de point d'action										Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Site de Service 3

		PTME Nombre Enregistre

		PTME Nombe Teste

		PTME Nombre Recu Resultats

		PTME Nombre VIH +



Data and Reporting Verifications - Service Delivery Point

Vérification des données -
Site de prestation de service

0.8888888889

1.0294117647

0.9523809524

1.2222222222



Site de Service 4

		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service

2

1.5

2

1.83

2



Site de Service 5

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-						-

		Region et/ou district:						-						-																																								Data Management Assessment - Service Delivery Point

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-																																								1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-						-																																								2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-						-																																								3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É						Codes réponse:
Oui - complètement
En partie seulement         Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																										4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																																						5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-										0																																						Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 1

		2		Est-ce que tous les documents source disponibles sont complets ?		-										0																																								-		Indicateur 2

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 3

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-										0																																								-		Indicateur 4

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement								0

		9		Décrivez les vérifications (ou recoupement) performées ?								0

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?								0

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A						0								0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A						0								0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		6		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		7		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A						0								0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A						0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A						0								0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A						0								0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A						0								0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A						0								0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A						0								0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A						0								0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Faiblesses Identifiés		Description de point d'action										Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Site de Service 5

		Indicateur 1

		Indicateur 2

		Indicateur 3

		Indicateur 4



Data and Reporting Verifications - Service Delivery Point

Vérification des données -
Site de prestation de service

0

0

0

0



Site de Service 6

		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service

0

0

0

0

0



Site de Service 7

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-						-

		Region et/ou district:						-						-																																								Data Management Assessment - Service Delivery Point

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-																																								1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-						-																																								2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-						-																																								3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É						Codes réponse:
Oui - complètement
En partie seulement         Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																										4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																																						5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-										0																																						Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 1

		2		Est-ce que tous les documents source disponibles sont complets ?		-										0																																								-		Indicateur 2

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 3

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-										0																																								-		Indicateur 4

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement								0

		9		Décrivez les vérifications (ou recoupement) performées ?								0

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?								0

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A						0								0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A						0								0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		6		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		7		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A						0								0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A						0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A						0								0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A						0								0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A						0								0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A						0								0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A						0								0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A						0								0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Faiblesses Identifiés		Description de point d'action										Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Site de Service 7

		PTME Nombre Enregistre

		PTME Nombe Teste

		PTME Nombre Recu Resultats

		PTME Nombre VIH +



Data and Reporting Verifications - Service Delivery Point

Vérification des données -
Site de prestation de service

0.9230769231

1.0344827586

1.097826087

1.0952380952



Site de Service 8

		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service

1.67

1.5

1.8

1.83

1.75



Site de Service 9

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-						-

		Region et/ou district:						-						-																																								Data Management Assessment - Service Delivery Point

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-																																								1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-						-																																								2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-						-																																								3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É						Codes réponse:
Oui - complètement
En partie seulement         Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																										4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																																						5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-										0																																						Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 1

		2		Est-ce que tous les documents source disponibles sont complets ?		-										0																																								-		Indicateur 2

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 3

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-										0																																								-		Indicateur 4

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement								0

		9		Décrivez les vérifications (ou recoupement) performées ?								0

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?								0

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A						0								0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A						0								0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		6		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		7		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A						0								0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A						0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A						0								0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A						0								0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A						0								0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A						0								0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A						0								0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A						0								0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Faiblesses Identifiés		Description de point d'action										Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Site de Service 9

		PTME Nombre Enregistre

		PTME Nombe Teste

		PTME Nombre Recu Resultats

		PTME Nombre VIH +



Data and Reporting Verifications - Service Delivery Point

Vérification des données -
Site de prestation de service

0.7777777778

1.2

0.8888888889

1.6315789474



Site de Service 10

		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service

2.33

1.75

2.2

2.17

2



Site de Service 11

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-						-

		Region et/ou district:						-						-																																								Data Management Assessment - Service Delivery Point

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-																																								1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-						-																																								2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-						-																																								3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É						Codes réponse:
Oui - complètement
En partie seulement         Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																										4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																																						5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-										0																																						Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 1

		2		Est-ce que tous les documents source disponibles sont complets ?		-										0																																								-		Indicateur 2

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 3

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-										0																																								-		Indicateur 4

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement								0

		9		Décrivez les vérifications (ou recoupement) performées ?								0

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?								0

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A						0								0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A						0								0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		6		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		7		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A						0								0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A						0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A						0								0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A						0								0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A						0								0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A						0								0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A						0								0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A						0								0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Faiblesses Identifiés		Description de point d'action										Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Site de Service 11

		PTME Nombre Enregistre

		PTME Nombe Teste

		PTME Nombre Recu Resultats

		PTME Nombre VIH +



Data and Reporting Verifications - Service Delivery Point

Vérification des données -
Site de prestation de service

0.6666666667

1.5238095238

1.25

2



Site de Service 12

		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service

1.67

1.5

1.4

1.33

1.5



Site de Service 13

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-						-

		Region et/ou district:						-						-																																								Data Management Assessment - Service Delivery Point

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-																																								1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-						-																																								2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-						-																																								3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É						Codes réponse:
Oui - complètement
En partie seulement         Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																										4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																																						5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-										0																																						Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 1

		2		Est-ce que tous les documents source disponibles sont complets ?		-										0																																								-		Indicateur 2

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 3

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-										0																																								-		Indicateur 4

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement								0

		9		Décrivez les vérifications (ou recoupement) performées ?								0

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?								0

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A						0								0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A						0								0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		6		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		7		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A						0								0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A						0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A						0								0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A						0								0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A						0								0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A						0								0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A						0								0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A						0								0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Faiblesses Identifiés		Description de point d'action										Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Site de Service 13

		PTME Nombre Enregistre

		PTME Nombe Teste

		PTME Nombre Recu Resultats

		PTME Nombre VIH +



Data and Reporting Verifications - Service Delivery Point

Vérification des données -
Site de prestation de service

0.6818181818

1.0298507463

1.2142857143

1



Site de Service 14

		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service

2

1.75

2.4

2.5

2.25



Site de Service 15

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-						-

		Region et/ou district:						-						-																																								Data Management Assessment - Service Delivery Point

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-																																								1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-						-																																								2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-						-																																								3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É						Codes réponse:
Oui - complètement
En partie seulement         Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																										4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																																						5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-										0																																						Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 1

		2		Est-ce que tous les documents source disponibles sont complets ?		-										0																																								-		Indicateur 2

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 3

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-										0																																								-		Indicateur 4

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement								0

		9		Décrivez les vérifications (ou recoupement) performées ?								0

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?								0

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A						0								0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A						0								0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		6		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		7		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A						0								0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A						0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A						0								0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A						0								0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A						0								0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A						0								0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A						0								0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A						0								0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Faiblesses Identifiés		Description de point d'action										Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Site de Service 15

		PTME-Nombre Enregistré

		PTME-Nombre Testé

		PTME-Nombre qui ont reçu leur resultats

		PTME-Nombre qui ont testé positive



Data and Reporting Verifications - Service Delivery Point

Vérification des données -
Site de prestation de service

0.96875

0.9758064516

0.9818181818

1.1052631579



Site de Service 16

		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service

3

2.5

2.6

1.83

2.75



Site de Service 17

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-						-

		Region et/ou district:						-						-																																								Data Management Assessment - Service Delivery Point

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-																																								1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-						-																																								2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-						-																																								3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É						Codes réponse:
Oui - complètement
En partie seulement         Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																										4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																																						5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-										0																																						Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 1

		2		Est-ce que tous les documents source disponibles sont complets ?		-										0																																								-		Indicateur 2

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 3

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-										0																																								-		Indicateur 4

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement								0

		9		Décrivez les vérifications (ou recoupement) performées ?								0

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?								0

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A						0								0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A						0								0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		6		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		7		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A						0								0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A						0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A						0								0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A						0								0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A						0								0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A						0								0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A						0								0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A						0								0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Faiblesses Identifiés		Description de point d'action										Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Site de Service 17

		PTME Nombre Enregistre

		PTME Nombe Teste

		PTME Nombre Recu Resultats

		PTME Nombre VIH +



Data and Reporting Verifications - Service Delivery Point

Vérification des données -
Site de prestation de service

0

0

0

0



Site de Service 18

		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service

0

0

0

0

0



Site de Service 19

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-						-

		Region et/ou district:						-						-																																								Data Management Assessment - Service Delivery Point

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-																																								1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-						-																																								2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-						-																																								3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É						Codes réponse:
Oui - complètement
En partie seulement         Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																										4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																																						5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-										0																																						Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 1

		2		Est-ce que tous les documents source disponibles sont complets ?		-										0																																								-		Indicateur 2

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 3

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-										0																																								-		Indicateur 4

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement								0

		9		Décrivez les vérifications (ou recoupement) performées ?								0

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?								0

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A						0								0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A						0								0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		6		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		7		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A						0								0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A						0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A						0								0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A						0								0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A						0								0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A						0								0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A						0								0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A						0								0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Faiblesses Identifiés		Description de point d'action										Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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		Current on ART

		PTME Nombe Teste

		PTME Nombre Recu Resultats

		PTME Nombre VIH +



Data and Reporting Verifications - Service Delivery Point

Vérification des données -
Site de prestation de service

0

0

0

0



Site de Service 20

		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service

0

0

0

0

0



Site de Service 21

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-						-

		Region et/ou district:						-						-																																								Data Management Assessment - Service Delivery Point

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-																																								1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-						-																																								2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-						-																																								3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É						Codes réponse:
Oui - complètement
En partie seulement         Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																										4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																																						5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-										0																																						Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 1

		2		Est-ce que tous les documents source disponibles sont complets ?		-										0																																								-		Indicateur 2

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 3

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-										0																																								-		Indicateur 4

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement								0

		9		Décrivez les vérifications (ou recoupement) performées ?								0

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?								0

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A						0								0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A						0								0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		6		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		7		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A						0								0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A						0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A						0								0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A						0								0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A						0								0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A						0								0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A						0								0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A						0								0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Faiblesses Identifiés		Description de point d'action										Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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		0

		0

		0

		0



Data and Reporting Verifications - Service Delivery Point

Vérification des données -
Site de prestation de service



Site de Service 22

		0

		0

		0

		0

		0



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service



Site de Service 23

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-						-

		Region et/ou district:						-						-																																								Data Management Assessment - Service Delivery Point

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-																																								1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-						-																																								2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-						-																																								3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É						Codes réponse:
Oui - complètement
En partie seulement         Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																										4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																																						5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-										0																																						Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 1

		2		Est-ce que tous les documents source disponibles sont complets ?		-										0																																								-		Indicateur 2

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 3

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-										0																																								-		Indicateur 4

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement								0

		9		Décrivez les vérifications (ou recoupement) performées ?								0

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?								0

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A						0								0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A						0								0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		6		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		7		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A						0								0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A						0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A						0								0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A						0								0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A						0								0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A						0								0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A						0								0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A						0								0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Faiblesses Identifiés		Description de point d'action										Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Site de Service 23

		Current on ART

		PTME Nombe Teste

		PTME Nombre Recu Resultats

		PTME Nombre VIH +



Data and Reporting Verifications - Service Delivery Point

Vérification des données -
Site de prestation de service

0

0

0

0



Site de Service 24

		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service

0

0

0

0

0



Sommaire de Sites de Service

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-						-

		Region et/ou district:						-						-																																								Data Management Assessment - Service Delivery Point

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-																																								1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-						-																																								2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-						-																																								3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É						Codes réponse:
Oui - complètement
En partie seulement         Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																										4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																																						5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-										0																																						Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 1

		2		Est-ce que tous les documents source disponibles sont complets ?		-										0																																								-		Indicateur 2

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 3

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-										0																																								-		Indicateur 4

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement								0

		9		Décrivez les vérifications (ou recoupement) performées ?								0

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?								0

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A						0								0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A						0								0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		6		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		7		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A						0								0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A						0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A						0								0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A						0								0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A						0								0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A						0								0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A						0								0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A						0								0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Faiblesses Identifiés		Description de point d'action										Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Sommaire de Sites de Service

		Current on ART

		PTME Nombe Teste

		PTME Nombre Recu Resultats

		PTME Nombre VIH +



Data and Reporting Verifications - Service Delivery Point

Vérification des données -
Site de prestation de service

0

0

0

0



Site de district 1

		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service

0

0

0

0

0



Site de district 2

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-						-

		Region et/ou district:						-						-																																								Data Management Assessment - Service Delivery Point

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-																																								1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-						-																																								2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-						-																																								3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É						Codes réponse:
Oui - complètement
En partie seulement         Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																										4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																																						5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-										0																																						Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 1

		2		Est-ce que tous les documents source disponibles sont complets ?		-										0																																								-		Indicateur 2

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 3

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-										0																																								-		Indicateur 4

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement								0

		9		Décrivez les vérifications (ou recoupement) performées ?								0

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?								0

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A						0								0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A						0								0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		6		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		7		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A						0								0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A						0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A						0								0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A						0								0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A						0								0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A						0								0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A						0								0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A						0								0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Faiblesses Identifiés		Description de point d'action										Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Site de district 2

		Current on ART

		PTME Nombe Teste

		PTME Nombre Recu Resultats

		PTME Nombre VIH +



Data and Reporting Verifications - Service Delivery Point

Vérification des données -
Site de prestation de service

0

0

0

0



Site de district 3

		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service

0

0

0

0

0



Site de district 4

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-						-

		Region et/ou district:						-						-																																								Data Management Assessment - Service Delivery Point

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-																																								1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-						-																																								2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-						-																																								3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É						Codes réponse:
Oui - complètement
En partie seulement         Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																										4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																																						5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-										0																																						Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 1

		2		Est-ce que tous les documents source disponibles sont complets ?		-										0																																								-		Indicateur 2

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 3

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-										0																																								-		Indicateur 4

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement								0

		9		Décrivez les vérifications (ou recoupement) performées ?								0

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?								0

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A						0								0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A						0								0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		6		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		7		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A						0								0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A						0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A						0								0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A						0								0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A						0								0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A						0								0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A						0								0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A						0								0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Faiblesses Identifiés		Description de point d'action										Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Site de district 4

		Current on ART

		PTME Nombe Teste

		PTME Nombre Recu Resultats

		PTME Nombre VIH +



Data and Reporting Verifications - Service Delivery Point

Vérification des données -
Site de prestation de service

0

0

0

0



Site de district 5

		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service

0

0

0

0

0



Site de district 6

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-						-

		Region et/ou district:						-						-																																								Data Management Assessment - Service Delivery Point

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-																																								1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-						-																																								2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-						-																																								3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É						Codes réponse:
Oui - complètement
En partie seulement         Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																										4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																																						5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-										0																																						Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 1

		2		Est-ce que tous les documents source disponibles sont complets ?		-										0																																								-		Indicateur 2

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 3

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-										0																																								-		Indicateur 4

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement								0

		9		Décrivez les vérifications (ou recoupement) performées ?								0

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?								0

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A						0								0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A						0								0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		6		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		7		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A						0								0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A						0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A						0								0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A						0								0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A						0								0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A						0								0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A						0								0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A						0								0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Faiblesses Identifiés		Description de point d'action										Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Site de district 6

		Current on ART

		PTME Nombe Teste

		PTME Nombre Recu Resultats

		PTME Nombre VIH +



Data and Reporting Verifications - Service Delivery Point

Vérification des données -
Site de prestation de service

0

0

0

0



Site de district 7

		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service

0

0

0

0

0



Site de district 8

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-						-

		Region et/ou district:						-						-																																								Data Management Assessment - Service Delivery Point

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-																																								1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-						-																																								2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-						-																																								3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É						Codes réponse:
Oui - complètement
En partie seulement         Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																										4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																																						5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-										0																																						Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 1

		2		Est-ce que tous les documents source disponibles sont complets ?		-										0																																								-		Indicateur 2

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 3

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-										0																																								-		Indicateur 4

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement								0

		9		Décrivez les vérifications (ou recoupement) performées ?								0

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?								0

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A						0								0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A						0								0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		6		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		7		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A						0								0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A						0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A						0								0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A						0								0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A						0								0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A						0								0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A						0								0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A						0								0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Faiblesses Identifiés		Description de point d'action										Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Site de district 8

		Current on ART

		PTME Nombe Teste

		PTME Nombre Recu Resultats

		PTME Nombre VIH +



Data and Reporting Verifications - Service Delivery Point

Vérification des données -
Site de prestation de service

0

0

0

0



Sommaire de sites de district

		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service

0

0

0

0

0



Site de région 1

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-						-

		Region et/ou district:						-						-																																								Data Management Assessment - Service Delivery Point

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-																																								1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-						-																																								2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-						-																																								3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É						Codes réponse:
Oui - complètement
En partie seulement         Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																										4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																																						5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-										0																																						Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 1

		2		Est-ce que tous les documents source disponibles sont complets ?		-										0																																								-		Indicateur 2

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 3

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-										0																																								-		Indicateur 4

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement								0

		9		Décrivez les vérifications (ou recoupement) performées ?								0

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?								0

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A						0								0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A						0								0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		6		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		7		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A						0								0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A						0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A						0								0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A						0								0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A						0								0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A						0								0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A						0								0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A						0								0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Faiblesses Identifiés		Description de point d'action										Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Site de région 1

		Current on ART

		PTME Nombe Teste

		PTME Nombre Recu Resultats

		PTME Nombre VIH +



Data and Reporting Verifications - Service Delivery Point

Vérification des données -
Site de prestation de service

0

0

0

0



Site de région 2

		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service

0

0

0

0

0



Site de région 3

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-						-

		Region et/ou district:						-						-																																								Data Management Assessment - Service Delivery Point

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-																																								1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-						-																																								2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-						-																																								3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É						Codes réponse:
Oui - complètement
En partie seulement         Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																										4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																																						5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-										0																																						Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 1

		2		Est-ce que tous les documents source disponibles sont complets ?		-										0																																								-		Indicateur 2

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 3

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-										0																																								-		Indicateur 4

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement								0

		9		Décrivez les vérifications (ou recoupement) performées ?								0

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?								0

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A						0								0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A						0								0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		6		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		7		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A						0								0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A						0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A						0								0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A						0								0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A						0								0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A						0								0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A						0								0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A						0								0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Faiblesses Identifiés		Description de point d'action										Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Site de région 3

		Current on ART

		PTME Nombe Teste

		PTME Nombre Recu Resultats

		PTME Nombre VIH +



Data and Reporting Verifications - Service Delivery Point

Vérification des données -
Site de prestation de service

0

0

0

0



Site de région 4

		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service

0

0

0

0

0



Sommaire de sites de région

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-						-

		Region et/ou district:						-						-																																								Data Management Assessment - Service Delivery Point

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-																																								1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-						-																																								2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-						-																																								3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É						Codes réponse:
Oui - complètement
En partie seulement         Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																										4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																																						5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-										0																																						Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 1

		2		Est-ce que tous les documents source disponibles sont complets ?		-										0																																								-		Indicateur 2

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 3

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-										0																																								-		Indicateur 4

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement								0

		9		Décrivez les vérifications (ou recoupement) performées ?								0

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?								0

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A						0								0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A						0								0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		6		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		7		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A						0								0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A						0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A						0								0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A						0								0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A						0								0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A						0								0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A						0								0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A						0								0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Faiblesses Identifiés		Description de point d'action										Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Sommaire de sites de région

		Current on ART

		PTME Nombe Teste

		PTME Nombre Recu Resultats

		PTME Nombre VIH +



Data and Reporting Verifications - Service Delivery Point

Vérification des données -
Site de prestation de service

0

0

0

0



Unité de S&É au niveau national

		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service

0

0

0

0

0



Tableau recapitulatif

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-						-

		Region et/ou district:						-						-																																								Data Management Assessment - Service Delivery Point

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-																																								1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-						-																																								2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-						-																																								3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É						Codes réponse:
Oui - complètement
En partie seulement         Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																										4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																																						5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-										0																																						Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 1

		2		Est-ce que tous les documents source disponibles sont complets ?		-										0																																								-		Indicateur 2

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 3

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-										0																																								-		Indicateur 4

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement								0

		9		Décrivez les vérifications (ou recoupement) performées ?								0

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?								0

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A						0								0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A						0								0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		6		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		7		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A						0								0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A						0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A						0								0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A						0								0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A						0								0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A						0								0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A						0								0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A						0								0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Faiblesses Identifiés		Description de point d'action										Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Tableau recapitulatif

		Current on ART

		PTME Nombe Teste

		PTME Nombre Recu Resultats

		PTME Nombre VIH +



Data and Reporting Verifications - Service Delivery Point

Vérification des données -
Site de prestation de service

0

0

0

0



Tableau de bord global

		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service

0

0

0

0

0



Plan d'action final du RDQA 

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-						-

		Region et/ou district:						-						-																																								Data Management Assessment - Service Delivery Point

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-																																								1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-						-																																								2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-						-																																								3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É						Codes réponse:
Oui - complètement
En partie seulement         Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																										4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																																						5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-										0																																						Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 1

		2		Est-ce que tous les documents source disponibles sont complets ?		-										0																																								-		Indicateur 2

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 3

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-										0																																								-		Indicateur 4

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement								0

		9		Décrivez les vérifications (ou recoupement) performées ?								0

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?								0

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A						0								0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A						0								0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		6		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		7		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A						0								0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A						0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A						0								0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A						0								0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A						0								0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A						0								0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A						0								0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A						0								0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Faiblesses Identifiés		Description de point d'action										Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Plan d'action final du RDQA 

		Current on ART

		PTME Nombe Teste

		PTME Nombre Recu Resultats

		PTME Nombre VIH +



Data and Reporting Verifications - Service Delivery Point

Vérification des données -
Site de prestation de service

0

0

0

0



Dimensions de QD 

		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service

0

0

0

0

0



Data Export

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-						-

		Region et/ou district:						-						-																																								Data Management Assessment - Service Delivery Point

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-																																								1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-						-																																								2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-						-																																								3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É						Codes réponse:
Oui - complètement
En partie seulement         Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																										4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																																						5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-										0																																						Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 1

		2		Est-ce que tous les documents source disponibles sont complets ?		-										0																																								-		Indicateur 2

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 3

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-										0																																								-		Indicateur 4

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement								0

		9		Décrivez les vérifications (ou recoupement) performées ?								0

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?								0

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A						0								0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A						0								0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		6		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		7		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A						0								0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A						0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A						0								0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A						0								0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A						0								0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A						0								0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A						0								0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A						0								0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Faiblesses Identifiés		Description de point d'action										Personne responsible		Date-limite

		1

		2				performance monitoring

		3				more training

		4				harmonizations

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Data Export

		Current on ART

		PTME Nombe Teste

		PTME Nombre Recu Resultats

		PTME Nombre VIH +



Data and Reporting Verifications - Service Delivery Point

Vérification des données -
Site de prestation de service

0

0

0

0



Data

		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service

0

0

0

0

0



		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-						-

		Region et/ou district:						-						-																																								Data Management Assessment - Service Delivery Point

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-																																								1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-						-																																								2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-						-																																								3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É						Codes réponse:
Oui - complètement
En partie seulement         Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																										4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																																						5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-										0																																						Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 1

		2		Est-ce que tous les documents source disponibles sont complets ?		-										0																																								-		Indicateur 2

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																																				-		Indicateur 3

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-										0																																								-		Indicateur 4

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Des contre-vérifications peuvent être exécutées en examinant les enregistrements des inventaires séparés documentant les quantités de médicaments de traitement , les matériel de test, d'ITNs achetés et délivrés pendant la période d'envoi pour voir si ces nombres corroborent les résultats rapportés. D'autres vérifications pourraient inclure, par exemple, choisir aléatoirement 20 cartes patientes et vérifier si ces patients étaient enregistrés dans les registres d'unité, de laboratoire ou de pharmacie. Jusqu'au degré approprié, les vérifications devraient être performées dans les deux directions (par exemple, des cartes de traitements des patients au registre et à partir du registre aux cartes de traitement des patients).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement								0

		9		Décrivez les vérifications (ou recoupement) performées ?								0

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?								0

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A						0								0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A						0								0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		6		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		7		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A						0								0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A						0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A						0								0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A						0								0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A						0								0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A						0								0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A						0								0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A						0								0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Selons les résultats de vérification de système et la revue des données du site du service, décrivez svp tous les faiblesses identifiée et recommander des mesures de renforcement, y compris une estimation de la durée du temps qu'elle pourrait prendre. Celles-ci seront discutées avec le programme.

				Faiblesses Identifiés		Description de point d'action										Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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		Indicateur 1

		Indicateur 2

		Indicateur 3

		Indicateur 4



Data and Reporting Verifications - Service Delivery Point

Vérification des données -
Site de prestation de service

0

0

0

0



		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service

0

0

0

0

0



		Statistiques sommaires des sites de prestation de service

																																																												Service Site Summary

																																																												-		-

																																																												Service Point 2		0.00

																																																												Service Point 3		0.00

																																																												Service Point 4		0.00

																																																												Service Point 5		0.00

																																																												Service Point 6		0.00

																																																												Service Point 7		0.00

																																																												Service Point 8		0.00

																																																												Service Point 9		0.00

																																																												Service Point 10		0.00

																																																												Service Point 11		0.00

																																																												Service Point 12		0.00

																																																												Service Point Average		0

																																																												Data Management Assessment - Service Delivery Point																				yes -completely		partly		no, not at all		N/A

																																																												1		0.00		M&E Capacities, Roles and Responsibilities														accuracy		0		0		0		0

																																																												2		0.00		Training														reliability		0		0		0		0

																																																												3		0.00		Data Reporting Requirements														timeliness		0		0		0		0

																																																												4		0.00		Data-collection and Reporting Forms and Tools														completeness		0		0		0		0

																																																												5		0.00		Data Management Processes and Data Quality Controls														precision		0		0		0		0

																																																												6		0.00		Links with National Reporting System														confidentiality		0		0		0		0

																																																																														integrity		0		0		0		0
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		<=70		0		0		0

		71-80		0		0		0

		81-90		0		0		0

		91-100		0		0		0

		101-110		0		0		0

		111-120		0		0		0

		121-130		0		0		0

		>130		0		0		0



Indicateur 1

Indicateur 2

Indicateur 3

Indicateur 4

Percent Accuracy

Number of Sites

Vérification des données -
Distribution de l'exactitude - niveau de site de service

0

0

0

0

0

0

0

0



		Structure de S&E, 
Fonctions et Aptitudes

		Définitions de
l'Indicateur et
Directives de
Communication

		Formulaires/Outils
de collecte de
 données et de 
communication

		Processus de
 Gestion des 
Données

		Liens avec le
 Système 
d'Information 
National



System Assessment

Évaluation de système de gestion de données -
Sommaire des sites de prestation de service

0

0

0

0

0



		Indicateur 1		Indicateur 1		Indicateur 1

		Indicateur 2		Indicateur 2		Indicateur 2

		Indicateur 3		Indicateur 3		Indicateur 3

		Indicateur 4		Indicateur 4		Indicateur 4



Documents disponible

Documents Complèt

Documents dans la periode

Percent Accuracy

Number of Sites

Vérification des données -
L'etat actuel des documents de source

0

0

0

0

0

0

0

0

0

0

0

0



		Fiche de vérification de données et d'évaluation du système - niveau de district

		Nom de site de district/Organisation :						-						-																																								Data Management Assessment - District Site 1

		Region et/ou district:						-						-																																								1		N/A		I - M&E Structure, 
Functions and Capabilities

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-																																								2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Date de revue:						-						-																																								3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Période de reportage vérifiée:						-						-																																								4		N/A		IV- Data Management 
Processes

		Composantes du système de S&É						Codes réponse: 
Oui - complètement
En partie seulement
Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																										5		N/A		V - Links with 
National 
Reporting System

		Partie 1 : Vérifications de données																																																						-		Indicateur 1

		A - Recomtage des résultats rapportés :																																																						-		Indicateur 2

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires																																								-		Indicateur 3

		1		Re-agrégez le valeur de l'indicateur des rapports reçus de tous les points de prestation de service. Quel est le nombre re-agrégé ? [ A ]																																																				-		Indicateur 4

		2		Quel est le valeur de l'indicateur soumis par l'unité au prochain niveau  dans le rapport périodique pour la période choisie? [ B ]																																																				-		% Available

		3		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-		`																																								-		%  On Time

		4		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?												`																																								-		% Complete

		B - La performance de reportage:

		Voir si les les rapports sont disponibles, complets et viennent à temps de toutes les etablissements . Combien de rapports devraient etre envoyés des etablissements? Combien y a-t-il ? Ont-ils été reçus à temps ? Sont-ils complets ?

		5		Combien de rapports devraient etre de toutes les sites de prestation de service ? [ A ]

		6		Combien de rapports y a-t-il ? [ B ]

		7		Calculez  le % des Rapports Disponibles [ B/A ]								-

		8		Vérifiez les dates sur les rapports reçus. Combien de rapports ont été reçus à temps ? (c.-à-d., reçu à la date due).  [ C ]

		9		Calculez  %  des rapports reçu à la date due [C/A]								-

		10		Combien de rapports étaient complets ? (c.-à-d.,complet veut dire que le rapport contient toutes les données exigées d'indicateur *). [ D ]

		11		Calculez  % des rapports Complets [D/A]								-

						0

		Partie 2. Évaluation de Système

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A						0								0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A						0								0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		6		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		7		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A						0								0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A						0								0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A						0								0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		12		Le Feedback est systématiquement fourni à tous les points de service sur la qualité d'envoyer les données  (c.-à-d., exactitude, perfection et opportunité).		N/A						0								0

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A						0								0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A						0								0

		15		Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuelles).		N/A						0								0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		17		Le système d'enregistrement et de réportage évite le double comptage des personnes dans et à travers les points de prestation de service (par exemple, une personne recevant le même service deux fois dans une période de report, ou une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		18		Le système de réportage permet l'identification et l'enregistrement de personne qui renonce  "perdue au suivi" et de personne qui est morte.		N/A						0								0

		19		Il y a une procédure écrite à l'adresse  des rapports en retard, inachevés, imprécis et absents ; y compris le suivi avec le point de service sur des questions de qualité de données.		N/A						0								0

		20		Si des anomalies de données ont été découvertes dans les rapports des points de service, les niveaux intermédiaires d'agrégation (par exemple, des districts ou des régions) ont documenté comment ces contradictions ont été résolues.		N/A						0								0

		V - Liens avec le système national				N/A

		17		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		21		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		22		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		23		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour le site de district

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Faiblesses Identifiés		Description de point d'action										Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de District
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0

0

0
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		Indicateur 1

		Indicateur 2
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Vérification des données -
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0

0

0

0



		% Available

		%  On Time

		% Complete



Reporting Performance - District Site

0

0

0



		Fiche de vérification de données et d'évaluation du système - niveau de district

		Nom de site de district/Organisation :						-						-																																								Data Management Assessment - District Site 1

		Region et/ou district:						-						-																																								1		N/A		I - M&E Structure, 
Functions and Capabilities

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-																																								2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Date de revue:						-						-																																								3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Période de reportage vérifiée:						-						-																																								4		N/A		IV- Data Management 
Processes

		Composantes du système de S&É						Codes réponse: 
Oui - complètement
En partie seulement
Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																										5		N/A		V - Links with 
National 
Reporting System

		Partie 1 : Vérifications de données																																																						-		Indicator 1

		A - Recomtage des résultats rapportés :																																																						-		Indicator 2

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires																																								-		Indicator 3

		1		Re-agrégez le valeur de l'indicateur des rapports reçus de tous les points de prestation de service. Quel est le nombre re-agrégé ? [ A ]																																																				-		Indicator 4

		2		Quel est le valeur de l'indicateur soumis par l'unité au prochain niveau  dans le rapport périodique pour la période choisie? [ B ]																																																				-		% Available

		3		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-		`																																								-		%  On Time

		4		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?												`																																								-		% Complete

		B - La performance de reportage:

		Voir si les les rapports sont disponibles, complets et viennent à temps de toutes les etablissements . Combien de rapports devraient etre envoyés des etablissements? Combien y a-t-il ? Ont-ils été reçus à temps ? Sont-ils complets ?

		5		Combien de rapports devraient etre de toutes les sites de prestation de service ? [ A ]

		6		Combien de rapports y a-t-il ? [ B ]

		7		Calculez  le % des Rapports Disponibles [ B/A ]								-

		8		Vérifiez les dates sur les rapports reçus. Combien de rapports ont été reçus à temps ? (c.-à-d., reçu à la date due).  [ C ]

		9		Calculez  %  des rapports reçu à la date due [C/A]								-

		10		Combien de rapports étaient complets ? (c.-à-d.,complet veut dire que le rapport contient toutes les données exigées d'indicateur *). [ D ]

		11		Calculez  % des rapports Complets [D/A]								-

						0

		Partie 2. Évaluation de Système

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A						0								0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A						0								0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		6		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		7		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A						0								0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A						0								0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A						0								0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		12		Le Feedback est systématiquement fourni à tous les points de service sur la qualité d'envoyer les données  (c.-à-d., exactitude, perfection et opportunité).		N/A						0								0

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A						0								0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A						0								0

		15		Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuelles).		N/A						0								0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		17		Le système d'enregistrement et de réportage évite le double comptage des personnes dans et à travers les points de prestation de service (par exemple, une personne recevant le même service deux fois dans une période de report, ou une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		18		Le système de réportage permet l'identification et l'enregistrement de personne qui renonce  "perdue au suivi" et de personne qui est morte.		N/A						0								0

		19		Il y a une procédure écrite à l'adresse  des rapports en retard, inachevés, imprécis et absents ; y compris le suivi avec le point de service sur des questions de qualité de données.		N/A						0								0

		20		Si des anomalies de données ont été découvertes dans les rapports des points de service, les niveaux intermédiaires d'agrégation (par exemple, des districts ou des régions) ont documenté comment ces contradictions ont été résolues.		N/A						0								0

		V - Liens avec le système national				N/A

		17		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		21		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		22		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		23		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour le site de district

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Faiblesses Identifiés		Description de point d'action										Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de District
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		% Available
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		% Complete



Reporting Performance - District Site

0.9

0.4444444444
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		Fiche de vérification de données et d'évaluation du système - niveau de district

		Nom de site de district/Organisation :						-						-																																								Data Management Assessment - District Site 1

		Region et/ou district:						-						-																																								1		N/A		I - M&E Structure, 
Functions and Capabilities

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-																																								2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Date de revue:						-						-																																								3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Période de reportage vérifiée:						-						-																																								4		N/A		IV- Data Management 
Processes

		Composantes du système de S&É						Codes réponse: 
Oui - complètement
En partie seulement
Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																										5		N/A		V - Links with 
National 
Reporting System

		Partie 1 : Vérifications de données																																																						-		Indicator 1

		A - Recomtage des résultats rapportés :																																																						-		Indicator 2

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires																																								-		Indicator 3

		1		Re-agrégez le valeur de l'indicateur des rapports reçus de tous les points de prestation de service. Quel est le nombre re-agrégé ? [ A ]																																																				-		Indicator 4

		2		Quel est le valeur de l'indicateur soumis par l'unité au prochain niveau  dans le rapport périodique pour la période choisie? [ B ]																																																				-		% Available

		3		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-		`																																								-		%  On Time

		4		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?												`																																								-		% Complete

		B - La performance de reportage:

		Voir si les les rapports sont disponibles, complets et viennent à temps de toutes les etablissements . Combien de rapports devraient etre envoyés des etablissements? Combien y a-t-il ? Ont-ils été reçus à temps ? Sont-ils complets ?

		5		Combien de rapports devraient etre de toutes les sites de prestation de service ? [ A ]

		6		Combien de rapports y a-t-il ? [ B ]

		7		Calculez  le % des Rapports Disponibles [ B/A ]								-

		8		Vérifiez les dates sur les rapports reçus. Combien de rapports ont été reçus à temps ? (c.-à-d., reçu à la date due).  [ C ]

		9		Calculez  %  des rapports reçu à la date due [C/A]								-

		10		Combien de rapports étaient complets ? (c.-à-d.,complet veut dire que le rapport contient toutes les données exigées d'indicateur *). [ D ]

		11		Calculez  % des rapports Complets [D/A]								-

						0

		Partie 2. Évaluation de Système

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A						0								0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A						0								0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		6		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		7		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A						0								0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A						0								0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A						0								0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		12		Le Feedback est systématiquement fourni à tous les points de service sur la qualité d'envoyer les données  (c.-à-d., exactitude, perfection et opportunité).		N/A						0								0

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A						0								0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A						0								0

		15		Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuelles).		N/A						0								0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		17		Le système d'enregistrement et de réportage évite le double comptage des personnes dans et à travers les points de prestation de service (par exemple, une personne recevant le même service deux fois dans une période de report, ou une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		18		Le système de réportage permet l'identification et l'enregistrement de personne qui renonce  "perdue au suivi" et de personne qui est morte.		N/A						0								0

		19		Il y a une procédure écrite à l'adresse  des rapports en retard, inachevés, imprécis et absents ; y compris le suivi avec le point de service sur des questions de qualité de données.		N/A						0								0

		20		Si des anomalies de données ont été découvertes dans les rapports des points de service, les niveaux intermédiaires d'agrégation (par exemple, des districts ou des régions) ont documenté comment ces contradictions ont été résolues.		N/A						0								0

		V - Liens avec le système national				N/A

		17		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		21		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		22		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		23		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour le site de district

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Faiblesses Identifiés		Description de point d'action										Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de District
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		I - M&E Structure, 
Functions and Capabilities

		II- Indicator 
Definitions and 
Reporting 
Guidelines

		III - Data-collection 
and Reporting Forms 
and Tools

		IV- Data Management 
Processes

		V - Links with 
National 
Reporting System



Data Management Assessment - District Site 1

Évaluation de système de gestion de données -
Site de district

2.67

2

2.25

2

1.75



		Indicator 1

		Indicator 2

		Indicator 3

		Indicator 4



Vérification des données -
Site de district

0.6666666667

1.09375

1.2

1.6



		% Available

		%  On Time

		% Complete



Reporting Performance - District Site

0.75

0.75

0.8333333333



		Fiche de vérification de données et d'évaluation du système - niveau de district

		Nom de site de district/Organisation :						-						-																																								Data Management Assessment - District Site 1

		Region et/ou district:						-						-																																								1		N/A		I - M&E Structure, 
Functions and Capabilities

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-																																								2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Date de revue:						-						-																																								3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Période de reportage vérifiée:						-						-																																								4		N/A		IV- Data Management 
Processes

		Composantes du système de S&É						Codes réponse: 
Oui - complètement
En partie seulement
Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																										5		N/A		V - Links with 
National 
Reporting System

		Partie 1 : Vérifications de données																																																						-		Indicator 1

		A - Recomtage des résultats rapportés :																																																						-		Indicator 2

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires																																								-		Indicator 3

		1		Re-agrégez le valeur de l'indicateur des rapports reçus de tous les points de prestation de service. Quel est le nombre re-agrégé ? [ A ]																																																				-		Indicator 4

		2		Quel est le valeur de l'indicateur soumis par l'unité au prochain niveau  dans le rapport périodique pour la période choisie? [ B ]																																																				-		% Available

		3		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-		`																																								-		%  On Time

		4		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?												`																																								-		% Complete

		B - La performance de reportage:

		Voir si les les rapports sont disponibles, complets et viennent à temps de toutes les etablissements . Combien de rapports devraient etre envoyés des etablissements? Combien y a-t-il ? Ont-ils été reçus à temps ? Sont-ils complets ?

		5		Combien de rapports devraient etre de toutes les sites de prestation de service ? [ A ]

		6		Combien de rapports y a-t-il ? [ B ]

		7		Calculez  le % des Rapports Disponibles [ B/A ]								-

		8		Vérifiez les dates sur les rapports reçus. Combien de rapports ont été reçus à temps ? (c.-à-d., reçu à la date due).  [ C ]

		9		Calculez  %  des rapports reçu à la date due [C/A]								-

		10		Combien de rapports étaient complets ? (c.-à-d.,complet veut dire que le rapport contient toutes les données exigées d'indicateur *). [ D ]

		11		Calculez  % des rapports Complets [D/A]								-

						0

		Partie 2. Évaluation de Système

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A						0								0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A						0								0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		6		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		7		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A						0								0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A						0								0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A						0								0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		12		Le Feedback est systématiquement fourni à tous les points de service sur la qualité d'envoyer les données  (c.-à-d., exactitude, perfection et opportunité).		N/A						0								0

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A						0								0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A						0								0

		15		Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuelles).		N/A						0								0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		17		Le système d'enregistrement et de réportage évite le double comptage des personnes dans et à travers les points de prestation de service (par exemple, une personne recevant le même service deux fois dans une période de report, ou une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		18		Le système de réportage permet l'identification et l'enregistrement de personne qui renonce  "perdue au suivi" et de personne qui est morte.		N/A						0								0

		19		Il y a une procédure écrite à l'adresse  des rapports en retard, inachevés, imprécis et absents ; y compris le suivi avec le point de service sur des questions de qualité de données.		N/A						0								0

		20		Si des anomalies de données ont été découvertes dans les rapports des points de service, les niveaux intermédiaires d'agrégation (par exemple, des districts ou des régions) ont documenté comment ces contradictions ont été résolues.		N/A						0								0

		V - Liens avec le système national				N/A

		17		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		21		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		22		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		23		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour le site de district

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Faiblesses Identifiés		Description de point d'action										Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de District
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		I - M&E Structure, 
Functions and Capabilities
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Definitions and 
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Guidelines
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and Tools

		IV- Data Management 
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		V - Links with 
National 
Reporting System



Data Management Assessment - District Site 1

Évaluation de système de gestion de données -
Site de district

1.67

1.75

2

1.56

1.75



		Indicator 1

		Indicator 2

		Indicator 3

		Indicator 4



Vérification des données -
Site de district

0.977443609

1.1386138614

1.0724637681

1.1176470588



		% Available

		%  On Time

		% Complete



Reporting Performance - District Site

0.9333333333

0.1428571429

0.4285714286



		Fiche de vérification de données et d'évaluation du système - niveau de district

		Nom de site de district/Organisation :						-						-																																								Data Management Assessment - District Site 1

		Region et/ou district:						-						-																																								1		N/A		I - M&E Structure, 
Functions and Capabilities

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-																																								2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Date de revue:						-						-																																								3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Période de reportage vérifiée:						-						-																																								4		N/A		IV- Data Management 
Processes

		Composantes du système de S&É						Codes réponse: 
Oui - complètement
En partie seulement
Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																										5		N/A		V - Links with 
National 
Reporting System

		Partie 1 : Vérifications de données																																																						-		Indicator 1

		A - Recomtage des résultats rapportés :																																																						-		Indicator 2

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires																																								-		Indicator 3

		1		Re-agrégez le valeur de l'indicateur des rapports reçus de tous les points de prestation de service. Quel est le nombre re-agrégé ? [ A ]																																																				-		Indicator 4

		2		Quel est le valeur de l'indicateur soumis par l'unité au prochain niveau  dans le rapport périodique pour la période choisie? [ B ]																																																				-		% Available

		3		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-		`																																								-		%  On Time

		4		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?												`																																								-		% Complete

		B - La performance de reportage:

		Voir si les les rapports sont disponibles, complets et viennent à temps de toutes les etablissements . Combien de rapports devraient etre envoyés des etablissements? Combien y a-t-il ? Ont-ils été reçus à temps ? Sont-ils complets ?

		5		Combien de rapports devraient etre de toutes les sites de prestation de service ? [ A ]

		6		Combien de rapports y a-t-il ? [ B ]

		7		Calculez  le % des Rapports Disponibles [ B/A ]								-

		8		Vérifiez les dates sur les rapports reçus. Combien de rapports ont été reçus à temps ? (c.-à-d., reçu à la date due).  [ C ]

		9		Calculez  %  des rapports reçu à la date due [C/A]								-

		10		Combien de rapports étaient complets ? (c.-à-d.,complet veut dire que le rapport contient toutes les données exigées d'indicateur *). [ D ]

		11		Calculez  % des rapports Complets [D/A]								-

						0

		Partie 2. Évaluation de Système

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A						0								0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A						0								0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		6		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		7		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A						0								0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A						0								0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A						0								0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		12		Le Feedback est systématiquement fourni à tous les points de service sur la qualité d'envoyer les données  (c.-à-d., exactitude, perfection et opportunité).		N/A						0								0

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A						0								0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A						0								0

		15		Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuelles).		N/A						0								0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		17		Le système d'enregistrement et de réportage évite le double comptage des personnes dans et à travers les points de prestation de service (par exemple, une personne recevant le même service deux fois dans une période de report, ou une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		18		Le système de réportage permet l'identification et l'enregistrement de personne qui renonce  "perdue au suivi" et de personne qui est morte.		N/A						0								0

		19		Il y a une procédure écrite à l'adresse  des rapports en retard, inachevés, imprécis et absents ; y compris le suivi avec le point de service sur des questions de qualité de données.		N/A						0								0

		20		Si des anomalies de données ont été découvertes dans les rapports des points de service, les niveaux intermédiaires d'agrégation (par exemple, des districts ou des régions) ont documenté comment ces contradictions ont été résolues.		N/A						0								0

		V - Liens avec le système national				N/A

		17		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		21		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		22		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		23		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour le site de district

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Faiblesses Identifiés		Description de point d'action										Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de District
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		I - M&E Structure, 
Functions and Capabilities
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Guidelines

		III - Data-collection 
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and Tools

		IV- Data Management 
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		V - Links with 
National 
Reporting System



Data Management Assessment - District Site 1

Évaluation de système de gestion de données -
Site de district

0

0

0

0

0



		Indicator 1

		Indicator 2

		Indicator 3

		Indicator 4



Vérification des données -
Site de district

0

0

0

0



		% Available

		%  On Time

		% Complete



Reporting Performance - District Site

0

0

0



		Fiche de vérification de données et d'évaluation du système - niveau de district

		Nom de site de district/Organisation :						-						-																																								Data Management Assessment - District Site 1

		Region et/ou district:						-						-																																								1		N/A		I - M&E Structure, 
Functions and Capabilities

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-																																								2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Date de revue:						-						-																																								3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Période de reportage vérifiée:						-						-																																								4		N/A		IV- Data Management 
Processes

		Composantes du système de S&É						Codes réponse: 
Oui - complètement
En partie seulement
Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																										5		N/A		V - Links with 
National 
Reporting System

		Partie 1 : Vérifications de données																																																						-		Indicator 1

		A - Recomtage des résultats rapportés :																																																						-		Indicator 2

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires																																								-		Indicator 3

		1		Re-agrégez le valeur de l'indicateur des rapports reçus de tous les points de prestation de service. Quel est le nombre re-agrégé ? [ A ]																																																				-		Indicator 4

		2		Quel est le valeur de l'indicateur soumis par l'unité au prochain niveau  dans le rapport périodique pour la période choisie? [ B ]																																																				-		% Available

		3		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-		`																																								-		%  On Time

		4		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?												`																																								-		% Complete

		B - La performance de reportage:

		Voir si les les rapports sont disponibles, complets et viennent à temps de toutes les etablissements . Combien de rapports devraient etre envoyés des etablissements? Combien y a-t-il ? Ont-ils été reçus à temps ? Sont-ils complets ?

		5		Combien de rapports devraient etre de toutes les sites de prestation de service ? [ A ]

		6		Combien de rapports y a-t-il ? [ B ]

		7		Calculez  le % des Rapports Disponibles [ B/A ]								-

		8		Vérifiez les dates sur les rapports reçus. Combien de rapports ont été reçus à temps ? (c.-à-d., reçu à la date due).  [ C ]

		9		Calculez  %  des rapports reçu à la date due [C/A]								-

		10		Combien de rapports étaient complets ? (c.-à-d.,complet veut dire que le rapport contient toutes les données exigées d'indicateur *). [ D ]

		11		Calculez  % des rapports Complets [D/A]								-

						0

		Partie 2. Évaluation de Système

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A						0								0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A						0								0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		6		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		7		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A						0								0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A						0								0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A						0								0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		12		Le Feedback est systématiquement fourni à tous les points de service sur la qualité d'envoyer les données  (c.-à-d., exactitude, perfection et opportunité).		N/A						0								0

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A						0								0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A						0								0

		15		Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuelles).		N/A						0								0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		17		Le système d'enregistrement et de réportage évite le double comptage des personnes dans et à travers les points de prestation de service (par exemple, une personne recevant le même service deux fois dans une période de report, ou une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		18		Le système de réportage permet l'identification et l'enregistrement de personne qui renonce  "perdue au suivi" et de personne qui est morte.		N/A						0								0

		19		Il y a une procédure écrite à l'adresse  des rapports en retard, inachevés, imprécis et absents ; y compris le suivi avec le point de service sur des questions de qualité de données.		N/A						0								0

		20		Si des anomalies de données ont été découvertes dans les rapports des points de service, les niveaux intermédiaires d'agrégation (par exemple, des districts ou des régions) ont documenté comment ces contradictions ont été résolues.		N/A						0								0

		V - Liens avec le système national				N/A

		17		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		21		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		22		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		23		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour le site de district

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Faiblesses Identifiés		Description de point d'action										Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de District
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		Fiche de vérification de données et d'évaluation du système - niveau de district

		Nom de site de district/Organisation :						-						-																																								Data Management Assessment - District Site 1

		Region et/ou district:						-						-																																								1		N/A		I - M&E Structure, 
Functions and Capabilities

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-																																								2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Date de revue:						-						-																																								3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Période de reportage vérifiée:						-						-																																								4		N/A		IV- Data Management 
Processes

		Composantes du système de S&É						Codes réponse: 
Oui - complètement
En partie seulement
Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																										5		N/A		V - Links with 
National 
Reporting System

		Partie 1 : Vérifications de données																																																						-		Indicator 1

		A - Recomtage des résultats rapportés :																																																						-		Indicator 2

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires																																								-		Indicator 3

		1		Re-agrégez le valeur de l'indicateur des rapports reçus de tous les points de prestation de service. Quel est le nombre re-agrégé ? [ A ]																																																				-		Indicator 4

		2		Quel est le valeur de l'indicateur soumis par l'unité au prochain niveau  dans le rapport périodique pour la période choisie? [ B ]																																																				-		% Available

		3		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-		`																																								-		%  On Time

		4		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?												`																																								-		% Complete

		B - La performance de reportage:

		Voir si les les rapports sont disponibles, complets et viennent à temps de toutes les etablissements . Combien de rapports devraient etre envoyés des etablissements? Combien y a-t-il ? Ont-ils été reçus à temps ? Sont-ils complets ?

		5		Combien de rapports devraient etre de toutes les sites de prestation de service ? [ A ]

		6		Combien de rapports y a-t-il ? [ B ]

		7		Calculez  le % des Rapports Disponibles [ B/A ]								-

		8		Vérifiez les dates sur les rapports reçus. Combien de rapports ont été reçus à temps ? (c.-à-d., reçu à la date due).  [ C ]

		9		Calculez  %  des rapports reçu à la date due [C/A]								-

		10		Combien de rapports étaient complets ? (c.-à-d.,complet veut dire que le rapport contient toutes les données exigées d'indicateur *). [ D ]

		11		Calculez  % des rapports Complets [D/A]								-

						0

		Partie 2. Évaluation de Système

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A						0								0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A						0								0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		6		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		7		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A						0								0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A						0								0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A						0								0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		12		Le Feedback est systématiquement fourni à tous les points de service sur la qualité d'envoyer les données  (c.-à-d., exactitude, perfection et opportunité).		N/A						0								0

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A						0								0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A						0								0

		15		Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuelles).		N/A						0								0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		17		Le système d'enregistrement et de réportage évite le double comptage des personnes dans et à travers les points de prestation de service (par exemple, une personne recevant le même service deux fois dans une période de report, ou une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		18		Le système de réportage permet l'identification et l'enregistrement de personne qui renonce  "perdue au suivi" et de personne qui est morte.		N/A						0								0

		19		Il y a une procédure écrite à l'adresse  des rapports en retard, inachevés, imprécis et absents ; y compris le suivi avec le point de service sur des questions de qualité de données.		N/A						0								0

		20		Si des anomalies de données ont été découvertes dans les rapports des points de service, les niveaux intermédiaires d'agrégation (par exemple, des districts ou des régions) ont documenté comment ces contradictions ont été résolues.		N/A						0								0

		V - Liens avec le système national				N/A

		17		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		21		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		22		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		23		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour le site de district

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Faiblesses Identifiés		Description de point d'action										Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de District
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0
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		Fiche de vérification de données et d'évaluation du système - niveau de district

		Nom de site de district/Organisation :						-						-																																								Data Management Assessment - District Site 1

		Region et/ou district:						-						-																																								1		N/A		I - M&E Structure, 
Functions and Capabilities

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-																																								2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Date de revue:						-						-																																								3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Période de reportage vérifiée:						-						-																																								4		N/A		IV- Data Management 
Processes

		Composantes du système de S&É						Codes réponse: 
Oui - complètement
En partie seulement
Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																										5		N/A		V - Links with 
National 
Reporting System

		Partie 1 : Vérifications de données																																																						-		Indicator 1

		A - Recomtage des résultats rapportés :																																																						-		Indicator 2

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires																																								-		Indicator 3

		1		Re-agrégez le valeur de l'indicateur des rapports reçus de tous les points de prestation de service. Quel est le nombre re-agrégé ? [ A ]																																																				-		Indicator 4

		2		Quel est le valeur de l'indicateur soumis par l'unité au prochain niveau  dans le rapport périodique pour la période choisie? [ B ]																																																				-		% Available

		3		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-		`																																								-		%  On Time

		4		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?												`																																								-		% Complete

		B - La performance de reportage:

		Voir si les les rapports sont disponibles, complets et viennent à temps de toutes les etablissements . Combien de rapports devraient etre envoyés des etablissements? Combien y a-t-il ? Ont-ils été reçus à temps ? Sont-ils complets ?

		5		Combien de rapports devraient etre de toutes les sites de prestation de service ? [ A ]

		6		Combien de rapports y a-t-il ? [ B ]

		7		Calculez  le % des Rapports Disponibles [ B/A ]								-

		8		Vérifiez les dates sur les rapports reçus. Combien de rapports ont été reçus à temps ? (c.-à-d., reçu à la date due).  [ C ]

		9		Calculez  %  des rapports reçu à la date due [C/A]								-

		10		Combien de rapports étaient complets ? (c.-à-d.,complet veut dire que le rapport contient toutes les données exigées d'indicateur *). [ D ]

		11		Calculez  % des rapports Complets [D/A]								-

						0

		Partie 2. Évaluation de Système

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A						0								0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A						0								0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		6		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		7		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A						0								0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A						0								0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A						0								0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		12		Le Feedback est systématiquement fourni à tous les points de service sur la qualité d'envoyer les données  (c.-à-d., exactitude, perfection et opportunité).		N/A						0								0

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A						0								0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A						0								0

		15		Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuelles).		N/A						0								0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		17		Le système d'enregistrement et de réportage évite le double comptage des personnes dans et à travers les points de prestation de service (par exemple, une personne recevant le même service deux fois dans une période de report, ou une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		18		Le système de réportage permet l'identification et l'enregistrement de personne qui renonce  "perdue au suivi" et de personne qui est morte.		N/A						0								0

		19		Il y a une procédure écrite à l'adresse  des rapports en retard, inachevés, imprécis et absents ; y compris le suivi avec le point de service sur des questions de qualité de données.		N/A						0								0

		20		Si des anomalies de données ont été découvertes dans les rapports des points de service, les niveaux intermédiaires d'agrégation (par exemple, des districts ou des régions) ont documenté comment ces contradictions ont été résolues.		N/A						0								0

		V - Liens avec le système national				N/A

		17		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		21		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		22		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		23		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour le site de district

				Selons les résultats de vérification de système et la revue des données du site du service, décrivez svp tous les faiblesses identifiée et recommander des mesures de renforcement, y compris une estimation de la durée du temps qu'elle pourrait prendre. Celles-ci seront discutées avec le programme.

				Faiblesses Identifiés		Description de point d'action										Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de District
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		Indicator 3

		Indicator 4



Vérification des données -
Site de district

0

0

0

0



		% Available

		%  On Time

		% Complete



Reporting Performance - District Site

0

0

0



		Statistiques sommaires de niveau de district



&A&RPage &P



		Structure de S&E, 
Fonctions et Aptitudes

		Définitions de
l'Indicateur et
Directives de
Communication

		Formulaires/Outils
de collecte de
 données et de 
communication

		Processus de
 Gestion des 
Données

		Liens avec le
 Système 
d'Information 
National



System Assessment

Évaluation de système de gestion de données -
Sommaire des sites de district

0

0

0

0

0



		Indicateur 1

		Indicateur 2

		Indicateur 3

		Indicateur 4



Verification Factor

Vérification des données -
Sommaire des sites de district

0

0

0

0



		-		0		0		0		0



Structure de S&E, 
Fonctions et Aptitudes

Définitions de
l'Indicateur et
Directives de
Communication

Processus de
 Gestion des 
Données

Formulaires/Outils
de collecte de
 données et de 
communication

Liens avec le
 Système 
d'Information 
National

Vérification des données -
Resultats par district

0



		-		-		-		-



Indicateur 1

Indicateur 2

Indicateur 3

Indicateur 4

Vérification des données -
Resultats par district

0

0

0

0



		Disponibilité

		À temps

		Complètude



Reporting Performance

La Performance de réportage
Sommaire des sites de district

0

0

0



		-		-		-



Disponibilité

À temps

Complètude

La Performance de réportage -
Resultats par district

0

0

0



		Fiche de vérification de données et d'évaluation du système - niveau de région

		Nom de site de région/Organisation :						-						-																																								Data Management Assessment - District Site 1

		Region :						-						-																																								1		N/A		I - M&E Structure, 
Functions and Capabilities

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-																																								2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Date de revue:						-						-																																								3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Période de reportage vérifiée:						-						-																																								4		N/A		IV- Data Management 
Processes

		Composantes du système de S&É						Codes réponse: 
Oui - complètement
En partie seulement
Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																										5		N/A		V - Links with 
National 
Reporting System

		Partie 1 : Vérifications de données																																																						-		Indicator 1

		A - Recomtage des résultats rapportés :																																																						-		Indicator 2

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires																																								-		Indicator 3

		1		Re-agrégez le valeur de l'indicateur des rapports reçus de tous les districts dans la région. Quel est le nombre re-agrégé ? [ A ]																																																				-		Indicator 4

		2		Quel est le valeur de l'indicateur soumis par l'unité au prochain niveau  dans le rapport périodique pour la période choisie? [ B ]																																																				-		% Available

		3		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-		`																																								-		%  On Time

		4		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?												`																																								-		% Complete

		B - La performance de reportage:

		Voir si les les rapports sont disponibles, complets et viennent à temps de toutes les districts. Combien de rapports devraient etre envoyés des districts? Combien y a-t-il ? Ont-ils été reçus à temps ? Sont-ils complets ?

		5		Combien de rapports devraient etre de toutes les districts dans la région ? [ A ]

		6		Combien de rapports y a-t-il ? [ B ]

		7		Calculez  le % des Rapports Disponibles [ B/A ]								-

		8		Vérifiez les dates sur les rapports reçus. Combien de rapports ont été reçus à temps ? (c.-à-d., reçu à la date due).  [ C ]

		9		Calculez  %  des rapports reçu à la date due [C/A]								-

		10		Combien de rapports étaient complets ? (c.-à-d.,complet veut dire que le rapport contient toutes les données exigées d'indicateur *). [ D ]

		11		Calculez  % des rapports Complets [D/A]								-

						0

		Partie 2. Évaluation de Système

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A						0								0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A						0								0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		6		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		7		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A						0								0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A						0								0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A						0								0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		12		Le Feedback est systématiquement fourni à tous les points de service sur la qualité d'envoyer les données  (c.-à-d., exactitude, perfection et opportunité).		N/A						0								0

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A						0								0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A						0								0

		15		Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuelles).		N/A						0								0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		17		Le système d'enregistrement et de réportage évite le double comptage des personnes dans et à travers les points de prestation de service (par exemple, une personne recevant le même service deux fois dans une période de report, ou une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		18		Le système de réportage permet l'identification et l'enregistrement de personne qui renonce  "perdue au suivi" et de personne qui est morte.		N/A						0								0

		19		Il y a une procédure écrite à l'adresse  des rapports en retard, inachevés, imprécis et absents ; y compris le suivi avec le point de service sur des questions de qualité de données.		N/A						0								0

		20		Si des anomalies de données ont été découvertes dans les rapports des points de service, les niveaux intermédiaires d'agrégation (par exemple, des districts ou des régions) ont documenté comment ces contradictions ont été résolues.		N/A						0								0

		V - Liens avec le système national				N/A

		17		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		21		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		22		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		23		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour le site de région

				Selons les résultats de vérification de système et la revue des données du site du service, décrivez svp tous les faiblesses identifiée et recommander des mesures de renforcement, y compris une estimation de la durée du temps qu'elle pourrait prendre. Celles-ci seront discutées avec le programme.

				Faiblesses Identifiés		Description de point d'action										Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de région
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Data Management Assessment - District Site 1

Évaluation de système de gestion de données -
Site de région

0

0

0

0

0



		Indicator 1

		Indicator 2

		Indicator 3

		Indicator 4



Vérification des données -
Site de région

0

0

0

0



		% Available

		%  On Time

		% Complete



Reporting Performance - Regional Site

0

0

0



		Fiche de vérification de données et d'évaluation du système - niveau de région

		Nom de site de région/Organisation :						-						-																																								Data Management Assessment - District Site 1

		Region :						-						-																																								1		N/A		I - M&E Structure, 
Functions and Capabilities

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-																																								2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Date de revue:						-						-																																								3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Période de reportage vérifiée:						-						-																																								4		N/A		IV- Data Management 
Processes

		Composantes du système de S&É						Codes réponse: 
Oui - complètement
En partie seulement
Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																										5		N/A		V - Links with 
National 
Reporting System

		Partie 1 : Vérifications de données																																																						-		Indicator 1

		A - Recomtage des résultats rapportés :																																																						-		Indicator 2

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires																																								-		Indicator 3

		1		Re-agrégez le valeur de l'indicateur des rapports reçus de tous les districts dans la région. Quel est le nombre re-agrégé ? [ A ]																																																				-		Indicator 4

		2		Quel est le valeur de l'indicateur soumis par l'unité au prochain niveau  dans le rapport périodique pour la période choisie? [ B ]																																																				-		% Available

		3		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-		`																																								-		%  On Time

		4		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?												`																																								-		% Complete

		B - La performance de reportage:

		Voir si les les rapports sont disponibles, complets et viennent à temps de toutes les districts. Combien de rapports devraient etre envoyés des districts? Combien y a-t-il ? Ont-ils été reçus à temps ? Sont-ils complets ?

		5		Combien de rapports devraient etre de toutes les districts dans la région ? [ A ]

		6		Combien de rapports y a-t-il ? [ B ]

		7		Calculez  le % des Rapports Disponibles [ B/A ]								-

		8		Vérifiez les dates sur les rapports reçus. Combien de rapports ont été reçus à temps ? (c.-à-d., reçu à la date due).  [ C ]

		9		Calculez  %  des rapports reçu à la date due [C/A]								-

		10		Combien de rapports étaient complets ? (c.-à-d.,complet veut dire que le rapport contient toutes les données exigées d'indicateur *). [ D ]

		11		Calculez  % des rapports Complets [D/A]								-

						0

		Partie 2. Évaluation de Système

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A						0								0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A						0								0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		6		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		7		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A						0								0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A						0								0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A						0								0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		12		Le Feedback est systématiquement fourni à tous les points de service sur la qualité d'envoyer les données  (c.-à-d., exactitude, perfection et opportunité).		N/A						0								0

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A						0								0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A						0								0

		15		Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuelles).		N/A						0								0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		17		Le système d'enregistrement et de réportage évite le double comptage des personnes dans et à travers les points de prestation de service (par exemple, une personne recevant le même service deux fois dans une période de report, ou une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		18		Le système de réportage permet l'identification et l'enregistrement de personne qui renonce  "perdue au suivi" et de personne qui est morte.		N/A						0								0

		19		Il y a une procédure écrite à l'adresse  des rapports en retard, inachevés, imprécis et absents ; y compris le suivi avec le point de service sur des questions de qualité de données.		N/A						0								0

		20		Si des anomalies de données ont été découvertes dans les rapports des points de service, les niveaux intermédiaires d'agrégation (par exemple, des districts ou des régions) ont documenté comment ces contradictions ont été résolues.		N/A						0								0

		V - Liens avec le système national				N/A

		17		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		21		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		22		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		23		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour le site de région

				Selons les résultats de vérification de système et la revue des données du site du service, décrivez svp tous les faiblesses identifiée et recommander des mesures de renforcement, y compris une estimation de la durée du temps qu'elle pourrait prendre. Celles-ci seront discutées avec le programme.

				Faiblesses Identifiés		Description de point d'action										Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de région
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Data Management Assessment - District Site 1

Évaluation de système de gestion de données -
Site de région

2

1.75

2

1.89

1.5



		Indicator 1

		Indicator 2

		Indicator 3

		Indicator 4



Vérification des données -
Site de région

0.8333333333

1.1111111111

1.0826446281

1.0833333333



		% Available

		%  On Time

		% Complete



Reporting Performance - Regional Site

0.875

0.7142857143

0.5714285714



		Fiche de vérification de données et d'évaluation du système - niveau de région

		Nom de site de région/Organisation :						-						-																																								Data Management Assessment - District Site 1

		Region :						-						-																																								1		N/A		I - M&E Structure, 
Functions and Capabilities

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-																																								2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Date de revue:						-						-																																								3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Période de reportage vérifiée:						-						-																																								4		N/A		IV- Data Management 
Processes

		Composantes du système de S&É						Codes réponse: 
Oui - complètement
En partie seulement
Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																										5		N/A		V - Links with 
National 
Reporting System

		Partie 1 : Vérifications de données																																																						-		Indicator 1

		A - Recomtage des résultats rapportés :																																																						-		Indicator 2

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires																																								-		Indicator 3

		1		Re-agrégez le valeur de l'indicateur des rapports reçus de tous les districts dans la région. Quel est le nombre re-agrégé ? [ A ]																																																				-		Indicator 4

		2		Quel est le valeur de l'indicateur soumis par l'unité au prochain niveau  dans le rapport périodique pour la période choisie? [ B ]																																																				-		% Available

		3		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-		`																																								-		%  On Time

		4		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?												`																																								-		% Complete

		B - La performance de reportage:

		Voir si les les rapports sont disponibles, complets et viennent à temps de toutes les districts. Combien de rapports devraient etre envoyés des districts? Combien y a-t-il ? Ont-ils été reçus à temps ? Sont-ils complets ?

		5		Combien de rapports devraient etre de toutes les districts dans la région ? [ A ]

		6		Combien de rapports y a-t-il ? [ B ]

		7		Calculez  le % des Rapports Disponibles [ B/A ]								-

		8		Vérifiez les dates sur les rapports reçus. Combien de rapports ont été reçus à temps ? (c.-à-d., reçu à la date due).  [ C ]

		9		Calculez  %  des rapports reçu à la date due [C/A]								-

		10		Combien de rapports étaient complets ? (c.-à-d.,complet veut dire que le rapport contient toutes les données exigées d'indicateur *). [ D ]

		11		Calculez  % des rapports Complets [D/A]								-

						0

		Partie 2. Évaluation de Système

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A						0								0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A						0								0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		6		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		7		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A						0								0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A						0								0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A						0								0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		12		Le Feedback est systématiquement fourni à tous les points de service sur la qualité d'envoyer les données  (c.-à-d., exactitude, perfection et opportunité).		N/A						0								0

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A						0								0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A						0								0

		15		Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuelles).		N/A						0								0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		17		Le système d'enregistrement et de réportage évite le double comptage des personnes dans et à travers les points de prestation de service (par exemple, une personne recevant le même service deux fois dans une période de report, ou une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		18		Le système de réportage permet l'identification et l'enregistrement de personne qui renonce  "perdue au suivi" et de personne qui est morte.		N/A						0								0

		19		Il y a une procédure écrite à l'adresse  des rapports en retard, inachevés, imprécis et absents ; y compris le suivi avec le point de service sur des questions de qualité de données.		N/A						0								0

		20		Si des anomalies de données ont été découvertes dans les rapports des points de service, les niveaux intermédiaires d'agrégation (par exemple, des districts ou des régions) ont documenté comment ces contradictions ont été résolues.		N/A						0								0

		V - Liens avec le système national				N/A

		17		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		21		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		22		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		23		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour le site de région

				Selons les résultats de vérification de système et la revue des données du site du service, décrivez svp tous les faiblesses identifiée et recommander des mesures de renforcement, y compris une estimation de la durée du temps qu'elle pourrait prendre. Celles-ci seront discutées avec le programme.

				Faiblesses Identifiés		Description de point d'action										Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de région
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0

0

0

0
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		Indicator 1
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0

0

0
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		% Available

		%  On Time
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0

0
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		Fiche de vérification de données et d'évaluation du système - niveau de région

		Nom de site de région/Organisation :						-						-																																								Data Management Assessment - District Site 1

		Region :						-						-																																								1		N/A		I - M&E Structure, 
Functions and Capabilities

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-																																								2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Date de revue:						-						-																																								3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Période de reportage vérifiée:						-						-																																								4		N/A		IV- Data Management 
Processes

		Composantes du système de S&É						Codes réponse: 
Oui - complètement
En partie seulement
Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																										5		N/A		V - Links with 
National 
Reporting System

		Partie 1 : Vérifications de données																																																						-		Indicator 1

		A - Recomtage des résultats rapportés :																																																						-		Indicator 2

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires																																								-		Indicator 3

		1		Re-agrégez le valeur de l'indicateur des rapports reçus de tous les districts dans la région. Quel est le nombre re-agrégé ? [ A ]																																																				-		Indicator 4

		2		Quel est le valeur de l'indicateur soumis par l'unité au prochain niveau  dans le rapport périodique pour la période choisie? [ B ]																																																				-		% Available

		3		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-		`																																								-		%  On Time

		4		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?												`																																								-		% Complete

		B - La performance de reportage:

		Voir si les les rapports sont disponibles, complets et viennent à temps de toutes les districts. Combien de rapports devraient etre envoyés des districts? Combien y a-t-il ? Ont-ils été reçus à temps ? Sont-ils complets ?

		5		Combien de rapports devraient etre de toutes les districts dans la région ? [ A ]

		6		Combien de rapports y a-t-il ? [ B ]

		7		Calculez  le % des Rapports Disponibles [ B/A ]								-

		8		Vérifiez les dates sur les rapports reçus. Combien de rapports ont été reçus à temps ? (c.-à-d., reçu à la date due).  [ C ]

		9		Calculez  %  des rapports reçu à la date due [C/A]								-

		10		Combien de rapports étaient complets ? (c.-à-d.,complet veut dire que le rapport contient toutes les données exigées d'indicateur *). [ D ]

		11		Calculez  % des rapports Complets [D/A]								-

						0

		Partie 2. Évaluation de Système

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A						0								0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A						0								0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		6		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		7		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A						0								0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A						0								0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A						0								0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		12		Le Feedback est systématiquement fourni à tous les points de service sur la qualité d'envoyer les données  (c.-à-d., exactitude, perfection et opportunité).		N/A						0								0

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A						0								0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A						0								0

		15		Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuelles).		N/A						0								0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		17		Le système d'enregistrement et de réportage évite le double comptage des personnes dans et à travers les points de prestation de service (par exemple, une personne recevant le même service deux fois dans une période de report, ou une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		18		Le système de réportage permet l'identification et l'enregistrement de personne qui renonce  "perdue au suivi" et de personne qui est morte.		N/A						0								0

		19		Il y a une procédure écrite à l'adresse  des rapports en retard, inachevés, imprécis et absents ; y compris le suivi avec le point de service sur des questions de qualité de données.		N/A						0								0

		20		Si des anomalies de données ont été découvertes dans les rapports des points de service, les niveaux intermédiaires d'agrégation (par exemple, des districts ou des régions) ont documenté comment ces contradictions ont été résolues.		N/A						0								0

		V - Liens avec le système national				N/A

		17		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		21		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		22		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		23		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour le site de région

				Selons les résultats de vérification de système et la revue des données du site du service, décrivez svp tous les faiblesses identifiée et recommander des mesures de renforcement, y compris une estimation de la durée du temps qu'elle pourrait prendre. Celles-ci seront discutées avec le programme.

				Faiblesses Identifiés		Description de point d'action										Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de région
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		Statistiques sommaires de niveau régional
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0

0

0

0
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		Indicateur 2
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Verification Factor

Vérification des données -
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0

0

0

0



		-		0		0		0		0
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Évaluation de système de gestion de données - -
Resultat par région

0



		-		-		-		-
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0

0

0

0
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Performance de Réportage -
Sommaire de niveau de région

0

0

0



		-		-		-
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0

0

0



		Fiche de vérification de données et d'évaluation du système - Unité de S&É au niveau national

		Nom de unité de S&É au niveau national:						-						-

		Indicateur revue:						1) -,  2) -, 3) -, 4) -						-

		Date de revue:						-						-

		Période de reportage vérifiée:						-						-

		Composantes du système de S&É						Codes réponse: 
Oui - complètement
En partie seulement
Non - pas du tout 
N/A				Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)

																																																						Data Management Assessment - M&E Unit																								yes -completely		partly		no, not at all		N/A

		Partie 1 : Vérifications de données																																																				1		N/A		I - M&E Structure, 
Functions and Capabilities																		accuracy		0		0		0		0

		A - Recomtage des résultats rapportés :																																																				2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines																		reliability		0		0		0		0

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté par le site et expliquez les anomalies (sil y en a).						Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Commentaires																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools																		timeliness		0		0		0		0

		1		Re-agrégez le valeur de l'indicateur des rapports reçus de tous les sous-entités de reportage (c.-à-d. districts ou régions) . Quel est le nombre re-agrégé ? [ A ]																																																		4		N/A		IV- Data Management 
Processes																		completeness		0		0		0		0

		2		Quel est le valeur de l'indicateur soumis par l'unité au bailleur de fonds ou publié dans le rapport périodique pour la période choisie? [ B ]																																																		5		N/A		V - Links with 
National 
Reporting System																		precision		0		0		0		0

		3		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-		-		-		-																																																														confidentiality		0		0		0		0

		4		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?																																																																								integrity		0		0		0		0

		B - Performance de reportage:

		Voir si les les rapports sont disponibles, complets et viennent à temps de toutes les etablissements . Combien de rapports devraient etre envoyés des sous-entités de reportage (c.-à-d. districts ou régions).  Combien y a-t-il ? Ont-ils été reçus à temps ? Sont-ils complets ?

		5		Combien de rapports devraient etre de tous les sous-entités de reportage (c.à d. districts ou régions)  dans le pays ? [ A ]																																																		Data Verifications - M&E Unit

		6		Combien de rapports y a-t-il ? [ B ]																																																		1		-		% Available

		7		Calculez  le % des Rapports Disponibles [ B/A ]								-																																										2		-		% On Time

		8		Vérifiez les dates sur les rapports reçus. Combien de rapports ont été reçus à temps ? (c.-à-d., reçu à la date due).  [ C ]																																																		3		-		% Complete

		9		Calculez  %  des rapports reçu à la date due [C/A]								-																																										1		-		Indicateur 1

		10		Combien de rapports étaient complets ? (c.-à-d.,complet veut dire que le rapport contient toutes les données exigées d'indicateur *). [ D ]																																																		2		-		Indicateur 2

		11		Calculez  % des rapports Complets [D/A]								-																																										3		-		Indicateur 3

																																																						4		-		Indicateur 4

		Partie 2. Évaluation de Système

		I - Capacités, rôles et responsabilités de S&É

		1		Il y a un diagramme /structure d'organisation documenté qui identifie clairement les positions qui ont des responsabilités de gestion des données à l'unité de M&E. (pour spécifier quelle unité : par exemple MSP CNLS banque mondiale)		N/A						0								0

		2		Toutes les positions de personnel consacrées à M&E et au système de gestion des données sont remplies.		N/A						0								0

		3		Un membre de cadres superieur (par exemple, le directeur de programme) est responsable de passer en revue les nombres agrégés avant la soumission des rapports de l'unité de M&E.		N/A						0								0

		4		Il y a un personnel responsable  désigné de passer en revue la qualité des données (c.-à-d., exactitude, perfection et promptitude et confidentialité) reçues des sous-niveaux d'envoi (par exemple, régions, districts, points de service).		N/A						0								0

		5		Il y a un plan de formation qui inclut le personnel impliqué dans la collecte des données à tous les niveaux dans le processus d'envois.		N/A						0								0

		6		Tout le personnel approprié ont reçu la formation sur les processus et les outils de gestion des données.		N/A						0								0

		II- Définitions de l'indicateur et directives de réportage				N/A

		7		L'unité de M&E a documenté et a partagé la définition de l'indicateur(s) avec tous les niveaux appropriés du système de rappoort (par exemple, régions, districts, points de service).		N/A						0								0

		8		Il y a une description des services qui sont liés à chaque indicateur mesuré par le Programme/projet.		N/A						0								0

		9		Il y a une politique écrite qui énonce pour combien de temps des documents de source et les formes d'envoi doivent être maintenus.		N/A						0								0

		10		L'unité de M&E a fourni les directives écrites à toutes les entités d'envoi (par exemple, régions, districts, points de service) sur des conditions et des dates-limites.		N/A						0								0

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de  inférieurs sur …				N/A

		11		,,, ce quoi ils doivent inclure dans les rapports.		N/A						0								0

		12		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A						0								0

		13		… à qui les rapports devraient-ils être soumis.		N/A						0								0

		14		… Quand les rapports doivent-ils être soumis?		N/A						0								0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		15		Si les multiples organismes  mettent en application des activités sous le programme/projet, ils utilisent tous les mêmes formes et rapports selon les mêmes chronologies ou dates-limites.		N/A						0								0

		16		L'unité de S&É a identifié un document de source standard (par exemple, disque, forme de prise de client, registre, etc.. médicaux.) être utilisé par tous les points de livraison de service pour enregistrer le service .		N/A						0								0

		17		L'unité de S&É a identifié des formes/outils standard (par exemple, rapport mensuel) à etre utilisée  par tous les niveaux d'agrégation.		N/A						0								0

		18		L'unité de S&É a identifié la norme rapportant formes/outils à etre utilisée  par tous les niveaux d'envoi.		N/A						0								0

		19		Des instructions claires ont été fournies par l'unité de M&E sur la façon de completer la collecte de données et supports /outils d'envoi.		N/A						0								0

		20		Les données collectées par le systeme M&E ont une précision suffisante pour mesurer l'indicateur(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur spécifie la désagrégation par ces caractéristiques).		N/A						0								0

		21		Tous les documents de source et formes d'envoi appropriés pour mesurer l'indicateur(s) sont disponibles pour le but d'apurement  (l y compris des imprimées datées en cas de système automatisé).		N/A						0								0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		22		L'unité de M&E a clairement documenté l'agrégation de données, l'analyse et/ou les étapes de manipulation exécutées à chaque niveau du système d'envoi.		N/A						0								0

		23		Le Feedback est systématiquement fourni à tous les sous-niveaux sur la qualité des données (c.-à-d., exactitude, perfection et promptitude).		N/A						0								0

		24		Il y a des contrôles de qualité en place quand des données sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres une saisie posterieure de données, etc..).		N/A						0								0

		25		Il y a une procédure de sauvegarde écrite quand la saisie ou le traitement de données est informatisée.		N/A						0								0

		26		si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuelles).		N/A						0								0

		27		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A						0								0

		28		Le système d'enregistrement et d'envoi évite le double comptage des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A						0								0

		29		Le système de réportage permet l'identification et l'enregistrement des personnes qui deviennent "perdue de vue" et les personnes qui sont mortes.		N/A						0								0

		30		Il y a une procédure écrite à l'adresse  des rapports en retard, inachevés, imprécis et absents ; y compris le suivi avec le point de service sur des questions de qualité de données.		N/A						0								0

		31		Si des anomalies de données ont été détectées dans les rapports des sous-niveaux de réportage (par exemple, des districts ou des régions), l'unité de S&É a documenté comment ces contradictions ont été résolues.		N/A						0								0

		32		L'unité de S&É peut démontrer que les visites de supervision régulières ont eu lieu et que la qualité de données a été passée en revue.		N/A						0								0

		V - Liens avec le système national				N/A

		33		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A						0								0

		34		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A						0								0

		35		Les dates-limites de reportage sont harmonisées avec celles du programme national		N/A						0								0

		36		Les sites de prestation de service sont identifiés utilisant un système de codes (numéros d'identité) qui suit le système national (s'il existe).		N/A						0								0																																		System Assessment

		37		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A						0								0

		38		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A						0								0

						N/A

		Partie 3 : Recommandations pour l'unité de S&É au niveau national

				Selons les résultats de vérification de système et la revue des données du site du service, décrivez svp tous les faiblesses identifiée et recommander des mesures de renforcement, y compris une estimation de la durée du temps qu'elle pourrait prendre. Celles-ci seront discutées avec le programme.

				Faiblesses Identifiés				Description de point d'action								Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD National Level - l'unité de S&É au niveau national
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		I - M&E Structure, 
Functions and Capabilities

		II- Indicator 
Definitions and 
Reporting 
Guidelines

		III - Data-collection 
and Reporting Forms 
and Tools

		IV- Data Management 
Processes

		V - Links with 
National 
Reporting System



Data Management Assessment - M&E Unit

Data Management Assessment - 
National Level - M&E Unit

0

0

0

0

0



		Indicateur 1

		Indicateur 2

		Indicateur 3

		Indicateur 4



Data Verifications - M&E Unit

Data and Verifications - 
National Level - M&E Unit

0

0

0

0



		% Available

		% On Time

		% Complete



Data Verifications - M&E Unit

Reporting Performance - 
National Level - M&E Unit

0

0

0



		TALEAU RECAPITULATIF

Évaluation des Systèmes de Gestion des Données et d'Information								I		II		III		IV		V		Moyenne
(par site)				Couleur de la clé du Code

										Structure de S&E , Fonctions et Aptitudes		Définitions de l'Indicateur et Directives de Communication		Formulaires/Outils de collecte de données et de communication		Processus de Gestion des Données		Liens avec le Système d'Information National						vert		2.5 - 3.0		Oui - 
complètement

		Unité de S&E																						jaune		1.5 - 2.5		En partie 
seulement

		-		-						N/A		N/A		N/A		N/A		N/A		N/A				rouge		< 1.5		Non - 
pas du tout

		Sites d'agrégation de région:

		1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2		-						N/A		N/A		N/A		N/A		N/A		N/A

		3		-						N/A		N/A		N/A		N/A		N/A		N/A

		4		-						N/A		N/A		N/A		N/A		N/A		N/A

		Sites d'agrégation de district:

		1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2		-						N/A		N/A		N/A		N/A		N/A		N/A

		3		-						N/A		N/A		N/A		N/A		N/A		N/A

		4		-						N/A		N/A		N/A		N/A		N/A		N/A

		5		-						N/A		N/A		N/A		N/A		N/A		N/A

		6		-						N/A		N/A		N/A		N/A		N/A		N/A

		7		-						N/A		N/A		N/A		N/A		N/A		N/A

		8		-						N/A		N/A		N/A		N/A		N/A		N/A

		Sites de Prestation de Service

		1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2		-						N/A		N/A		N/A		N/A		N/A		N/A

		3		-						N/A		N/A		N/A		N/A		N/A		N/A

		4		-						N/A		N/A		N/A		N/A		N/A		N/A

		5		-						N/A		N/A		N/A		N/A		N/A		N/A

		6		-						N/A		N/A		N/A		N/A		N/A		N/A

		7		-						N/A		N/A		N/A		N/A		N/A		N/A

		8		-						N/A		N/A		N/A		N/A		N/A		N/A

		9		-						N/A		N/A		N/A		N/A		N/A		N/A

		10		-						N/A		N/A		N/A		N/A		N/A		N/A

		11		-						N/A		N/A		N/A		N/A		N/A		N/A

		12		-						N/A		N/A		N/A		N/A		N/A		N/A

		13		-						N/A		N/A		N/A		N/A		N/A		N/A

		14		-						N/A		N/A		N/A		N/A		N/A		N/A

		15		-						N/A		N/A		N/A		N/A		N/A		N/A

		16		-						N/A		N/A		N/A		N/A		N/A		N/A

		17		-						N/A		N/A		N/A		N/A		N/A		N/A

		18		-						N/A		N/A		N/A		N/A		N/A		N/A

		19		-						N/A		N/A		N/A		N/A		N/A		N/A

		20		-						N/A		N/A		N/A		N/A		N/A		N/A

		21		-						N/A		N/A		N/A		N/A		N/A		N/A

		22		-						N/A		N/A		N/A		N/A		N/A		N/A

		23		-						N/A		N/A		N/A		N/A		N/A		N/A

		24		-						N/A		N/A		N/A		N/A		N/A		N/A

		Moyenne (par domaine fonctionnel)								N/A		N/A		N/A		N/A		N/A		N/A
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		Tableau de Bord Global
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		Structure de S&E, 
Fonctions et Aptitudes

		Définitions de
l'Indicateur et
Directives de
Communication

		Formulaires/Outils
de collecte de
 données et de 
communication

		Processus de
 Gestion des 
Données

		Liens avec le
 Système 
d'Information 
National



Moyen Global

Évaluation de système de gestion de données -
Moyen Global

0

0

0

0

0



		Indicateur 1

		Indicateur 2

		Indicateur 3

		Indicateur 4



Indicateur 1

Vérification des données -
Moyen Global par Indicateur

0

0

0

0



		Moyen - Sites de service		Moyen - Sites de service		Moyen - Sites de service		Moyen - Sites de service		Moyen - Sites de service

		Moyen - Niveau de district		Moyen - Niveau de district		Moyen - Niveau de district		Moyen - Niveau de district		Moyen - Niveau de district

		Moyen Niveau Régional		Moyen Niveau Régional		Moyen Niveau Régional		Moyen Niveau Régional		Moyen Niveau Régional

		-		-		-		-		-



Structure de S&E, 
Fonctions et Aptitudes

Définitions de
l'Indicateur et
Directives de
Communication

Formulaires/Outils
de collecte de
 données et de 
communication

Processus de
 Gestion des 
Données

Liens avec le
 Système 
d'Information 
National

Évaluation de système de gestion de données - 
Resultat par niveau du systeme

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0



		Moyen - Sites de service		Moyen - Sites de service		Moyen - Sites de service		Moyen - Sites de service

		Moyen - Niveau de district		Moyen - Niveau de district		Moyen - Niveau de district		Moyen - Niveau de district

		Moyen Niveau Régional		Moyen Niveau Régional		Moyen Niveau Régional		Moyen Niveau Régional

		-		-		-		-



Indicateur 1

Indicateur 2

Indicateur 3

Indicateur 4

Vérification des données -
Resultat par niveau du systeme

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0



		Disponibilité

		À temps

		Complètude



Reporting Performance

Performance de reportage - Moyen Global

0

0

0



		Moyen - Niveau de district		Moyen - Niveau de district		Moyen - Niveau de district

		Moyen Niveau Régional		Moyen Niveau Régional		Moyen Niveau Régional

		-		-		-



Disponibilité

À temps

Complètude

Performance de reportage - par niveau du systeme

0

0

0

0

0

0

0

0

0



		Moyen - Sites de service		Moyen - Sites de service		Moyen - Sites de service		Moyen - Sites de service		Moyen - Sites de service

		-		-		-		-		-



Structure de S&E, 
Fonctions et Aptitudes

Définitions de
l'Indicateur et
Directives de
Communication

Formulaires/Outils
de collecte de
 données et de 
communication

Processus de
 Gestion des 
Données

Liens avec le
 Système 
d'Information 
National

Évaluation de système de gestion de données - 
Resultat par niveau du systeme

0

0

0

0

0

0

0

0

0

0



		Moyen - Sites de service		Moyen - Sites de service		Moyen - Sites de service		Moyen - Sites de service		Moyen - Sites de service

		Moyen - Niveau de district		Moyen - Niveau de district		Moyen - Niveau de district		Moyen - Niveau de district		Moyen - Niveau de district

		-		-		-		-		-



Structure de S&E, 
Fonctions et Aptitudes

Définitions de
l'Indicateur et
Directives de
Communication

Formulaires/Outils
de collecte de
 données et de 
communication

Processus de
 Gestion des 
Données

Liens avec le
 Système 
d'Information 
National

Évaluation de système de gestion de données - 
Resultat par niveau du systeme

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0



		Moyen - Sites de service		Moyen - Sites de service		Moyen - Sites de service		Moyen - Sites de service		Moyen - Sites de service

		Moyen Niveau Régional		Moyen Niveau Régional		Moyen Niveau Régional		Moyen Niveau Régional		Moyen Niveau Régional

		-		-		-		-		-



Structure de S&E, 
Fonctions et Aptitudes

Définitions de
l'Indicateur et
Directives de
Communication

Formulaires/Outils
de collecte de
 données et de 
communication

Processus de
 Gestion des 
Données

Liens avec le
 Système 
d'Information 
National

Évaluation de système de gestion de données - 
Resultat par niveau du systeme

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0



		Moyen - Sites de service		Moyen - Sites de service		Moyen - Sites de service		Moyen - Sites de service

		-		-		-		-



Indicateur 1

Indicateur 2

Indicateur 3

Indicateur 4

Vérification des données -
Resultat par niveau du systeme

0

0

0

0

0

0

0

0



		Moyen - Sites de service		Moyen - Sites de service		Moyen - Sites de service		Moyen - Sites de service

		Moyen - Niveau de district		Moyen - Niveau de district		Moyen - Niveau de district		Moyen - Niveau de district

		-		-		-		-



Indicateur 1

Indicateur 2

Indicateur 3

Indicateur 4

Vérification des données -
Resultat par niveau du systeme

0

0

0

0

0

0

0

0

0

0

0

0



		Moyen - Sites de service		Moyen - Sites de service		Moyen - Sites de service		Moyen - Sites de service

		Moyen Niveau Régional		Moyen Niveau Régional		Moyen Niveau Régional		Moyen Niveau Régional

		-		-		-		-



Indicateur 1

Indicateur 2

Indicateur 3

Indicateur 4

Vérification des données -
Resultat par niveau du systeme

0

0

0

0

0

0

0

0

0

0

0

0



		-		-		-



Disponibilité

À temps

Complètude

Performance de reportage - par niveau du systeme

0

0

0



		Moyen - Niveau de district		Moyen - Niveau de district		Moyen - Niveau de district

		-		-		-



Disponibilité

À temps

Complètude

Performance de reportage - par niveau du systeme

0

0

0

0

0

0



		Moyen Niveau Régional		Moyen Niveau Régional		Moyen Niveau Régional

		-		-		-



Disponibilité

À temps

Complètude

Performance de reportage - par niveau du systeme

0

0

0

0

0

0



		Plan d'action final du RDQA

		Pays:

		Programme/projet

		Date d'évaluation :

		Date de Suivi Proposé

		Faiblesse identifiée						Mesures à renforçer le système		Responsable(s)		Date-limite		Commentaires

		Add rows as needed

		Summary of Site Specific Action Plans

		Site				Faiblesse identifiée		Mesures à renforçer le système		Responsible(s)		Date-Limite		Commentaires

		National Level - M&E Unit		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site Régional  1		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site Régional 2		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site Régional 3		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site Régional 4		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de District  1		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de District 2		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de District 3		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de District 4		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de District 5		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de District 6		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de District 7		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de District 8		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 1		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 2		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 3		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 4		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 5		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 6		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 7		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 8		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 9		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 10		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 11		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 12		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 13		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 14		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 15		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 16		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 17		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 18		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 19		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 20		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 21		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 22		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 23		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 24		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-
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		Composants d'évaluation de systèmes contribuant aux dimensions de qualité de données

		Secteur Fonctionnel						Niveau						Dimension de la qualité des données

								Unité de S&É		Niveau d'Agréegation		Points de Service		Exactitude		Fiabilité		Promptitude		Perfection		Précision		Confidentialié		Integrité

		I - Capacités, rôles et responsabilités de M&E

		Il y a un diagramme /structure d'organisation documenté qui identifie clairement les positions qui ont des responsabilités de gestion des données à l'unité de M&E. (pour spécifier quelle unité : par exemple MSP CNLS banque mondiale)				0		P						�		�		�

		Toutes les positions de personnel consacrées à M&E et au système de gestion des données sont remplies.				0		P						�		�		�

		Un membre de cadres superieur (par exemple, le directeur de programme) est responsable de passer en revue les nombres agrégés avant la soumission des rapports de l'unité de M&E.				0		P						�		�				�		�

		Il y a un personnel responsable  désigné de passer en revue la qualité des données (c.-à-d., exactitude, perfection et promptitude et confidentialité) reçues des sous-niveaux d'envoi (par exemple, régions, districts, points de service).						P		P				�		�		�		�		�		�

		Il y a un personnel responsable  désigné de passer en revue des nombres agrégés antérieurement à la soumission au prochain niveau (par exemple, à l'unité centrale de M&E).								P		P		�		�

		La responsabilité d'enregistrer la livraison des services sur des documents de source est clairement assignée au personnel approprié.										P		�		�

		II - Formation

		Il y a un plan de formation qui inclut le personnel impliqué dans la collecte des données à tous les niveaux dans le processus d'envois.						P						�		�		�		�				�

		Tout le personnel approprié ont reçu la formation sur les processus et les outils de gestion des données.				0		P		P		P		�		�		�		�		�		�

		III - Définitions d'indicateurs

		L'unité de M&E a documenté et a partagé la définition de l'indicateur(s) avec tous les niveaux appropriés du système de rappoort (par exemple, régions, districts, points de service).				0		P						�		�

		Il y a une description des services qui sont liés à chaque indicateur mesuré par le Programme/projet.				0		P						�		�

		IV -Les exigences d'envoi des données

		L'unité de M&E a fourni les directives écrites à toutes les entités d'envoi (par exemple, régions, districts, points de service) sur des conditions et des dates-limites.				0		P		P		P		�		�		�		�

		V - Collecte des données rapports et outils

		Si les multiples organismes  mettent en application des activités sous le Programme/projet, ils utilisent tous les mêmes formes, rapports selon  les mêmes chronologies ou promptitude.				0		P						�		�

		L'unité de M&E a identifié un document de source standard (par exemple, disque, forme de prise de client, registre, etc.. médicaux.) être utilisé par tous les points de livraison de service pour enregistrer le service .				0		P						�		�

		L'unité de M&E a identifié la norme rapportant formes/outils à utiliser par tous les niveaux d'envoi/formes/outils sont uniformément employées par tous les niveaux.				0		P		P		P		�		�

		Des instructions claires ont été fournies par l'unité de M&E sur la façon de completer la collecte de données et supports /outils d'envoi.				0		P		P		P		�		�

		Les données collectées par le systeme M&E ont une précision suffisante pour mesurer l'indicateur(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur spécifie la désagrégation par ces caractéristiques).				0		P				P										�

		Il y a une politique écrite qui énonce pour combien de temps des documents de source et les formes d'envoi doivent être maintenus.				0		P						�		�		�		�		�				�

		Tous les documents de source et formes d'envoi appropriés pour mesurer l'indicateur(s) sont disponibles pour le but d'apurement  (l y compris des imprimées datées en cas de système automatisé).				0		P		P		P		�		�		�		�		�				�

		VI - Processus de gestion des données et contrôles de qualité des  données

		L'unité de M&E a clairement documenté l'agrégation de données, l'analyse et/ou les étapes de manipulation exécutées à chaque niveau du système d'envoi.				0		P						�		�		�		�		�

		Le Feedback est systématiquement fourni à tous les sous-niveaux sur la qualité des données (c.-à-d., exactitude, perfection et promptitude).				0		P		P				�		�		�		�		�

		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).				0		P		P		P		�		�		�		�		�				�

		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.				0		P		P		P		�		�		�		�		�				�

		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).				0		P		P		P		�		�		�		�		�				�

		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.				0		P		P		P												�

		Le système d'enregistrement et  d'envoi évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).				0		P		P		P		�		�

		Le système d'envoi permet l'identification et l'enregistrement de personne qui renonce  "perdue au suivi" et de personne qui est morte.				0		P		P		P		�		�

		Il y a une procédure écrite à l'adresse  des rapports en retard, inachevés, imprécis et absents ; y compris le suivi avec le point de service sur des questions de qualité de données.				0		P		P				�		�		�		�		�				�

		Si des anomalies de données ont été détectées dans les rapports des sous-niveaux d'envoiage, l'unité de M&E (par exemple, des districts ou des régions) a documenté comment ces contradictions ont été résolues.				0		P		P				�		�		�		�		�				�

		L'unité de M&E peut démontrer que les visites de supervision régulières ont eu lieu et que la qualité de données a été passée en revue.				0		P						�		�		�		�		�		�		�

		VII - Liens avec le système d'envoi national

		Si applicables, les données sont rapportées par un seul canal du système d'envoi national.				0		P		P		P

		Le système d'enregistrement des informations cernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)				0		P		P		P										�

		if oui, des noms de lieux sont enregistrés utilisant un nom standardisé de conventions.				0		P		P		P										�

																																																System Assessment
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		Facility		Level		fac_code		district		dis_code		region		reg_code		date		qual1		qual2		qual3		qual4		qual5		qual_avg		vf1		recount1		report1		vf2		recount2		report2		vf3		recount3		report3		vf4		recount4		report4		avail1		time2		compl2

		Overall		1														-		-		-		-		-				-						-						-						-						-		-		-

		-		2		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		3		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		3		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		3		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		3		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-





		

																																										Documentation Review

																																										Indicateur 1						Indicateur 2		Indicator 2		Indicator 2		Indicateur 3		Indicator 3		Indicator 3		Indicateur 4		Indicator 4		Indicator 4

		Service Site Statistics		Structure de S&E, 
Fonctions et Aptitudes		Définitions de
l'Indicateur et
Directives de
Communication		Formulaires/Outils
de collecte de
 données et de 
communication		Processus de
 Gestion des 
Données		Liens avec le
 Système 
d'Information 
National		Site Average		Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		ind. 1 recode		ind 2 recode		ind 3 recode		ind 4 recode		Color Code Key										Documents disponible		Documents Complèt		Documents dans la periode		Documents disponible		Documents Complèt		Documents dans la periode		Documents disponible		Documents Complèt		Documents dans la periode		Documents disponible		Documents Complèt		Documents dans la periode

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		green		2.5 - 3.0		Yes, completely						-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		yellow		1.5 - 2.5		Partly						-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		red		< 1.5		No - not at all						-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		Accuracy Recoded		VF1		VF2		VF3		VF4		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		<=70		0		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		71-80		0		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		81-90		0		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		91-100		0		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		101-110		0		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		111-120		0		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		121-130		0		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		>130		0		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		total sites		0		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130												-		-		-		-		-		-		-		-		-		-		-		-

		Moyen - Sites de service		-		-		-		-		-		-		-		-		-		-																		Oui		0		0		0		0		0		0		0		0		0		0		0		0

																																								Non		0		0		0		0		0		0		0		0		0		0		0		0

																																								Total		0		0		0		0		0		0		0		0		0		0		0		0

				System Assessment												Verification Factor								Reporting Performance																% Oui		-		-		-		-		-		-		-		-		-		-		-		-

		-		Structure de S&E, 
Fonctions et Aptitudes		Définitions de
l'Indicateur et
Directives de
Communication		Formulaires/Outils
de collecte de
 données et de 
communication		Processus de
 Gestion des 
Données		Liens avec le
 Système 
d'Information 
National		average per site/level		Indicateur 1		Indicateur 2		Indicateur 3		Indicateur 4		Disponibilité		À temps		Complètude

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-

		Moyen - Niveau de district		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-

		Moyen Niveau Régional		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-

		Moyen Global		-		-		-		-		-		-		-		-		-		-		-		-		-







Multi-Indicator RDQA Tool Excel Workbook/RDQA_Spanish_multi_indicator_2010.xls
INICIO

		

																																		0		0		0

				Evaluación de Rutina de la Calidad de la Información (RDQA)																														1		1		1

																																		2		2		2

						Lista de Verificación para Evaluar la Calidad de la Información de un Proyecto/Programa																												3		3		3

																																		4		4		4

										Número de Sedes Regionales Agregadas																								3		4		5

										Número de Sedes Distritales Agregadas																										6		6

										Número de Sedes de Entrega de Servicio*																										7		7

																																				8		8

						Versión: Enero 2010																														5		9

																																						10

				Notas importantes para el uso de esta hoja de trabajo:																																		11

				1.  Para usar la herramienta Evaluación de Rutina de la Calidad de la Información será necesario asegurarse que su 'seguridad macro' esté instalada  en un nivel menor a 'alta'. Con la hoja de trabajo abierta, ir a ' herramientas' bajar menú y seleccionar 'Macro', luego 'Seguridad'.  Selecccionar 'mediano'. Cerrar Excel y abrir nuevamente el archivo.  La próxima vez que abra el archivo tendrá que seleccionar 'Habilitar Macros'  para que la aplicación trabaje tal como ha sido diseñada.																																		12

				2.  En la página de INICIO (esta página), sírvase seleccionar el número de sedes intermedias agregadas y Sedes de Entrega de Servicio que usted piensa revisar de los despliegues de lista que figuran más arriba.																																		13

				* Se entiende por Sedes de Entrega de Servicio a los establecimientos donde se proveen servicios directos a la población (Ej. centros de salud, instituciones educativas, oficinas de registro civil, etc.)																																		14

																																						15

																																						16

																																						17

																																						18

																																						19

																																						20

																																						21

																																						22

																																						23

																																						24
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INSTRUCCIONES

		INSTRUCCIONES PARA EL USO DEL RDQA

		1.  Determine el propósito

La lista de  verificación RDQA puede ser usada para:  

- La evaluación inicial de los sistemas de M&E establecidos por los nuevos socios en la implementación (o en sistemas descentralizados) para recoger, manejar y enviar información. 

- La supervisión de rutina del manejo de información y sistemas de informes y calidad de información en diversos niveles. Por ejemplo, las visitas rutinarias de supervisión pueden incluir la verificación de información  dentro de un determinado periodo de tiempo (p.ej. un día, una semana, o un mes) a nivel de la establecimiento proveedor de servicios, o evaluaciones periódicas (p.ej. trimestrales, semestrales o anuales) podrían hacerse en todos los niveles  para evaluar el funcionamiento del sistema de MyE en todo el Programa/Proyecto. 

- La evaluación periódica por parte de los donantes  sobre la calidad de la información que les ha sido proporcionada (este uso del DQA podría ser más frecuente y más detallado que las auditorías con respecto a la calidad de información que usa el DQA para las auditorías) pero que son menos frecuentes que el monitoreo rutinario de la información.  

- La preparación para una auditoría oficial de calidad de información.

El  RDQA es flexible para todos estos usos. Se promueve que los países y programas adapten la listas de verificación para que concuerden con el contexto del programa local.

		2. Seleccione el Nivel/Sede
Seleccione los niveles y sedes a ser incluídos (dependiendo del propósito y los recursos disponibles).  Una vez que el propósito ha sido determinado, el segundo paso en el  RDQA es decidir qué niveles del sistema de recojo de información y reporte serán incluídos en la evaluación - establecimientos proveedores de servicios, niveles de agregación intermedia, y/o la Unidad Central de M&E. Los niveles deberán ser determinados una vez que los niveles adecuados de información hayan sido identificados y "mapeados" (p. ej.  existen 100  establecimientos proveedores de servicios en 10 distritos.  Los informes de los establecimientos son enviados a los niveles de agregación intermedia que luego envían informes agregados a la Unidad de M&E). En algunos casos, el flujo de información incluirá más de un nivel intermedio (p. ej. provincias, regiones, estados, o diversos niveles de programas implementados por organizaciones).

		3. Identifique indicadores, fuentes de información y periodo de reporte                                                                                                                                                                                                                                                                                                                                                                                                                     El  RDQA está diseñado para  evaluar la calidad de la información y de los sistemas subyacentes relacionados con indicadores que son informados a los programas o donantes. Es necesario seleccionar uno o más indicadores -o por lo menos áreas de programa - para que sean sujetos al RDQA. Esta selección estará basada en la lista de los indicadores reportados. Por ejemplo, un programa dedicado al tratamiento para VIH puede informar indicadores del número de personas que están en tratamiento antiretroviral. Otro programa podría dedicarse a cubrir las necesidades de los niños huérfanos o vulnerables al VIH, por lo tanto los indicadores serán del área de dicho programa. Un programa de malaria podría estar dedicado a proporcionar mosquiteros tratados con insecticida o al tratamiento de personas que sufren de malaria -o dedicarse a  ambas actividades.

		4.  Realize visitas a las sedes.  
Durante las visitas a las sedes, las secciones correspondientes de las listas de verificación apropiadas del archivo Excel son debidamente llenadas (p. ej. las listas de verificación del servicio en los establecimientos proveedores de servicios, etc).  Estas listas de verificación son llenadas después de las entrevistas al personal y de las revisiones de la documentación pertinente. Haciendo uso de los despliegues de lista la página principal de este manual (INICIO), seleccione el número apropiado de los Niveles de Agregación Intermedia (NAI - Sedes Regionales o Distritales) y de Establecimientos Proveedores de Servicios (EPS) a ser visitados. El número adecuado de hojas de trabajo aparecerá automáticamente en el formato de RDQA  (Máximo hasta 12 NAI y EPS).
Ejemplos de NAI en el sistema público de salud del Perú son: Microrredes, Redes, DIRESA, DISA o Nivel Central (MINSA), DITOE, DREs (MINEDU), entre otros. 
Ejemplos de EPS en el sistema público de salud del Perú son: Puestos de Salud, Centros de Salud, Centros Materno-Infantil, Institutos Espacializados y Hospitales de diverso nivel de complejidad (MINSA); Instituciones Educativas (MINEDU); Establecimientos Penitenciarios (MINJUS). 
5. Revise los productos y hallazgos.  Los productos del RDQA  requieren ser revisados en cada sede visitada. El resumen específico de hallazgos es anotado en forma de recomendaciones por cada 
visita realizada.

		Las listas de verificación del RDQA figuran en el formato MS de Excel y las respuestas pueden ser ingresadas directamente en las hojas de trabajo en la computadora.  Opcionalmente, las listas de verificación pueden ser impresas y llenadas a mano.  Cuando se llena en forma electrónica, una hoja de cuadros produce gráficos con información estadística de la sede visitada y  nivel del sistema de información. La hoja de cuadros muestra dos (2) gráficos por cada sede visitada.

		- Un gráfico tipo "tela de araña" muestra la información cualitativa generada por la evaluación de la información recogida y el sistema de información  y puede ser usada para dar prioridad a ciertos aspectos para generar acciones de mejora. 
- Un gráfico de barras muestra la información cuantitativa generada por las verificaciones de información; las mismas que pueden ser usadas para el planeamiento de la mejora de la calidad de la información.

		Adicionalmente, un "Panel Global"  muestra estadísticas agregadas a través de y al interior de los niveles para resaltar las fortalezas y debilidades generales que tiene el sistema de información.  El Panel Global muestra un gráfico en tipo "tela de araña"  para las evaluaciones  cualitativas y un cuadro de barras para las evaluaciones cuantitativas como se indica más arriba. Adicionalmente, las fortalezas y debilidades del sistema de información son presentadas como dimensiones de información de calidad en un cuadro de barras apiladas hasta un nivel de 100%. Para este análisis las preguntas  están agrupadas de acuerdo a la dimensión aplicable de la calidad de información (p.ej. exactitud o confiabilidad) y el número de respuestas por tipo de respuesta (p.ej.. 'Sí - totalmente', 'Parcialmente'. etc.) están  graficadas como un porcentaje de todas las respuestas.  Una tabla de preguntas de encuesta y sus dimensiones asociadas de calidad de información pueden encontrarse en la sección  "Dimensiones de calidad de información" en este documento de trabajo.

		6. Desarrolle un plan para el fortalecimiento del sistema, incluyendo acciones de seguimiento. 
El producto final  del RDQA es un plan de acción para mejorar la calidad de la información que describe las medidas de fortalecimiento identificadas, el personal responsable, el plazo para culminar su aplicación, los recursos requeridos y el seguimiento. Haciendo uso de los gráficos y de comentarios detallados para cada pregunta, se podrá identificar las áreas funcionales del sistema de información con un bajo desempeño.  El personal del programa puede entonces delinear las medidas de fortalecimiento  (p.ej. capacitación, revisiones de información),  asignar responsabilidades y plazos de tiempo e identificar recursos haciendo uso en la sección de Plan de Accíón de este manual.

		Annex:   Data Analysis and interpretation
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INFORMACION_GENERAL

		INFORMACION GENERAL – RDQA

		País:

		Nombre del Programa/Proyecto:

														Indicador 1				Indicador 2				Indicador 3				Indicador 4

		Indicador (es) Revisado(s):

		Período de Reporte Verificado:

		Equipo de Evaluación:												Nombre								Título				Correo electrónico

								Contacto primario

		Unidad de Gestión de M&E a Nivel Central

		Nombre de establecimiento o sede																Código de Sede										Fecha (d/m/a)

		1-

		Sedes de Agregación a Nivel Regional

		Nombre de establecimiento o sede																Código de Sede						Región		Código de Región		Fecha (d/m/a)

		1

		2

		3

		4

		Sedes de Agregación a Nivel de Distrital

		Nombre de establecimiento o sede																Código de Sede		Distrito		Código de Distrito		Región		Código de Región		Fecha (d/m/a)

		1

		2

		3

		4

		5

		6

		7

		8

		Puntos de Entrega de Servicios

		Nombre de establecimiento proveedor de servicios																Código de Sede		Distrito		Código de Distrito		Región		Código de Región		Fecha (d/m/a)

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10

		11

		12

		13

		14

		15

		16

		17

		18

		19

		20

		21

		22

		23

		24
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ESTABLECIMIENTO 1

		Hoja de Verificación de Información y Evaluación del Sistema - Establecimiento Proveedor de Servicios

		Fecha de Revisión:						-						-

		Establecimiento Proveedor de Servicios:						-						-																																								Evaluación de Manejo de Información - Puntos de Prestación de Servicios

		Indicador(es) Revisado(s):						-						-																																								1		N/A		I - Estructura de M&E, Funciones y Capacidades

		Oficina/Unidad a la que informa:						-						-																																								2		N/A		II- Definiciones de Indicadores y Lineamientos de Reporte

		Documentos Revisados:						-						-																																								3		N/A		III - Recojo de Información y Formatos/Herramientas

		Componente del Sistema  M&E						Códigos de Respuesta: 
Sí - totalmente
Parcialmente
No - nada
No/Aplicable				COMENTARIOS DEL REVISOR
(Sírvase dar detalles para cada respuesta que no es codificada "Sí- totalmente".  
Las respuestas detalladas ayudarán a orientar el fortalecimiento de las medidas)																																										4		N/A		IV- Procesos para el Manejo de Información

																																																						5		N/A		V - Vínculos con el Sistema Nacional de Información

		Parte 1:  Verificaciones de Información

		A - Revisión de Documentación:						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS

				Revisar la disponibilidad e integridad de todos los documentos fuente de los indicadores para el periodo de reporte seleccionado.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Revise los documentos fuente disponibles para el periodo bajo verificación  ¿Existen indicios de que falta algún documento fuente?		-										0																																						Verificación de Datos y Reportes - Puntos de Prestación de Servicios

				En caso afirmativo,  determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 1

		2		¿Están completos todos los documentos  fuente?		-										0																																								-		Indicador 2

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 3

		3		Revise las fechas en los documentos fuente. ¿Coinciden todas las fechas con el periodo de tiempo reportado?		-										0																																								-		Indicador 4

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas

		B - Recuento de los Resultados Reportados:

				Recontar los resultados de los documentos fuente, comparar las cifras verificadas con las que han sido reportadas en el lugar y explicar cualquier discrepancia (si las hay).

		4		Recontar el número de personas, casos o eventos registrados durante el periodo de reporte revisando para ello el documento fuente  [A]

		5		Copiar el número de personas, casos o eventos informados por el lugar durante el periodo de reporte revisando para ello el reporte resumen  [B]

		6		Calcule la proporción de lo recontado con las cifras reportadas. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada(si lo hubiere)(p.ej. Errores en datos ingresados, errores aritméticos, documentos faltantes, otros)?

		C - Cruce resultados verificados con otras fuentes de información:

		Las verificaciones  pueden hacerse examinando registros de inventario que documentan las cantidades de medicinas, kits de pruebas o mosquiteros comprados y entregados en el periodo del reporte para ver si las cifras que figuran en el informe se corroboran con los resultados informados. Otras verificaciones podrían incluir, por ejemplo,  una selección al azar de 20 tarjetas de pacientes y verificar si estos pacientes estan en los registros del establecimiento, laboratorio o farmacia correspondientes.Las verficiaciones cruzadas deben hacerse en ambas direcciones (por ejemplo: de la historia clínica al registro de atenciones y viceversa).

		8		Enumere los documentos usados para hacer las verificaciones cruzadas.								0

		9		Describa las verificaciones cruzadas realizadas.								0

		10		¿ Cuáles son las razones de la discrepancia observada (si la hubiera) ?								0

		Parte 2.  Evaluación de Sistemas

		I - Estructura de M&E, Funciones y Capacidades

		1		Se ha designado personal responsable  para revisar los números agregados antes de ser enviados al siguiente nivel (p.ej. a los distritos, a las regiones, la Unidad de M&E ).		N/A						0								0

		2		La responsabilidad de registrar la entrega de servicios en los documentos fuente es asignada en forma clara al personal correspondiente.		N/A						0								0

		3		Todo el personal responsable ha sido capacitado en los procesos y herramientas en el manejo de información.		N/A						0								0

		II- Definiciones de indicadores y lineamientos para el reporte				N/A

		La Unidad de M&E ha proporcionado lineamientos escritos a cada nivel que reporta información sobre:

		4		,,, lo que se supone que deben informar.		N/A						0								0

		5		… cómo  (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		6		… a quiénes se les debe presentar los informes.		N/A						0								0

		7		… cuándo se debe entregar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		8		La Unidad de M&E  ha proporcionado instrucciones claras sobre la forma cómo deben ser llenados los formatos/herramientas de recojo de información y los informes.		N/A						0								0

		9		La Unidad de M&E  ha identificado los formularios/herramientas para preparar informes, que serán usados en todos los niveles.		N/A						0

		10		….Los formularios/herramientas son usados consistentemente por el establecimiento que provee los servicios		N/A						0								0

		11		Todos los documentos fuente y formatos de reporte  que son relevantes para la medición de indicador(es) están disponibles para los fines de auditoría (incluyendo material impreso y con fecha en el caso de sistema computarizado).		N/A						0								0

		12		La información recolectada en los documentos fuente  tiene la precisión suficiente para medir el(los) indicador(es) (p.ej. la información es recogida por género, edad, etc. en caso que el indicador especifica un desagregado con estas características).		N/A						0								0

		IV- Procesos para el Manejo de Información				N/A

		13		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formularios de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A														0

		14		De ser aplicable, hay un procedimiento escrito para generar un "back up" cuando ésta se ingresa a una computadora.		N/A						0								0

		15		…en caso afirmativo, la fecha del más recinte "back-up" es correcta dada la frecuencia de la actualización del sistema computarizado (p.ej. los back-up de información se hacen semanal o mensualmente).		N/A						0								0

		16		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		17		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		18		El sistema de información permite la identificación e inscripción del "retiro" de una persona, de una persona "perdida al seguimiento" y de una persona fallecida.		N/A						0								0

		V - Vínculos con el Sistema Nacional de Información				N/A

		19		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		20		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		21		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)		N/A						0								0

		22		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Parte 3:   Recomendaciones para el establecimiento proveedor de servicios

				Sobre la base de lo encontrado en los sistemas revisados y la verificación de la información en el establecimiento proveedor de servicio,  sírvase describir los retos identificados sobre la calidad de la información y las medidas de fotalecimiento recomendadas, con un estimado del tiempo que la medida de mejora podría tomar. Esto será discutido con el Programa.

				Debilidades Identificadas		Descripción de la Acción										Responsable(s)		Periodo de Ejecución

		1

		2

		3

		4

		Parte 4:  GRAFICOS:  Establecimiento Proveedor de Servicios
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ESTABLECIMIENTO 1

		



Verificación de Datos y Reportes - Puntos de Prestación de Servicios

Verificaciones de Información y Reporte -
Establecimiento Proveedor de Servicios



ESTABLECIMIENTO 2

		



Evaluación de Manejo de Información - Puntos de Prestación de Servicios

Evaluacion de Manejo de Información - 
Establecimiento Proveedor de Servicios



ESTABLECIMIENTO 3

		Hoja de Verificación de Información y Evaluación del Sistema - Establecimiento Proveedor de Servicios

		Fecha de Revisión:						-						-

		Establecimiento Proveedor de Servicios:						-						-																																								Evaluación de Manejo de Información - Puntos de Prestación de Servicios

		Indicador(es) Revisado(s):						-						-																																								1		N/A		I - Estructura de M&E, Funciones y Capacidades

		Oficina/Unidad a la que informa:						-						-																																								2		N/A		II- Definiciones de Indicadores y Lineamientos de Reporte

		Documentos Revisados:						-						-																																								3		N/A		III - Recojo de Información y Formatos/Herramientas

		Componente del Sistema  M&E						Códigos de Respuesta: 
Sí - totalmente
Parcialmente
No - nada
No/Aplicable				COMENTARIOS DEL REVISOR
(Sírvase dar detalles para cada respuesta que no es codificada "Sí- totalmente".  
Las respuestas detalladas ayudarán a orientar el fortalecimiento de las medidas)																																										4		N/A		IV- Procesos para el Manejo de Información

																																																						5		N/A		V - Vínculos con el Sistema Nacional de Información

		Parte 1:  Verificaciones de Información

		A - Revisión de Documentación:						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS

				Revisar la disponibilidad e integridad de todos los documentos fuente de los indicadores para el periodo de reporte seleccionado.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Revise los documentos fuente disponibles para el periodo bajo verificación  ¿Existen indicios de que falta algún documento fuente?		-										0																																						Verificación de Datos y Reportes - Puntos de Prestación de Servicios

				En caso afirmativo,  determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 1

		2		¿Están completos todos los documentos  fuente?		-										0																																								-		Indicador 2

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 3

		3		Revise las fechas en los documentos fuente. ¿Coinciden todas las fechas con el periodo de tiempo reportado?		-										0																																								-		Indicador 4

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas

		B - Recuento de los Resultados Reportados:

				Recontar los resultados de los documentos fuente, comparar las cifras verificadas con las que han sido reportadas en el lugar y explicar cualquier discrepancia (si las hay).

		4		Recontar el número de personas, casos o eventos registrados durante el periodo de reporte revisando para ello el documento fuente  [A]

		5		Copiar el número de personas, casos o eventos informados por el lugar durante el periodo de reporte revisando para ello el reporte resumen  [B]

		6		Calcule la proporción de lo recontado con las cifras reportadas. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada(si lo hubiere)(p.ej. Errores en datos ingresados, errores aritméticos, documentos faltantes, otros)?

		C - Cruce resultados verificados con otras fuentes de información:

		Las verificaciones  pueden hacerse examinando registros de inventario que documentan las cantidades de medicinas, kits de pruebas o mosquiteros comprados y entregados en el periodo del reporte para ver si las cifras que figuran en el informe se corroboran con los resultados informados. Otras verificaciones podrían incluir, por ejemplo,  una selección al azar de 20 tarjetas de pacientes y verificar si estos pacientes estan en los registros del establecimiento, laboratorio o farmacia correspondientes.Las verficiaciones cruzadas deben hacerse en ambas direcciones (por ejemplo: de la historia clínica al registro de atenciones y viceversa).

		8		Enumere los documentos usados para hacer las verificaciones cruzadas.								0

		9		Describa las verificaciones cruzadas realizadas.								0

		10		¿ Cuáles son las razones de la discrepancia observada (si la hubiera) ?								0

		Parte 2.  Evaluación de Sistemas

		I - Estructura de M&E, Funciones y Capacidades

		1		Se ha designado personal responsable  para revisar los números agregados antes de ser enviados al siguiente nivel (p.ej. a los distritos, a las regiones, la Unidad de M&E ).		N/A						0								0

		2		La responsabilidad de registrar la entrega de servicios en los documentos fuente es asignada en forma clara al personal correspondiente.		N/A						0								0

		3		Todo el personal responsable ha sido capacitado en los procesos y herramientas en el manejo de información.		N/A						0								0

		II- Definiciones de indicadores y lineamientos para el reporte				N/A

		La Unidad de M&E ha proporcionado lineamientos escritos a cada nivel que reporta información sobre:

		4		,,, lo que se supone que deben informar.		N/A						0								0

		5		… cómo  (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		6		… a quiénes se les debe presentar los informes.		N/A						0								0

		7		… cuándo se debe entregar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		8		La Unidad de M&E  ha proporcionado instrucciones claras sobre la forma cómo deben ser llenados los formatos/herramientas de recojo de información y los informes.		N/A						0								0

		9		La Unidad de M&E  ha identificado los formularios/herramientas para preparar informes, que serán usados en todos los niveles.		N/A						0

		10		….Los formularios/herramientas son usados consistentemente por el establecimiento que provee los servicios		N/A						0								0

		11		Todos los documentos fuente y formatos de reporte  que son relevantes para la medición de indicador(es) están disponibles para los fines de auditoría (incluyendo material impreso y con fecha en el caso de sistema computarizado).		N/A						0								0

		12		La información recolectada en los documentos fuente  tiene la precisión suficiente para medir el(los) indicador(es) (p.ej. la información es recogida por género, edad, etc. en caso que el indicador especifica un desagregado con estas características).		N/A						0								0

		IV- Procesos para el Manejo de Información				N/A

		13		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formularios de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A														0

		14		De ser aplicable, hay un procedimiento escrito para generar un "back up" cuando ésta se ingresa a una computadora.		N/A						0								0

		15		…en caso afirmativo, la fecha del más recinte "back-up" es correcta dada la frecuencia de la actualización del sistema computarizado (p.ej. los back-up de información se hacen semanal o mensualmente).		N/A						0								0

		16		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		17		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		18		El sistema de información permite la identificación e inscripción del "retiro" de una persona, de una persona "perdida al seguimiento" y de una persona fallecida.		N/A						0								0

		V - Vínculos con el Sistema Nacional de Información				N/A

		19		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		20		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		21		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)		N/A						0								0

		22		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Parte 3:   Recomendaciones para el establecimiento proveedor de servicios

				Sobre la base de lo encontrado en los sistemas revisados y la verificación de la información en el establecimiento proveedor de servicio,  sírvase describir los retos identificados sobre la calidad de la información y las medidas de fotalecimiento recomendadas, con un estimado del tiempo que la medida de mejora podría tomar. Esto será discutido con el Programa.

				Debilidades Identificadas		Descripción de la Acción										Responsable(s)		Periodo de Ejecución

		1

		2

		3

		4

		Parte 4:  GRAFICOS:  Establecimiento Proveedor de Servicios
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ESTABLECIMIENTO 3

		



Verificación de Datos y Reportes - Puntos de Prestación de Servicios

Data and Reporting Verifications - 
Service Delivery Point



ESTABLECIMIENTO 4

		



Evaluación de Manejo de Información - Puntos de Prestación de Servicios



ESTABLECIMIENTO 5

		Hoja de Verificación de Información y Evaluación del Sistema - Establecimiento Proveedor de Servicios

		Fecha de Revisión:						-						-

		Establecimiento Proveedor de Servicios:						-						-																																								Evaluación de Manejo de Información - Puntos de Prestación de Servicios

		Indicador(es) Revisado(s):						-						-																																								1		N/A		I - Estructura de M&E, Funciones y Capacidades

		Oficina/Unidad a la que informa:						-						-																																								2		N/A		II- Definiciones de Indicadores y Lineamientos de Reporte

		Documentos Revisados:						-						-																																								3		N/A		III - Recojo de Información y Formatos/Herramientas

		Componente del Sistema  M&E						Códigos de Respuesta: 
Sí - totalmente
Parcialmente
No - nada
No/Aplicable				COMENTARIOS DEL REVISOR
(Sírvase dar detalles para cada respuesta que no es codificada "Sí- totalmente".  
Las respuestas detalladas ayudarán a orientar el fortalecimiento de las medidas)																																										4		N/A		IV- Procesos para el Manejo de Información

																																																						5		N/A		V - Vínculos con el Sistema Nacional de Información

		Parte 1:  Verificaciones de Información

		A - Revisión de Documentación:						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS

				Revisar la disponibilidad e integridad de todos los documentos fuente de los indicadores para el periodo de reporte seleccionado.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Revise los documentos fuente disponibles para el periodo bajo verificación  ¿Existen indicios de que falta algún documento fuente?		-										0																																						Verificación de Datos y Reportes - Puntos de Prestación de Servicios

				En caso afirmativo,  determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 1

		2		¿Están completos todos los documentos  fuente?		-										0																																								-		Indicador 2

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 3

		3		Revise las fechas en los documentos fuente. ¿Coinciden todas las fechas con el periodo de tiempo reportado?		-										0																																								-		Indicador 4

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas

		B - Recuento de los Resultados Reportados:

				Recontar los resultados de los documentos fuente, comparar las cifras verificadas con las que han sido reportadas en el lugar y explicar cualquier discrepancia (si las hay).

		4		Recontar el número de personas, casos o eventos registrados durante el periodo de reporte revisando para ello el documento fuente  [A]

		5		Copiar el número de personas, casos o eventos informados por el lugar durante el periodo de reporte revisando para ello el reporte resumen  [B]

		6		Calcule la proporción de lo recontado con las cifras reportadas. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada(si lo hubiere)(p.ej. Errores en datos ingresados, errores aritméticos, documentos faltantes, otros)?

		C - Cruce resultados verificados con otras fuentes de información:

		Las verificaciones  pueden hacerse examinando registros de inventario que documentan las cantidades de medicinas, kits de pruebas o mosquiteros comprados y entregados en el periodo del reporte para ver si las cifras que figuran en el informe se corroboran con los resultados informados. Otras verificaciones podrían incluir, por ejemplo,  una selección al azar de 20 tarjetas de pacientes y verificar si estos pacientes estan en los registros del establecimiento, laboratorio o farmacia correspondientes.Las verficiaciones cruzadas deben hacerse en ambas direcciones (por ejemplo: de la historia clínica al registro de atenciones y viceversa).

		8		Enumere los documentos usados para hacer las verificaciones cruzadas.								0

		9		Describa las verificaciones cruzadas realizadas.								0

		10		¿ Cuáles son las razones de la discrepancia observada (si la hubiera) ?								0

		Parte 2.  Evaluación de Sistemas

		I - Estructura de M&E, Funciones y Capacidades

		1		Se ha designado personal responsable  para revisar los números agregados antes de ser enviados al siguiente nivel (p.ej. a los distritos, a las regiones, la Unidad de M&E ).		N/A						0								0

		2		La responsabilidad de registrar la entrega de servicios en los documentos fuente es asignada en forma clara al personal correspondiente.		N/A						0								0

		3		Todo el personal responsable ha sido capacitado en los procesos y herramientas en el manejo de información.		N/A						0								0

		II- Definiciones de indicadores y lineamientos para el reporte				N/A

		La Unidad de M&E ha proporcionado lineamientos escritos a cada nivel que reporta información sobre:

		4		,,, lo que se supone que deben informar.		N/A						0								0

		5		… cómo  (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		6		… a quiénes se les debe presentar los informes.		N/A						0								0

		7		… cuándo se debe entregar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		8		La Unidad de M&E  ha proporcionado instrucciones claras sobre la forma cómo deben ser llenados los formatos/herramientas de recojo de información y los informes.		N/A						0								0

		9		La Unidad de M&E  ha identificado los formularios/herramientas para preparar informes, que serán usados en todos los niveles.		N/A						0

		10		….Los formularios/herramientas son usados consistentemente por el establecimiento que provee los servicios		N/A						0								0

		11		Todos los documentos fuente y formatos de reporte  que son relevantes para la medición de indicador(es) están disponibles para los fines de auditoría (incluyendo material impreso y con fecha en el caso de sistema computarizado).		N/A						0								0

		12		La información recolectada en los documentos fuente  tiene la precisión suficiente para medir el(los) indicador(es) (p.ej. la información es recogida por género, edad, etc. en caso que el indicador especifica un desagregado con estas características).		N/A						0								0

		IV- Procesos para el Manejo de Información				N/A

		13		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formularios de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A														0

		14		De ser aplicable, hay un procedimiento escrito para generar un "back up" cuando ésta se ingresa a una computadora.		N/A						0								0

		15		…en caso afirmativo, la fecha del más recinte "back-up" es correcta dada la frecuencia de la actualización del sistema computarizado (p.ej. los back-up de información se hacen semanal o mensualmente).		N/A						0								0

		16		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		17		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		18		El sistema de información permite la identificación e inscripción del "retiro" de una persona, de una persona "perdida al seguimiento" y de una persona fallecida.		N/A						0								0

		V - Vínculos con el Sistema Nacional de Información				N/A

		19		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		20		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		21		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)		N/A						0								0

		22		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Parte 3:   Recomendaciones para el establecimiento proveedor de servicios

				Sobre la base de lo encontrado en los sistemas revisados y la verificación de la información en el establecimiento proveedor de servicio,  sírvase describir los retos identificados sobre la calidad de la información y las medidas de fotalecimiento recomendadas, con un estimado del tiempo que la medida de mejora podría tomar. Esto será discutido con el Programa.

				Debilidades Identificadas		Descripción de la Acción										Responsable(s)		Periodo de Ejecución

		1

		2

		3

		4

		Parte 4:  GRAFICOS:  Establecimiento Proveedor de Servicios
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ESTABLECIMIENTO 5

		



Verificación de Datos y Reportes - Puntos de Prestación de Servicios

Data and Reporting Verifications - 
Service Delivery Point



ESTABLECIMIENTO 6

		



Evaluación de Manejo de Información - Puntos de Prestación de Servicios



ESTABLECIMIENTO 7

		Hoja de Verificación de Información y Evaluación del Sistema - Establecimiento Proveedor de Servicios

		Fecha de Revisión:						-						-

		Establecimiento Proveedor de Servicios:						-						-																																								Evaluación de Manejo de Información - Puntos de Prestación de Servicios

		Indicador(es) Revisado(s):						-						-																																								1		N/A		I - Estructura de M&E, Funciones y Capacidades

		Oficina/Unidad a la que informa:						-						-																																								2		N/A		II- Definiciones de Indicadores y Lineamientos de Reporte

		Documentos Revisados:						-						-																																								3		N/A		III - Recojo de Información y Formatos/Herramientas

		Componente del Sistema  M&E						Códigos de Respuesta: 
Sí - totalmente
Parcialmente
No - nada
No/Aplicable				COMENTARIOS DEL REVISOR
(Sírvase dar detalles para cada respuesta que no es codificada "Sí- totalmente".  
Las respuestas detalladas ayudarán a orientar el fortalecimiento de las medidas)																																										4		N/A		IV- Procesos para el Manejo de Información

																																																						5		N/A		V - Vínculos con el Sistema Nacional de Información

		Parte 1:  Verificaciones de Información

		A - Revisión de Documentación:						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS

				Revisar la disponibilidad e integridad de todos los documentos fuente de los indicadores para el periodo de reporte seleccionado.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Revise los documentos fuente disponibles para el periodo bajo verificación  ¿Existen indicios de que falta algún documento fuente?		-										0																																						Verificación de Datos y Reportes - Puntos de Prestación de Servicios

				En caso afirmativo,  determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 1

		2		¿Están completos todos los documentos  fuente?		-										0																																								-		Indicador 2

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 3

		3		Revise las fechas en los documentos fuente. ¿Coinciden todas las fechas con el periodo de tiempo reportado?		-										0																																								-		Indicador 4

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas

		B - Recuento de los Resultados Reportados:

				Recontar los resultados de los documentos fuente, comparar las cifras verificadas con las que han sido reportadas en el lugar y explicar cualquier discrepancia (si las hay).

		4		Recontar el número de personas, casos o eventos registrados durante el periodo de reporte revisando para ello el documento fuente  [A]

		5		Copiar el número de personas, casos o eventos informados por el lugar durante el periodo de reporte revisando para ello el reporte resumen  [B]

		6		Calcule la proporción de lo recontado con las cifras reportadas. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada(si lo hubiere)(p.ej. Errores en datos ingresados, errores aritméticos, documentos faltantes, otros)?

		C - Cruce resultados verificados con otras fuentes de información:

		Las verificaciones  pueden hacerse examinando registros de inventario que documentan las cantidades de medicinas, kits de pruebas o mosquiteros comprados y entregados en el periodo del reporte para ver si las cifras que figuran en el informe se corroboran con los resultados informados. Otras verificaciones podrían incluir, por ejemplo,  una selección al azar de 20 tarjetas de pacientes y verificar si estos pacientes estan en los registros del establecimiento, laboratorio o farmacia correspondientes.Las verficiaciones cruzadas deben hacerse en ambas direcciones (por ejemplo: de la historia clínica al registro de atenciones y viceversa).

		8		Enumere los documentos usados para hacer las verificaciones cruzadas.								0

		9		Describa las verificaciones cruzadas realizadas.								0

		10		¿ Cuáles son las razones de la discrepancia observada (si la hubiera) ?								0

		Parte 2.  Evaluación de Sistemas

		I - Estructura de M&E, Funciones y Capacidades

		1		Se ha designado personal responsable  para revisar los números agregados antes de ser enviados al siguiente nivel (p.ej. a los distritos, a las regiones, la Unidad de M&E ).		N/A						0								0

		2		La responsabilidad de registrar la entrega de servicios en los documentos fuente es asignada en forma clara al personal correspondiente.		N/A						0								0

		3		Todo el personal responsable ha sido capacitado en los procesos y herramientas en el manejo de información.		N/A						0								0

		II- Definiciones de indicadores y lineamientos para el reporte				N/A

		La Unidad de M&E ha proporcionado lineamientos escritos a cada nivel que reporta información sobre:

		4		,,, lo que se supone que deben informar.		N/A						0								0

		5		… cómo  (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		6		… a quiénes se les debe presentar los informes.		N/A						0								0

		7		… cuándo se debe entregar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		8		La Unidad de M&E  ha proporcionado instrucciones claras sobre la forma cómo deben ser llenados los formatos/herramientas de recojo de información y los informes.		N/A						0								0

		9		La Unidad de M&E  ha identificado los formularios/herramientas para preparar informes, que serán usados en todos los niveles.		N/A						0

		10		….Los formularios/herramientas son usados consistentemente por el establecimiento que provee los servicios		N/A						0								0

		11		Todos los documentos fuente y formatos de reporte  que son relevantes para la medición de indicador(es) están disponibles para los fines de auditoría (incluyendo material impreso y con fecha en el caso de sistema computarizado).		N/A						0								0

		12		La información recolectada en los documentos fuente  tiene la precisión suficiente para medir el(los) indicador(es) (p.ej. la información es recogida por género, edad, etc. en caso que el indicador especifica un desagregado con estas características).		N/A						0								0

		IV- Procesos para el Manejo de Información				N/A

		13		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formularios de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A														0

		14		De ser aplicable, hay un procedimiento escrito para generar un "back up" cuando ésta se ingresa a una computadora.		N/A						0								0

		15		…en caso afirmativo, la fecha del más recinte "back-up" es correcta dada la frecuencia de la actualización del sistema computarizado (p.ej. los back-up de información se hacen semanal o mensualmente).		N/A						0								0

		16		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		17		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		18		El sistema de información permite la identificación e inscripción del "retiro" de una persona, de una persona "perdida al seguimiento" y de una persona fallecida.		N/A						0								0

		V - Vínculos con el Sistema Nacional de Información				N/A

		19		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		20		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		21		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)		N/A						0								0

		22		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Parte 3:   Recomendaciones para el establecimiento proveedor de servicios

				Sobre la base de lo encontrado en los sistemas revisados y la verificación de la información en el establecimiento proveedor de servicio,  sírvase describir los retos identificados sobre la calidad de la información y las medidas de fotalecimiento recomendadas, con un estimado del tiempo que la medida de mejora podría tomar. Esto será discutido con el Programa.

				Debilidades Identificadas		Descripción de la Acción										Responsable(s)		Periodo de Ejecución

		1

		2

		3

		4

		Parte 4:  GRAFICOS:  Establecimiento Proveedor de Servicios
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ESTABLECIMIENTO 7

		



Verificación de Datos y Reportes - Puntos de Prestación de Servicios

Data and Reporting Verifications - 
Service Delivery Point



ESTABLECIMIENTO 8

		



Evaluación de Manejo de Información - Puntos de Prestación de Servicios



ESTABLECIMIENTO 9

		Hoja de Verificación de Información y Evaluación del Sistema - Establecimiento Proveedor de Servicios

		Fecha de Revisión:						-						-

		Establecimiento Proveedor de Servicios:						-						-																																								Evaluación de Manejo de Información - Puntos de Prestación de Servicios

		Indicador(es) Revisado(s):						-						-																																								1		N/A		I - Estructura de M&E, Funciones y Capacidades

		Oficina/Unidad a la que informa:						-						-																																								2		N/A		II- Definiciones de Indicadores y Lineamientos de Reporte

		Documentos Revisados:						-						-																																								3		N/A		III - Recojo de Información y Formatos/Herramientas

		Componente del Sistema  M&E						Códigos de Respuesta: 
Sí - totalmente
Parcialmente
No - nada
No/Aplicable				COMENTARIOS DEL REVISOR
(Sírvase dar detalles para cada respuesta que no es codificada "Sí- totalmente".  
Las respuestas detalladas ayudarán a orientar el fortalecimiento de las medidas)																																										4		N/A		IV- Procesos para el Manejo de Información

																																																						5		N/A		V - Vínculos con el Sistema Nacional de Información

		Parte 1:  Verificaciones de Información

		A - Revisión de Documentación:						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS

				Revisar la disponibilidad e integridad de todos los documentos fuente de los indicadores para el periodo de reporte seleccionado.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Revise los documentos fuente disponibles para el periodo bajo verificación  ¿Existen indicios de que falta algún documento fuente?		-										0																																						Verificación de Datos y Reportes - Puntos de Prestación de Servicios

				En caso afirmativo,  determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 1

		2		¿Están completos todos los documentos  fuente?		-										0																																								-		Indicador 2

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 3

		3		Revise las fechas en los documentos fuente. ¿Coinciden todas las fechas con el periodo de tiempo reportado?		-										0																																								-		Indicador 4

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas

		B - Recuento de los Resultados Reportados:

				Recontar los resultados de los documentos fuente, comparar las cifras verificadas con las que han sido reportadas en el lugar y explicar cualquier discrepancia (si las hay).

		4		Recontar el número de personas, casos o eventos registrados durante el periodo de reporte revisando para ello el documento fuente  [A]

		5		Copiar el número de personas, casos o eventos informados por el lugar durante el periodo de reporte revisando para ello el reporte resumen  [B]

		6		Calcule la proporción de lo recontado con las cifras reportadas. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada(si lo hubiere)(p.ej. Errores en datos ingresados, errores aritméticos, documentos faltantes, otros)?

		C - Cruce resultados verificados con otras fuentes de información:

		Las verificaciones  pueden hacerse examinando registros de inventario que documentan las cantidades de medicinas, kits de pruebas o mosquiteros comprados y entregados en el periodo del reporte para ver si las cifras que figuran en el informe se corroboran con los resultados informados. Otras verificaciones podrían incluir, por ejemplo,  una selección al azar de 20 tarjetas de pacientes y verificar si estos pacientes estan en los registros del establecimiento, laboratorio o farmacia correspondientes.Las verficiaciones cruzadas deben hacerse en ambas direcciones (por ejemplo: de la historia clínica al registro de atenciones y viceversa).

		8		Enumere los documentos usados para hacer las verificaciones cruzadas.								0

		9		Describa las verificaciones cruzadas realizadas.								0

		10		¿ Cuáles son las razones de la discrepancia observada (si la hubiera) ?								0

		Parte 2.  Evaluación de Sistemas

		I - Estructura de M&E, Funciones y Capacidades

		1		Se ha designado personal responsable  para revisar los números agregados antes de ser enviados al siguiente nivel (p.ej. a los distritos, a las regiones, la Unidad de M&E ).		N/A						0								0

		2		La responsabilidad de registrar la entrega de servicios en los documentos fuente es asignada en forma clara al personal correspondiente.		N/A						0								0

		3		Todo el personal responsable ha sido capacitado en los procesos y herramientas en el manejo de información.		N/A						0								0

		II- Definiciones de indicadores y lineamientos para el reporte				N/A

		La Unidad de M&E ha proporcionado lineamientos escritos a cada nivel que reporta información sobre:

		4		,,, lo que se supone que deben informar.		N/A						0								0

		5		… cómo  (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		6		… a quiénes se les debe presentar los informes.		N/A						0								0

		7		… cuándo se debe entregar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		8		La Unidad de M&E  ha proporcionado instrucciones claras sobre la forma cómo deben ser llenados los formatos/herramientas de recojo de información y los informes.		N/A						0								0

		9		La Unidad de M&E  ha identificado los formularios/herramientas para preparar informes, que serán usados en todos los niveles.		N/A						0

		10		….Los formularios/herramientas son usados consistentemente por el establecimiento que provee los servicios		N/A						0								0

		11		Todos los documentos fuente y formatos de reporte  que son relevantes para la medición de indicador(es) están disponibles para los fines de auditoría (incluyendo material impreso y con fecha en el caso de sistema computarizado).		N/A						0								0

		12		La información recolectada en los documentos fuente  tiene la precisión suficiente para medir el(los) indicador(es) (p.ej. la información es recogida por género, edad, etc. en caso que el indicador especifica un desagregado con estas características).		N/A						0								0

		IV- Procesos para el Manejo de Información				N/A

		13		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formularios de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A														0

		14		De ser aplicable, hay un procedimiento escrito para generar un "back up" cuando ésta se ingresa a una computadora.		N/A						0								0

		15		…en caso afirmativo, la fecha del más recinte "back-up" es correcta dada la frecuencia de la actualización del sistema computarizado (p.ej. los back-up de información se hacen semanal o mensualmente).		N/A						0								0

		16		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		17		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		18		El sistema de información permite la identificación e inscripción del "retiro" de una persona, de una persona "perdida al seguimiento" y de una persona fallecida.		N/A						0								0

		V - Vínculos con el Sistema Nacional de Información				N/A

		19		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		20		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		21		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)		N/A						0								0

		22		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Parte 3:   Recomendaciones para el establecimiento proveedor de servicios

				Sobre la base de lo encontrado en los sistemas revisados y la verificación de la información en el establecimiento proveedor de servicio,  sírvase describir los retos identificados sobre la calidad de la información y las medidas de fotalecimiento recomendadas, con un estimado del tiempo que la medida de mejora podría tomar. Esto será discutido con el Programa.

				Debilidades Identificadas		Descripción de la Acción										Responsable(s)		Periodo de Ejecución

		1

		2

		3

		4

		Parte 4:  GRAFICOS:  Establecimiento Proveedor de Servicios
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ESTABLECIMIENTO 9

		



Verificación de Datos y Reportes - Puntos de Prestación de Servicios

Data and Reporting Verifications - 
Service Delivery Point



ESTABLECIMIENTO 10

		



Evaluación de Manejo de Información - Puntos de Prestación de Servicios



ESTABLECIMIENTO 11

		Hoja de Verificación de Información y Evaluación del Sistema - Establecimiento Proveedor de Servicios

		Fecha de Revisión:						-						-

		Establecimiento Proveedor de Servicios:						-						-																																								Evaluación de Manejo de Información - Puntos de Prestación de Servicios

		Indicador(es) Revisado(s):						-						-																																								1		N/A		I - Estructura de M&E, Funciones y Capacidades

		Oficina/Unidad a la que informa:						-						-																																								2		N/A		II- Definiciones de Indicadores y Lineamientos de Reporte

		Documentos Revisados:						-						-																																								3		N/A		III - Recojo de Información y Formatos/Herramientas

		Componente del Sistema  M&E						Códigos de Respuesta: 
Sí - totalmente
Parcialmente
No - nada
No/Aplicable				COMENTARIOS DEL REVISOR
(Sírvase dar detalles para cada respuesta que no es codificada "Sí- totalmente".  
Las respuestas detalladas ayudarán a orientar el fortalecimiento de las medidas)																																										4		N/A		IV- Procesos para el Manejo de Información

																																																						5		N/A		V - Vínculos con el Sistema Nacional de Información

		Parte 1:  Verificaciones de Información

		A - Revisión de Documentación:						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS

				Revisar la disponibilidad e integridad de todos los documentos fuente de los indicadores para el periodo de reporte seleccionado.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Revise los documentos fuente disponibles para el periodo bajo verificación  ¿Existen indicios de que falta algún documento fuente?		-										0																																						Verificación de Datos y Reportes - Puntos de Prestación de Servicios

				En caso afirmativo,  determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 1

		2		¿Están completos todos los documentos  fuente?		-										0																																								-		Indicador 2

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 3

		3		Revise las fechas en los documentos fuente. ¿Coinciden todas las fechas con el periodo de tiempo reportado?		-										0																																								-		Indicador 4

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas

		B - Recuento de los Resultados Reportados:

				Recontar los resultados de los documentos fuente, comparar las cifras verificadas con las que han sido reportadas en el lugar y explicar cualquier discrepancia (si las hay).

		4		Recontar el número de personas, casos o eventos registrados durante el periodo de reporte revisando para ello el documento fuente  [A]

		5		Copiar el número de personas, casos o eventos informados por el lugar durante el periodo de reporte revisando para ello el reporte resumen  [B]

		6		Calcule la proporción de lo recontado con las cifras reportadas. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada(si lo hubiere)(p.ej. Errores en datos ingresados, errores aritméticos, documentos faltantes, otros)?

		C - Cruce resultados verificados con otras fuentes de información:

		Las verificaciones  pueden hacerse examinando registros de inventario que documentan las cantidades de medicinas, kits de pruebas o mosquiteros comprados y entregados en el periodo del reporte para ver si las cifras que figuran en el informe se corroboran con los resultados informados. Otras verificaciones podrían incluir, por ejemplo,  una selección al azar de 20 tarjetas de pacientes y verificar si estos pacientes estan en los registros del establecimiento, laboratorio o farmacia correspondientes.Las verficiaciones cruzadas deben hacerse en ambas direcciones (por ejemplo: de la historia clínica al registro de atenciones y viceversa).

		8		Enumere los documentos usados para hacer las verificaciones cruzadas.								0

		9		Describa las verificaciones cruzadas realizadas.								0

		10		¿ Cuáles son las razones de la discrepancia observada (si la hubiera) ?								0

		Parte 2.  Evaluación de Sistemas

		I - Estructura de M&E, Funciones y Capacidades

		1		Se ha designado personal responsable  para revisar los números agregados antes de ser enviados al siguiente nivel (p.ej. a los distritos, a las regiones, la Unidad de M&E ).		N/A						0								0

		2		La responsabilidad de registrar la entrega de servicios en los documentos fuente es asignada en forma clara al personal correspondiente.		N/A						0								0

		3		Todo el personal responsable ha sido capacitado en los procesos y herramientas en el manejo de información.		N/A						0								0

		II- Definiciones de indicadores y lineamientos para el reporte				N/A

		La Unidad de M&E ha proporcionado lineamientos escritos a cada nivel que reporta información sobre:

		4		,,, lo que se supone que deben informar.		N/A						0								0

		5		… cómo  (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		6		… a quiénes se les debe presentar los informes.		N/A						0								0

		7		… cuándo se debe entregar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		8		La Unidad de M&E  ha proporcionado instrucciones claras sobre la forma cómo deben ser llenados los formatos/herramientas de recojo de información y los informes.		N/A						0								0

		9		La Unidad de M&E  ha identificado los formularios/herramientas para preparar informes, que serán usados en todos los niveles.		N/A						0

		10		….Los formularios/herramientas son usados consistentemente por el establecimiento que provee los servicios		N/A						0								0

		11		Todos los documentos fuente y formatos de reporte  que son relevantes para la medición de indicador(es) están disponibles para los fines de auditoría (incluyendo material impreso y con fecha en el caso de sistema computarizado).		N/A						0								0

		12		La información recolectada en los documentos fuente  tiene la precisión suficiente para medir el(los) indicador(es) (p.ej. la información es recogida por género, edad, etc. en caso que el indicador especifica un desagregado con estas características).		N/A						0								0

		IV- Procesos para el Manejo de Información				N/A

		13		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formularios de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A														0

		14		De ser aplicable, hay un procedimiento escrito para generar un "back up" cuando ésta se ingresa a una computadora.		N/A						0								0

		15		…en caso afirmativo, la fecha del más recinte "back-up" es correcta dada la frecuencia de la actualización del sistema computarizado (p.ej. los back-up de información se hacen semanal o mensualmente).		N/A						0								0

		16		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		17		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		18		El sistema de información permite la identificación e inscripción del "retiro" de una persona, de una persona "perdida al seguimiento" y de una persona fallecida.		N/A						0								0

		V - Vínculos con el Sistema Nacional de Información				N/A

		19		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		20		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		21		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)		N/A						0								0

		22		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Parte 3:   Recomendaciones para el establecimiento proveedor de servicios

				Sobre la base de lo encontrado en los sistemas revisados y la verificación de la información en el establecimiento proveedor de servicio,  sírvase describir los retos identificados sobre la calidad de la información y las medidas de fotalecimiento recomendadas, con un estimado del tiempo que la medida de mejora podría tomar. Esto será discutido con el Programa.

				Debilidades Identificadas		Descripción de la Acción										Responsable(s)		Periodo de Ejecución

		1

		2

		3

		4

		Parte 4:  GRAFICOS:  Establecimiento Proveedor de Servicios
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ESTABLECIMIENTO 11

		



Verificación de Datos y Reportes - Puntos de Prestación de Servicios

Data and Reporting Verifications - 
Service Delivery Point



ESTABLECIMIENTO 12

		



Evaluación de Manejo de Información - Puntos de Prestación de Servicios



ESTABLECIMIENTO 13

		Hoja de Verificación de Información y Evaluación del Sistema - Establecimiento Proveedor de Servicios

		Fecha de Revisión:						-						-

		Establecimiento Proveedor de Servicios:						-						-																																								Evaluación de Manejo de Información - Puntos de Prestación de Servicios

		Indicador(es) Revisado(s):						-						-																																								1		N/A		I - Estructura de M&E, Funciones y Capacidades

		Oficina/Unidad a la que informa:						-						-																																								2		N/A		II- Definiciones de Indicadores y Lineamientos de Reporte

		Documentos Revisados:						-						-																																								3		N/A		III - Recojo de Información y Formatos/Herramientas

		Componente del Sistema  M&E						Códigos de Respuesta: 
Sí - totalmente
Parcialmente
No - nada
No/Aplicable				COMENTARIOS DEL REVISOR
(Sírvase dar detalles para cada respuesta que no es codificada "Sí- totalmente".  
Las respuestas detalladas ayudarán a orientar el fortalecimiento de las medidas)																																										4		N/A		IV- Procesos para el Manejo de Información

																																																						5		N/A		V - Vínculos con el Sistema Nacional de Información

		Parte 1:  Verificaciones de Información

		A - Revisión de Documentación:						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS

				Revisar la disponibilidad e integridad de todos los documentos fuente de los indicadores para el periodo de reporte seleccionado.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Revise los documentos fuente disponibles para el periodo bajo verificación  ¿Existen indicios de que falta algún documento fuente?		-										0																																						Verificación de Datos y Reportes - Puntos de Prestación de Servicios

				En caso afirmativo,  determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 1

		2		¿Están completos todos los documentos  fuente?		-										0																																								-		Indicador 2

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 3

		3		Revise las fechas en los documentos fuente. ¿Coinciden todas las fechas con el periodo de tiempo reportado?		-										0																																								-		Indicador 4

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas

		B - Recuento de los Resultados Reportados:

				Recontar los resultados de los documentos fuente, comparar las cifras verificadas con las que han sido reportadas en el lugar y explicar cualquier discrepancia (si las hay).

		4		Recontar el número de personas, casos o eventos registrados durante el periodo de reporte revisando para ello el documento fuente  [A]

		5		Copiar el número de personas, casos o eventos informados por el lugar durante el periodo de reporte revisando para ello el reporte resumen  [B]

		6		Calcule la proporción de lo recontado con las cifras reportadas. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada(si lo hubiere)(p.ej. Errores en datos ingresados, errores aritméticos, documentos faltantes, otros)?

		C - Cruce resultados verificados con otras fuentes de información:

		Las verificaciones  pueden hacerse examinando registros de inventario que documentan las cantidades de medicinas, kits de pruebas o mosquiteros comprados y entregados en el periodo del reporte para ver si las cifras que figuran en el informe se corroboran con los resultados informados. Otras verificaciones podrían incluir, por ejemplo,  una selección al azar de 20 tarjetas de pacientes y verificar si estos pacientes estan en los registros del establecimiento, laboratorio o farmacia correspondientes.Las verficiaciones cruzadas deben hacerse en ambas direcciones (por ejemplo: de la historia clínica al registro de atenciones y viceversa).

		8		Enumere los documentos usados para hacer las verificaciones cruzadas.								0

		9		Describa las verificaciones cruzadas realizadas.								0

		10		¿ Cuáles son las razones de la discrepancia observada (si la hubiera) ?								0

		Parte 2.  Evaluación de Sistemas

		I - Estructura de M&E, Funciones y Capacidades

		1		Se ha designado personal responsable  para revisar los números agregados antes de ser enviados al siguiente nivel (p.ej. a los distritos, a las regiones, la Unidad de M&E ).		N/A						0								0

		2		La responsabilidad de registrar la entrega de servicios en los documentos fuente es asignada en forma clara al personal correspondiente.		N/A						0								0

		3		Todo el personal responsable ha sido capacitado en los procesos y herramientas en el manejo de información.		N/A						0								0

		II- Definiciones de indicadores y lineamientos para el reporte				N/A

		La Unidad de M&E ha proporcionado lineamientos escritos a cada nivel que reporta información sobre:

		4		,,, lo que se supone que deben informar.		N/A						0								0

		5		… cómo  (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		6		… a quiénes se les debe presentar los informes.		N/A						0								0

		7		… cuándo se debe entregar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		8		La Unidad de M&E  ha proporcionado instrucciones claras sobre la forma cómo deben ser llenados los formatos/herramientas de recojo de información y los informes.		N/A						0								0

		9		La Unidad de M&E  ha identificado los formularios/herramientas para preparar informes, que serán usados en todos los niveles.		N/A						0

		10		….Los formularios/herramientas son usados consistentemente por el establecimiento que provee los servicios		N/A						0								0

		11		Todos los documentos fuente y formatos de reporte  que son relevantes para la medición de indicador(es) están disponibles para los fines de auditoría (incluyendo material impreso y con fecha en el caso de sistema computarizado).		N/A						0								0

		12		La información recolectada en los documentos fuente  tiene la precisión suficiente para medir el(los) indicador(es) (p.ej. la información es recogida por género, edad, etc. en caso que el indicador especifica un desagregado con estas características).		N/A						0								0

		IV- Procesos para el Manejo de Información				N/A

		13		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formularios de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A														0

		14		De ser aplicable, hay un procedimiento escrito para generar un "back up" cuando ésta se ingresa a una computadora.		N/A						0								0

		15		…en caso afirmativo, la fecha del más recinte "back-up" es correcta dada la frecuencia de la actualización del sistema computarizado (p.ej. los back-up de información se hacen semanal o mensualmente).		N/A						0								0

		16		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		17		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		18		El sistema de información permite la identificación e inscripción del "retiro" de una persona, de una persona "perdida al seguimiento" y de una persona fallecida.		N/A						0								0

		V - Vínculos con el Sistema Nacional de Información				N/A

		19		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		20		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		21		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)		N/A						0								0

		22		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Parte 3:   Recomendaciones para el establecimiento proveedor de servicios

				Sobre la base de lo encontrado en los sistemas revisados y la verificación de la información en el establecimiento proveedor de servicio,  sírvase describir los retos identificados sobre la calidad de la información y las medidas de fotalecimiento recomendadas, con un estimado del tiempo que la medida de mejora podría tomar. Esto será discutido con el Programa.

				Debilidades Identificadas		Descripción de la Acción										Responsable(s)		Periodo de Ejecución

		1

		2

		3

		4

		Parte 4:  GRAFICOS:  Establecimiento Proveedor de Servicios
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ESTABLECIMIENTO 13

		



Verificación de Datos y Reportes - Puntos de Prestación de Servicios

Data and Reporting Verifications - 
Service Delivery Point



ESTABLECIMIENTO 14

		



Evaluación de Manejo de Información - Puntos de Prestación de Servicios



ESTABLECIMIENTO 15

		Hoja de Verificación de Información y Evaluación del Sistema - Establecimiento Proveedor de Servicios

		Fecha de Revisión:						-						-

		Establecimiento Proveedor de Servicios:						-						-																																								Evaluación de Manejo de Información - Puntos de Prestación de Servicios

		Indicador(es) Revisado(s):						-						-																																								1		N/A		I - Estructura de M&E, Funciones y Capacidades

		Oficina/Unidad a la que informa:						-						-																																								2		N/A		II- Definiciones de Indicadores y Lineamientos de Reporte

		Documentos Revisados:						-						-																																								3		N/A		III - Recojo de Información y Formatos/Herramientas

		Componente del Sistema  M&E						Códigos de Respuesta: 
Sí - totalmente
Parcialmente
No - nada
No/Aplicable				COMENTARIOS DEL REVISOR
(Sírvase dar detalles para cada respuesta que no es codificada "Sí- totalmente".  
Las respuestas detalladas ayudarán a orientar el fortalecimiento de las medidas)																																										4		N/A		IV- Procesos para el Manejo de Información

																																																						5		N/A		V - Vínculos con el Sistema Nacional de Información

		Parte 1:  Verificaciones de Información

		A - Revisión de Documentación:						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS

				Revisar la disponibilidad e integridad de todos los documentos fuente de los indicadores para el periodo de reporte seleccionado.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Revise los documentos fuente disponibles para el periodo bajo verificación  ¿Existen indicios de que falta algún documento fuente?		-										0																																						Verificación de Datos y Reportes - Puntos de Prestación de Servicios

				En caso afirmativo,  determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 1

		2		¿Están completos todos los documentos  fuente?		-										0																																								-		Indicador 2

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 3

		3		Revise las fechas en los documentos fuente. ¿Coinciden todas las fechas con el periodo de tiempo reportado?		-										0																																								-		Indicador 4

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas

		B - Recuento de los Resultados Reportados:

				Recontar los resultados de los documentos fuente, comparar las cifras verificadas con las que han sido reportadas en el lugar y explicar cualquier discrepancia (si las hay).

		4		Recontar el número de personas, casos o eventos registrados durante el periodo de reporte revisando para ello el documento fuente  [A]

		5		Copiar el número de personas, casos o eventos informados por el lugar durante el periodo de reporte revisando para ello el reporte resumen  [B]

		6		Calcule la proporción de lo recontado con las cifras reportadas. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada(si lo hubiere)(p.ej. Errores en datos ingresados, errores aritméticos, documentos faltantes, otros)?

		C - Cruce resultados verificados con otras fuentes de información:

		Las verificaciones  pueden hacerse examinando registros de inventario que documentan las cantidades de medicinas, kits de pruebas o mosquiteros comprados y entregados en el periodo del reporte para ver si las cifras que figuran en el informe se corroboran con los resultados informados. Otras verificaciones podrían incluir, por ejemplo,  una selección al azar de 20 tarjetas de pacientes y verificar si estos pacientes estan en los registros del establecimiento, laboratorio o farmacia correspondientes.Las verficiaciones cruzadas deben hacerse en ambas direcciones (por ejemplo: de la historia clínica al registro de atenciones y viceversa).

		8		Enumere los documentos usados para hacer las verificaciones cruzadas.								0

		9		Describa las verificaciones cruzadas realizadas.								0

		10		¿ Cuáles son las razones de la discrepancia observada (si la hubiera) ?								0

		Parte 2.  Evaluación de Sistemas

		I - Estructura de M&E, Funciones y Capacidades

		1		Se ha designado personal responsable  para revisar los números agregados antes de ser enviados al siguiente nivel (p.ej. a los distritos, a las regiones, la Unidad de M&E ).		N/A						0								0

		2		La responsabilidad de registrar la entrega de servicios en los documentos fuente es asignada en forma clara al personal correspondiente.		N/A						0								0

		3		Todo el personal responsable ha sido capacitado en los procesos y herramientas en el manejo de información.		N/A						0								0

		II- Definiciones de indicadores y lineamientos para el reporte				N/A

		La Unidad de M&E ha proporcionado lineamientos escritos a cada nivel que reporta información sobre:

		4		,,, lo que se supone que deben informar.		N/A						0								0

		5		… cómo  (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		6		… a quiénes se les debe presentar los informes.		N/A						0								0

		7		… cuándo se debe entregar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		8		La Unidad de M&E  ha proporcionado instrucciones claras sobre la forma cómo deben ser llenados los formatos/herramientas de recojo de información y los informes.		N/A						0								0

		9		La Unidad de M&E  ha identificado los formularios/herramientas para preparar informes, que serán usados en todos los niveles.		N/A						0

		10		….Los formularios/herramientas son usados consistentemente por el establecimiento que provee los servicios		N/A						0								0

		11		Todos los documentos fuente y formatos de reporte  que son relevantes para la medición de indicador(es) están disponibles para los fines de auditoría (incluyendo material impreso y con fecha en el caso de sistema computarizado).		N/A						0								0

		12		La información recolectada en los documentos fuente  tiene la precisión suficiente para medir el(los) indicador(es) (p.ej. la información es recogida por género, edad, etc. en caso que el indicador especifica un desagregado con estas características).		N/A						0								0

		IV- Procesos para el Manejo de Información				N/A

		13		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formularios de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A														0

		14		De ser aplicable, hay un procedimiento escrito para generar un "back up" cuando ésta se ingresa a una computadora.		N/A						0								0

		15		…en caso afirmativo, la fecha del más recinte "back-up" es correcta dada la frecuencia de la actualización del sistema computarizado (p.ej. los back-up de información se hacen semanal o mensualmente).		N/A						0								0

		16		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		17		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		18		El sistema de información permite la identificación e inscripción del "retiro" de una persona, de una persona "perdida al seguimiento" y de una persona fallecida.		N/A						0								0

		V - Vínculos con el Sistema Nacional de Información				N/A

		19		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		20		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		21		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)		N/A						0								0

		22		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Parte 3:   Recomendaciones para el establecimiento proveedor de servicios

				Sobre la base de lo encontrado en los sistemas revisados y la verificación de la información en el establecimiento proveedor de servicio,  sírvase describir los retos identificados sobre la calidad de la información y las medidas de fotalecimiento recomendadas, con un estimado del tiempo que la medida de mejora podría tomar. Esto será discutido con el Programa.

				Debilidades Identificadas		Descripción de la Acción										Responsable(s)		Periodo de Ejecución

		1

		2

		3

		4

		Parte 4:  GRAFICOS:  Establecimiento Proveedor de Servicios
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ESTABLECIMIENTO 15

		



Verificación de Datos y Reportes - Puntos de Prestación de Servicios

Data and Reporting Verifications - 
Service Delivery Point



ESTABLECIMIENTO 16

		



Evaluación de Manejo de Información - Puntos de Prestación de Servicios



ESTABLECIMIENTO 17

		Hoja de Verificación de Información y Evaluación del Sistema - Establecimiento Proveedor de Servicios

		Fecha de Revisión:						-						-

		Establecimiento Proveedor de Servicios:						-						-																																								Evaluación de Manejo de Información - Puntos de Prestación de Servicios

		Indicador(es) Revisado(s):						-						-																																								1		N/A		I - Estructura de M&E, Funciones y Capacidades

		Oficina/Unidad a la que informa:						-						-																																								2		N/A		II- Definiciones de Indicadores y Lineamientos de Reporte

		Documentos Revisados:						-						-																																								3		N/A		III - Recojo de Información y Formatos/Herramientas

		Componente del Sistema  M&E						Códigos de Respuesta: 
Sí - totalmente
Parcialmente
No - nada
No/Aplicable				COMENTARIOS DEL REVISOR
(Sírvase dar detalles para cada respuesta que no es codificada "Sí- totalmente".  
Las respuestas detalladas ayudarán a orientar el fortalecimiento de las medidas)																																										4		N/A		IV- Procesos para el Manejo de Información

																																																						5		N/A		V - Vínculos con el Sistema Nacional de Información

		Parte 1:  Verificaciones de Información

		A - Revisión de Documentación:						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS

				Revisar la disponibilidad e integridad de todos los documentos fuente de los indicadores para el periodo de reporte seleccionado.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Revise los documentos fuente disponibles para el periodo bajo verificación  ¿Existen indicios de que falta algún documento fuente?		-										0																																						Verificación de Datos y Reportes - Puntos de Prestación de Servicios

				En caso afirmativo,  determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 1

		2		¿Están completos todos los documentos  fuente?		-										0																																								-		Indicador 2

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 3

		3		Revise las fechas en los documentos fuente. ¿Coinciden todas las fechas con el periodo de tiempo reportado?		-										0																																								-		Indicador 4

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas

		B - Recuento de los Resultados Reportados:

				Recontar los resultados de los documentos fuente, comparar las cifras verificadas con las que han sido reportadas en el lugar y explicar cualquier discrepancia (si las hay).

		4		Recontar el número de personas, casos o eventos registrados durante el periodo de reporte revisando para ello el documento fuente  [A]

		5		Copiar el número de personas, casos o eventos informados por el lugar durante el periodo de reporte revisando para ello el reporte resumen  [B]

		6		Calcule la proporción de lo recontado con las cifras reportadas. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada(si lo hubiere)(p.ej. Errores en datos ingresados, errores aritméticos, documentos faltantes, otros)?

		C - Cruce resultados verificados con otras fuentes de información:

		Las verificaciones  pueden hacerse examinando registros de inventario que documentan las cantidades de medicinas, kits de pruebas o mosquiteros comprados y entregados en el periodo del reporte para ver si las cifras que figuran en el informe se corroboran con los resultados informados. Otras verificaciones podrían incluir, por ejemplo,  una selección al azar de 20 tarjetas de pacientes y verificar si estos pacientes estan en los registros del establecimiento, laboratorio o farmacia correspondientes.Las verficiaciones cruzadas deben hacerse en ambas direcciones (por ejemplo: de la historia clínica al registro de atenciones y viceversa).

		8		Enumere los documentos usados para hacer las verificaciones cruzadas.								0

		9		Describa las verificaciones cruzadas realizadas.								0

		10		¿ Cuáles son las razones de la discrepancia observada (si la hubiera) ?								0

		Parte 2.  Evaluación de Sistemas

		I - Estructura de M&E, Funciones y Capacidades

		1		Se ha designado personal responsable  para revisar los números agregados antes de ser enviados al siguiente nivel (p.ej. a los distritos, a las regiones, la Unidad de M&E ).		N/A						0								0

		2		La responsabilidad de registrar la entrega de servicios en los documentos fuente es asignada en forma clara al personal correspondiente.		N/A						0								0

		3		Todo el personal responsable ha sido capacitado en los procesos y herramientas en el manejo de información.		N/A						0								0

		II- Definiciones de indicadores y lineamientos para el reporte				N/A

		La Unidad de M&E ha proporcionado lineamientos escritos a cada nivel que reporta información sobre:

		4		,,, lo que se supone que deben informar.		N/A						0								0

		5		… cómo  (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		6		… a quiénes se les debe presentar los informes.		N/A						0								0

		7		… cuándo se debe entregar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		8		La Unidad de M&E  ha proporcionado instrucciones claras sobre la forma cómo deben ser llenados los formatos/herramientas de recojo de información y los informes.		N/A						0								0

		9		La Unidad de M&E  ha identificado los formularios/herramientas para preparar informes, que serán usados en todos los niveles.		N/A						0

		10		….Los formularios/herramientas son usados consistentemente por el establecimiento que provee los servicios		N/A						0								0

		11		Todos los documentos fuente y formatos de reporte  que son relevantes para la medición de indicador(es) están disponibles para los fines de auditoría (incluyendo material impreso y con fecha en el caso de sistema computarizado).		N/A						0								0

		12		La información recolectada en los documentos fuente  tiene la precisión suficiente para medir el(los) indicador(es) (p.ej. la información es recogida por género, edad, etc. en caso que el indicador especifica un desagregado con estas características).		N/A						0								0

		IV- Procesos para el Manejo de Información				N/A

		13		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formularios de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A														0

		14		De ser aplicable, hay un procedimiento escrito para generar un "back up" cuando ésta se ingresa a una computadora.		N/A						0								0

		15		…en caso afirmativo, la fecha del más recinte "back-up" es correcta dada la frecuencia de la actualización del sistema computarizado (p.ej. los back-up de información se hacen semanal o mensualmente).		N/A						0								0

		16		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		17		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		18		El sistema de información permite la identificación e inscripción del "retiro" de una persona, de una persona "perdida al seguimiento" y de una persona fallecida.		N/A						0								0

		V - Vínculos con el Sistema Nacional de Información				N/A

		19		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		20		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		21		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)		N/A						0								0

		22		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Parte 3:   Recomendaciones para el establecimiento proveedor de servicios

				Sobre la base de lo encontrado en los sistemas revisados y la verificación de la información en el establecimiento proveedor de servicio,  sírvase describir los retos identificados sobre la calidad de la información y las medidas de fotalecimiento recomendadas, con un estimado del tiempo que la medida de mejora podría tomar. Esto será discutido con el Programa.

				Debilidades Identificadas		Descripción de la Acción										Responsable(s)		Periodo de Ejecución

		1

		2

		3

		4

		Parte 4:  GRAFICOS:  Establecimiento Proveedor de Servicios
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Verificación de Datos y Reportes - Puntos de Prestación de Servicios

Data and Reporting Verifications - 
Service Delivery Point



ESTABLECIMIENTO 18

		



Evaluación de Manejo de Información - Puntos de Prestación de Servicios



ESTABLECIMIENTO 19

		Hoja de Verificación de Información y Evaluación del Sistema - Establecimiento Proveedor de Servicios

		Fecha de Revisión:						-						-

		Establecimiento Proveedor de Servicios:						-						-																																								Evaluación de Manejo de Información - Puntos de Prestación de Servicios

		Indicador(es) Revisado(s):						-						-																																								1		N/A		I - Estructura de M&E, Funciones y Capacidades

		Oficina/Unidad a la que informa:						-						-																																								2		N/A		II- Definiciones de Indicadores y Lineamientos de Reporte

		Documentos Revisados:						-						-																																								3		N/A		III - Recojo de Información y Formatos/Herramientas

		Componente del Sistema  M&E						Códigos de Respuesta: 
Sí - totalmente
Parcialmente
No - nada
No/Aplicable				COMENTARIOS DEL REVISOR
(Sírvase dar detalles para cada respuesta que no es codificada "Sí- totalmente".  
Las respuestas detalladas ayudarán a orientar el fortalecimiento de las medidas)																																										4		N/A		IV- Procesos para el Manejo de Información

																																																						5		N/A		V - Vínculos con el Sistema Nacional de Información

		Parte 1:  Verificaciones de Información

		A - Revisión de Documentación:						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS

				Revisar la disponibilidad e integridad de todos los documentos fuente de los indicadores para el periodo de reporte seleccionado.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Revise los documentos fuente disponibles para el periodo bajo verificación  ¿Existen indicios de que falta algún documento fuente?		-										0																																						Verificación de Datos y Reportes - Puntos de Prestación de Servicios

				En caso afirmativo,  determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 1

		2		¿Están completos todos los documentos  fuente?		-										0																																								-		Indicador 2

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 3

		3		Revise las fechas en los documentos fuente. ¿Coinciden todas las fechas con el periodo de tiempo reportado?		-										0																																								-		Indicador 4

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas

		B - Recuento de los Resultados Reportados:

				Recontar los resultados de los documentos fuente, comparar las cifras verificadas con las que han sido reportadas en el lugar y explicar cualquier discrepancia (si las hay).

		4		Recontar el número de personas, casos o eventos registrados durante el periodo de reporte revisando para ello el documento fuente  [A]

		5		Copiar el número de personas, casos o eventos informados por el lugar durante el periodo de reporte revisando para ello el reporte resumen  [B]

		6		Calcule la proporción de lo recontado con las cifras reportadas. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada(si lo hubiere)(p.ej. Errores en datos ingresados, errores aritméticos, documentos faltantes, otros)?

		C - Cruce resultados verificados con otras fuentes de información:

		Las verificaciones  pueden hacerse examinando registros de inventario que documentan las cantidades de medicinas, kits de pruebas o mosquiteros comprados y entregados en el periodo del reporte para ver si las cifras que figuran en el informe se corroboran con los resultados informados. Otras verificaciones podrían incluir, por ejemplo,  una selección al azar de 20 tarjetas de pacientes y verificar si estos pacientes estan en los registros del establecimiento, laboratorio o farmacia correspondientes.Las verficiaciones cruzadas deben hacerse en ambas direcciones (por ejemplo: de la historia clínica al registro de atenciones y viceversa).

		8		Enumere los documentos usados para hacer las verificaciones cruzadas.								0

		9		Describa las verificaciones cruzadas realizadas.								0

		10		¿ Cuáles son las razones de la discrepancia observada (si la hubiera) ?								0

		Parte 2.  Evaluación de Sistemas

		I - Estructura de M&E, Funciones y Capacidades

		1		Se ha designado personal responsable  para revisar los números agregados antes de ser enviados al siguiente nivel (p.ej. a los distritos, a las regiones, la Unidad de M&E ).		N/A						0								0

		2		La responsabilidad de registrar la entrega de servicios en los documentos fuente es asignada en forma clara al personal correspondiente.		N/A						0								0

		3		Todo el personal responsable ha sido capacitado en los procesos y herramientas en el manejo de información.		N/A						0								0

		II- Definiciones de indicadores y lineamientos para el reporte				N/A

		La Unidad de M&E ha proporcionado lineamientos escritos a cada nivel que reporta información sobre:

		4		,,, lo que se supone que deben informar.		N/A						0								0

		5		… cómo  (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		6		… a quiénes se les debe presentar los informes.		N/A						0								0

		7		… cuándo se debe entregar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		8		La Unidad de M&E  ha proporcionado instrucciones claras sobre la forma cómo deben ser llenados los formatos/herramientas de recojo de información y los informes.		N/A						0								0

		9		La Unidad de M&E  ha identificado los formularios/herramientas para preparar informes, que serán usados en todos los niveles.		N/A						0

		10		….Los formularios/herramientas son usados consistentemente por el establecimiento que provee los servicios		N/A						0								0

		11		Todos los documentos fuente y formatos de reporte  que son relevantes para la medición de indicador(es) están disponibles para los fines de auditoría (incluyendo material impreso y con fecha en el caso de sistema computarizado).		N/A						0								0

		12		La información recolectada en los documentos fuente  tiene la precisión suficiente para medir el(los) indicador(es) (p.ej. la información es recogida por género, edad, etc. en caso que el indicador especifica un desagregado con estas características).		N/A						0								0

		IV- Procesos para el Manejo de Información				N/A

		13		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formularios de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A														0

		14		De ser aplicable, hay un procedimiento escrito para generar un "back up" cuando ésta se ingresa a una computadora.		N/A						0								0

		15		…en caso afirmativo, la fecha del más recinte "back-up" es correcta dada la frecuencia de la actualización del sistema computarizado (p.ej. los back-up de información se hacen semanal o mensualmente).		N/A						0								0

		16		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		17		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		18		El sistema de información permite la identificación e inscripción del "retiro" de una persona, de una persona "perdida al seguimiento" y de una persona fallecida.		N/A						0								0

		V - Vínculos con el Sistema Nacional de Información				N/A

		19		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		20		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		21		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)		N/A						0								0

		22		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Parte 3:   Recomendaciones para el establecimiento proveedor de servicios

				Sobre la base de lo encontrado en los sistemas revisados y la verificación de la información en el establecimiento proveedor de servicio,  sírvase describir los retos identificados sobre la calidad de la información y las medidas de fotalecimiento recomendadas, con un estimado del tiempo que la medida de mejora podría tomar. Esto será discutido con el Programa.

				Debilidades Identificadas		Descripción de la Acción										Responsable(s)		Periodo de Ejecución

		1

		2

		3

		4

		Parte 4:  GRAFICOS:  Establecimiento Proveedor de Servicios
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ESTABLECIMIENTO 19

		



Verificación de Datos y Reportes - Puntos de Prestación de Servicios

Data and Reporting Verifications - 
Service Delivery Point



ESTABLECIMIENTO 20

		



Evaluación de Manejo de Información - Puntos de Prestación de Servicios



ESTABLECIMIENTO 21

		Hoja de Verificación de Información y Evaluación del Sistema - Establecimiento Proveedor de Servicios

		Fecha de Revisión:						-						-

		Establecimiento Proveedor de Servicios:						-						-																																								Evaluación de Manejo de Información - Puntos de Prestación de Servicios

		Indicador(es) Revisado(s):						-						-																																								1		N/A		I - Estructura de M&E, Funciones y Capacidades

		Oficina/Unidad a la que informa:						-						-																																								2		N/A		II- Definiciones de Indicadores y Lineamientos de Reporte

		Documentos Revisados:						-						-																																								3		N/A		III - Recojo de Información y Formatos/Herramientas

		Componente del Sistema  M&E						Códigos de Respuesta: 
Sí - totalmente
Parcialmente
No - nada
No/Aplicable				COMENTARIOS DEL REVISOR
(Sírvase dar detalles para cada respuesta que no es codificada "Sí- totalmente".  
Las respuestas detalladas ayudarán a orientar el fortalecimiento de las medidas)																																										4		N/A		IV- Procesos para el Manejo de Información

																																																						5		N/A		V - Vínculos con el Sistema Nacional de Información

		Parte 1:  Verificaciones de Información

		A - Revisión de Documentación:						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS

				Revisar la disponibilidad e integridad de todos los documentos fuente de los indicadores para el periodo de reporte seleccionado.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Revise los documentos fuente disponibles para el periodo bajo verificación  ¿Existen indicios de que falta algún documento fuente?		-										0																																						Verificación de Datos y Reportes - Puntos de Prestación de Servicios

				En caso afirmativo,  determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 1

		2		¿Están completos todos los documentos  fuente?		-										0																																								-		Indicador 2

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 3

		3		Revise las fechas en los documentos fuente. ¿Coinciden todas las fechas con el periodo de tiempo reportado?		-										0																																								-		Indicador 4

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas

		B - Recuento de los Resultados Reportados:

				Recontar los resultados de los documentos fuente, comparar las cifras verificadas con las que han sido reportadas en el lugar y explicar cualquier discrepancia (si las hay).

		4		Recontar el número de personas, casos o eventos registrados durante el periodo de reporte revisando para ello el documento fuente  [A]

		5		Copiar el número de personas, casos o eventos informados por el lugar durante el periodo de reporte revisando para ello el reporte resumen  [B]

		6		Calcule la proporción de lo recontado con las cifras reportadas. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada(si lo hubiere)(p.ej. Errores en datos ingresados, errores aritméticos, documentos faltantes, otros)?

		C - Cruce resultados verificados con otras fuentes de información:

		Las verificaciones  pueden hacerse examinando registros de inventario que documentan las cantidades de medicinas, kits de pruebas o mosquiteros comprados y entregados en el periodo del reporte para ver si las cifras que figuran en el informe se corroboran con los resultados informados. Otras verificaciones podrían incluir, por ejemplo,  una selección al azar de 20 tarjetas de pacientes y verificar si estos pacientes estan en los registros del establecimiento, laboratorio o farmacia correspondientes.Las verficiaciones cruzadas deben hacerse en ambas direcciones (por ejemplo: de la historia clínica al registro de atenciones y viceversa).

		8		Enumere los documentos usados para hacer las verificaciones cruzadas.								0

		9		Describa las verificaciones cruzadas realizadas.								0

		10		¿ Cuáles son las razones de la discrepancia observada (si la hubiera) ?								0

		Parte 2.  Evaluación de Sistemas

		I - Estructura de M&E, Funciones y Capacidades

		1		Se ha designado personal responsable  para revisar los números agregados antes de ser enviados al siguiente nivel (p.ej. a los distritos, a las regiones, la Unidad de M&E ).		N/A						0								0

		2		La responsabilidad de registrar la entrega de servicios en los documentos fuente es asignada en forma clara al personal correspondiente.		N/A						0								0

		3		Todo el personal responsable ha sido capacitado en los procesos y herramientas en el manejo de información.		N/A						0								0

		II- Definiciones de indicadores y lineamientos para el reporte				N/A

		La Unidad de M&E ha proporcionado lineamientos escritos a cada nivel que reporta información sobre:

		4		,,, lo que se supone que deben informar.		N/A						0								0

		5		… cómo  (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		6		… a quiénes se les debe presentar los informes.		N/A						0								0

		7		… cuándo se debe entregar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		8		La Unidad de M&E  ha proporcionado instrucciones claras sobre la forma cómo deben ser llenados los formatos/herramientas de recojo de información y los informes.		N/A						0								0

		9		La Unidad de M&E  ha identificado los formularios/herramientas para preparar informes, que serán usados en todos los niveles.		N/A						0

		10		….Los formularios/herramientas son usados consistentemente por el establecimiento que provee los servicios		N/A						0								0

		11		Todos los documentos fuente y formatos de reporte  que son relevantes para la medición de indicador(es) están disponibles para los fines de auditoría (incluyendo material impreso y con fecha en el caso de sistema computarizado).		N/A						0								0

		12		La información recolectada en los documentos fuente  tiene la precisión suficiente para medir el(los) indicador(es) (p.ej. la información es recogida por género, edad, etc. en caso que el indicador especifica un desagregado con estas características).		N/A						0								0

		IV- Procesos para el Manejo de Información				N/A

		13		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formularios de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A														0

		14		De ser aplicable, hay un procedimiento escrito para generar un "back up" cuando ésta se ingresa a una computadora.		N/A						0								0

		15		…en caso afirmativo, la fecha del más recinte "back-up" es correcta dada la frecuencia de la actualización del sistema computarizado (p.ej. los back-up de información se hacen semanal o mensualmente).		N/A						0								0

		16		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		17		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		18		El sistema de información permite la identificación e inscripción del "retiro" de una persona, de una persona "perdida al seguimiento" y de una persona fallecida.		N/A						0								0

		V - Vínculos con el Sistema Nacional de Información				N/A

		19		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		20		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		21		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)		N/A						0								0

		22		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Parte 3:   Recomendaciones para el establecimiento proveedor de servicios

				Sobre la base de lo encontrado en los sistemas revisados y la verificación de la información en el establecimiento proveedor de servicio,  sírvase describir los retos identificados sobre la calidad de la información y las medidas de fotalecimiento recomendadas, con un estimado del tiempo que la medida de mejora podría tomar. Esto será discutido con el Programa.

				Debilidades Identificadas		Descripción de la Acción										Responsable(s)		Periodo de Ejecución

		1

		2

		3

		4

		Parte 4:  GRAFICOS:  Establecimiento Proveedor de Servicios
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ESTABLECIMIENTO 21

		



Verificación de Datos y Reportes - Puntos de Prestación de Servicios

Data and Reporting Verifications - 
Service Delivery Point



ESTABLECIMIENTO 22

		



Evaluación de Manejo de Información - Puntos de Prestación de Servicios



ESTABLECIMIENTO 23

		Hoja de Verificación de Información y Evaluación del Sistema - Establecimiento Proveedor de Servicios

		Fecha de Revisión:						-						-

		Establecimiento Proveedor de Servicios:						-						-																																								Evaluación de Manejo de Información - Puntos de Prestación de Servicios

		Indicador(es) Revisado(s):						-						-																																								1		N/A		I - Estructura de M&E, Funciones y Capacidades

		Oficina/Unidad a la que informa:						-						-																																								2		N/A		II- Definiciones de Indicadores y Lineamientos de Reporte

		Documentos Revisados:						-						-																																								3		N/A		III - Recojo de Información y Formatos/Herramientas

		Componente del Sistema  M&E						Códigos de Respuesta: 
Sí - totalmente
Parcialmente
No - nada
No/Aplicable				COMENTARIOS DEL REVISOR
(Sírvase dar detalles para cada respuesta que no es codificada "Sí- totalmente".  
Las respuestas detalladas ayudarán a orientar el fortalecimiento de las medidas)																																										4		N/A		IV- Procesos para el Manejo de Información

																																																						5		N/A		V - Vínculos con el Sistema Nacional de Información

		Parte 1:  Verificaciones de Información

		A - Revisión de Documentación:						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS

				Revisar la disponibilidad e integridad de todos los documentos fuente de los indicadores para el periodo de reporte seleccionado.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Revise los documentos fuente disponibles para el periodo bajo verificación  ¿Existen indicios de que falta algún documento fuente?		-										0																																						Verificación de Datos y Reportes - Puntos de Prestación de Servicios

				En caso afirmativo,  determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 1

		2		¿Están completos todos los documentos  fuente?		-										0																																								-		Indicador 2

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 3

		3		Revise las fechas en los documentos fuente. ¿Coinciden todas las fechas con el periodo de tiempo reportado?		-										0																																								-		Indicador 4

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas

		B - Recuento de los Resultados Reportados:

				Recontar los resultados de los documentos fuente, comparar las cifras verificadas con las que han sido reportadas en el lugar y explicar cualquier discrepancia (si las hay).

		4		Recontar el número de personas, casos o eventos registrados durante el periodo de reporte revisando para ello el documento fuente  [A]

		5		Copiar el número de personas, casos o eventos informados por el lugar durante el periodo de reporte revisando para ello el reporte resumen  [B]

		6		Calcule la proporción de lo recontado con las cifras reportadas. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada(si lo hubiere)(p.ej. Errores en datos ingresados, errores aritméticos, documentos faltantes, otros)?

		C - Cruce resultados verificados con otras fuentes de información:

		Las verificaciones  pueden hacerse examinando registros de inventario que documentan las cantidades de medicinas, kits de pruebas o mosquiteros comprados y entregados en el periodo del reporte para ver si las cifras que figuran en el informe se corroboran con los resultados informados. Otras verificaciones podrían incluir, por ejemplo,  una selección al azar de 20 tarjetas de pacientes y verificar si estos pacientes estan en los registros del establecimiento, laboratorio o farmacia correspondientes.Las verficiaciones cruzadas deben hacerse en ambas direcciones (por ejemplo: de la historia clínica al registro de atenciones y viceversa).

		8		Enumere los documentos usados para hacer las verificaciones cruzadas.								0

		9		Describa las verificaciones cruzadas realizadas.								0

		10		¿ Cuáles son las razones de la discrepancia observada (si la hubiera) ?								0

		Parte 2.  Evaluación de Sistemas

		I - Estructura de M&E, Funciones y Capacidades

		1		Se ha designado personal responsable  para revisar los números agregados antes de ser enviados al siguiente nivel (p.ej. a los distritos, a las regiones, la Unidad de M&E ).		N/A						0								0

		2		La responsabilidad de registrar la entrega de servicios en los documentos fuente es asignada en forma clara al personal correspondiente.		N/A						0								0

		3		Todo el personal responsable ha sido capacitado en los procesos y herramientas en el manejo de información.		N/A						0								0

		II- Definiciones de indicadores y lineamientos para el reporte				N/A

		La Unidad de M&E ha proporcionado lineamientos escritos a cada nivel que reporta información sobre:

		4		,,, lo que se supone que deben informar.		N/A						0								0

		5		… cómo  (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		6		… a quiénes se les debe presentar los informes.		N/A						0								0

		7		… cuándo se debe entregar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		8		La Unidad de M&E  ha proporcionado instrucciones claras sobre la forma cómo deben ser llenados los formatos/herramientas de recojo de información y los informes.		N/A						0								0

		9		La Unidad de M&E  ha identificado los formularios/herramientas para preparar informes, que serán usados en todos los niveles.		N/A						0

		10		….Los formularios/herramientas son usados consistentemente por el establecimiento que provee los servicios		N/A						0								0

		11		Todos los documentos fuente y formatos de reporte  que son relevantes para la medición de indicador(es) están disponibles para los fines de auditoría (incluyendo material impreso y con fecha en el caso de sistema computarizado).		N/A						0								0

		12		La información recolectada en los documentos fuente  tiene la precisión suficiente para medir el(los) indicador(es) (p.ej. la información es recogida por género, edad, etc. en caso que el indicador especifica un desagregado con estas características).		N/A						0								0

		IV- Procesos para el Manejo de Información				N/A

		13		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formularios de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A														0

		14		De ser aplicable, hay un procedimiento escrito para generar un "back up" cuando ésta se ingresa a una computadora.		N/A						0								0

		15		…en caso afirmativo, la fecha del más recinte "back-up" es correcta dada la frecuencia de la actualización del sistema computarizado (p.ej. los back-up de información se hacen semanal o mensualmente).		N/A						0								0

		16		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		17		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		18		El sistema de información permite la identificación e inscripción del "retiro" de una persona, de una persona "perdida al seguimiento" y de una persona fallecida.		N/A						0								0

		V - Vínculos con el Sistema Nacional de Información				N/A

		19		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		20		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		21		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)		N/A						0								0

		22		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Parte 3:   Recomendaciones para el establecimiento proveedor de servicios

				Sobre la base de lo encontrado en los sistemas revisados y la verificación de la información en el establecimiento proveedor de servicio,  sírvase describir los retos identificados sobre la calidad de la información y las medidas de fotalecimiento recomendadas, con un estimado del tiempo que la medida de mejora podría tomar. Esto será discutido con el Programa.

				Debilidades Identificadas		Descripción de la Acción										Responsable(s)		Periodo de Ejecución

		1

		2

		3

		4

		Parte 4:  GRAFICOS:  Establecimiento Proveedor de Servicios
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ESTABLECIMIENTO 23

		



Verificación de Datos y Reportes - Puntos de Prestación de Servicios

Data and Reporting Verifications - 
Service Delivery Point



ESTABLECIMIENTO 24

		



Evaluación de Manejo de Información - Puntos de Prestación de Servicios



RESUMEN ESTABLECIMIENTO

		Hoja de Verificación de Información y Evaluación del Sistema - Establecimiento Proveedor de Servicios

		Fecha de Revisión:						-						-

		Establecimiento Proveedor de Servicios:						-						-																																								Evaluación de Manejo de Información - Puntos de Prestación de Servicios

		Indicador(es) Revisado(s):						-						-																																								1		N/A		I - Estructura de M&E, Funciones y Capacidades

		Oficina/Unidad a la que informa:						-						-																																								2		N/A		II- Definiciones de Indicadores y Lineamientos de Reporte

		Documentos Revisados:						-						-																																								3		N/A		III - Recojo de Información y Formatos/Herramientas

		Componente del Sistema  M&E						Códigos de Respuesta: 
Sí - totalmente
Parcialmente
No - nada
No/Aplicable				COMENTARIOS DEL REVISOR
(Sírvase dar detalles para cada respuesta que no es codificada "Sí- totalmente".  
Las respuestas detalladas ayudarán a orientar el fortalecimiento de las medidas)																																										4		N/A		IV- Procesos para el Manejo de Información

																																																						5		N/A		V - Vínculos con el Sistema Nacional de Información

		Parte 1:  Verificaciones de Información

		A - Revisión de Documentación:						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS

				Revisar la disponibilidad e integridad de todos los documentos fuente de los indicadores para el periodo de reporte seleccionado.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Revise los documentos fuente disponibles para el periodo bajo verificación  ¿Existen indicios de que falta algún documento fuente?		-										0																																						Verificación de Datos y Reportes - Puntos de Prestación de Servicios

				En caso afirmativo,  determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 1

		2		¿Están completos todos los documentos  fuente?		-										0																																								-		Indicador 2

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 3

		3		Revise las fechas en los documentos fuente. ¿Coinciden todas las fechas con el periodo de tiempo reportado?		-										0																																								-		Indicador 4

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas

		B - Recuento de los Resultados Reportados:

				Recontar los resultados de los documentos fuente, comparar las cifras verificadas con las que han sido reportadas en el lugar y explicar cualquier discrepancia (si las hay).

		4		Recontar el número de personas, casos o eventos registrados durante el periodo de reporte revisando para ello el documento fuente  [A]

		5		Copiar el número de personas, casos o eventos informados por el lugar durante el periodo de reporte revisando para ello el reporte resumen  [B]

		6		Calcule la proporción de lo recontado con las cifras reportadas. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada(si lo hubiere)(p.ej. Errores en datos ingresados, errores aritméticos, documentos faltantes, otros)?

		C - Cruce resultados verificados con otras fuentes de información:

		Las verificaciones  pueden hacerse examinando registros de inventario que documentan las cantidades de medicinas, kits de pruebas o mosquiteros comprados y entregados en el periodo del reporte para ver si las cifras que figuran en el informe se corroboran con los resultados informados. Otras verificaciones podrían incluir, por ejemplo,  una selección al azar de 20 tarjetas de pacientes y verificar si estos pacientes estan en los registros del establecimiento, laboratorio o farmacia correspondientes.Las verficiaciones cruzadas deben hacerse en ambas direcciones (por ejemplo: de la historia clínica al registro de atenciones y viceversa).

		8		Enumere los documentos usados para hacer las verificaciones cruzadas.								0

		9		Describa las verificaciones cruzadas realizadas.								0

		10		¿ Cuáles son las razones de la discrepancia observada (si la hubiera) ?								0

		Parte 2.  Evaluación de Sistemas

		I - Estructura de M&E, Funciones y Capacidades

		1		Se ha designado personal responsable  para revisar los números agregados antes de ser enviados al siguiente nivel (p.ej. a los distritos, a las regiones, la Unidad de M&E ).		N/A						0								0

		2		La responsabilidad de registrar la entrega de servicios en los documentos fuente es asignada en forma clara al personal correspondiente.		N/A						0								0

		3		Todo el personal responsable ha sido capacitado en los procesos y herramientas en el manejo de información.		N/A						0								0

		II- Definiciones de indicadores y lineamientos para el reporte				N/A

		La Unidad de M&E ha proporcionado lineamientos escritos a cada nivel que reporta información sobre:

		4		,,, lo que se supone que deben informar.		N/A						0								0

		5		… cómo  (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		6		… a quiénes se les debe presentar los informes.		N/A						0								0

		7		… cuándo se debe entregar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		8		La Unidad de M&E  ha proporcionado instrucciones claras sobre la forma cómo deben ser llenados los formatos/herramientas de recojo de información y los informes.		N/A						0								0

		9		La Unidad de M&E  ha identificado los formularios/herramientas para preparar informes, que serán usados en todos los niveles.		N/A						0

		10		….Los formularios/herramientas son usados consistentemente por el establecimiento que provee los servicios		N/A						0								0

		11		Todos los documentos fuente y formatos de reporte  que son relevantes para la medición de indicador(es) están disponibles para los fines de auditoría (incluyendo material impreso y con fecha en el caso de sistema computarizado).		N/A						0								0

		12		La información recolectada en los documentos fuente  tiene la precisión suficiente para medir el(los) indicador(es) (p.ej. la información es recogida por género, edad, etc. en caso que el indicador especifica un desagregado con estas características).		N/A						0								0

		IV- Procesos para el Manejo de Información				N/A

		13		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formularios de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A														0

		14		De ser aplicable, hay un procedimiento escrito para generar un "back up" cuando ésta se ingresa a una computadora.		N/A						0								0

		15		…en caso afirmativo, la fecha del más recinte "back-up" es correcta dada la frecuencia de la actualización del sistema computarizado (p.ej. los back-up de información se hacen semanal o mensualmente).		N/A						0								0

		16		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		17		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		18		El sistema de información permite la identificación e inscripción del "retiro" de una persona, de una persona "perdida al seguimiento" y de una persona fallecida.		N/A						0								0

		V - Vínculos con el Sistema Nacional de Información				N/A

		19		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		20		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		21		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)		N/A						0								0

		22		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Parte 3:   Recomendaciones para el establecimiento proveedor de servicios

				Sobre la base de lo encontrado en los sistemas revisados y la verificación de la información en el establecimiento proveedor de servicio,  sírvase describir los retos identificados sobre la calidad de la información y las medidas de fotalecimiento recomendadas, con un estimado del tiempo que la medida de mejora podría tomar. Esto será discutido con el Programa.

				Debilidades Identificadas		Descripción de la Acción										Responsable(s)		Periodo de Ejecución

		1

		2

		3

		4

		Parte 4:  GRAFICOS:  Establecimiento Proveedor de Servicios
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RESUMEN ESTABLECIMIENTO

		



Verificación de Datos y Reportes - Puntos de Prestación de Servicios

Data and Reporting Verifications - 
Service Delivery Point



SEDE DISTRITAL 1

		



Evaluación de Manejo de Información - Puntos de Prestación de Servicios



SEDE DISTRITAL 2

		Hoja de Verificación de Información y Evaluación del Sistema - Establecimiento Proveedor de Servicios

		Fecha de Revisión:						-						-

		Establecimiento Proveedor de Servicios:						-						-																																								Evaluación de Manejo de Información - Puntos de Prestación de Servicios

		Indicador(es) Revisado(s):						-						-																																								1		N/A		I - Estructura de M&E, Funciones y Capacidades

		Oficina/Unidad a la que informa:						-						-																																								2		N/A		II- Definiciones de Indicadores y Lineamientos de Reporte

		Documentos Revisados:						-						-																																								3		N/A		III - Recojo de Información y Formatos/Herramientas

		Componente del Sistema  M&E						Códigos de Respuesta: 
Sí - totalmente
Parcialmente
No - nada
No/Aplicable				COMENTARIOS DEL REVISOR
(Sírvase dar detalles para cada respuesta que no es codificada "Sí- totalmente".  
Las respuestas detalladas ayudarán a orientar el fortalecimiento de las medidas)																																										4		N/A		IV- Procesos para el Manejo de Información

																																																						5		N/A		V - Vínculos con el Sistema Nacional de Información

		Parte 1:  Verificaciones de Información

		A - Revisión de Documentación:						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS

				Revisar la disponibilidad e integridad de todos los documentos fuente de los indicadores para el periodo de reporte seleccionado.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Revise los documentos fuente disponibles para el periodo bajo verificación  ¿Existen indicios de que falta algún documento fuente?		-										0																																						Verificación de Datos y Reportes - Puntos de Prestación de Servicios

				En caso afirmativo,  determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 1

		2		¿Están completos todos los documentos  fuente?		-										0																																								-		Indicador 2

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 3

		3		Revise las fechas en los documentos fuente. ¿Coinciden todas las fechas con el periodo de tiempo reportado?		-										0																																								-		Indicador 4

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas

		B - Recuento de los Resultados Reportados:

				Recontar los resultados de los documentos fuente, comparar las cifras verificadas con las que han sido reportadas en el lugar y explicar cualquier discrepancia (si las hay).

		4		Recontar el número de personas, casos o eventos registrados durante el periodo de reporte revisando para ello el documento fuente  [A]

		5		Copiar el número de personas, casos o eventos informados por el lugar durante el periodo de reporte revisando para ello el reporte resumen  [B]

		6		Calcule la proporción de lo recontado con las cifras reportadas. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada(si lo hubiere)(p.ej. Errores en datos ingresados, errores aritméticos, documentos faltantes, otros)?

		C - Cruce resultados verificados con otras fuentes de información:

		Las verificaciones  pueden hacerse examinando registros de inventario que documentan las cantidades de medicinas, kits de pruebas o mosquiteros comprados y entregados en el periodo del reporte para ver si las cifras que figuran en el informe se corroboran con los resultados informados. Otras verificaciones podrían incluir, por ejemplo,  una selección al azar de 20 tarjetas de pacientes y verificar si estos pacientes estan en los registros del establecimiento, laboratorio o farmacia correspondientes.Las verficiaciones cruzadas deben hacerse en ambas direcciones (por ejemplo: de la historia clínica al registro de atenciones y viceversa).

		8		Enumere los documentos usados para hacer las verificaciones cruzadas.								0

		9		Describa las verificaciones cruzadas realizadas.								0

		10		¿ Cuáles son las razones de la discrepancia observada (si la hubiera) ?								0

		Parte 2.  Evaluación de Sistemas

		I - Estructura de M&E, Funciones y Capacidades

		1		Se ha designado personal responsable  para revisar los números agregados antes de ser enviados al siguiente nivel (p.ej. a los distritos, a las regiones, la Unidad de M&E ).		N/A						0								0

		2		La responsabilidad de registrar la entrega de servicios en los documentos fuente es asignada en forma clara al personal correspondiente.		N/A						0								0

		3		Todo el personal responsable ha sido capacitado en los procesos y herramientas en el manejo de información.		N/A						0								0

		II- Definiciones de indicadores y lineamientos para el reporte				N/A

		La Unidad de M&E ha proporcionado lineamientos escritos a cada nivel que reporta información sobre:

		4		,,, lo que se supone que deben informar.		N/A						0								0

		5		… cómo  (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		6		… a quiénes se les debe presentar los informes.		N/A						0								0

		7		… cuándo se debe entregar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		8		La Unidad de M&E  ha proporcionado instrucciones claras sobre la forma cómo deben ser llenados los formatos/herramientas de recojo de información y los informes.		N/A						0								0

		9		La Unidad de M&E  ha identificado los formularios/herramientas para preparar informes, que serán usados en todos los niveles.		N/A						0

		10		….Los formularios/herramientas son usados consistentemente por el establecimiento que provee los servicios		N/A						0								0

		11		Todos los documentos fuente y formatos de reporte  que son relevantes para la medición de indicador(es) están disponibles para los fines de auditoría (incluyendo material impreso y con fecha en el caso de sistema computarizado).		N/A						0								0

		12		La información recolectada en los documentos fuente  tiene la precisión suficiente para medir el(los) indicador(es) (p.ej. la información es recogida por género, edad, etc. en caso que el indicador especifica un desagregado con estas características).		N/A						0								0

		IV- Procesos para el Manejo de Información				N/A

		13		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formularios de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A														0

		14		De ser aplicable, hay un procedimiento escrito para generar un "back up" cuando ésta se ingresa a una computadora.		N/A						0								0

		15		…en caso afirmativo, la fecha del más recinte "back-up" es correcta dada la frecuencia de la actualización del sistema computarizado (p.ej. los back-up de información se hacen semanal o mensualmente).		N/A						0								0

		16		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		17		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		18		El sistema de información permite la identificación e inscripción del "retiro" de una persona, de una persona "perdida al seguimiento" y de una persona fallecida.		N/A						0								0

		V - Vínculos con el Sistema Nacional de Información				N/A

		19		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		20		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		21		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)		N/A						0								0

		22		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Parte 3:   Recomendaciones para el establecimiento proveedor de servicios

				Sobre la base de lo encontrado en los sistemas revisados y la verificación de la información en el establecimiento proveedor de servicio,  sírvase describir los retos identificados sobre la calidad de la información y las medidas de fotalecimiento recomendadas, con un estimado del tiempo que la medida de mejora podría tomar. Esto será discutido con el Programa.

				Debilidades Identificadas		Descripción de la Acción										Responsable(s)		Periodo de Ejecución

		1

		2

		3

		4

		Parte 4:  GRAFICOS:  Establecimiento Proveedor de Servicios



&A&RPage &P



SEDE DISTRITAL 2

		



Verificación de Datos y Reportes - Puntos de Prestación de Servicios

Data and Reporting Verifications - 
Service Delivery Point



SEDE DISTRITAL 3

		



Evaluación de Manejo de Información - Puntos de Prestación de Servicios



SEDE DISTRITAL 4

		Hoja de Verificación de Información y Evaluación del Sistema - Establecimiento Proveedor de Servicios

		Fecha de Revisión:						-						-

		Establecimiento Proveedor de Servicios:						-						-																																								Evaluación de Manejo de Información - Puntos de Prestación de Servicios

		Indicador(es) Revisado(s):						-						-																																								1		N/A		I - Estructura de M&E, Funciones y Capacidades

		Oficina/Unidad a la que informa:						-						-																																								2		N/A		II- Definiciones de Indicadores y Lineamientos de Reporte

		Documentos Revisados:						-						-																																								3		N/A		III - Recojo de Información y Formatos/Herramientas

		Componente del Sistema  M&E						Códigos de Respuesta: 
Sí - totalmente
Parcialmente
No - nada
No/Aplicable				COMENTARIOS DEL REVISOR
(Sírvase dar detalles para cada respuesta que no es codificada "Sí- totalmente".  
Las respuestas detalladas ayudarán a orientar el fortalecimiento de las medidas)																																										4		N/A		IV- Procesos para el Manejo de Información

																																																						5		N/A		V - Vínculos con el Sistema Nacional de Información

		Parte 1:  Verificaciones de Información

		A - Revisión de Documentación:						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS

				Revisar la disponibilidad e integridad de todos los documentos fuente de los indicadores para el periodo de reporte seleccionado.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Revise los documentos fuente disponibles para el periodo bajo verificación  ¿Existen indicios de que falta algún documento fuente?		-										0																																						Verificación de Datos y Reportes - Puntos de Prestación de Servicios

				En caso afirmativo,  determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 1

		2		¿Están completos todos los documentos  fuente?		-										0																																								-		Indicador 2

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 3

		3		Revise las fechas en los documentos fuente. ¿Coinciden todas las fechas con el periodo de tiempo reportado?		-										0																																								-		Indicador 4

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas

		B - Recuento de los Resultados Reportados:

				Recontar los resultados de los documentos fuente, comparar las cifras verificadas con las que han sido reportadas en el lugar y explicar cualquier discrepancia (si las hay).

		4		Recontar el número de personas, casos o eventos registrados durante el periodo de reporte revisando para ello el documento fuente  [A]

		5		Copiar el número de personas, casos o eventos informados por el lugar durante el periodo de reporte revisando para ello el reporte resumen  [B]

		6		Calcule la proporción de lo recontado con las cifras reportadas. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada(si lo hubiere)(p.ej. Errores en datos ingresados, errores aritméticos, documentos faltantes, otros)?

		C - Cruce resultados verificados con otras fuentes de información:

		Las verificaciones  pueden hacerse examinando registros de inventario que documentan las cantidades de medicinas, kits de pruebas o mosquiteros comprados y entregados en el periodo del reporte para ver si las cifras que figuran en el informe se corroboran con los resultados informados. Otras verificaciones podrían incluir, por ejemplo,  una selección al azar de 20 tarjetas de pacientes y verificar si estos pacientes estan en los registros del establecimiento, laboratorio o farmacia correspondientes.Las verficiaciones cruzadas deben hacerse en ambas direcciones (por ejemplo: de la historia clínica al registro de atenciones y viceversa).

		8		Enumere los documentos usados para hacer las verificaciones cruzadas.								0

		9		Describa las verificaciones cruzadas realizadas.								0

		10		¿ Cuáles son las razones de la discrepancia observada (si la hubiera) ?								0

		Parte 2.  Evaluación de Sistemas

		I - Estructura de M&E, Funciones y Capacidades

		1		Se ha designado personal responsable  para revisar los números agregados antes de ser enviados al siguiente nivel (p.ej. a los distritos, a las regiones, la Unidad de M&E ).		N/A						0								0

		2		La responsabilidad de registrar la entrega de servicios en los documentos fuente es asignada en forma clara al personal correspondiente.		N/A						0								0

		3		Todo el personal responsable ha sido capacitado en los procesos y herramientas en el manejo de información.		N/A						0								0

		II- Definiciones de indicadores y lineamientos para el reporte				N/A

		La Unidad de M&E ha proporcionado lineamientos escritos a cada nivel que reporta información sobre:

		4		,,, lo que se supone que deben informar.		N/A						0								0

		5		… cómo  (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		6		… a quiénes se les debe presentar los informes.		N/A						0								0

		7		… cuándo se debe entregar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		8		La Unidad de M&E  ha proporcionado instrucciones claras sobre la forma cómo deben ser llenados los formatos/herramientas de recojo de información y los informes.		N/A						0								0

		9		La Unidad de M&E  ha identificado los formularios/herramientas para preparar informes, que serán usados en todos los niveles.		N/A						0

		10		….Los formularios/herramientas son usados consistentemente por el establecimiento que provee los servicios		N/A						0								0

		11		Todos los documentos fuente y formatos de reporte  que son relevantes para la medición de indicador(es) están disponibles para los fines de auditoría (incluyendo material impreso y con fecha en el caso de sistema computarizado).		N/A						0								0

		12		La información recolectada en los documentos fuente  tiene la precisión suficiente para medir el(los) indicador(es) (p.ej. la información es recogida por género, edad, etc. en caso que el indicador especifica un desagregado con estas características).		N/A						0								0

		IV- Procesos para el Manejo de Información				N/A

		13		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formularios de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A														0

		14		De ser aplicable, hay un procedimiento escrito para generar un "back up" cuando ésta se ingresa a una computadora.		N/A						0								0

		15		…en caso afirmativo, la fecha del más recinte "back-up" es correcta dada la frecuencia de la actualización del sistema computarizado (p.ej. los back-up de información se hacen semanal o mensualmente).		N/A						0								0

		16		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		17		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		18		El sistema de información permite la identificación e inscripción del "retiro" de una persona, de una persona "perdida al seguimiento" y de una persona fallecida.		N/A						0								0

		V - Vínculos con el Sistema Nacional de Información				N/A

		19		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		20		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		21		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)		N/A						0								0

		22		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Parte 3:   Recomendaciones para el establecimiento proveedor de servicios

				Sobre la base de lo encontrado en los sistemas revisados y la verificación de la información en el establecimiento proveedor de servicio,  sírvase describir los retos identificados sobre la calidad de la información y las medidas de fotalecimiento recomendadas, con un estimado del tiempo que la medida de mejora podría tomar. Esto será discutido con el Programa.

				Debilidades Identificadas		Descripción de la Acción										Responsable(s)		Periodo de Ejecución

		1

		2

		3

		4

		Parte 4:  GRAFICOS:  Establecimiento Proveedor de Servicios
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SEDE DISTRITAL 4

		



Verificación de Datos y Reportes - Puntos de Prestación de Servicios

Data and Reporting Verifications - 
Service Delivery Point



SEDE DISTRITAL 5

		



Evaluación de Manejo de Información - Puntos de Prestación de Servicios



SEDE DISTRITAL 6

		Hoja de Verificación de Información y Evaluación del Sistema - Establecimiento Proveedor de Servicios

		Fecha de Revisión:						-						-

		Establecimiento Proveedor de Servicios:						-						-																																								Evaluación de Manejo de Información - Puntos de Prestación de Servicios

		Indicador(es) Revisado(s):						-						-																																								1		N/A		I - Estructura de M&E, Funciones y Capacidades

		Oficina/Unidad a la que informa:						-						-																																								2		N/A		II- Definiciones de Indicadores y Lineamientos de Reporte

		Documentos Revisados:						-						-																																								3		N/A		III - Recojo de Información y Formatos/Herramientas

		Componente del Sistema  M&E						Códigos de Respuesta: 
Sí - totalmente
Parcialmente
No - nada
No/Aplicable				COMENTARIOS DEL REVISOR
(Sírvase dar detalles para cada respuesta que no es codificada "Sí- totalmente".  
Las respuestas detalladas ayudarán a orientar el fortalecimiento de las medidas)																																										4		N/A		IV- Procesos para el Manejo de Información

																																																						5		N/A		V - Vínculos con el Sistema Nacional de Información

		Parte 1:  Verificaciones de Información

		A - Revisión de Documentación:						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS

				Revisar la disponibilidad e integridad de todos los documentos fuente de los indicadores para el periodo de reporte seleccionado.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Revise los documentos fuente disponibles para el periodo bajo verificación  ¿Existen indicios de que falta algún documento fuente?		-										0																																						Verificación de Datos y Reportes - Puntos de Prestación de Servicios

				En caso afirmativo,  determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 1

		2		¿Están completos todos los documentos  fuente?		-										0																																								-		Indicador 2

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 3

		3		Revise las fechas en los documentos fuente. ¿Coinciden todas las fechas con el periodo de tiempo reportado?		-										0																																								-		Indicador 4

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas

		B - Recuento de los Resultados Reportados:

				Recontar los resultados de los documentos fuente, comparar las cifras verificadas con las que han sido reportadas en el lugar y explicar cualquier discrepancia (si las hay).

		4		Recontar el número de personas, casos o eventos registrados durante el periodo de reporte revisando para ello el documento fuente  [A]

		5		Copiar el número de personas, casos o eventos informados por el lugar durante el periodo de reporte revisando para ello el reporte resumen  [B]

		6		Calcule la proporción de lo recontado con las cifras reportadas. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada(si lo hubiere)(p.ej. Errores en datos ingresados, errores aritméticos, documentos faltantes, otros)?

		C - Cruce resultados verificados con otras fuentes de información:

		Las verificaciones  pueden hacerse examinando registros de inventario que documentan las cantidades de medicinas, kits de pruebas o mosquiteros comprados y entregados en el periodo del reporte para ver si las cifras que figuran en el informe se corroboran con los resultados informados. Otras verificaciones podrían incluir, por ejemplo,  una selección al azar de 20 tarjetas de pacientes y verificar si estos pacientes estan en los registros del establecimiento, laboratorio o farmacia correspondientes.Las verficiaciones cruzadas deben hacerse en ambas direcciones (por ejemplo: de la historia clínica al registro de atenciones y viceversa).

		8		Enumere los documentos usados para hacer las verificaciones cruzadas.								0

		9		Describa las verificaciones cruzadas realizadas.								0

		10		¿ Cuáles son las razones de la discrepancia observada (si la hubiera) ?								0

		Parte 2.  Evaluación de Sistemas

		I - Estructura de M&E, Funciones y Capacidades

		1		Se ha designado personal responsable  para revisar los números agregados antes de ser enviados al siguiente nivel (p.ej. a los distritos, a las regiones, la Unidad de M&E ).		N/A						0								0

		2		La responsabilidad de registrar la entrega de servicios en los documentos fuente es asignada en forma clara al personal correspondiente.		N/A						0								0

		3		Todo el personal responsable ha sido capacitado en los procesos y herramientas en el manejo de información.		N/A						0								0

		II- Definiciones de indicadores y lineamientos para el reporte				N/A

		La Unidad de M&E ha proporcionado lineamientos escritos a cada nivel que reporta información sobre:

		4		,,, lo que se supone que deben informar.		N/A						0								0

		5		… cómo  (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		6		… a quiénes se les debe presentar los informes.		N/A						0								0

		7		… cuándo se debe entregar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		8		La Unidad de M&E  ha proporcionado instrucciones claras sobre la forma cómo deben ser llenados los formatos/herramientas de recojo de información y los informes.		N/A						0								0

		9		La Unidad de M&E  ha identificado los formularios/herramientas para preparar informes, que serán usados en todos los niveles.		N/A						0

		10		….Los formularios/herramientas son usados consistentemente por el establecimiento que provee los servicios		N/A						0								0

		11		Todos los documentos fuente y formatos de reporte  que son relevantes para la medición de indicador(es) están disponibles para los fines de auditoría (incluyendo material impreso y con fecha en el caso de sistema computarizado).		N/A						0								0

		12		La información recolectada en los documentos fuente  tiene la precisión suficiente para medir el(los) indicador(es) (p.ej. la información es recogida por género, edad, etc. en caso que el indicador especifica un desagregado con estas características).		N/A						0								0

		IV- Procesos para el Manejo de Información				N/A

		13		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formularios de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A														0

		14		De ser aplicable, hay un procedimiento escrito para generar un "back up" cuando ésta se ingresa a una computadora.		N/A						0								0

		15		…en caso afirmativo, la fecha del más recinte "back-up" es correcta dada la frecuencia de la actualización del sistema computarizado (p.ej. los back-up de información se hacen semanal o mensualmente).		N/A						0								0

		16		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		17		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		18		El sistema de información permite la identificación e inscripción del "retiro" de una persona, de una persona "perdida al seguimiento" y de una persona fallecida.		N/A						0								0

		V - Vínculos con el Sistema Nacional de Información				N/A

		19		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		20		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		21		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)		N/A						0								0

		22		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Parte 3:   Recomendaciones para el establecimiento proveedor de servicios

				Sobre la base de lo encontrado en los sistemas revisados y la verificación de la información en el establecimiento proveedor de servicio,  sírvase describir los retos identificados sobre la calidad de la información y las medidas de fotalecimiento recomendadas, con un estimado del tiempo que la medida de mejora podría tomar. Esto será discutido con el Programa.

				Debilidades Identificadas		Descripción de la Acción										Responsable(s)		Periodo de Ejecución

		1

		2

		3

		4

		Parte 4:  GRAFICOS:  Establecimiento Proveedor de Servicios
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SEDE DISTRITAL 7

		



Evaluación de Manejo de Información - Puntos de Prestación de Servicios



SEDE DISTRITAL 8

		Hoja de Verificación de Información y Evaluación del Sistema - Establecimiento Proveedor de Servicios

		Fecha de Revisión:						-						-

		Establecimiento Proveedor de Servicios:						-						-																																								Evaluación de Manejo de Información - Puntos de Prestación de Servicios

		Indicador(es) Revisado(s):						-						-																																								1		N/A		I - Estructura de M&E, Funciones y Capacidades

		Oficina/Unidad a la que informa:						-						-																																								2		N/A		II- Definiciones de Indicadores y Lineamientos de Reporte

		Documentos Revisados:						-						-																																								3		N/A		III - Recojo de Información y Formatos/Herramientas

		Componente del Sistema  M&E						Códigos de Respuesta: 
Sí - totalmente
Parcialmente
No - nada
No/Aplicable				COMENTARIOS DEL REVISOR
(Sírvase dar detalles para cada respuesta que no es codificada "Sí- totalmente".  
Las respuestas detalladas ayudarán a orientar el fortalecimiento de las medidas)																																										4		N/A		IV- Procesos para el Manejo de Información

																																																						5		N/A		V - Vínculos con el Sistema Nacional de Información

		Parte 1:  Verificaciones de Información

		A - Revisión de Documentación:						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS

				Revisar la disponibilidad e integridad de todos los documentos fuente de los indicadores para el periodo de reporte seleccionado.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Revise los documentos fuente disponibles para el periodo bajo verificación  ¿Existen indicios de que falta algún documento fuente?		-										0																																						Verificación de Datos y Reportes - Puntos de Prestación de Servicios

				En caso afirmativo,  determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 1

		2		¿Están completos todos los documentos  fuente?		-										0																																								-		Indicador 2

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 3

		3		Revise las fechas en los documentos fuente. ¿Coinciden todas las fechas con el periodo de tiempo reportado?		-										0																																								-		Indicador 4

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas

		B - Recuento de los Resultados Reportados:

				Recontar los resultados de los documentos fuente, comparar las cifras verificadas con las que han sido reportadas en el lugar y explicar cualquier discrepancia (si las hay).

		4		Recontar el número de personas, casos o eventos registrados durante el periodo de reporte revisando para ello el documento fuente  [A]

		5		Copiar el número de personas, casos o eventos informados por el lugar durante el periodo de reporte revisando para ello el reporte resumen  [B]

		6		Calcule la proporción de lo recontado con las cifras reportadas. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada(si lo hubiere)(p.ej. Errores en datos ingresados, errores aritméticos, documentos faltantes, otros)?

		C - Cruce resultados verificados con otras fuentes de información:

		Las verificaciones  pueden hacerse examinando registros de inventario que documentan las cantidades de medicinas, kits de pruebas o mosquiteros comprados y entregados en el periodo del reporte para ver si las cifras que figuran en el informe se corroboran con los resultados informados. Otras verificaciones podrían incluir, por ejemplo,  una selección al azar de 20 tarjetas de pacientes y verificar si estos pacientes estan en los registros del establecimiento, laboratorio o farmacia correspondientes.Las verficiaciones cruzadas deben hacerse en ambas direcciones (por ejemplo: de la historia clínica al registro de atenciones y viceversa).

		8		Enumere los documentos usados para hacer las verificaciones cruzadas.								0

		9		Describa las verificaciones cruzadas realizadas.								0

		10		¿ Cuáles son las razones de la discrepancia observada (si la hubiera) ?								0

		Parte 2.  Evaluación de Sistemas

		I - Estructura de M&E, Funciones y Capacidades

		1		Se ha designado personal responsable  para revisar los números agregados antes de ser enviados al siguiente nivel (p.ej. a los distritos, a las regiones, la Unidad de M&E ).		N/A						0								0

		2		La responsabilidad de registrar la entrega de servicios en los documentos fuente es asignada en forma clara al personal correspondiente.		N/A						0								0

		3		Todo el personal responsable ha sido capacitado en los procesos y herramientas en el manejo de información.		N/A						0								0

		II- Definiciones de indicadores y lineamientos para el reporte				N/A

		La Unidad de M&E ha proporcionado lineamientos escritos a cada nivel que reporta información sobre:

		4		,,, lo que se supone que deben informar.		N/A						0								0

		5		… cómo  (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		6		… a quiénes se les debe presentar los informes.		N/A						0								0

		7		… cuándo se debe entregar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		8		La Unidad de M&E  ha proporcionado instrucciones claras sobre la forma cómo deben ser llenados los formatos/herramientas de recojo de información y los informes.		N/A						0								0

		9		La Unidad de M&E  ha identificado los formularios/herramientas para preparar informes, que serán usados en todos los niveles.		N/A						0

		10		….Los formularios/herramientas son usados consistentemente por el establecimiento que provee los servicios		N/A						0								0

		11		Todos los documentos fuente y formatos de reporte  que son relevantes para la medición de indicador(es) están disponibles para los fines de auditoría (incluyendo material impreso y con fecha en el caso de sistema computarizado).		N/A						0								0

		12		La información recolectada en los documentos fuente  tiene la precisión suficiente para medir el(los) indicador(es) (p.ej. la información es recogida por género, edad, etc. en caso que el indicador especifica un desagregado con estas características).		N/A						0								0

		IV- Procesos para el Manejo de Información				N/A

		13		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formularios de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A														0

		14		De ser aplicable, hay un procedimiento escrito para generar un "back up" cuando ésta se ingresa a una computadora.		N/A						0								0

		15		…en caso afirmativo, la fecha del más recinte "back-up" es correcta dada la frecuencia de la actualización del sistema computarizado (p.ej. los back-up de información se hacen semanal o mensualmente).		N/A						0								0

		16		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		17		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		18		El sistema de información permite la identificación e inscripción del "retiro" de una persona, de una persona "perdida al seguimiento" y de una persona fallecida.		N/A						0								0

		V - Vínculos con el Sistema Nacional de Información				N/A

		19		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		20		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		21		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)		N/A						0								0

		22		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Parte 3:   Recomendaciones para el establecimiento proveedor de servicios

				Sobre la base de lo encontrado en los sistemas revisados y la verificación de la información en el establecimiento proveedor de servicio,  sírvase describir los retos identificados sobre la calidad de la información y las medidas de fotalecimiento recomendadas, con un estimado del tiempo que la medida de mejora podría tomar. Esto será discutido con el Programa.

				Debilidades Identificadas		Descripción de la Acción										Responsable(s)		Periodo de Ejecución

		1

		2

		3

		4

		Parte 4:  GRAFICOS:  Establecimiento Proveedor de Servicios
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RESUMEN DISTRITAL

		



Evaluación de Manejo de Información - Puntos de Prestación de Servicios



SEDE REGIONAL 1

		Hoja de Verificación de Información y Evaluación del Sistema - Establecimiento Proveedor de Servicios

		Fecha de Revisión:						-						-

		Establecimiento Proveedor de Servicios:						-						-																																								Evaluación de Manejo de Información - Puntos de Prestación de Servicios

		Indicador(es) Revisado(s):						-						-																																								1		N/A		I - Estructura de M&E, Funciones y Capacidades

		Oficina/Unidad a la que informa:						-						-																																								2		N/A		II- Definiciones de Indicadores y Lineamientos de Reporte

		Documentos Revisados:						-						-																																								3		N/A		III - Recojo de Información y Formatos/Herramientas

		Componente del Sistema  M&E						Códigos de Respuesta: 
Sí - totalmente
Parcialmente
No - nada
No/Aplicable				COMENTARIOS DEL REVISOR
(Sírvase dar detalles para cada respuesta que no es codificada "Sí- totalmente".  
Las respuestas detalladas ayudarán a orientar el fortalecimiento de las medidas)																																										4		N/A		IV- Procesos para el Manejo de Información

																																																						5		N/A		V - Vínculos con el Sistema Nacional de Información

		Parte 1:  Verificaciones de Información

		A - Revisión de Documentación:						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS

				Revisar la disponibilidad e integridad de todos los documentos fuente de los indicadores para el periodo de reporte seleccionado.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Revise los documentos fuente disponibles para el periodo bajo verificación  ¿Existen indicios de que falta algún documento fuente?		-										0																																						Verificación de Datos y Reportes - Puntos de Prestación de Servicios

				En caso afirmativo,  determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 1

		2		¿Están completos todos los documentos  fuente?		-										0																																								-		Indicador 2

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 3

		3		Revise las fechas en los documentos fuente. ¿Coinciden todas las fechas con el periodo de tiempo reportado?		-										0																																								-		Indicador 4

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas

		B - Recuento de los Resultados Reportados:

				Recontar los resultados de los documentos fuente, comparar las cifras verificadas con las que han sido reportadas en el lugar y explicar cualquier discrepancia (si las hay).

		4		Recontar el número de personas, casos o eventos registrados durante el periodo de reporte revisando para ello el documento fuente  [A]

		5		Copiar el número de personas, casos o eventos informados por el lugar durante el periodo de reporte revisando para ello el reporte resumen  [B]

		6		Calcule la proporción de lo recontado con las cifras reportadas. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada(si lo hubiere)(p.ej. Errores en datos ingresados, errores aritméticos, documentos faltantes, otros)?

		C - Cruce resultados verificados con otras fuentes de información:

		Las verificaciones  pueden hacerse examinando registros de inventario que documentan las cantidades de medicinas, kits de pruebas o mosquiteros comprados y entregados en el periodo del reporte para ver si las cifras que figuran en el informe se corroboran con los resultados informados. Otras verificaciones podrían incluir, por ejemplo,  una selección al azar de 20 tarjetas de pacientes y verificar si estos pacientes estan en los registros del establecimiento, laboratorio o farmacia correspondientes.Las verficiaciones cruzadas deben hacerse en ambas direcciones (por ejemplo: de la historia clínica al registro de atenciones y viceversa).

		8		Enumere los documentos usados para hacer las verificaciones cruzadas.								0

		9		Describa las verificaciones cruzadas realizadas.								0

		10		¿ Cuáles son las razones de la discrepancia observada (si la hubiera) ?								0

		Parte 2.  Evaluación de Sistemas

		I - Estructura de M&E, Funciones y Capacidades

		1		Se ha designado personal responsable  para revisar los números agregados antes de ser enviados al siguiente nivel (p.ej. a los distritos, a las regiones, la Unidad de M&E ).		N/A						0								0

		2		La responsabilidad de registrar la entrega de servicios en los documentos fuente es asignada en forma clara al personal correspondiente.		N/A						0								0

		3		Todo el personal responsable ha sido capacitado en los procesos y herramientas en el manejo de información.		N/A						0								0

		II- Definiciones de indicadores y lineamientos para el reporte				N/A

		La Unidad de M&E ha proporcionado lineamientos escritos a cada nivel que reporta información sobre:

		4		,,, lo que se supone que deben informar.		N/A						0								0

		5		… cómo  (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		6		… a quiénes se les debe presentar los informes.		N/A						0								0

		7		… cuándo se debe entregar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		8		La Unidad de M&E  ha proporcionado instrucciones claras sobre la forma cómo deben ser llenados los formatos/herramientas de recojo de información y los informes.		N/A						0								0

		9		La Unidad de M&E  ha identificado los formularios/herramientas para preparar informes, que serán usados en todos los niveles.		N/A						0

		10		….Los formularios/herramientas son usados consistentemente por el establecimiento que provee los servicios		N/A						0								0

		11		Todos los documentos fuente y formatos de reporte  que son relevantes para la medición de indicador(es) están disponibles para los fines de auditoría (incluyendo material impreso y con fecha en el caso de sistema computarizado).		N/A						0								0

		12		La información recolectada en los documentos fuente  tiene la precisión suficiente para medir el(los) indicador(es) (p.ej. la información es recogida por género, edad, etc. en caso que el indicador especifica un desagregado con estas características).		N/A						0								0

		IV- Procesos para el Manejo de Información				N/A

		13		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formularios de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A														0

		14		De ser aplicable, hay un procedimiento escrito para generar un "back up" cuando ésta se ingresa a una computadora.		N/A						0								0

		15		…en caso afirmativo, la fecha del más recinte "back-up" es correcta dada la frecuencia de la actualización del sistema computarizado (p.ej. los back-up de información se hacen semanal o mensualmente).		N/A						0								0

		16		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		17		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		18		El sistema de información permite la identificación e inscripción del "retiro" de una persona, de una persona "perdida al seguimiento" y de una persona fallecida.		N/A						0								0

		V - Vínculos con el Sistema Nacional de Información				N/A

		19		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		20		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		21		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)		N/A						0								0

		22		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Parte 3:   Recomendaciones para el establecimiento proveedor de servicios

				Sobre la base de lo encontrado en los sistemas revisados y la verificación de la información en el establecimiento proveedor de servicio,  sírvase describir los retos identificados sobre la calidad de la información y las medidas de fotalecimiento recomendadas, con un estimado del tiempo que la medida de mejora podría tomar. Esto será discutido con el Programa.

				Debilidades Identificadas		Descripción de la Acción										Responsable(s)		Periodo de Ejecución

		1

		2

		3

		4

		Parte 4:  GRAFICOS:  Establecimiento Proveedor de Servicios
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SEDE REGIONAL 1

		



Verificación de Datos y Reportes - Puntos de Prestación de Servicios

Data and Reporting Verifications - 
Service Delivery Point



SEDE REGIONAL 2

		



Evaluación de Manejo de Información - Puntos de Prestación de Servicios



SEDE REGIONAL 3

		Hoja de Verificación de Información y Evaluación del Sistema - Establecimiento Proveedor de Servicios

		Fecha de Revisión:						-						-

		Establecimiento Proveedor de Servicios:						-						-																																								Evaluación de Manejo de Información - Puntos de Prestación de Servicios

		Indicador(es) Revisado(s):						-						-																																								1		N/A		I - Estructura de M&E, Funciones y Capacidades

		Oficina/Unidad a la que informa:						-						-																																								2		N/A		II- Definiciones de Indicadores y Lineamientos de Reporte

		Documentos Revisados:						-						-																																								3		N/A		III - Recojo de Información y Formatos/Herramientas

		Componente del Sistema  M&E						Códigos de Respuesta: 
Sí - totalmente
Parcialmente
No - nada
No/Aplicable				COMENTARIOS DEL REVISOR
(Sírvase dar detalles para cada respuesta que no es codificada "Sí- totalmente".  
Las respuestas detalladas ayudarán a orientar el fortalecimiento de las medidas)																																										4		N/A		IV- Procesos para el Manejo de Información

																																																						5		N/A		V - Vínculos con el Sistema Nacional de Información

		Parte 1:  Verificaciones de Información

		A - Revisión de Documentación:						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS

				Revisar la disponibilidad e integridad de todos los documentos fuente de los indicadores para el periodo de reporte seleccionado.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Revise los documentos fuente disponibles para el periodo bajo verificación  ¿Existen indicios de que falta algún documento fuente?		-										0																																						Verificación de Datos y Reportes - Puntos de Prestación de Servicios

				En caso afirmativo,  determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 1

		2		¿Están completos todos los documentos  fuente?		-										0																																								-		Indicador 2

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 3

		3		Revise las fechas en los documentos fuente. ¿Coinciden todas las fechas con el periodo de tiempo reportado?		-										0																																								-		Indicador 4

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas

		B - Recuento de los Resultados Reportados:

				Recontar los resultados de los documentos fuente, comparar las cifras verificadas con las que han sido reportadas en el lugar y explicar cualquier discrepancia (si las hay).

		4		Recontar el número de personas, casos o eventos registrados durante el periodo de reporte revisando para ello el documento fuente  [A]

		5		Copiar el número de personas, casos o eventos informados por el lugar durante el periodo de reporte revisando para ello el reporte resumen  [B]

		6		Calcule la proporción de lo recontado con las cifras reportadas. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada(si lo hubiere)(p.ej. Errores en datos ingresados, errores aritméticos, documentos faltantes, otros)?

		C - Cruce resultados verificados con otras fuentes de información:

		Las verificaciones  pueden hacerse examinando registros de inventario que documentan las cantidades de medicinas, kits de pruebas o mosquiteros comprados y entregados en el periodo del reporte para ver si las cifras que figuran en el informe se corroboran con los resultados informados. Otras verificaciones podrían incluir, por ejemplo,  una selección al azar de 20 tarjetas de pacientes y verificar si estos pacientes estan en los registros del establecimiento, laboratorio o farmacia correspondientes.Las verficiaciones cruzadas deben hacerse en ambas direcciones (por ejemplo: de la historia clínica al registro de atenciones y viceversa).

		8		Enumere los documentos usados para hacer las verificaciones cruzadas.								0

		9		Describa las verificaciones cruzadas realizadas.								0

		10		¿ Cuáles son las razones de la discrepancia observada (si la hubiera) ?								0

		Parte 2.  Evaluación de Sistemas

		I - Estructura de M&E, Funciones y Capacidades

		1		Se ha designado personal responsable  para revisar los números agregados antes de ser enviados al siguiente nivel (p.ej. a los distritos, a las regiones, la Unidad de M&E ).		N/A						0								0

		2		La responsabilidad de registrar la entrega de servicios en los documentos fuente es asignada en forma clara al personal correspondiente.		N/A						0								0

		3		Todo el personal responsable ha sido capacitado en los procesos y herramientas en el manejo de información.		N/A						0								0

		II- Definiciones de indicadores y lineamientos para el reporte				N/A

		La Unidad de M&E ha proporcionado lineamientos escritos a cada nivel que reporta información sobre:

		4		,,, lo que se supone que deben informar.		N/A						0								0

		5		… cómo  (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		6		… a quiénes se les debe presentar los informes.		N/A						0								0

		7		… cuándo se debe entregar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		8		La Unidad de M&E  ha proporcionado instrucciones claras sobre la forma cómo deben ser llenados los formatos/herramientas de recojo de información y los informes.		N/A						0								0

		9		La Unidad de M&E  ha identificado los formularios/herramientas para preparar informes, que serán usados en todos los niveles.		N/A						0

		10		….Los formularios/herramientas son usados consistentemente por el establecimiento que provee los servicios		N/A						0								0

		11		Todos los documentos fuente y formatos de reporte  que son relevantes para la medición de indicador(es) están disponibles para los fines de auditoría (incluyendo material impreso y con fecha en el caso de sistema computarizado).		N/A						0								0

		12		La información recolectada en los documentos fuente  tiene la precisión suficiente para medir el(los) indicador(es) (p.ej. la información es recogida por género, edad, etc. en caso que el indicador especifica un desagregado con estas características).		N/A						0								0

		IV- Procesos para el Manejo de Información				N/A

		13		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formularios de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A														0

		14		De ser aplicable, hay un procedimiento escrito para generar un "back up" cuando ésta se ingresa a una computadora.		N/A						0								0

		15		…en caso afirmativo, la fecha del más recinte "back-up" es correcta dada la frecuencia de la actualización del sistema computarizado (p.ej. los back-up de información se hacen semanal o mensualmente).		N/A						0								0

		16		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		17		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		18		El sistema de información permite la identificación e inscripción del "retiro" de una persona, de una persona "perdida al seguimiento" y de una persona fallecida.		N/A						0								0

		V - Vínculos con el Sistema Nacional de Información				N/A

		19		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		20		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		21		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)		N/A						0								0

		22		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Parte 3:   Recomendaciones para el establecimiento proveedor de servicios

				Sobre la base de lo encontrado en los sistemas revisados y la verificación de la información en el establecimiento proveedor de servicio,  sírvase describir los retos identificados sobre la calidad de la información y las medidas de fotalecimiento recomendadas, con un estimado del tiempo que la medida de mejora podría tomar. Esto será discutido con el Programa.

				Debilidades Identificadas		Descripción de la Acción										Responsable(s)		Periodo de Ejecución

		1

		2

		3

		4

		Parte 4:  GRAFICOS:  Establecimiento Proveedor de Servicios
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Data and Reporting Verifications - 
Service Delivery Point



SEDE REGIONAL 4

		



Evaluación de Manejo de Información - Puntos de Prestación de Servicios



RESUMEN REGIONAL

		Hoja de Verificación de Información y Evaluación del Sistema - Establecimiento Proveedor de Servicios

		Fecha de Revisión:						-						-

		Establecimiento Proveedor de Servicios:						-						-																																								Evaluación de Manejo de Información - Puntos de Prestación de Servicios

		Indicador(es) Revisado(s):						-						-																																								1		N/A		I - Estructura de M&E, Funciones y Capacidades

		Oficina/Unidad a la que informa:						-						-																																								2		N/A		II- Definiciones de Indicadores y Lineamientos de Reporte

		Documentos Revisados:						-						-																																								3		N/A		III - Recojo de Información y Formatos/Herramientas

		Componente del Sistema  M&E						Códigos de Respuesta: 
Sí - totalmente
Parcialmente
No - nada
No/Aplicable				COMENTARIOS DEL REVISOR
(Sírvase dar detalles para cada respuesta que no es codificada "Sí- totalmente".  
Las respuestas detalladas ayudarán a orientar el fortalecimiento de las medidas)																																										4		N/A		IV- Procesos para el Manejo de Información

																																																						5		N/A		V - Vínculos con el Sistema Nacional de Información

		Parte 1:  Verificaciones de Información

		A - Revisión de Documentación:						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS

				Revisar la disponibilidad e integridad de todos los documentos fuente de los indicadores para el periodo de reporte seleccionado.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Revise los documentos fuente disponibles para el periodo bajo verificación  ¿Existen indicios de que falta algún documento fuente?		-										0																																						Verificación de Datos y Reportes - Puntos de Prestación de Servicios

				En caso afirmativo,  determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 1

		2		¿Están completos todos los documentos  fuente?		-										0																																								-		Indicador 2

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 3

		3		Revise las fechas en los documentos fuente. ¿Coinciden todas las fechas con el periodo de tiempo reportado?		-										0																																								-		Indicador 4

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas

		B - Recuento de los Resultados Reportados:

				Recontar los resultados de los documentos fuente, comparar las cifras verificadas con las que han sido reportadas en el lugar y explicar cualquier discrepancia (si las hay).

		4		Recontar el número de personas, casos o eventos registrados durante el periodo de reporte revisando para ello el documento fuente  [A]

		5		Copiar el número de personas, casos o eventos informados por el lugar durante el periodo de reporte revisando para ello el reporte resumen  [B]

		6		Calcule la proporción de lo recontado con las cifras reportadas. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada(si lo hubiere)(p.ej. Errores en datos ingresados, errores aritméticos, documentos faltantes, otros)?

		C - Cruce resultados verificados con otras fuentes de información:

		Las verificaciones  pueden hacerse examinando registros de inventario que documentan las cantidades de medicinas, kits de pruebas o mosquiteros comprados y entregados en el periodo del reporte para ver si las cifras que figuran en el informe se corroboran con los resultados informados. Otras verificaciones podrían incluir, por ejemplo,  una selección al azar de 20 tarjetas de pacientes y verificar si estos pacientes estan en los registros del establecimiento, laboratorio o farmacia correspondientes.Las verficiaciones cruzadas deben hacerse en ambas direcciones (por ejemplo: de la historia clínica al registro de atenciones y viceversa).

		8		Enumere los documentos usados para hacer las verificaciones cruzadas.								0

		9		Describa las verificaciones cruzadas realizadas.								0

		10		¿ Cuáles son las razones de la discrepancia observada (si la hubiera) ?								0

		Parte 2.  Evaluación de Sistemas

		I - Estructura de M&E, Funciones y Capacidades

		1		Se ha designado personal responsable  para revisar los números agregados antes de ser enviados al siguiente nivel (p.ej. a los distritos, a las regiones, la Unidad de M&E ).		N/A						0								0

		2		La responsabilidad de registrar la entrega de servicios en los documentos fuente es asignada en forma clara al personal correspondiente.		N/A						0								0

		3		Todo el personal responsable ha sido capacitado en los procesos y herramientas en el manejo de información.		N/A						0								0

		II- Definiciones de indicadores y lineamientos para el reporte				N/A

		La Unidad de M&E ha proporcionado lineamientos escritos a cada nivel que reporta información sobre:

		4		,,, lo que se supone que deben informar.		N/A						0								0

		5		… cómo  (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		6		… a quiénes se les debe presentar los informes.		N/A						0								0

		7		… cuándo se debe entregar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		8		La Unidad de M&E  ha proporcionado instrucciones claras sobre la forma cómo deben ser llenados los formatos/herramientas de recojo de información y los informes.		N/A						0								0

		9		La Unidad de M&E  ha identificado los formularios/herramientas para preparar informes, que serán usados en todos los niveles.		N/A						0

		10		….Los formularios/herramientas son usados consistentemente por el establecimiento que provee los servicios		N/A						0								0

		11		Todos los documentos fuente y formatos de reporte  que son relevantes para la medición de indicador(es) están disponibles para los fines de auditoría (incluyendo material impreso y con fecha en el caso de sistema computarizado).		N/A						0								0

		12		La información recolectada en los documentos fuente  tiene la precisión suficiente para medir el(los) indicador(es) (p.ej. la información es recogida por género, edad, etc. en caso que el indicador especifica un desagregado con estas características).		N/A						0								0

		IV- Procesos para el Manejo de Información				N/A

		13		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formularios de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A														0

		14		De ser aplicable, hay un procedimiento escrito para generar un "back up" cuando ésta se ingresa a una computadora.		N/A						0								0

		15		…en caso afirmativo, la fecha del más recinte "back-up" es correcta dada la frecuencia de la actualización del sistema computarizado (p.ej. los back-up de información se hacen semanal o mensualmente).		N/A						0								0

		16		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		17		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		18		El sistema de información permite la identificación e inscripción del "retiro" de una persona, de una persona "perdida al seguimiento" y de una persona fallecida.		N/A						0								0

		V - Vínculos con el Sistema Nacional de Información				N/A

		19		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		20		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		21		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)		N/A						0								0

		22		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Parte 3:   Recomendaciones para el establecimiento proveedor de servicios

				Sobre la base de lo encontrado en los sistemas revisados y la verificación de la información en el establecimiento proveedor de servicio,  sírvase describir los retos identificados sobre la calidad de la información y las medidas de fotalecimiento recomendadas, con un estimado del tiempo que la medida de mejora podría tomar. Esto será discutido con el Programa.

				Debilidades Identificadas		Descripción de la Acción										Responsable(s)		Periodo de Ejecución

		1

		2

		3

		4

		Parte 4:  GRAFICOS:  Establecimiento Proveedor de Servicios
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RESUMEN REGIONAL

		



Verificación de Datos y Reportes - Puntos de Prestación de Servicios
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UNIDAD DE MYE - NACIONAL

		



Evaluación de Manejo de Información - Puntos de Prestación de Servicios



RESUMEN DE EVAL DEL SISTEMA

		Hoja de Verificación de Información y Evaluación del Sistema - Establecimiento Proveedor de Servicios

		Fecha de Revisión:						-						-

		Establecimiento Proveedor de Servicios:						-						-																																								Evaluación de Manejo de Información - Puntos de Prestación de Servicios

		Indicador(es) Revisado(s):						-						-																																								1		N/A		I - Estructura de M&E, Funciones y Capacidades

		Oficina/Unidad a la que informa:						-						-																																								2		N/A		II- Definiciones de Indicadores y Lineamientos de Reporte

		Documentos Revisados:						-						-																																								3		N/A		III - Recojo de Información y Formatos/Herramientas

		Componente del Sistema  M&E						Códigos de Respuesta: 
Sí - totalmente
Parcialmente
No - nada
No/Aplicable				COMENTARIOS DEL REVISOR
(Sírvase dar detalles para cada respuesta que no es codificada "Sí- totalmente".  
Las respuestas detalladas ayudarán a orientar el fortalecimiento de las medidas)																																										4		N/A		IV- Procesos para el Manejo de Información

																																																						5		N/A		V - Vínculos con el Sistema Nacional de Información

		Parte 1:  Verificaciones de Información

		A - Revisión de Documentación:						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS

				Revisar la disponibilidad e integridad de todos los documentos fuente de los indicadores para el periodo de reporte seleccionado.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Revise los documentos fuente disponibles para el periodo bajo verificación  ¿Existen indicios de que falta algún documento fuente?		-										0																																						Verificación de Datos y Reportes - Puntos de Prestación de Servicios

				En caso afirmativo,  determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 1

		2		¿Están completos todos los documentos  fuente?		-										0																																								-		Indicador 2

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 3

		3		Revise las fechas en los documentos fuente. ¿Coinciden todas las fechas con el periodo de tiempo reportado?		-										0																																								-		Indicador 4

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas

		B - Recuento de los Resultados Reportados:

				Recontar los resultados de los documentos fuente, comparar las cifras verificadas con las que han sido reportadas en el lugar y explicar cualquier discrepancia (si las hay).

		4		Recontar el número de personas, casos o eventos registrados durante el periodo de reporte revisando para ello el documento fuente  [A]

		5		Copiar el número de personas, casos o eventos informados por el lugar durante el periodo de reporte revisando para ello el reporte resumen  [B]

		6		Calcule la proporción de lo recontado con las cifras reportadas. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada(si lo hubiere)(p.ej. Errores en datos ingresados, errores aritméticos, documentos faltantes, otros)?

		C - Cruce resultados verificados con otras fuentes de información:

		Las verificaciones  pueden hacerse examinando registros de inventario que documentan las cantidades de medicinas, kits de pruebas o mosquiteros comprados y entregados en el periodo del reporte para ver si las cifras que figuran en el informe se corroboran con los resultados informados. Otras verificaciones podrían incluir, por ejemplo,  una selección al azar de 20 tarjetas de pacientes y verificar si estos pacientes estan en los registros del establecimiento, laboratorio o farmacia correspondientes.Las verficiaciones cruzadas deben hacerse en ambas direcciones (por ejemplo: de la historia clínica al registro de atenciones y viceversa).

		8		Enumere los documentos usados para hacer las verificaciones cruzadas.								0

		9		Describa las verificaciones cruzadas realizadas.								0

		10		¿ Cuáles son las razones de la discrepancia observada (si la hubiera) ?								0

		Parte 2.  Evaluación de Sistemas

		I - Estructura de M&E, Funciones y Capacidades

		1		Se ha designado personal responsable  para revisar los números agregados antes de ser enviados al siguiente nivel (p.ej. a los distritos, a las regiones, la Unidad de M&E ).		N/A						0								0

		2		La responsabilidad de registrar la entrega de servicios en los documentos fuente es asignada en forma clara al personal correspondiente.		N/A						0								0

		3		Todo el personal responsable ha sido capacitado en los procesos y herramientas en el manejo de información.		N/A						0								0

		II- Definiciones de indicadores y lineamientos para el reporte				N/A

		La Unidad de M&E ha proporcionado lineamientos escritos a cada nivel que reporta información sobre:

		4		,,, lo que se supone que deben informar.		N/A						0								0

		5		… cómo  (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		6		… a quiénes se les debe presentar los informes.		N/A						0								0

		7		… cuándo se debe entregar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		8		La Unidad de M&E  ha proporcionado instrucciones claras sobre la forma cómo deben ser llenados los formatos/herramientas de recojo de información y los informes.		N/A						0								0

		9		La Unidad de M&E  ha identificado los formularios/herramientas para preparar informes, que serán usados en todos los niveles.		N/A						0

		10		….Los formularios/herramientas son usados consistentemente por el establecimiento que provee los servicios		N/A						0								0

		11		Todos los documentos fuente y formatos de reporte  que son relevantes para la medición de indicador(es) están disponibles para los fines de auditoría (incluyendo material impreso y con fecha en el caso de sistema computarizado).		N/A						0								0

		12		La información recolectada en los documentos fuente  tiene la precisión suficiente para medir el(los) indicador(es) (p.ej. la información es recogida por género, edad, etc. en caso que el indicador especifica un desagregado con estas características).		N/A						0								0

		IV- Procesos para el Manejo de Información				N/A

		13		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formularios de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A														0

		14		De ser aplicable, hay un procedimiento escrito para generar un "back up" cuando ésta se ingresa a una computadora.		N/A						0								0

		15		…en caso afirmativo, la fecha del más recinte "back-up" es correcta dada la frecuencia de la actualización del sistema computarizado (p.ej. los back-up de información se hacen semanal o mensualmente).		N/A						0								0

		16		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		17		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		18		El sistema de información permite la identificación e inscripción del "retiro" de una persona, de una persona "perdida al seguimiento" y de una persona fallecida.		N/A						0								0

		V - Vínculos con el Sistema Nacional de Información				N/A

		19		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		20		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		21		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)		N/A						0								0

		22		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Parte 3:   Recomendaciones para el establecimiento proveedor de servicios

				Sobre la base de lo encontrado en los sistemas revisados y la verificación de la información en el establecimiento proveedor de servicio,  sírvase describir los retos identificados sobre la calidad de la información y las medidas de fotalecimiento recomendadas, con un estimado del tiempo que la medida de mejora podría tomar. Esto será discutido con el Programa.

				Debilidades Identificadas		Descripción de la Acción										Responsable(s)		Periodo de Ejecución

		1

		2

		3

		4

		Parte 4:  GRAFICOS:  Establecimiento Proveedor de Servicios



&A&RPage &P



RESUMEN DE EVAL DEL SISTEMA

		



Verificación de Datos y Reportes - Puntos de Prestación de Servicios

Data and Reporting Verifications - 
Service Delivery Point



GRAFICOS GLOBALES

		



Evaluación de Manejo de Información - Puntos de Prestación de Servicios



PLAN DE ACCION FINAL

		Hoja de Verificación de Información y Evaluación del Sistema - Establecimiento Proveedor de Servicios

		Fecha de Revisión:						-						-

		Establecimiento Proveedor de Servicios:						-						-																																								Evaluación de Manejo de Información - Puntos de Prestación de Servicios

		Indicador(es) Revisado(s):						-						-																																								1		N/A		I - Estructura de M&E, Funciones y Capacidades

		Oficina/Unidad a la que informa:						-						-																																								2		N/A		II- Definiciones de Indicadores y Lineamientos de Reporte

		Documentos Revisados:						-						-																																								3		N/A		III - Recojo de Información y Formatos/Herramientas

		Componente del Sistema  M&E						Códigos de Respuesta: 
Sí - totalmente
Parcialmente
No - nada
No/Aplicable				COMENTARIOS DEL REVISOR
(Sírvase dar detalles para cada respuesta que no es codificada "Sí- totalmente".  
Las respuestas detalladas ayudarán a orientar el fortalecimiento de las medidas)																																										4		N/A		IV- Procesos para el Manejo de Información

																																																						5		N/A		V - Vínculos con el Sistema Nacional de Información

		Parte 1:  Verificaciones de Información

		A - Revisión de Documentación:						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS

				Revisar la disponibilidad e integridad de todos los documentos fuente de los indicadores para el periodo de reporte seleccionado.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Revise los documentos fuente disponibles para el periodo bajo verificación  ¿Existen indicios de que falta algún documento fuente?		-										0																																						Verificación de Datos y Reportes - Puntos de Prestación de Servicios

				En caso afirmativo,  determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 1

		2		¿Están completos todos los documentos  fuente?		-										0																																								-		Indicador 2

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 3

		3		Revise las fechas en los documentos fuente. ¿Coinciden todas las fechas con el periodo de tiempo reportado?		-										0																																								-		Indicador 4

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas

		B - Recuento de los Resultados Reportados:

				Recontar los resultados de los documentos fuente, comparar las cifras verificadas con las que han sido reportadas en el lugar y explicar cualquier discrepancia (si las hay).

		4		Recontar el número de personas, casos o eventos registrados durante el periodo de reporte revisando para ello el documento fuente  [A]

		5		Copiar el número de personas, casos o eventos informados por el lugar durante el periodo de reporte revisando para ello el reporte resumen  [B]

		6		Calcule la proporción de lo recontado con las cifras reportadas. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada(si lo hubiere)(p.ej. Errores en datos ingresados, errores aritméticos, documentos faltantes, otros)?

		C - Cruce resultados verificados con otras fuentes de información:

		Las verificaciones  pueden hacerse examinando registros de inventario que documentan las cantidades de medicinas, kits de pruebas o mosquiteros comprados y entregados en el periodo del reporte para ver si las cifras que figuran en el informe se corroboran con los resultados informados. Otras verificaciones podrían incluir, por ejemplo,  una selección al azar de 20 tarjetas de pacientes y verificar si estos pacientes estan en los registros del establecimiento, laboratorio o farmacia correspondientes.Las verficiaciones cruzadas deben hacerse en ambas direcciones (por ejemplo: de la historia clínica al registro de atenciones y viceversa).

		8		Enumere los documentos usados para hacer las verificaciones cruzadas.								0

		9		Describa las verificaciones cruzadas realizadas.								0

		10		¿ Cuáles son las razones de la discrepancia observada (si la hubiera) ?								0

		Parte 2.  Evaluación de Sistemas

		I - Estructura de M&E, Funciones y Capacidades

		1		Se ha designado personal responsable  para revisar los números agregados antes de ser enviados al siguiente nivel (p.ej. a los distritos, a las regiones, la Unidad de M&E ).		N/A						0								0

		2		La responsabilidad de registrar la entrega de servicios en los documentos fuente es asignada en forma clara al personal correspondiente.		N/A						0								0

		3		Todo el personal responsable ha sido capacitado en los procesos y herramientas en el manejo de información.		N/A						0								0

		II- Definiciones de indicadores y lineamientos para el reporte				N/A

		La Unidad de M&E ha proporcionado lineamientos escritos a cada nivel que reporta información sobre:

		4		,,, lo que se supone que deben informar.		N/A						0								0

		5		… cómo  (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		6		… a quiénes se les debe presentar los informes.		N/A						0								0

		7		… cuándo se debe entregar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		8		La Unidad de M&E  ha proporcionado instrucciones claras sobre la forma cómo deben ser llenados los formatos/herramientas de recojo de información y los informes.		N/A						0								0

		9		La Unidad de M&E  ha identificado los formularios/herramientas para preparar informes, que serán usados en todos los niveles.		N/A						0

		10		….Los formularios/herramientas son usados consistentemente por el establecimiento que provee los servicios		N/A						0								0

		11		Todos los documentos fuente y formatos de reporte  que son relevantes para la medición de indicador(es) están disponibles para los fines de auditoría (incluyendo material impreso y con fecha en el caso de sistema computarizado).		N/A						0								0

		12		La información recolectada en los documentos fuente  tiene la precisión suficiente para medir el(los) indicador(es) (p.ej. la información es recogida por género, edad, etc. en caso que el indicador especifica un desagregado con estas características).		N/A						0								0

		IV- Procesos para el Manejo de Información				N/A

		13		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formularios de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A														0

		14		De ser aplicable, hay un procedimiento escrito para generar un "back up" cuando ésta se ingresa a una computadora.		N/A						0								0

		15		…en caso afirmativo, la fecha del más recinte "back-up" es correcta dada la frecuencia de la actualización del sistema computarizado (p.ej. los back-up de información se hacen semanal o mensualmente).		N/A						0								0

		16		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		17		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		18		El sistema de información permite la identificación e inscripción del "retiro" de una persona, de una persona "perdida al seguimiento" y de una persona fallecida.		N/A						0								0

		V - Vínculos con el Sistema Nacional de Información				N/A

		19		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		20		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		21		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)		N/A						0								0

		22		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Parte 3:   Recomendaciones para el establecimiento proveedor de servicios

				Sobre la base de lo encontrado en los sistemas revisados y la verificación de la información en el establecimiento proveedor de servicio,  sírvase describir los retos identificados sobre la calidad de la información y las medidas de fotalecimiento recomendadas, con un estimado del tiempo que la medida de mejora podría tomar. Esto será discutido con el Programa.

				Debilidades Identificadas		Descripción de la Acción										Responsable(s)		Periodo de Ejecución

		1

		2

		3

		4

		Parte 4:  GRAFICOS:  Establecimiento Proveedor de Servicios
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LISTA DE PREGUNTAS

		



Evaluación de Manejo de Información - Puntos de Prestación de Servicios



Data Export

		Hoja de Verificación de Información y Evaluación del Sistema - Establecimiento Proveedor de Servicios

		Fecha de Revisión:						-						-

		Establecimiento Proveedor de Servicios:						-						-																																								Evaluación de Manejo de Información - Puntos de Prestación de Servicios

		Indicador(es) Revisado(s):						-						-																																								1		N/A		I - Estructura de M&E, Funciones y Capacidades

		Oficina/Unidad a la que informa:						-						-																																								2		N/A		II- Definiciones de Indicadores y Lineamientos de Reporte

		Documentos Revisados:						-						-																																								3		N/A		III - Recojo de Información y Formatos/Herramientas

		Componente del Sistema  M&E						Códigos de Respuesta: 
Sí - totalmente
Parcialmente
No - nada
No/Aplicable				COMENTARIOS DEL REVISOR
(Sírvase dar detalles para cada respuesta que no es codificada "Sí- totalmente".  
Las respuestas detalladas ayudarán a orientar el fortalecimiento de las medidas)																																										4		N/A		IV- Procesos para el Manejo de Información

																																																						5		N/A		V - Vínculos con el Sistema Nacional de Información

		Parte 1:  Verificaciones de Información

		A - Revisión de Documentación:						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS

				Revisar la disponibilidad e integridad de todos los documentos fuente de los indicadores para el periodo de reporte seleccionado.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Revise los documentos fuente disponibles para el periodo bajo verificación  ¿Existen indicios de que falta algún documento fuente?		-										0																																						Verificación de Datos y Reportes - Puntos de Prestación de Servicios

				En caso afirmativo,  determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 1

		2		¿Están completos todos los documentos  fuente?		-										0																																								-		Indicador 2

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 3

		3		Revise las fechas en los documentos fuente. ¿Coinciden todas las fechas con el periodo de tiempo reportado?		-										0																																								-		Indicador 4

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas

		B - Recuento de los Resultados Reportados:

				Recontar los resultados de los documentos fuente, comparar las cifras verificadas con las que han sido reportadas en el lugar y explicar cualquier discrepancia (si las hay).

		4		Recontar el número de personas, casos o eventos registrados durante el periodo de reporte revisando para ello el documento fuente  [A]

		5		Copiar el número de personas, casos o eventos informados por el lugar durante el periodo de reporte revisando para ello el reporte resumen  [B]

		6		Calcule la proporción de lo recontado con las cifras reportadas. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada(si lo hubiere)(p.ej. Errores en datos ingresados, errores aritméticos, documentos faltantes, otros)?

		C - Cruce resultados verificados con otras fuentes de información:

		Las verificaciones  pueden hacerse examinando registros de inventario que documentan las cantidades de medicinas, kits de pruebas o mosquiteros comprados y entregados en el periodo del reporte para ver si las cifras que figuran en el informe se corroboran con los resultados informados. Otras verificaciones podrían incluir, por ejemplo,  una selección al azar de 20 tarjetas de pacientes y verificar si estos pacientes estan en los registros del establecimiento, laboratorio o farmacia correspondientes.Las verficiaciones cruzadas deben hacerse en ambas direcciones (por ejemplo: de la historia clínica al registro de atenciones y viceversa).

		8		Enumere los documentos usados para hacer las verificaciones cruzadas.								0

		9		Describa las verificaciones cruzadas realizadas.								0

		10		¿ Cuáles son las razones de la discrepancia observada (si la hubiera) ?								0

		Parte 2.  Evaluación de Sistemas

		I - Estructura de M&E, Funciones y Capacidades

		1		Se ha designado personal responsable  para revisar los números agregados antes de ser enviados al siguiente nivel (p.ej. a los distritos, a las regiones, la Unidad de M&E ).		N/A						0								0

		2		La responsabilidad de registrar la entrega de servicios en los documentos fuente es asignada en forma clara al personal correspondiente.		N/A						0								0

		3		Todo el personal responsable ha sido capacitado en los procesos y herramientas en el manejo de información.		N/A						0								0

		II- Definiciones de indicadores y lineamientos para el reporte				N/A

		La Unidad de M&E ha proporcionado lineamientos escritos a cada nivel que reporta información sobre:

		4		,,, lo que se supone que deben informar.		N/A						0								0

		5		… cómo  (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		6		… a quiénes se les debe presentar los informes.		N/A						0								0

		7		… cuándo se debe entregar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		8		La Unidad de M&E  ha proporcionado instrucciones claras sobre la forma cómo deben ser llenados los formatos/herramientas de recojo de información y los informes.		N/A						0								0

		9		La Unidad de M&E  ha identificado los formularios/herramientas para preparar informes, que serán usados en todos los niveles.		N/A						0

		10		….Los formularios/herramientas son usados consistentemente por el establecimiento que provee los servicios		N/A						0								0

		11		Todos los documentos fuente y formatos de reporte  que son relevantes para la medición de indicador(es) están disponibles para los fines de auditoría (incluyendo material impreso y con fecha en el caso de sistema computarizado).		N/A						0								0

		12		La información recolectada en los documentos fuente  tiene la precisión suficiente para medir el(los) indicador(es) (p.ej. la información es recogida por género, edad, etc. en caso que el indicador especifica un desagregado con estas características).		N/A						0								0

		IV- Procesos para el Manejo de Información				N/A

		13		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formularios de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A														0

		14		De ser aplicable, hay un procedimiento escrito para generar un "back up" cuando ésta se ingresa a una computadora.		N/A						0								0

		15		…en caso afirmativo, la fecha del más recinte "back-up" es correcta dada la frecuencia de la actualización del sistema computarizado (p.ej. los back-up de información se hacen semanal o mensualmente).		N/A						0								0

		16		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		17		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		18		El sistema de información permite la identificación e inscripción del "retiro" de una persona, de una persona "perdida al seguimiento" y de una persona fallecida.		N/A						0								0

		V - Vínculos con el Sistema Nacional de Información				N/A

		19		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		20		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		21		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)		N/A						0								0

		22		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Parte 3:   Recomendaciones para el establecimiento proveedor de servicios

				Sobre la base de lo encontrado en los sistemas revisados y la verificación de la información en el establecimiento proveedor de servicio,  sírvase describir los retos identificados sobre la calidad de la información y las medidas de fotalecimiento recomendadas, con un estimado del tiempo que la medida de mejora podría tomar. Esto será discutido con el Programa.

				Debilidades Identificadas		Descripción de la Acción										Responsable(s)		Periodo de Ejecución

		1

		2

		3

		4

		Parte 4:  GRAFICOS:  Establecimiento Proveedor de Servicios
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Data

		



Evaluación de Manejo de Información - Puntos de Prestación de Servicios



		Hoja de Verificación de Información y Evaluación del Sistema - Establecimiento Proveedor de Servicios

		Fecha de Revisión:						-						-

		Establecimiento Proveedor de Servicios:						-						-																																								Evaluación de Manejo de Información - Puntos de Prestación de Servicios

		Indicador(es) Revisado(s):						-						-																																								1		N/A		I - Estructura de M&E, Funciones y Capacidades

		Oficina/Unidad a la que informa:						-						-																																								2		N/A		II- Definiciones de Indicadores y Lineamientos de Reporte

		Documentos Revisados:						-						-																																								3		N/A		III - Recojo de Información y Formatos/Herramientas

		Componente del Sistema  M&E						Códigos de Respuesta: 
Sí - totalmente
Parcialmente
No - nada
No/Aplicable				COMENTARIOS DEL REVISOR
(Sírvase dar detalles para cada respuesta que no es codificada "Sí- totalmente".  
Las respuestas detalladas ayudarán a orientar el fortalecimiento de las medidas)																																										4		N/A		IV- Procesos para el Manejo de Información

																																																						5		N/A		V - Vínculos con el Sistema Nacional de Información

		Parte 1:  Verificaciones de Información

		A - Revisión de Documentación:						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS

				Revisar la disponibilidad e integridad de todos los documentos fuente de los indicadores para el periodo de reporte seleccionado.				Indicator 1		Indicator 2		Indicator 3		Indicator 3

		1		Revise los documentos fuente disponibles para el periodo bajo verificación  ¿Existen indicios de que falta algún documento fuente?		-										0																																						Verificación de Datos y Reportes - Puntos de Prestación de Servicios

				En caso afirmativo,  determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 1

		2		¿Están completos todos los documentos  fuente?		-										0																																								-		Indicador 2

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas																																																				-		Indicador 3

		3		Revise las fechas en los documentos fuente. ¿Coinciden todas las fechas con el periodo de tiempo reportado?		-										0																																								-		Indicador 4

				De no ser así, determine cómo esto puede haber afectado las cifras que han sido reportadas

		B - Recuento de los Resultados Reportados:

				Recontar los resultados de los documentos fuente, comparar las cifras verificadas con las que han sido reportadas en el lugar y explicar cualquier discrepancia (si las hay).

		4		Recontar el número de personas, casos o eventos registrados durante el periodo de reporte revisando para ello el documento fuente  [A]

		5		Copiar el número de personas, casos o eventos informados por el lugar durante el periodo de reporte revisando para ello el reporte resumen  [B]

		6		Calcule la proporción de lo recontado con las cifras reportadas. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada(si lo hubiere)(p.ej. Errores en datos ingresados, errores aritméticos, documentos faltantes, otros)?

		C - Cruce resultados verificados con otras fuentes de información:

		Las verificaciones  pueden hacerse examinando registros de inventario que documentan las cantidades de medicinas, kits de pruebas o mosquiteros comprados y entregados en el periodo del reporte para ver si las cifras que figuran en el informe se corroboran con los resultados informados. Otras verificaciones podrían incluir, por ejemplo,  una selección al azar de 20 tarjetas de pacientes y verificar si estos pacientes estan en los registros del establecimiento, laboratorio o farmacia correspondientes.Las verficiaciones cruzadas deben hacerse en ambas direcciones (por ejemplo: de la historia clínica al registro de atenciones y viceversa).

		8		Enumere los documentos usados para hacer las verificaciones cruzadas.								0

		9		Describa las verificaciones cruzadas realizadas.								0

		10		¿ Cuáles son las razones de la discrepancia observada (si la hubiera) ?								0

		Parte 2.  Evaluación de Sistemas

		I - Estructura de M&E, Funciones y Capacidades

		1		Se ha designado personal responsable  para revisar los números agregados antes de ser enviados al siguiente nivel (p.ej. a los distritos, a las regiones, la Unidad de M&E ).		N/A						0								0

		2		La responsabilidad de registrar la entrega de servicios en los documentos fuente es asignada en forma clara al personal correspondiente.		N/A						0								0

		3		Todo el personal responsable ha sido capacitado en los procesos y herramientas en el manejo de información.		N/A						0								0

		II- Definiciones de indicadores y lineamientos para el reporte				N/A

		La Unidad de M&E ha proporcionado lineamientos escritos a cada nivel que reporta información sobre:

		4		,,, lo que se supone que deben informar.		N/A						0								0

		5		… cómo  (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		6		… a quiénes se les debe presentar los informes.		N/A						0								0

		7		… cuándo se debe entregar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		8		La Unidad de M&E  ha proporcionado instrucciones claras sobre la forma cómo deben ser llenados los formatos/herramientas de recojo de información y los informes.		N/A						0								0

		9		La Unidad de M&E  ha identificado los formularios/herramientas para preparar informes, que serán usados en todos los niveles.		N/A						0

		10		….Los formularios/herramientas son usados consistentemente por el establecimiento que provee los servicios		N/A						0								0

		11		Todos los documentos fuente y formatos de reporte  que son relevantes para la medición de indicador(es) están disponibles para los fines de auditoría (incluyendo material impreso y con fecha en el caso de sistema computarizado).		N/A						0								0

		12		La información recolectada en los documentos fuente  tiene la precisión suficiente para medir el(los) indicador(es) (p.ej. la información es recogida por género, edad, etc. en caso que el indicador especifica un desagregado con estas características).		N/A						0								0

		IV- Procesos para el Manejo de Información				N/A

		13		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formularios de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A														0

		14		De ser aplicable, hay un procedimiento escrito para generar un "back up" cuando ésta se ingresa a una computadora.		N/A						0								0

		15		…en caso afirmativo, la fecha del más recinte "back-up" es correcta dada la frecuencia de la actualización del sistema computarizado (p.ej. los back-up de información se hacen semanal o mensualmente).		N/A						0								0

		16		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		17		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		18		El sistema de información permite la identificación e inscripción del "retiro" de una persona, de una persona "perdida al seguimiento" y de una persona fallecida.		N/A						0								0

		V - Vínculos con el Sistema Nacional de Información				N/A

		19		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		20		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		21		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)		N/A						0								0

		22		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Parte 3:   Recomendaciones para el establecimiento proveedor de servicios

				Sobre la base de lo encontrado en los sistemas revisados y la verificación de la información en el establecimiento proveedor de servicio,  sírvase describir los retos identificados sobre la calidad de la información y las medidas de fotalecimiento recomendadas, con un estimado del tiempo que la medida de mejora podría tomar. Esto será discutido con el Programa.

				Debilidades Identificadas		Descripción de la Acción										Responsable(s)		Periodo de Ejecución

		1

		2

		3

		4

		Parte 4:  GRAFICOS:  Establecimiento Proveedor de Servicios
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Verificación de Datos y Reportes - Puntos de Prestación de Servicios

Data and Reporting Verifications - 
Service Delivery Point



		



Evaluación de Manejo de Información - Puntos de Prestación de Servicios



		Resumen Estadístico de Establecimientos Proveedores de Servicios

																																																												Resumen del Servicio

																																																												-		-

																																																												Service Point 2		0.00

																																																												Service Point 3		0.00

																																																												Service Point 4		0.00

																																																												Service Point 5		0.00

																																																												Service Point 6		0.00

																																																												Service Point 7		0.00

																																																												Service Point 8		0.00

																																																												Service Point 9		0.00

																																																												Service Point 10		0.00

																																																												Service Point 11		0.00

																																																												Service Point 12		0.00

																																																												Service Point Average		0

																																																												Evaluación de Manejo de Información - Puntos de Prestación de Servicios																				yes -completely		partly		no, not at all		N/A

																																																												1		0.00		Capacidad en M&E, Roles y Responsabilidades														exactitud		0		0		0		0

																																																												2		0.00		Capacitación														fiabilidad		0		0		0		0

																																																												3		0.00		Requerimientos de reporte de datos														oportunidad		0		0		0		0

																																																												4		0.00		Formatos e intrumentos para recolección y reporte de datos														completos		0		0		0		0

																																																												5		0.00		Procesos de manejo de información y control de calidad de datos														precisión		0		0		0		0

																																																												6		0.00		Vínculos con el Sistema Nacional de Reporte														confidencialidad		0		0		0		0

																																																																														integridad		0		0		0		0
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		<=70		0		0		0

		71-80		0		0		0

		81-90		0		0		0

		91-100		0		0		0

		101-110		0		0		0

		111-120		0		0		0

		121-130		0		0		0

		>130		0		0		0



Indicator 1

Indicator 2

Indicator 3

Indicator 4

Percent Accuracy

Número de Establecimientos

Verificación de Información - Resumen de Establecimientos 
Histograma de Ratios de Verfificación por Indicador

0

0

0

0

0

0

0

0



		Estructura M&E Estructura, Funciones y Capacidad
 Functions and 
Capabilities

		Definiciones de Indicadores y Lineamientos de Reporte

		Recojo y Reporte de Información y Formatos/Herramientas

		Procesos para el Manejo de Información

		Vínculos con el Sistema Nacional de Información



Evaluación del Sistema

Evaluación de Manejo de Información - 
Resumen de Establecimientos Proveedores de Servicios

0

0

0

0

0



		Indicator 1		Indicator 1		Indicator 1

		Indicator 2		Indicator 2		Indicator 2

		Indicator 3		Indicator 3		Indicator 3

		Indicator 4		Indicator 4		Indicator 4



Documentos Disponibles

Documentos Completos

En  Periodo de Reporte

Porcentaje de Exactitud

Número de  Establecimientos

Revisión de Documentos- Resumen de Establecimientos Proveedores de Servicios

0

0

0

0

0

0

0

0

0

0

0

0



		Hoja de Verificación de Información y Evaluación del Sistema - Sede Distrital

		Sede Distrital/Organización						-						-																																								Evaluación de Manejo de Información  - Sede Distrital 1

		Región y Distrito:						-						-																																								1		N/A		I - Estructura de M&E, Funciones y Capacidades

		Indicador(es) revisado(s):						-						-																																								2		N/A		II- Definiciones de Indicadores y Lineamientos de Reporte

		Fecha de Revisión:						-						-																																								3		N/A		III - Recojo de Información y Formatos/Herramientas

		Periódo de Informe Verificado:						-						-																																								4		N/A		IV- Procesos para el Manejo de Información

		Componente del Sistema M&E						Códigos de Respuesta: 
Sí - totalmente
Parcialmente
No - nada
No aplicable				COMENTARIOS DEL REVISOR
(Sírvase detallar para cada rspuesta no codificada "Sí- totalmente".  
Las respuestas detalladas ayudarán a orientar las medidas de fortalecimiento)																																										5		N/A		V - Vínculos con el Sistema Nacional de Información

		Parte 1:   Verificaciones de Información																																																						-		Indicador 1

		A - Recuento de resultados reportados:																																																						-		Indicador 2

		Recontar los resultados de los reportes periódicos enviados desde los establecimientos proveedores de servicio al distrito y compararlos con el valor reportador el distrito. Explicar las discrepacias (si las hubiera).						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS																																								-		Indicador 3

		1		Reagregar las números de los informes recibidos de todos los establecimientos proveedores de servicio. ¿Cuál es el número re-agregado? [A]																																																				-		Indicador 4

		2		¿Qué resultado agregado estuvo contenido en el  resumen de informe  preparado por el distrito (y presentado al siguiente nivel de reporte)? [B]																																																				-		% Disponible

		3		Calcular el ratio de los números recontados a los números informados. [A/B]				-		-		-		-		`																																								-		%  Oportunos

		4		¿Cuáles son las razones para la discrepancia observada (de haber alguna) (p.ej. errores en la información ingresada, errores aritméticos, documentos fuente faltantes, otros)?												`																																								-		% Completos

		B - Desempeño en el reporte:

		Revisar la disponibilidd, integridad, y oportunidad de los informes recibidos de todas los establecimientos proveedores de servicios. ¿Cuántos informes se debió recibir de todas los establecimientos? ¿Cuántos hay en la sede distrital? ¿Fueron recibidos a tiempo? ¿Están completos?

		5		¿Cuántos informes deberían haber de todos los establecimientos proveedores de servicio? [A]

		6		¿Cuántos informes hay en la sede distrital? [B]

		7		Calcular el %  de informes disponibles [B/A]								-

		8		Verificar las fechas de recepción  de los informes. ¿Cuántos informes fueron recibidos  oportunamente ? (p.ej. Hasta la fecha límite). [C]

		9		Calcular el %  de informes recibidos a tiempo [C/A]								-

		10		¿Cuántos informes estaban completos?   (completo significa que el informe contenía toda la información de indicadores requerida*). [D]

		11		Calcular el  % de informes que estuvieron completos [D/A]								-

						0

		Parte 2.  Evaluación de Sistemas

		I - Estructura de M&E, Funciones y Capacidades

		1		Se ha designado personal responsable de revisar la calidad de la información (p.ej. si es exacta, completa y oportuna)  recibida de los niveles inferiores  (p.ej. establecimientos proveedores de servicios).		N/A						0								0

		2		Se ha designado personal responsable de revisar las cifras agregadas antes de ser presentadas al nivel siguiente (p.ej. a la Unidad Central de M&E ).		N/A						0								0

		3		Todo el personal involucrado ha recibido capacitación en los procesos y herramientas de manejo de información.		N/A						0								0

		II-  Definiciones de indicadores y lineamientos para el reporte				N/A

		La Unidad de M&E proporcionado lineamientos escritos a cada nivel que reporta información sobre:

		4		,,, lo qué se supone que deben informar.		N/A						0								0

		5		… cómo (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		6		… a quién se debe presentar los informes.		N/A						0								0

		7		… cuándo se debe presentar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		8		La Unidad de M&E ha dado instrucciones claras y precisas sobre la forma cómo se debe llenar la información en los formularios/herramientas para presentación de informes.		N/A						0								0

		9		La Unidad de  M&E ha identificado los formularios/herramientas estándares que serán usados en todos lo niveles de reporte		N/A						0								0

		10		….Los formularios/herramientas estandar son usados en forma consistente por los establecimientos proveedores de servicios		N/A						0								0

		11		Todos los documentos fuente y formatos de reporte relevantes para la medición de indicador(es) están disponibles para fines de auditoría (incluyendo documentos impresos con fecha en el caso del sistema de cómputo).		N/A						0								0

		IV- Procesos para el Manejo de Información				N/A

		12		Todos los establecimientos proveedores de servicios reciben retroalimentación sistemática sobre la calidad de sus informes (p.ej. exactitud, integridad y oportunidad).		N/A						0								0

		13		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formularios de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A						0								0

		14		De ser aplicable, hay un procedimiento escrito para generar un "back up" cuando ésta se ingresa a una computadora.		N/A						0								0

		15		…en caso afirmativo, la fecha del más reciente "back-up" es correcta dada la frecuencia de la actualización del sistema computarizado (p.ej. los back-up de información se hacen semanal o mensualmente).		N/A						0								0

		16		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		17		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		18		El sistema de información permite la identificación y registro del  "retiro",  de una persona, o de una persona a la cual no se le ha hecho seguimiento, o una persona fallecida.		N/A						0								0

		19		Existe un procedimiento escrito para los casos de  informes  retrasados, incompletos, inexactos o faltantes, que incluye el seguimiento en los establecimientos proveedores de servicios sobre aspectos relacionados con la calidad de la información.		N/A						0								0

		20		Si se han descubierto discrepancias en los informes de los establecimientos proveedores de servicio, los niveles de agregación intermedia (p. ej., distritos o regiones) han documentado la forma como han sido resueltas esas inconsistencias.		N/A						0								0

		V - Vínculos con el Sistema Nacional de Información				N/A

		17		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		21		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		22		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)		N/A						0								0

		23		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Parte 3:   Recomendaciones para la Sede Distrital

				Sobre la base de los hallazgos en los sistemas de revisión y verificación realizados en la sede, sírvase describir cualquier desafío a la calidad de la información identificado y las medidas de fortalecimiento recomendadas, con un estimado del tiempo que sería requerido para que dicha medida de mejora sea implementada. Esto debe ser discutido con el Programa.

				Debilidades Identificadas		Descripción de la Acción										Responsable(s)		Periodo de Ejecución

		1

		2

		3

		4

		Parte 4: GRAFICOS: Sede Distrital
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Evaluación de Manejo de Información  - Sede Distrital 1

Evaluación de Manejo de Información - 
Sede Distrital



		Indicador 1

		Indicador 2

		Indicador 3

		Indicador 4



Información y Verificaciones - Sede Distrital



		



Desempeño de Reporte - Sede Distrital



		Hoja de Verificación de Información y Evaluación del Sistema - Sede Distrital

		Sede Distrital/Organización						-						-																																								Evaluación de Manejo de Información  - Sede Distrital 1

		Región y Distrito:						-						-																																								1		N/A		I - Estructura de M&E, Funciones y Capacidades

		Indicador(es) revisado(s):						-						-																																								2		N/A		II- Definiciones de Indicadores y Lineamientos de Reporte

		Fecha de Revisión:						-						-																																								3		N/A		III - Recojo de Información y Formatos/Herramientas

		Periódo de Informe Verificado:						-						-																																								4		N/A		IV- Procesos para el Manejo de Información

		Componente del Sistema M&E						Códigos de Respuesta: 
Sí - totalmente
Parcialmente
No - nada
No aplicable				COMENTARIOS DEL REVISOR
(Sírvase detallar para cada rspuesta no codificada "Sí- totalmente".  
Las respuestas detalladas ayudarán a orientar las medidas de fortalecimiento)																																										5		N/A		V - Vínculos con el Sistema Nacional de Información

		Parte 1:   Verificaciones de Información																																																						-		Indicador 1

		A - Recuento de resultados reportados:																																																						-		Indicador 2

		Recontar los resultados de los reportes periódicos enviados desde los establecimientos proveedores de servicio al distrito y compararlos con el valor reportador el distrito. Explicar las discrepacias (si las hubiera).						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS																																								-		Indicador 3

		1		Reagregar las números de los informes recibidos de todos los establecimientos proveedores de servicio. ¿Cuál es el número re-agregado? [A]																																																				-		Indicador 4

		2		¿Qué resultado agregado estuvo contenido en el  resumen de informe  preparado por el distrito (y presentado al siguiente nivel de reporte)? [B]																																																				-		% Disponible

		3		Calcular el ratio de los números recontados a los números informados. [A/B]				-		-		-		-		`																																								-		%  Oportunos

		4		¿Cuáles son las razones para la discrepancia observada (de haber alguna) (p.ej. errores en la información ingresada, errores aritméticos, documentos fuente faltantes, otros)?												`																																								-		% Completos

		B - Desempeño en el reporte:

		Revisar la disponibilidd, integridad, y oportunidad de los informes recibidos de todas los establecimientos proveedores de servicios. ¿Cuántos informes se debió recibir de todas los establecimientos? ¿Cuántos hay en la sede distrital? ¿Fueron recibidos a tiempo? ¿Están completos?

		5		¿Cuántos informes deberían haber de todos los establecimientos proveedores de servicio? [A]

		6		¿Cuántos informes hay en la sede distrital? [B]

		7		Calcular el %  de informes disponibles [B/A]								-

		8		Verificar las fechas de recepción  de los informes. ¿Cuántos informes fueron recibidos  oportunamente ? (p.ej. Hasta la fecha límite). [C]

		9		Calcular el %  de informes recibidos a tiempo [C/A]								-

		10		¿Cuántos informes estaban completos?   (completo significa que el informe contenía toda la información de indicadores requerida*). [D]

		11		Calcular el  % de informes que estuvieron completos [D/A]								-

						0

		Parte 2.  Evaluación de Sistemas

		I - Estructura de M&E, Funciones y Capacidades

		1		Se ha designado personal responsable de revisar la calidad de la información (p.ej. si es exacta, completa y oportuna)  recibida de los niveles inferiores  (p.ej. establecimientos proveedores de servicios).		N/A						0								0

		2		Se ha designado personal responsable de revisar las cifras agregadas antes de ser presentadas al nivel siguiente (p.ej. a la Unidad Central de M&E ).		N/A						0								0

		3		Todo el personal involucrado ha recibido capacitación en los procesos y herramientas de manejo de información.		N/A						0								0

		II-  Definiciones de indicadores y lineamientos para el reporte				N/A

		La Unidad de M&E proporcionado lineamientos escritos a cada nivel que reporta información sobre:

		4		,,, lo qué se supone que deben informar.		N/A						0								0

		5		… cómo (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		6		… a quién se debe presentar los informes.		N/A						0								0

		7		… cuándo se debe presentar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		8		La Unidad de M&E ha dado instrucciones claras y precisas sobre la forma cómo se debe llenar la información en los formularios/herramientas para presentación de informes.		N/A						0								0

		9		La Unidad de  M&E ha identificado los formularios/herramientas estándares que serán usados en todos lo niveles de reporte		N/A						0								0

		10		….Los formularios/herramientas estandar son usados en forma consistente por los establecimientos proveedores de servicios		N/A						0								0

		11		Todos los documentos fuente y formatos de reporte relevantes para la medición de indicador(es) están disponibles para fines de auditoría (incluyendo documentos impresos con fecha en el caso del sistema de cómputo).		N/A						0								0

		IV- Procesos para el Manejo de Información				N/A

		12		Todos los establecimientos proveedores de servicios reciben retroalimentación sistemática sobre la calidad de sus informes (p.ej. exactitud, integridad y oportunidad).		N/A						0								0

		13		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formularios de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A						0								0

		14		De ser aplicable, hay un procedimiento escrito para generar un "back up" cuando ésta se ingresa a una computadora.		N/A						0								0

		15		…en caso afirmativo, la fecha del más reciente "back-up" es correcta dada la frecuencia de la actualización del sistema computarizado (p.ej. los back-up de información se hacen semanal o mensualmente).		N/A						0								0

		16		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		17		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		18		El sistema de información permite la identificación y registro del  "retiro",  de una persona, o de una persona a la cual no se le ha hecho seguimiento, o una persona fallecida.		N/A						0								0

		19		Existe un procedimiento escrito para los casos de  informes  retrasados, incompletos, inexactos o faltantes, que incluye el seguimiento en los establecimientos proveedores de servicios sobre aspectos relacionados con la calidad de la información.		N/A						0								0

		20		Si se han descubierto discrepancias en los informes de los establecimientos proveedores de servicio, los niveles de agregación intermedia (p. ej., distritos o regiones) han documentado la forma como han sido resueltas esas inconsistencias.		N/A						0								0

		V - Vínculos con el Sistema Nacional de Información				N/A

		17		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		21		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		22		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)		N/A						0								0

		23		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Parte 3:   Recomendaciones para la Sede Distrital

				Sobre la base de los hallazgos en los sistemas de revisión y verificación realizados en la sede, sírvase describir cualquier desafío a la calidad de la información identificado y las medidas de fortalecimiento recomendadas, con un estimado del tiempo que sería requerido para que dicha medida de mejora sea implementada. Esto debe ser discutido con el Programa.

				Debilidades Identificadas		Descripción de la Acción										Responsable(s)		Periodo de Ejecución

		1

		2

		3

		4

		Parte 4: GRAFICOS: Sede Distrital
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Evaluación de Manejo de Información  - Sede Distrital 1

Data Management Assessment - 
District Site



		



Data and Verifications - District Site



		



Reporting Performance - District Site



		Hoja de Verificación de Información y Evaluación del Sistema - Sede Distrital

		Sede Distrital/Organización						-						-																																								Evaluación de Manejo de Información  - Sede Distrital 1

		Región y Distrito:						-						-																																								1		N/A		I - Estructura de M&E, Funciones y Capacidades

		Indicador(es) revisado(s):						-						-																																								2		N/A		II- Definiciones de Indicadores y Lineamientos de Reporte

		Fecha de Revisión:						-						-																																								3		N/A		III - Recojo de Información y Formatos/Herramientas

		Periódo de Informe Verificado:						-						-																																								4		N/A		IV- Procesos para el Manejo de Información

		Componente del Sistema M&E						Códigos de Respuesta: 
Sí - totalmente
Parcialmente
No - nada
No aplicable				COMENTARIOS DEL REVISOR
(Sírvase detallar para cada rspuesta no codificada "Sí- totalmente".  
Las respuestas detalladas ayudarán a orientar las medidas de fortalecimiento)																																										5		N/A		V - Vínculos con el Sistema Nacional de Información

		Parte 1:   Verificaciones de Información																																																						-		Indicador 1

		A - Recuento de resultados reportados:																																																						-		Indicador 2

		Recontar los resultados de los reportes periódicos enviados desde los establecimientos proveedores de servicio al distrito y compararlos con el valor reportador el distrito. Explicar las discrepacias (si las hubiera).						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS																																								-		Indicador 3

		1		Reagregar las números de los informes recibidos de todos los establecimientos proveedores de servicio. ¿Cuál es el número re-agregado? [A]																																																				-		Indicador 4

		2		¿Qué resultado agregado estuvo contenido en el  resumen de informe  preparado por el distrito (y presentado al siguiente nivel de reporte)? [B]																																																				-		% Disponible

		3		Calcular el ratio de los números recontados a los números informados. [A/B]				-		-		-		-		`																																								-		%  Oportunos

		4		¿Cuáles son las razones para la discrepancia observada (de haber alguna) (p.ej. errores en la información ingresada, errores aritméticos, documentos fuente faltantes, otros)?												`																																								-		% Completos

		B - Desempeño en el reporte:

		Revisar la disponibilidd, integridad, y oportunidad de los informes recibidos de todas los establecimientos proveedores de servicios. ¿Cuántos informes se debió recibir de todas los establecimientos? ¿Cuántos hay en la sede distrital? ¿Fueron recibidos a tiempo? ¿Están completos?

		5		¿Cuántos informes deberían haber de todos los establecimientos proveedores de servicio? [A]

		6		¿Cuántos informes hay en la sede distrital? [B]

		7		Calcular el %  de informes disponibles [B/A]								-

		8		Verificar las fechas de recepción  de los informes. ¿Cuántos informes fueron recibidos  oportunamente ? (p.ej. Hasta la fecha límite). [C]

		9		Calcular el %  de informes recibidos a tiempo [C/A]								-

		10		¿Cuántos informes estaban completos?   (completo significa que el informe contenía toda la información de indicadores requerida*). [D]

		11		Calcular el  % de informes que estuvieron completos [D/A]								-

						0

		Parte 2.  Evaluación de Sistemas

		I - Estructura de M&E, Funciones y Capacidades

		1		Se ha designado personal responsable de revisar la calidad de la información (p.ej. si es exacta, completa y oportuna)  recibida de los niveles inferiores  (p.ej. establecimientos proveedores de servicios).		N/A						0								0

		2		Se ha designado personal responsable de revisar las cifras agregadas antes de ser presentadas al nivel siguiente (p.ej. a la Unidad Central de M&E ).		N/A						0								0

		3		Todo el personal involucrado ha recibido capacitación en los procesos y herramientas de manejo de información.		N/A						0								0

		II-  Definiciones de indicadores y lineamientos para el reporte				N/A

		La Unidad de M&E proporcionado lineamientos escritos a cada nivel que reporta información sobre:

		4		,,, lo qué se supone que deben informar.		N/A						0								0

		5		… cómo (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		6		… a quién se debe presentar los informes.		N/A						0								0

		7		… cuándo se debe presentar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		8		La Unidad de M&E ha dado instrucciones claras y precisas sobre la forma cómo se debe llenar la información en los formularios/herramientas para presentación de informes.		N/A						0								0

		9		La Unidad de  M&E ha identificado los formularios/herramientas estándares que serán usados en todos lo niveles de reporte		N/A						0								0

		10		….Los formularios/herramientas estandar son usados en forma consistente por los establecimientos proveedores de servicios		N/A						0								0

		11		Todos los documentos fuente y formatos de reporte relevantes para la medición de indicador(es) están disponibles para fines de auditoría (incluyendo documentos impresos con fecha en el caso del sistema de cómputo).		N/A						0								0

		IV- Procesos para el Manejo de Información				N/A

		12		Todos los establecimientos proveedores de servicios reciben retroalimentación sistemática sobre la calidad de sus informes (p.ej. exactitud, integridad y oportunidad).		N/A						0								0

		13		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formularios de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A						0								0

		14		De ser aplicable, hay un procedimiento escrito para generar un "back up" cuando ésta se ingresa a una computadora.		N/A						0								0

		15		…en caso afirmativo, la fecha del más reciente "back-up" es correcta dada la frecuencia de la actualización del sistema computarizado (p.ej. los back-up de información se hacen semanal o mensualmente).		N/A						0								0

		16		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		17		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		18		El sistema de información permite la identificación y registro del  "retiro",  de una persona, o de una persona a la cual no se le ha hecho seguimiento, o una persona fallecida.		N/A						0								0

		19		Existe un procedimiento escrito para los casos de  informes  retrasados, incompletos, inexactos o faltantes, que incluye el seguimiento en los establecimientos proveedores de servicios sobre aspectos relacionados con la calidad de la información.		N/A						0								0

		20		Si se han descubierto discrepancias en los informes de los establecimientos proveedores de servicio, los niveles de agregación intermedia (p. ej., distritos o regiones) han documentado la forma como han sido resueltas esas inconsistencias.		N/A						0								0

		V - Vínculos con el Sistema Nacional de Información				N/A

		17		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		21		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		22		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)		N/A						0								0

		23		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Parte 3:   Recomendaciones para la Sede Distrital

				Sobre la base de los hallazgos en los sistemas de revisión y verificación realizados en la sede, sírvase describir cualquier desafío a la calidad de la información identificado y las medidas de fortalecimiento recomendadas, con un estimado del tiempo que sería requerido para que dicha medida de mejora sea implementada. Esto debe ser discutido con el Programa.

				Debilidades Identificadas		Descripción de la Acción										Responsable(s)		Periodo de Ejecución

		1

		2

		3

		4

		Parte 4: GRAFICOS: Sede Distrital
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Evaluación de Manejo de Información  - Sede Distrital 1

Data Management Assessment - 
District Site



		



Data and Verifications - District Site



		



Reporting Performance - District Site



		



Evaluación de Manejo de Información  - Sede Distrital 1

Evaluación de Manejo de Información - 
Sede Distrital



		Hoja de Verificación de Información y Evaluación del Sistema - Sede Distrital

		Sede Distrital/Organización						-						-																																								Evaluación de Manejo de Información  - Sede Distrital 1

		Región y Distrito:						-						-																																								1		N/A		I - Estructura de M&E, Funciones y Capacidades

		Indicador(es) revisado(s):						-						-																																								2		N/A		II- Definiciones de Indicadores y Lineamientos de Reporte

		Fecha de Revisión:						-						-																																								3		N/A		III - Recojo de Información y Formatos/Herramientas

		Periódo de Informe Verificado:						-						-																																								4		N/A		IV- Procesos para el Manejo de Información

		Componente del Sistema M&E						Códigos de Respuesta: 
Sí - totalmente
Parcialmente
No - nada
No aplicable				COMENTARIOS DEL REVISOR
(Sírvase detallar para cada rspuesta no codificada "Sí- totalmente".  
Las respuestas detalladas ayudarán a orientar las medidas de fortalecimiento)																																										5		N/A		V - Vínculos con el Sistema Nacional de Información

		Parte 1:   Verificaciones de Información																																																						-		Indicador 1

		A - Recuento de resultados reportados:																																																						-		Indicador 2

		Recontar los resultados de los reportes periódicos enviados desde los establecimientos proveedores de servicio al distrito y compararlos con el valor reportador el distrito. Explicar las discrepacias (si las hubiera).						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS																																								-		Indicador 3

		1		Reagregar las números de los informes recibidos de todos los establecimientos proveedores de servicio. ¿Cuál es el número re-agregado? [A]																																																				-		Indicador 4

		2		¿Qué resultado agregado estuvo contenido en el  resumen de informe  preparado por el distrito (y presentado al siguiente nivel de reporte)? [B]																																																				-		% Disponible

		3		Calcular el ratio de los números recontados a los números informados. [A/B]				-		-		-		-		`																																								-		%  Oportunos

		4		¿Cuáles son las razones para la discrepancia observada (de haber alguna) (p.ej. errores en la información ingresada, errores aritméticos, documentos fuente faltantes, otros)?												`																																								-		% Completos

		B - Desempeño en el reporte:

		Revisar la disponibilidd, integridad, y oportunidad de los informes recibidos de todas los establecimientos proveedores de servicios. ¿Cuántos informes se debió recibir de todas los establecimientos? ¿Cuántos hay en la sede distrital? ¿Fueron recibidos a tiempo? ¿Están completos?

		5		¿Cuántos informes deberían haber de todos los establecimientos proveedores de servicio? [A]

		6		¿Cuántos informes hay en la sede distrital? [B]

		7		Calcular el %  de informes disponibles [B/A]								-

		8		Verificar las fechas de recepción  de los informes. ¿Cuántos informes fueron recibidos  oportunamente ? (p.ej. Hasta la fecha límite). [C]

		9		Calcular el %  de informes recibidos a tiempo [C/A]								-

		10		¿Cuántos informes estaban completos?   (completo significa que el informe contenía toda la información de indicadores requerida*). [D]

		11		Calcular el  % de informes que estuvieron completos [D/A]								-

						0

		Parte 2.  Evaluación de Sistemas

		I - Estructura de M&E, Funciones y Capacidades

		1		Se ha designado personal responsable de revisar la calidad de la información (p.ej. si es exacta, completa y oportuna)  recibida de los niveles inferiores  (p.ej. establecimientos proveedores de servicios).		N/A						0								0

		2		Se ha designado personal responsable de revisar las cifras agregadas antes de ser presentadas al nivel siguiente (p.ej. a la Unidad Central de M&E ).		N/A						0								0

		3		Todo el personal involucrado ha recibido capacitación en los procesos y herramientas de manejo de información.		N/A						0								0

		II-  Definiciones de indicadores y lineamientos para el reporte				N/A

		La Unidad de M&E proporcionado lineamientos escritos a cada nivel que reporta información sobre:

		4		,,, lo qué se supone que deben informar.		N/A						0								0

		5		… cómo (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		6		… a quién se debe presentar los informes.		N/A						0								0

		7		… cuándo se debe presentar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		8		La Unidad de M&E ha dado instrucciones claras y precisas sobre la forma cómo se debe llenar la información en los formularios/herramientas para presentación de informes.		N/A						0								0

		9		La Unidad de  M&E ha identificado los formularios/herramientas estándares que serán usados en todos lo niveles de reporte		N/A						0								0

		10		….Los formularios/herramientas estandar son usados en forma consistente por los establecimientos proveedores de servicios		N/A						0								0

		11		Todos los documentos fuente y formatos de reporte relevantes para la medición de indicador(es) están disponibles para fines de auditoría (incluyendo documentos impresos con fecha en el caso del sistema de cómputo).		N/A						0								0

		IV- Procesos para el Manejo de Información				N/A

		12		Todos los establecimientos proveedores de servicios reciben retroalimentación sistemática sobre la calidad de sus informes (p.ej. exactitud, integridad y oportunidad).		N/A						0								0

		13		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formularios de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A						0								0

		14		De ser aplicable, hay un procedimiento escrito para generar un "back up" cuando ésta se ingresa a una computadora.		N/A						0								0

		15		…en caso afirmativo, la fecha del más reciente "back-up" es correcta dada la frecuencia de la actualización del sistema computarizado (p.ej. los back-up de información se hacen semanal o mensualmente).		N/A						0								0

		16		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		17		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		18		El sistema de información permite la identificación y registro del  "retiro",  de una persona, o de una persona a la cual no se le ha hecho seguimiento, o una persona fallecida.		N/A						0								0

		19		Existe un procedimiento escrito para los casos de  informes  retrasados, incompletos, inexactos o faltantes, que incluye el seguimiento en los establecimientos proveedores de servicios sobre aspectos relacionados con la calidad de la información.		N/A						0								0

		20		Si se han descubierto discrepancias en los informes de los establecimientos proveedores de servicio, los niveles de agregación intermedia (p. ej., distritos o regiones) han documentado la forma como han sido resueltas esas inconsistencias.		N/A						0								0

		V - Vínculos con el Sistema Nacional de Información				N/A

		17		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		21		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		22		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)		N/A						0								0

		23		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Parte 3:   Recomendaciones para la Sede Distrital

				Sobre la base de los hallazgos en los sistemas de revisión y verificación realizados en la sede, sírvase describir cualquier desafío a la calidad de la información identificado y las medidas de fortalecimiento recomendadas, con un estimado del tiempo que sería requerido para que dicha medida de mejora sea implementada. Esto debe ser discutido con el Programa.

				Debilidades Identificadas		Descripción de la Acción										Responsable(s)		Periodo de Ejecución

		1

		2

		3

		4

		Parte 4: GRAFICOS: Sede Distrital
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Evaluación de Manejo de Información  - Sede Distrital 1

Data Management Assessment - 
District Site



		



Data and Verifications - District Site



		



Reporting Performance - District Site



		Hoja de Verificación de Información y Evaluación del Sistema - Sede Distrital

		Sede Distrital/Organización						-						-																																								Evaluación de Manejo de Información  - Sede Distrital 1

		Región y Distrito:						-						-																																								1		N/A		I - Estructura de M&E, Funciones y Capacidades

		Indicador(es) revisado(s):						-						-																																								2		N/A		II- Definiciones de Indicadores y Lineamientos de Reporte

		Fecha de Revisión:						-						-																																								3		N/A		III - Recojo de Información y Formatos/Herramientas

		Periódo de Informe Verificado:						-						-																																								4		N/A		IV- Procesos para el Manejo de Información

		Componente del Sistema M&E						Códigos de Respuesta: 
Sí - totalmente
Parcialmente
No - nada
No aplicable				COMENTARIOS DEL REVISOR
(Sírvase detallar para cada rspuesta no codificada "Sí- totalmente".  
Las respuestas detalladas ayudarán a orientar las medidas de fortalecimiento)																																										5		N/A		V - Vínculos con el Sistema Nacional de Información

		Parte 1:   Verificaciones de Información																																																						-		Indicador 1

		A - Recuento de resultados reportados:																																																						-		Indicador 2

		Recontar los resultados de los reportes periódicos enviados desde los establecimientos proveedores de servicio al distrito y compararlos con el valor reportador el distrito. Explicar las discrepacias (si las hubiera).						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS																																								-		Indicador 3

		1		Reagregar las números de los informes recibidos de todos los establecimientos proveedores de servicio. ¿Cuál es el número re-agregado? [A]																																																				-		Indicador 4

		2		¿Qué resultado agregado estuvo contenido en el  resumen de informe  preparado por el distrito (y presentado al siguiente nivel de reporte)? [B]																																																				-		% Disponible

		3		Calcular el ratio de los números recontados a los números informados. [A/B]				-		-		-		-		`																																								-		%  Oportunos

		4		¿Cuáles son las razones para la discrepancia observada (de haber alguna) (p.ej. errores en la información ingresada, errores aritméticos, documentos fuente faltantes, otros)?												`																																								-		% Completos

		B - Desempeño en el reporte:

		Revisar la disponibilidd, integridad, y oportunidad de los informes recibidos de todas los establecimientos proveedores de servicios. ¿Cuántos informes se debió recibir de todas los establecimientos? ¿Cuántos hay en la sede distrital? ¿Fueron recibidos a tiempo? ¿Están completos?

		5		¿Cuántos informes deberían haber de todos los establecimientos proveedores de servicio? [A]

		6		¿Cuántos informes hay en la sede distrital? [B]

		7		Calcular el %  de informes disponibles [B/A]								-

		8		Verificar las fechas de recepción  de los informes. ¿Cuántos informes fueron recibidos  oportunamente ? (p.ej. Hasta la fecha límite). [C]

		9		Calcular el %  de informes recibidos a tiempo [C/A]								-

		10		¿Cuántos informes estaban completos?   (completo significa que el informe contenía toda la información de indicadores requerida*). [D]

		11		Calcular el  % de informes que estuvieron completos [D/A]								-

						0

		Parte 2.  Evaluación de Sistemas

		I - Estructura de M&E, Funciones y Capacidades

		1		Se ha designado personal responsable de revisar la calidad de la información (p.ej. si es exacta, completa y oportuna)  recibida de los niveles inferiores  (p.ej. establecimientos proveedores de servicios).		N/A						0								0

		2		Se ha designado personal responsable de revisar las cifras agregadas antes de ser presentadas al nivel siguiente (p.ej. a la Unidad Central de M&E ).		N/A						0								0

		3		Todo el personal involucrado ha recibido capacitación en los procesos y herramientas de manejo de información.		N/A						0								0

		II-  Definiciones de indicadores y lineamientos para el reporte				N/A

		La Unidad de M&E proporcionado lineamientos escritos a cada nivel que reporta información sobre:

		4		,,, lo qué se supone que deben informar.		N/A						0								0

		5		… cómo (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		6		… a quién se debe presentar los informes.		N/A						0								0

		7		… cuándo se debe presentar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		8		La Unidad de M&E ha dado instrucciones claras y precisas sobre la forma cómo se debe llenar la información en los formularios/herramientas para presentación de informes.		N/A						0								0

		9		La Unidad de  M&E ha identificado los formularios/herramientas estándares que serán usados en todos lo niveles de reporte		N/A						0								0

		10		….Los formularios/herramientas estandar son usados en forma consistente por los establecimientos proveedores de servicios		N/A						0								0

		11		Todos los documentos fuente y formatos de reporte relevantes para la medición de indicador(es) están disponibles para fines de auditoría (incluyendo documentos impresos con fecha en el caso del sistema de cómputo).		N/A						0								0

		IV- Procesos para el Manejo de Información				N/A

		12		Todos los establecimientos proveedores de servicios reciben retroalimentación sistemática sobre la calidad de sus informes (p.ej. exactitud, integridad y oportunidad).		N/A						0								0

		13		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formularios de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A						0								0

		14		De ser aplicable, hay un procedimiento escrito para generar un "back up" cuando ésta se ingresa a una computadora.		N/A						0								0

		15		…en caso afirmativo, la fecha del más reciente "back-up" es correcta dada la frecuencia de la actualización del sistema computarizado (p.ej. los back-up de información se hacen semanal o mensualmente).		N/A						0								0

		16		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		17		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		18		El sistema de información permite la identificación y registro del  "retiro",  de una persona, o de una persona a la cual no se le ha hecho seguimiento, o una persona fallecida.		N/A						0								0

		19		Existe un procedimiento escrito para los casos de  informes  retrasados, incompletos, inexactos o faltantes, que incluye el seguimiento en los establecimientos proveedores de servicios sobre aspectos relacionados con la calidad de la información.		N/A						0								0

		20		Si se han descubierto discrepancias en los informes de los establecimientos proveedores de servicio, los niveles de agregación intermedia (p. ej., distritos o regiones) han documentado la forma como han sido resueltas esas inconsistencias.		N/A						0								0

		V - Vínculos con el Sistema Nacional de Información				N/A

		17		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		21		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		22		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)		N/A						0								0

		23		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Parte 3:   Recomendaciones para la Sede Distrital

				Sobre la base de los hallazgos en los sistemas de revisión y verificación realizados en la sede, sírvase describir cualquier desafío a la calidad de la información identificado y las medidas de fortalecimiento recomendadas, con un estimado del tiempo que sería requerido para que dicha medida de mejora sea implementada. Esto debe ser discutido con el Programa.

				Debilidades Identificadas		Descripción de la Acción										Responsable(s)		Periodo de Ejecución

		1

		2

		3

		4

		Parte 4: GRAFICOS: Sede Distrital
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Evaluación de Manejo de Información  - Sede Distrital 1

Data Management Assessment - 
District Site



		



Data and Verifications - District Site



		



Reporting Performance - District Site



		Hoja de Verificación de Información y Evaluación del Sistema - Sede Distrital

		Sede Distrital/Organización						-						-																																								Evaluación de Manejo de Información  - Sede Distrital 1

		Región y Distrito:						-						-																																								1		N/A		I - Estructura de M&E, Funciones y Capacidades

		Indicador(es) revisado(s):						-						-																																								2		N/A		II- Definiciones de Indicadores y Lineamientos de Reporte

		Fecha de Revisión:						-						-																																								3		N/A		III - Recojo de Información y Formatos/Herramientas

		Periódo de Informe Verificado:						-						-																																								4		N/A		IV- Procesos para el Manejo de Información

		Componente del Sistema M&E						Códigos de Respuesta: 
Sí - totalmente
Parcialmente
No - nada
No aplicable				COMENTARIOS DEL REVISOR
(Sírvase detallar para cada rspuesta no codificada "Sí- totalmente".  
Las respuestas detalladas ayudarán a orientar las medidas de fortalecimiento)																																										5		N/A		V - Vínculos con el Sistema Nacional de Información

		Parte 1:   Verificaciones de Información																																																						-		Indicador 1

		A - Recuento de resultados reportados:																																																						-		Indicador 2

		Recontar los resultados de los reportes periódicos enviados desde los establecimientos proveedores de servicio al distrito y compararlos con el valor reportador el distrito. Explicar las discrepacias (si las hubiera).						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS																																								-		Indicador 3

		1		Reagregar las números de los informes recibidos de todos los establecimientos proveedores de servicio. ¿Cuál es el número re-agregado? [A]																																																				-		Indicador 4

		2		¿Qué resultado agregado estuvo contenido en el  resumen de informe  preparado por el distrito (y presentado al siguiente nivel de reporte)? [B]																																																				-		% Disponible

		3		Calcular el ratio de los números recontados a los números informados. [A/B]				-		-		-		-		`																																								-		%  Oportunos

		4		¿Cuáles son las razones para la discrepancia observada (de haber alguna) (p.ej. errores en la información ingresada, errores aritméticos, documentos fuente faltantes, otros)?												`																																								-		% Completos

		B - Desempeño en el reporte:

		Revisar la disponibilidd, integridad, y oportunidad de los informes recibidos de todas los establecimientos proveedores de servicios. ¿Cuántos informes se debió recibir de todas los establecimientos? ¿Cuántos hay en la sede distrital? ¿Fueron recibidos a tiempo? ¿Están completos?

		5		¿Cuántos informes deberían haber de todos los establecimientos proveedores de servicio? [A]

		6		¿Cuántos informes hay en la sede distrital? [B]

		7		Calcular el %  de informes disponibles [B/A]								-

		8		Verificar las fechas de recepción  de los informes. ¿Cuántos informes fueron recibidos  oportunamente ? (p.ej. Hasta la fecha límite). [C]

		9		Calcular el %  de informes recibidos a tiempo [C/A]								-

		10		¿Cuántos informes estaban completos?   (completo significa que el informe contenía toda la información de indicadores requerida*). [D]

		11		Calcular el  % de informes que estuvieron completos [D/A]								-

						0

		Parte 2.  Evaluación de Sistemas

		I - Estructura de M&E, Funciones y Capacidades

		1		Se ha designado personal responsable de revisar la calidad de la información (p.ej. si es exacta, completa y oportuna)  recibida de los niveles inferiores  (p.ej. establecimientos proveedores de servicios).		N/A						0								0

		2		Se ha designado personal responsable de revisar las cifras agregadas antes de ser presentadas al nivel siguiente (p.ej. a la Unidad Central de M&E ).		N/A						0								0

		3		Todo el personal involucrado ha recibido capacitación en los procesos y herramientas de manejo de información.		N/A						0								0

		II-  Definiciones de indicadores y lineamientos para el reporte				N/A

		La Unidad de M&E proporcionado lineamientos escritos a cada nivel que reporta información sobre:

		4		,,, lo qué se supone que deben informar.		N/A						0								0

		5		… cómo (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		6		… a quién se debe presentar los informes.		N/A						0								0

		7		… cuándo se debe presentar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		8		La Unidad de M&E ha dado instrucciones claras y precisas sobre la forma cómo se debe llenar la información en los formularios/herramientas para presentación de informes.		N/A						0								0

		9		La Unidad de  M&E ha identificado los formularios/herramientas estándares que serán usados en todos lo niveles de reporte		N/A						0								0

		10		….Los formularios/herramientas estandar son usados en forma consistente por los establecimientos proveedores de servicios		N/A						0								0

		11		Todos los documentos fuente y formatos de reporte relevantes para la medición de indicador(es) están disponibles para fines de auditoría (incluyendo documentos impresos con fecha en el caso del sistema de cómputo).		N/A						0								0

		IV- Procesos para el Manejo de Información				N/A

		12		Todos los establecimientos proveedores de servicios reciben retroalimentación sistemática sobre la calidad de sus informes (p.ej. exactitud, integridad y oportunidad).		N/A						0								0

		13		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formularios de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A						0								0

		14		De ser aplicable, hay un procedimiento escrito para generar un "back up" cuando ésta se ingresa a una computadora.		N/A						0								0

		15		…en caso afirmativo, la fecha del más reciente "back-up" es correcta dada la frecuencia de la actualización del sistema computarizado (p.ej. los back-up de información se hacen semanal o mensualmente).		N/A						0								0

		16		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		17		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		18		El sistema de información permite la identificación y registro del  "retiro",  de una persona, o de una persona a la cual no se le ha hecho seguimiento, o una persona fallecida.		N/A						0								0

		19		Existe un procedimiento escrito para los casos de  informes  retrasados, incompletos, inexactos o faltantes, que incluye el seguimiento en los establecimientos proveedores de servicios sobre aspectos relacionados con la calidad de la información.		N/A						0								0

		20		Si se han descubierto discrepancias en los informes de los establecimientos proveedores de servicio, los niveles de agregación intermedia (p. ej., distritos o regiones) han documentado la forma como han sido resueltas esas inconsistencias.		N/A						0								0

		V - Vínculos con el Sistema Nacional de Información				N/A

		17		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		21		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		22		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)		N/A						0								0

		23		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Parte 3:   Recomendaciones para la Sede Distrital

				Sobre la base de los hallazgos en los sistemas de revisión y verificación realizados en la sede, sírvase describir cualquier desafío a la calidad de la información identificado y las medidas de fortalecimiento recomendadas, con un estimado del tiempo que sería requerido para que dicha medida de mejora sea implementada. Esto debe ser discutido con el Programa.

				Debilidades Identificadas		Descripción de la Acción										Responsable(s)		Periodo de Ejecución

		1

		2

		3

		4

		Parte 4: GRAFICOS: Sede Distrital
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(Sírvase detallar para cada rspuesta no codificada "Sí- totalmente".  
Las respuestas detalladas ayudarán a orientar las medidas de fortalecimiento)																																										5		N/A		V - Vínculos con el Sistema Nacional de Información

		Parte 1:   Verificaciones de Información																																																						-		Indicador 1

		A - Recuento de resultados reportados:																																																						-		Indicador 2

		Recontar los resultados de los reportes periódicos enviados desde los establecimientos proveedores de servicio al distrito y compararlos con el valor reportador el distrito. Explicar las discrepacias (si las hubiera).						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS																																								-		Indicador 3

		1		Reagregar las números de los informes recibidos de todos los establecimientos proveedores de servicio. ¿Cuál es el número re-agregado? [A]																																																				-		Indicador 4

		2		¿Qué resultado agregado estuvo contenido en el  resumen de informe  preparado por el distrito (y presentado al siguiente nivel de reporte)? [B]																																																				-		% Disponible

		3		Calcular el ratio de los números recontados a los números informados. [A/B]				-		-		-		-		`																																								-		%  Oportunos

		4		¿Cuáles son las razones para la discrepancia observada (de haber alguna) (p.ej. errores en la información ingresada, errores aritméticos, documentos fuente faltantes, otros)?												`																																								-		% Completos

		B - Desempeño en el reporte:

		Revisar la disponibilidd, integridad, y oportunidad de los informes recibidos de todas los establecimientos proveedores de servicios. ¿Cuántos informes se debió recibir de todas los establecimientos? ¿Cuántos hay en la sede distrital? ¿Fueron recibidos a tiempo? ¿Están completos?

		5		¿Cuántos informes deberían haber de todos los establecimientos proveedores de servicio? [A]

		6		¿Cuántos informes hay en la sede distrital? [B]

		7		Calcular el %  de informes disponibles [B/A]								-

		8		Verificar las fechas de recepción  de los informes. ¿Cuántos informes fueron recibidos  oportunamente ? (p.ej. Hasta la fecha límite). [C]

		9		Calcular el %  de informes recibidos a tiempo [C/A]								-

		10		¿Cuántos informes estaban completos?   (completo significa que el informe contenía toda la información de indicadores requerida*). [D]

		11		Calcular el  % de informes que estuvieron completos [D/A]								-

						0

		Parte 2.  Evaluación de Sistemas

		I - Estructura de M&E, Funciones y Capacidades

		1		Se ha designado personal responsable de revisar la calidad de la información (p.ej. si es exacta, completa y oportuna)  recibida de los niveles inferiores  (p.ej. establecimientos proveedores de servicios).		N/A						0								0

		2		Se ha designado personal responsable de revisar las cifras agregadas antes de ser presentadas al nivel siguiente (p.ej. a la Unidad Central de M&E ).		N/A						0								0

		3		Todo el personal involucrado ha recibido capacitación en los procesos y herramientas de manejo de información.		N/A						0								0

		II-  Definiciones de indicadores y lineamientos para el reporte				N/A

		La Unidad de M&E proporcionado lineamientos escritos a cada nivel que reporta información sobre:

		4		,,, lo qué se supone que deben informar.		N/A						0								0

		5		… cómo (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		6		… a quién se debe presentar los informes.		N/A						0								0

		7		… cuándo se debe presentar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		8		La Unidad de M&E ha dado instrucciones claras y precisas sobre la forma cómo se debe llenar la información en los formularios/herramientas para presentación de informes.		N/A						0								0

		9		La Unidad de  M&E ha identificado los formularios/herramientas estándares que serán usados en todos lo niveles de reporte		N/A						0								0

		10		….Los formularios/herramientas estandar son usados en forma consistente por los establecimientos proveedores de servicios		N/A						0								0

		11		Todos los documentos fuente y formatos de reporte relevantes para la medición de indicador(es) están disponibles para fines de auditoría (incluyendo documentos impresos con fecha en el caso del sistema de cómputo).		N/A						0								0

		IV- Procesos para el Manejo de Información				N/A

		12		Todos los establecimientos proveedores de servicios reciben retroalimentación sistemática sobre la calidad de sus informes (p.ej. exactitud, integridad y oportunidad).		N/A						0								0

		13		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formularios de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A						0								0

		14		De ser aplicable, hay un procedimiento escrito para generar un "back up" cuando ésta se ingresa a una computadora.		N/A						0								0

		15		…en caso afirmativo, la fecha del más reciente "back-up" es correcta dada la frecuencia de la actualización del sistema computarizado (p.ej. los back-up de información se hacen semanal o mensualmente).		N/A						0								0

		16		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		17		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		18		El sistema de información permite la identificación y registro del  "retiro",  de una persona, o de una persona a la cual no se le ha hecho seguimiento, o una persona fallecida.		N/A						0								0

		19		Existe un procedimiento escrito para los casos de  informes  retrasados, incompletos, inexactos o faltantes, que incluye el seguimiento en los establecimientos proveedores de servicios sobre aspectos relacionados con la calidad de la información.		N/A						0								0

		20		Si se han descubierto discrepancias en los informes de los establecimientos proveedores de servicio, los niveles de agregación intermedia (p. ej., distritos o regiones) han documentado la forma como han sido resueltas esas inconsistencias.		N/A						0								0

		V - Vínculos con el Sistema Nacional de Información				N/A

		17		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		21		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		22		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)		N/A						0								0

		23		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Parte 3:   Recomendaciones para la Sede Distrital

				Sobre la base de los hallazgos en los sistemas de revisión y verificación realizados en la sede, sírvase describir cualquier desafío a la calidad de la información identificado y las medidas de fortalecimiento recomendadas, con un estimado del tiempo que sería requerido para que dicha medida de mejora sea implementada. Esto debe ser discutido con el Programa.
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		Parte 1:   Verificaciones de Información																																																						-		Indicador 1

		A - Recuento de resultados reportados:																																																						-		Indicador 2

		Recontar los resultados de los reportes periódicos enviados desde los establecimientos proveedores de servicio al distrito y compararlos con el valor reportador el distrito. Explicar las discrepacias (si las hubiera).						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS																																								-		Indicador 3

		1		Reagregar las números de los informes recibidos de todos los establecimientos proveedores de servicio. ¿Cuál es el número re-agregado? [A]																																																				-		Indicador 4

		2		¿Qué resultado agregado estuvo contenido en el  resumen de informe  preparado por el distrito (y presentado al siguiente nivel de reporte)? [B]																																																				-		% Disponible

		3		Calcular el ratio de los números recontados a los números informados. [A/B]				-		-		-		-		`																																								-		%  Oportunos

		4		¿Cuáles son las razones para la discrepancia observada (de haber alguna) (p.ej. errores en la información ingresada, errores aritméticos, documentos fuente faltantes, otros)?												`																																								-		% Completos

		B - Desempeño en el reporte:

		Revisar la disponibilidd, integridad, y oportunidad de los informes recibidos de todas los establecimientos proveedores de servicios. ¿Cuántos informes se debió recibir de todas los establecimientos? ¿Cuántos hay en la sede distrital? ¿Fueron recibidos a tiempo? ¿Están completos?

		5		¿Cuántos informes deberían haber de todos los establecimientos proveedores de servicio? [A]

		6		¿Cuántos informes hay en la sede distrital? [B]

		7		Calcular el %  de informes disponibles [B/A]								-

		8		Verificar las fechas de recepción  de los informes. ¿Cuántos informes fueron recibidos  oportunamente ? (p.ej. Hasta la fecha límite). [C]

		9		Calcular el %  de informes recibidos a tiempo [C/A]								-

		10		¿Cuántos informes estaban completos?   (completo significa que el informe contenía toda la información de indicadores requerida*). [D]

		11		Calcular el  % de informes que estuvieron completos [D/A]								-

						0

		Parte 2.  Evaluación de Sistemas

		I - Estructura de M&E, Funciones y Capacidades

		1		Se ha designado personal responsable de revisar la calidad de la información (p.ej. si es exacta, completa y oportuna)  recibida de los niveles inferiores  (p.ej. establecimientos proveedores de servicios).		N/A						0								0

		2		Se ha designado personal responsable de revisar las cifras agregadas antes de ser presentadas al nivel siguiente (p.ej. a la Unidad Central de M&E ).		N/A						0								0

		3		Todo el personal involucrado ha recibido capacitación en los procesos y herramientas de manejo de información.		N/A						0								0

		II-  Definiciones de indicadores y lineamientos para el reporte				N/A

		La Unidad de M&E proporcionado lineamientos escritos a cada nivel que reporta información sobre:

		4		,,, lo qué se supone que deben informar.		N/A						0								0

		5		… cómo (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		6		… a quién se debe presentar los informes.		N/A						0								0

		7		… cuándo se debe presentar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		8		La Unidad de M&E ha dado instrucciones claras y precisas sobre la forma cómo se debe llenar la información en los formularios/herramientas para presentación de informes.		N/A						0								0

		9		La Unidad de  M&E ha identificado los formularios/herramientas estándares que serán usados en todos lo niveles de reporte		N/A						0								0

		10		….Los formularios/herramientas estandar son usados en forma consistente por los establecimientos proveedores de servicios		N/A						0								0

		11		Todos los documentos fuente y formatos de reporte relevantes para la medición de indicador(es) están disponibles para fines de auditoría (incluyendo documentos impresos con fecha en el caso del sistema de cómputo).		N/A						0								0

		IV- Procesos para el Manejo de Información				N/A

		12		Todos los establecimientos proveedores de servicios reciben retroalimentación sistemática sobre la calidad de sus informes (p.ej. exactitud, integridad y oportunidad).		N/A						0								0

		13		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formularios de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A						0								0

		14		De ser aplicable, hay un procedimiento escrito para generar un "back up" cuando ésta se ingresa a una computadora.		N/A						0								0

		15		…en caso afirmativo, la fecha del más reciente "back-up" es correcta dada la frecuencia de la actualización del sistema computarizado (p.ej. los back-up de información se hacen semanal o mensualmente).		N/A						0								0

		16		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		17		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		18		El sistema de información permite la identificación y registro del  "retiro",  de una persona, o de una persona a la cual no se le ha hecho seguimiento, o una persona fallecida.		N/A						0								0

		19		Existe un procedimiento escrito para los casos de  informes  retrasados, incompletos, inexactos o faltantes, que incluye el seguimiento en los establecimientos proveedores de servicios sobre aspectos relacionados con la calidad de la información.		N/A						0								0

		20		Si se han descubierto discrepancias en los informes de los establecimientos proveedores de servicio, los niveles de agregación intermedia (p. ej., distritos o regiones) han documentado la forma como han sido resueltas esas inconsistencias.		N/A						0								0

		V - Vínculos con el Sistema Nacional de Información				N/A

		17		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		21		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		22		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)		N/A						0								0

		23		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Parte 3:   Recomendaciones para la Sede Distrital

				Sobre la base de los hallazgos en los sistemas de revisión y verificación realizados en la sede, sírvase describir cualquier desafío a la calidad de la información identificado y las medidas de fortalecimiento recomendadas, con un estimado del tiempo que sería requerido para que dicha medida de mejora sea implementada. Esto debe ser discutido con el Programa.

				Debilidades Identificadas		Descripción de la Acción										Responsable(s)		Periodo de Ejecución

		1

		2

		3

		4

		Parte 4: GRAFICOS: Sede Distrital
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		Hoja de Verificación de Información  y Evaluación del Sistema - Sede Regional

		Sede Regional/Organización:						-						-																																								Evaluación de Manejo de Información  - Sede Distrital 1

		Región						-						-																																								1		N/A		I - Estructura de M&E, Funciones y Capacidades

		Indicador(es) Revisados:						-						-																																								2		N/A		II- Definiciones de Indicadores y Lineamientos de Reporte

		Fecha de la Revisión:						-						-																																								3		N/A		III - Recojo de Información y Formatos/Herramientas

		Período de Reporte Verificado:						-						-																																								4		N/A		IV- Procesos para el Manejo de Información

		Componente del Sistema M&E						Códigos de Respuesta: 
Sí - totalmente
Parcialmente
No - nada
N/A				COMENTARIOS DEL REVISOR 
(Sírvase proporcionar detalle de cada respuesta no codificada como "Sí-totalmente "- 
Las respuestas detalladas ayudarán a orientar las medidas de fortalecimiento. )																																										5		N/A		V - Vínculos con el Sistema Nacional de Información

		Parte 1:   Verificaciones de Información																																																						-		Indicador 1

		A - Recuento de resultados reportados:																																																						-		Indicador 2

		Recontar los resultados de los reportes periódicos enviados a la Sede Regional desde las Sedes Distritales y compárelos con los valores informados por la Sede Regional. Explique las discrepancias (si las hubiera).						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS																																								-		Indicador 3

		1		Reagregar los números de los informes recibidos desde todas las Sedes Distritales. ¿Cuál es el número agregado? [A]																																																				-		Indicador 4

		2		¿Qué resultado agregado estuvo contenido en el resumen de informe preparado por la Sede Regional (y enviado al siguiente nivel de informe)? [B]																																																				-		% Disponbles

		3		Calcular el ratio de los números recontados a los números informados. [A/B]				-		-		-		-		`																																								-		%  Oportunos

		4		¿Cuáles son las razones para la discrepancia observada (de haber alguna) (p.ej. errores en la información ingresada, errores aritméticos, documentos fuente faltantes, otros)?												`																																								-		% Completos

		B - Desempeño en el reporte:

		Revisar la disponibilidad, totalidad, y oportunidad de los informes de todas las Sedes Distritales. ¿Cuántos informes debieron recibirse de todas las Sedes Distritales? ¿Cuántos hay ahora?¿Fueron recibidos a tiempo? ¿Están completos?

		5		¿Cuantos informes debió recibirse de todos las Sedes Distritales? [A]

		6		¿Cuántos han sido recibidos? [B]

		7		Calcular el %  de informes disponibles [B/A]								-

		8		Verificar las fechas de recepción  de los informes. ¿Cuántos informes fueron recibidos  oportunamente ? (p.ej. Hasta la fecha límite). [C]

		9		Calcular el %  de informes recibidos a tiempo [C/A]								-

		10		¿Cuántos informes estaban completos?   (completo significa que el informe contenía toda la información de indicadores requerida*). [D]

		11		Calcular el  % de informes que estuvieron completos [D/A]								-

						0

		Parte 2.  Evaluación de sistemas

		I - Estructura de M&E, Funciones y Capacidades

		1		Se ha designado personal responsable de revisar la calidad de la información (p.ej. si es exacta, completa y oportuna)  recibida de los niveles inferiores  (p.ej. establecimientos proveedores de servicios).		N/A						0								0

		2		Se ha designado personal responsable de revisar las cifras agregadas antes de ser presentadas al nivel siguiente (p.ej. a la Unidad Central de M&E ).		N/A						0								0

		3		Todo el personal involucrado ha recibido capacitación en los procesos y herramientas de manejo de información.		N/A						0								0

		II-  Definiciones de indicadores y lineamientos para el reporte				N/A

		La Unidad de M&E proporcionado lineamientos escritos a cada nivel que reporta información sobre:

		4		,,, lo qué se supone que deben informar.		N/A						0								0

		5		… cómo (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		6		… a quién  se debe presentar los informes.		N/A						0								0

		7		… cuándo se debe presentar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		8		La Unidad de M&E ha dado instrucciones claras y precisas sobre la forma cómo se debe llenar la información en los formularios/herramientas para presentación de informes.		N/A						0								0

		9		La Unidad de  M&E ha identificado los formularios/herramientas estándares que serán usados en todos lo niveles de reporte		N/A						0								0

		10		….Los formularios/herramientas estandar son usados en forma consistente por los establecimientos proveedores de servicios		N/A						0								0

		11		Todos los documentos fuente y formatos de reporte relevantes para la medición de indicador(es) están disponibles para fines de auditoría (incluyendo documentos impresos con fecha en el caso del sistema de cómputo).		N/A						0								0

		IV- Procesos para el Manejo de Información				N/A

		12		Todos los establecimientos proveedores de servicios reciben retroalimentación sistemática sobre la calidad de sus informes (p.ej. exactitud, integridad y oportunidad).		N/A						0								0

		13		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formularios de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A						0								0

		14		De ser aplicable, hay un procedimiento escrito para generar un "back up" cuando ésta se ingresa a una computadora.		N/A						0								0

		15		…en caso afirmativo, la fecha del más reciente "back-up" es correcta dada la frecuencia de la actualización del sistema computarizado (p.ej. los back-up de información se hacen semanal o mensualmente).		N/A						0								0

		16		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		17		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		18		El sistema de información permite la identificación y registro del  "retiro",  de una persona, o de una persona a la cual no se le ha hecho seguimiento, o una persona fallecida.		N/A						0								0

		19		Existe un procedimiento escrito para los casos de  informes  retrasados, incompletos, inexactos o faltantes, que incluye el seguimiento en los establecimientos proveedores de servicios sobre aspectos relacionados con la calidad de la información.		N/A						0								0

		20		Si se han descubierto discrepancias en los informes de los establecimientos proveedores de servicio, los niveles de agregación intermedia (p. ej., distritos o regiones) han documentado la forma como han sido resueltas esas inconsistencias.		N/A						0								0

		V - Vínculos con el Sistema Nacional de Información				N/A

		17		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		21		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		22		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)		N/A						0								0

		23		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Part 3:   Recomendaciones para la Sede Regional

				Sobre la base de los hallazgos en los sistemas de revisión y verificación realizados en la sede, sírvase describir cualquier desafío a la calidad de la información identificado y las medidas de fortalecimiento recomendadas, con un estimado del tiempo que sería requerido para que dicha medida de mejora sea implementada. Esto debe ser discutido con el Programa.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)		Periodo de Ejecución

		1

		2

		3

		4

		Part 4:  GRAFICOS:  Sede Regional
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Desempeño de Reporte - Sede Regional



		Hoja de Verificación de Información  y Evaluación del Sistema - Sede Regional

		Sede Regional/Organización:						-						-																																								Evaluación de Manejo de Información  - Sede Distrital 1

		Región						-						-																																								1		N/A		I - Estructura de M&E, Funciones y Capacidades

		Indicador(es) Revisados:						-						-																																								2		N/A		II- Definiciones de Indicadores y Lineamientos de Reporte

		Fecha de la Revisión:						-						-																																								3		N/A		III - Recojo de Información y Formatos/Herramientas

		Período de Reporte Verificado:						-						-																																								4		N/A		IV- Procesos para el Manejo de Información

		Componente del Sistema M&E						Códigos de Respuesta: 
Sí - totalmente
Parcialmente
No - nada
N/A				COMENTARIOS DEL REVISOR 
(Sírvase proporcionar detalle de cada respuesta no codificada como "Sí-totalmente "- 
Las respuestas detalladas ayudarán a orientar las medidas de fortalecimiento. )																																										5		N/A		V - Vínculos con el Sistema Nacional de Información

		Parte 1:   Verificaciones de Información																																																						-		Indicador 1

		A - Recuento de resultados reportados:																																																						-		Indicador 2

		Recontar los resultados de los reportes periódicos enviados a la Sede Regional desde las Sedes Distritales y compárelos con los valores informados por la Sede Regional. Explique las discrepancias (si las hubiera).						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS																																								-		Indicador 3

		1		Reagregar los números de los informes recibidos desde todas las Sedes Distritales. ¿Cuál es el número agregado? [A]																																																				-		Indicador 4

		2		¿Qué resultado agregado estuvo contenido en el resumen de informe preparado por la Sede Regional (y enviado al siguiente nivel de informe)? [B]																																																				-		% Disponbles

		3		Calcular el ratio de los números recontados a los números informados. [A/B]				-		-		-		-		`																																								-		%  Oportunos

		4		¿Cuáles son las razones para la discrepancia observada (de haber alguna) (p.ej. errores en la información ingresada, errores aritméticos, documentos fuente faltantes, otros)?												`																																								-		% Completos

		B - Desempeño en el reporte:

		Revisar la disponibilidad, totalidad, y oportunidad de los informes de todas las Sedes Distritales. ¿Cuántos informes debieron recibirse de todas las Sedes Distritales? ¿Cuántos hay ahora?¿Fueron recibidos a tiempo? ¿Están completos?

		5		¿Cuantos informes debió recibirse de todos las Sedes Distritales? [A]

		6		¿Cuántos han sido recibidos? [B]

		7		Calcular el %  de informes disponibles [B/A]								-

		8		Verificar las fechas de recepción  de los informes. ¿Cuántos informes fueron recibidos  oportunamente ? (p.ej. Hasta la fecha límite). [C]

		9		Calcular el %  de informes recibidos a tiempo [C/A]								-

		10		¿Cuántos informes estaban completos?   (completo significa que el informe contenía toda la información de indicadores requerida*). [D]

		11		Calcular el  % de informes que estuvieron completos [D/A]								-

						0

		Parte 2.  Evaluación de sistemas

		I - Estructura de M&E, Funciones y Capacidades

		1		Se ha designado personal responsable de revisar la calidad de la información (p.ej. si es exacta, completa y oportuna)  recibida de los niveles inferiores  (p.ej. establecimientos proveedores de servicios).		N/A						0								0

		2		Se ha designado personal responsable de revisar las cifras agregadas antes de ser presentadas al nivel siguiente (p.ej. a la Unidad Central de M&E ).		N/A						0								0

		3		Todo el personal involucrado ha recibido capacitación en los procesos y herramientas de manejo de información.		N/A						0								0

		II-  Definiciones de indicadores y lineamientos para el reporte				N/A

		La Unidad de M&E proporcionado lineamientos escritos a cada nivel que reporta información sobre:

		4		,,, lo qué se supone que deben informar.		N/A						0								0

		5		… cómo (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		6		… a quién  se debe presentar los informes.		N/A						0								0

		7		… cuándo se debe presentar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		8		La Unidad de M&E ha dado instrucciones claras y precisas sobre la forma cómo se debe llenar la información en los formularios/herramientas para presentación de informes.		N/A						0								0

		9		La Unidad de  M&E ha identificado los formularios/herramientas estándares que serán usados en todos lo niveles de reporte		N/A						0								0

		10		….Los formularios/herramientas estandar son usados en forma consistente por los establecimientos proveedores de servicios		N/A						0								0

		11		Todos los documentos fuente y formatos de reporte relevantes para la medición de indicador(es) están disponibles para fines de auditoría (incluyendo documentos impresos con fecha en el caso del sistema de cómputo).		N/A						0								0

		IV- Procesos para el Manejo de Información				N/A

		12		Todos los establecimientos proveedores de servicios reciben retroalimentación sistemática sobre la calidad de sus informes (p.ej. exactitud, integridad y oportunidad).		N/A						0								0

		13		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formularios de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A						0								0

		14		De ser aplicable, hay un procedimiento escrito para generar un "back up" cuando ésta se ingresa a una computadora.		N/A						0								0

		15		…en caso afirmativo, la fecha del más reciente "back-up" es correcta dada la frecuencia de la actualización del sistema computarizado (p.ej. los back-up de información se hacen semanal o mensualmente).		N/A						0								0

		16		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		17		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		18		El sistema de información permite la identificación y registro del  "retiro",  de una persona, o de una persona a la cual no se le ha hecho seguimiento, o una persona fallecida.		N/A						0								0

		19		Existe un procedimiento escrito para los casos de  informes  retrasados, incompletos, inexactos o faltantes, que incluye el seguimiento en los establecimientos proveedores de servicios sobre aspectos relacionados con la calidad de la información.		N/A						0								0

		20		Si se han descubierto discrepancias en los informes de los establecimientos proveedores de servicio, los niveles de agregación intermedia (p. ej., distritos o regiones) han documentado la forma como han sido resueltas esas inconsistencias.		N/A						0								0

		V - Vínculos con el Sistema Nacional de Información				N/A

		17		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		21		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		22		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)		N/A						0								0

		23		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Part 3:   Recomendaciones para la Sede Regional

				Sobre la base de los hallazgos en los sistemas de revisión y verificación realizados en la sede, sírvase describir cualquier desafío a la calidad de la información identificado y las medidas de fortalecimiento recomendadas, con un estimado del tiempo que sería requerido para que dicha medida de mejora sea implementada. Esto debe ser discutido con el Programa.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)		Periodo de Ejecución
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		Part 4:  GRAFICOS:  Sede Regional
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		Hoja de Verificación de Información  y Evaluación del Sistema - Sede Regional

		Sede Regional/Organización:						-						-																																								Evaluación de Manejo de Información  - Sede Distrital 1

		Región						-						-																																								1		N/A		I - Estructura de M&E, Funciones y Capacidades

		Indicador(es) Revisados:						-						-																																								2		N/A		II- Definiciones de Indicadores y Lineamientos de Reporte

		Fecha de la Revisión:						-						-																																								3		N/A		III - Recojo de Información y Formatos/Herramientas

		Período de Reporte Verificado:						-						-																																								4		N/A		IV- Procesos para el Manejo de Información

		Componente del Sistema M&E						Códigos de Respuesta: 
Sí - totalmente
Parcialmente
No - nada
N/A				COMENTARIOS DEL REVISOR 
(Sírvase proporcionar detalle de cada respuesta no codificada como "Sí-totalmente "- 
Las respuestas detalladas ayudarán a orientar las medidas de fortalecimiento. )																																										5		N/A		V - Vínculos con el Sistema Nacional de Información

		Parte 1:   Verificaciones de Información																																																						-		Indicador 1

		A - Recuento de resultados reportados:																																																						-		Indicador 2

		Recontar los resultados de los reportes periódicos enviados a la Sede Regional desde las Sedes Distritales y compárelos con los valores informados por la Sede Regional. Explique las discrepancias (si las hubiera).						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS																																								-		Indicador 3

		1		Reagregar los números de los informes recibidos desde todas las Sedes Distritales. ¿Cuál es el número agregado? [A]																																																				-		Indicador 4

		2		¿Qué resultado agregado estuvo contenido en el resumen de informe preparado por la Sede Regional (y enviado al siguiente nivel de informe)? [B]																																																				-		% Disponbles

		3		Calcular el ratio de los números recontados a los números informados. [A/B]				-		-		-		-		`																																								-		%  Oportunos

		4		¿Cuáles son las razones para la discrepancia observada (de haber alguna) (p.ej. errores en la información ingresada, errores aritméticos, documentos fuente faltantes, otros)?												`																																								-		% Completos

		B - Desempeño en el reporte:

		Revisar la disponibilidad, totalidad, y oportunidad de los informes de todas las Sedes Distritales. ¿Cuántos informes debieron recibirse de todas las Sedes Distritales? ¿Cuántos hay ahora?¿Fueron recibidos a tiempo? ¿Están completos?

		5		¿Cuantos informes debió recibirse de todos las Sedes Distritales? [A]

		6		¿Cuántos han sido recibidos? [B]

		7		Calcular el %  de informes disponibles [B/A]								-

		8		Verificar las fechas de recepción  de los informes. ¿Cuántos informes fueron recibidos  oportunamente ? (p.ej. Hasta la fecha límite). [C]

		9		Calcular el %  de informes recibidos a tiempo [C/A]								-

		10		¿Cuántos informes estaban completos?   (completo significa que el informe contenía toda la información de indicadores requerida*). [D]

		11		Calcular el  % de informes que estuvieron completos [D/A]								-

						0

		Parte 2.  Evaluación de sistemas

		I - Estructura de M&E, Funciones y Capacidades

		1		Se ha designado personal responsable de revisar la calidad de la información (p.ej. si es exacta, completa y oportuna)  recibida de los niveles inferiores  (p.ej. establecimientos proveedores de servicios).		N/A						0								0

		2		Se ha designado personal responsable de revisar las cifras agregadas antes de ser presentadas al nivel siguiente (p.ej. a la Unidad Central de M&E ).		N/A						0								0

		3		Todo el personal involucrado ha recibido capacitación en los procesos y herramientas de manejo de información.		N/A						0								0

		II-  Definiciones de indicadores y lineamientos para el reporte				N/A

		La Unidad de M&E proporcionado lineamientos escritos a cada nivel que reporta información sobre:

		4		,,, lo qué se supone que deben informar.		N/A						0								0

		5		… cómo (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		6		… a quién  se debe presentar los informes.		N/A						0								0

		7		… cuándo se debe presentar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		8		La Unidad de M&E ha dado instrucciones claras y precisas sobre la forma cómo se debe llenar la información en los formularios/herramientas para presentación de informes.		N/A						0								0

		9		La Unidad de  M&E ha identificado los formularios/herramientas estándares que serán usados en todos lo niveles de reporte		N/A						0								0

		10		….Los formularios/herramientas estandar son usados en forma consistente por los establecimientos proveedores de servicios		N/A						0								0

		11		Todos los documentos fuente y formatos de reporte relevantes para la medición de indicador(es) están disponibles para fines de auditoría (incluyendo documentos impresos con fecha en el caso del sistema de cómputo).		N/A						0								0

		IV- Procesos para el Manejo de Información				N/A

		12		Todos los establecimientos proveedores de servicios reciben retroalimentación sistemática sobre la calidad de sus informes (p.ej. exactitud, integridad y oportunidad).		N/A						0								0

		13		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formularios de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A						0								0

		14		De ser aplicable, hay un procedimiento escrito para generar un "back up" cuando ésta se ingresa a una computadora.		N/A						0								0

		15		…en caso afirmativo, la fecha del más reciente "back-up" es correcta dada la frecuencia de la actualización del sistema computarizado (p.ej. los back-up de información se hacen semanal o mensualmente).		N/A						0								0

		16		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		17		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		18		El sistema de información permite la identificación y registro del  "retiro",  de una persona, o de una persona a la cual no se le ha hecho seguimiento, o una persona fallecida.		N/A						0								0

		19		Existe un procedimiento escrito para los casos de  informes  retrasados, incompletos, inexactos o faltantes, que incluye el seguimiento en los establecimientos proveedores de servicios sobre aspectos relacionados con la calidad de la información.		N/A						0								0

		20		Si se han descubierto discrepancias en los informes de los establecimientos proveedores de servicio, los niveles de agregación intermedia (p. ej., distritos o regiones) han documentado la forma como han sido resueltas esas inconsistencias.		N/A						0								0

		V - Vínculos con el Sistema Nacional de Información				N/A

		17		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		21		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		22		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)		N/A						0								0

		23		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Part 3:   Recomendaciones para la Sede Regional

				Sobre la base de los hallazgos en los sistemas de revisión y verificación realizados en la sede, sírvase describir cualquier desafío a la calidad de la información identificado y las medidas de fortalecimiento recomendadas, con un estimado del tiempo que sería requerido para que dicha medida de mejora sea implementada. Esto debe ser discutido con el Programa.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)		Periodo de Ejecución

		1

		2

		3

		4

		Part 4:  GRAFICOS:  Sede Regional
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		Sede Regional/Organización:						-						-																																								Evaluación de Manejo de Información  - Sede Distrital 1

		Región						-						-																																								1		N/A		I - Estructura de M&E, Funciones y Capacidades

		Indicador(es) Revisados:						-						-																																								2		N/A		II- Definiciones de Indicadores y Lineamientos de Reporte

		Fecha de la Revisión:						-						-																																								3		N/A		III - Recojo de Información y Formatos/Herramientas

		Período de Reporte Verificado:						-						-																																								4		N/A		IV- Procesos para el Manejo de Información

		Componente del Sistema M&E						Códigos de Respuesta: 
Sí - totalmente
Parcialmente
No - nada
N/A				COMENTARIOS DEL REVISOR 
(Sírvase proporcionar detalle de cada respuesta no codificada como "Sí-totalmente "- 
Las respuestas detalladas ayudarán a orientar las medidas de fortalecimiento. )																																										5		N/A		V - Vínculos con el Sistema Nacional de Información

		Parte 1:   Verificaciones de Información																																																						-		Indicador 1

		A - Recuento de resultados reportados:																																																						-		Indicador 2

		Recontar los resultados de los reportes periódicos enviados a la Sede Regional desde las Sedes Distritales y compárelos con los valores informados por la Sede Regional. Explique las discrepancias (si las hubiera).						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS																																								-		Indicador 3

		1		Reagregar los números de los informes recibidos desde todas las Sedes Distritales. ¿Cuál es el número agregado? [A]																																																				-		Indicador 4

		2		¿Qué resultado agregado estuvo contenido en el resumen de informe preparado por la Sede Regional (y enviado al siguiente nivel de informe)? [B]																																																				-		% Disponbles

		3		Calcular el ratio de los números recontados a los números informados. [A/B]				-		-		-		-		`																																								-		%  Oportunos

		4		¿Cuáles son las razones para la discrepancia observada (de haber alguna) (p.ej. errores en la información ingresada, errores aritméticos, documentos fuente faltantes, otros)?												`																																								-		% Completos

		B - Desempeño en el reporte:

		Revisar la disponibilidad, totalidad, y oportunidad de los informes de todas las Sedes Distritales. ¿Cuántos informes debieron recibirse de todas las Sedes Distritales? ¿Cuántos hay ahora?¿Fueron recibidos a tiempo? ¿Están completos?

		5		¿Cuantos informes debió recibirse de todos las Sedes Distritales? [A]

		6		¿Cuántos han sido recibidos? [B]

		7		Calcular el %  de informes disponibles [B/A]								-

		8		Verificar las fechas de recepción  de los informes. ¿Cuántos informes fueron recibidos  oportunamente ? (p.ej. Hasta la fecha límite). [C]

		9		Calcular el %  de informes recibidos a tiempo [C/A]								-

		10		¿Cuántos informes estaban completos?   (completo significa que el informe contenía toda la información de indicadores requerida*). [D]

		11		Calcular el  % de informes que estuvieron completos [D/A]								-

						0

		Parte 2.  Evaluación de sistemas

		I - Estructura de M&E, Funciones y Capacidades

		1		Se ha designado personal responsable de revisar la calidad de la información (p.ej. si es exacta, completa y oportuna)  recibida de los niveles inferiores  (p.ej. establecimientos proveedores de servicios).		N/A						0								0

		2		Se ha designado personal responsable de revisar las cifras agregadas antes de ser presentadas al nivel siguiente (p.ej. a la Unidad Central de M&E ).		N/A						0								0

		3		Todo el personal involucrado ha recibido capacitación en los procesos y herramientas de manejo de información.		N/A						0								0

		II-  Definiciones de indicadores y lineamientos para el reporte				N/A

		La Unidad de M&E proporcionado lineamientos escritos a cada nivel que reporta información sobre:

		4		,,, lo qué se supone que deben informar.		N/A						0								0

		5		… cómo (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		6		… a quién  se debe presentar los informes.		N/A						0								0

		7		… cuándo se debe presentar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		8		La Unidad de M&E ha dado instrucciones claras y precisas sobre la forma cómo se debe llenar la información en los formularios/herramientas para presentación de informes.		N/A						0								0

		9		La Unidad de  M&E ha identificado los formularios/herramientas estándares que serán usados en todos lo niveles de reporte		N/A						0								0

		10		….Los formularios/herramientas estandar son usados en forma consistente por los establecimientos proveedores de servicios		N/A						0								0

		11		Todos los documentos fuente y formatos de reporte relevantes para la medición de indicador(es) están disponibles para fines de auditoría (incluyendo documentos impresos con fecha en el caso del sistema de cómputo).		N/A						0								0

		IV- Procesos para el Manejo de Información				N/A

		12		Todos los establecimientos proveedores de servicios reciben retroalimentación sistemática sobre la calidad de sus informes (p.ej. exactitud, integridad y oportunidad).		N/A						0								0

		13		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formularios de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A						0								0

		14		De ser aplicable, hay un procedimiento escrito para generar un "back up" cuando ésta se ingresa a una computadora.		N/A						0								0

		15		…en caso afirmativo, la fecha del más reciente "back-up" es correcta dada la frecuencia de la actualización del sistema computarizado (p.ej. los back-up de información se hacen semanal o mensualmente).		N/A						0								0

		16		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		17		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		18		El sistema de información permite la identificación y registro del  "retiro",  de una persona, o de una persona a la cual no se le ha hecho seguimiento, o una persona fallecida.		N/A						0								0

		19		Existe un procedimiento escrito para los casos de  informes  retrasados, incompletos, inexactos o faltantes, que incluye el seguimiento en los establecimientos proveedores de servicios sobre aspectos relacionados con la calidad de la información.		N/A						0								0

		20		Si se han descubierto discrepancias en los informes de los establecimientos proveedores de servicio, los niveles de agregación intermedia (p. ej., distritos o regiones) han documentado la forma como han sido resueltas esas inconsistencias.		N/A						0								0

		V - Vínculos con el Sistema Nacional de Información				N/A

		17		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		21		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		22		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)		N/A						0								0

		23		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Part 3:   Recomendaciones para la Sede Regional

				Sobre la base de los hallazgos en los sistemas de revisión y verificación realizados en la sede, sírvase describir cualquier desafío a la calidad de la información identificado y las medidas de fortalecimiento recomendadas, con un estimado del tiempo que sería requerido para que dicha medida de mejora sea implementada. Esto debe ser discutido con el Programa.
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Definiciones de Indicadores y Lineamientos de Reporte

Recojo y Reporte de Información y Formatos/Herramientas

Procesos para el Manejo de Información

Vínculos con el Sistema Nacional de Información

Resultados de la Evaluación del Sistema por Sedes Regionales
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0
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0

0

0

0

0
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0

0
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Indicator 1

Indicator 2

Indicator 3

Indicator 4

Verificaciones de Información - Factores de Verificación por Sedes Regionales
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0

0

0

0

0

0

0

0

0

0
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0

0

0
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		Disponibilidad

		Oportunidad

		Completo



Evaluación del Reporte

Desempeño del Reporte - 
Promedio de Nivel Regional

0

0

0



		-		-		-

		-		-		-

		-		-		-

		-		-		-



Disponibilidad

Oportunidad

Completo

Desempeño del Reporte por Sedes Regionales

0

0

0

0

0

0

0

0

0

0

0

0



		Hoja de Verificación de Información y Evaluación de Sistema - Unidad de M&E a Nivel Nacional

		Unidad/Organización  Nacional de M&E:						-						-

		Indicador(es) Revisado(s):						-						-

		Fecha de Revisión:						-						-

		Periodo de Informe Verificado:						-						-

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí- totalmente Parcialmente
No - ninguno
N/A				COMENTARIOS DEL REVISOR
(Sírvase detallar cada respuesta no codificada "Sí-totalmente".  
Las respuestas detalladas pueden orientar  las medidas de fortalecimiento. )

																																																						Evaluación del Manejo de Datos - Unidad M&E																								yes -completely		partly		no, not at all		N/A

		Parte 1:   Verificaciones de Información																																																				1		N/A		I - Estructura de M&E, Funciones y Capacidades																		accuracy		0		0		0		0

		A - Recuento de los resultados reportados:																																																				2		N/A		II- Definiciones de Indicadores y Lineamientos de Reporte																		reliability		0		0		0		0

		Recontar los resultados de los reportes periódicos enviados a la Unidad de M&E desde las Sedes Regionales y compárelos con los valores informados por la Unidad de M&E. Explique las discrepancias (si las hubiera).						Indicador 1		Indicador 2		Indicador 3		Indicador 4		COMENTARIOS																																						3		N/A		III - Recojo de Información y Formatos/Herramientas																		timeliness		0		0		0		0

		1		Re-agregar los números de los informes recibidos de todos las Sedes Regionales. ¿Cuál es el número reagregado?  [A]																																																		4		N/A		IV- Procesos para el Manejo de Información																		completeness		0		0		0		0

		2		¿Cuál es el resultado agregado contenido en el resumen de informe preparado por la Unidad de M&E? [B]																																																		5		N/A		V - Vínculos con el Sistema Nacional de Información																		precision		0		0		0		0

		3		Calcular el ratio de los números recontados e informados. [A/B]				-		-		-		-																																																														confidentiality		0		0		0		0

		4		¿Cuáles son las razones para la discrepancia observada (de haber alguna) (p.ej. errores de ingreso de información, errores aritméticos, documentos de origen faltantes, otros)?																																																																								integrity		0		0		0		0

		B - Desempeño en el reporte:

		Revisar la disponibilidad, totalidad, y oportunidad de los informes de todas las Sedes Regionales. ¿Cuántos informes debieron recibirse de todas las Sedes Regionales? ¿Cuántos hay ahora?¿Fueron recibidos a tiempo? ¿Están completos?

		5		¿Cuántos informes deberían haberse recibido de todas las Sedes Regionales? [A]																																																		Verificación de Datos - Unidad M&E

		6		¿Cuántos han sido recibidos? [B]																																																		1		-		% Disponibles

		7		Calcular el %  de informes disponibles [B/A]								-																																										2		-		% Oportunos

		8		Verificar las fechas de recepción  de los informes. ¿Cuántos informes fueron recibidos  oportunamente ? (p.ej. Hasta la fecha límite). [C]																																																		3		-		% Completos

		9		Calcular el %  de informes recibidos a tiempo [C/A]								-																																										1		-		Indicador 1

		10		¿Cuántos informes estaban completos?   (completo significa que el informe contenía toda la información de indicadores requerida*). [D]																																																		2		-		Indicador 2

		11		Calcular el  % de informes que estuvieron completos [D/A]								-																																										3		-		Indicador 3

																																																						4		-		Indicador 4

		Parte 2.  Sistema de Evaluación

		I - Estructura de M&E, Funciones y Capacidades

		1		Hay una estructura/cuadro organizacional documentada que identifica claramente los puestos que tienen responsibilidades de manejo de información en la Unidad de M&E  (para especificar qué unidad: p.ej. Ministerio de Salud, Programa Nacional de VIH, Fondo Mundial, etc.)		N/A						0								0

		2		Todos los puestos que se dedican a los sistemas  de M&E y al manejo de información han sido llenados.		N/A						0								0

		3		Un empleado de nivel "senior" (p.ej. Gerente de Programa) es responsable de la revision de los números agregados antes de la presentación de informes de la Unidad de M&E.		N/A						0								0

		4		Existe personal asignado a la revisión de la calidad de la información (i.e. exactitud, integridad, oportunidad y confidencialidad ) recibida de los niveles de inferiores que la reportan (p.ej. regiones, distritos, establecimientos proveedores de servicios).		N/A						0								0

		5		Existe un plan de capacitación que incluye al personal dedicado a recoger información y reportarla en todos los niveles del proceso de reporte de información.		N/A						0								0

		6		Todo el personal involucrado ha sido capacitado en procesos y herramientas de manejo de información.		N/A						0								0

		II-  Definiciones de indicadores y lineamientos para el reporte				N/A

		7		La Unidad de M&E ha documentado y compartido la definición del(os) indicador(es) con los niveles correspondientes del sistema de reporte (p.ej., regiones, distritos, puntos de servicio).		N/A						0								0

		8		Existe una descripción de los servicios relacionados a cada uno de los indicadores medidos por el Programa/proyecto.		N/A						0								0

		9		Existe una política escrita que establece por cuanto tiempo deben ser retenidos los documentos fuente y los formatos de información.		N/A						0								0

		10		La Unidad de M&E ha proporcionado lineamientos escritos a todas las instancias que reportan informacion  (p.ej. regiones, distritos, establecimientos proveedores de servicios) con respecto a los requerimientos y fechas limites para la presentacion de los informes.		N/A						0								0

		La Unidad de M&E ha proporcionado lineamientos escritos a cada nivel que reporta información sobre …				N/A						0

		11		,,, lo qué se supone que deben informar.		N/A						0								0

		12		… cómo (p.ej. en qué formato específico) deben presentarse los informes.		N/A						0								0

		13		… a quién  se debe presentar los informes.		N/A						0								0

		14		… cuándo se debe presentar los informes.		N/A						0								0

		III- Formatos/Herramientas para recoger información y presentar los informes				N/A

		15		Si múltiples organizaciones están implementando actividades bajo el programa/proyecto, todos usan los mismos formatos de informes y reportan de acuerdo a los mismos lineamientos y plazos de tiempo.		N/A						0								0

		16		La Unidad de M&E ha identificado un documento fuente estandar (p. ej. registro médico, formulario de cliente, etc.) para ser usado por todos losestablecimientos proveedores de servicios para registrar la provisión del servicio.		N/A						0								0

		17		La Unidad de M&E  ha identificado los formatos/herramientas estándar para ser usados en todos los niveles de reporte de información.		N/A						0								0

		18		….Los formatos/herramientas estándares son usados en forma consistente en los establecimientos proveedores de servicios.		N/A						0								0

		19		La Unidad de M&E ha dado instrucciones claras y precisas sobre la forma cómo se debe llenar la información en los formatos/herramientas para presentación de informes.		N/A						0								0

		20		La información recogida a través del sistema M&E es suficientemente precisa para medir el/los indicador/es (p.ej. La información debe ser recogida de acuerdo al género, edad, etc. si es que el indicador específica desagregación por esas características).		N/A						0								0

		21		Todos los documentos fuente y los formatos de información para medir los indicadores están disponibles para fines de auditoría (incluyendo material impreso en el caso de sistemas de cómputo).		N/A						0								0

		IV- Procesos de manejo de información				N/A

		22		La Unidad de M&E ha documentado en forma clara la agregación de  información , los pasos de análisis y/o manejo desarrollados en cada nivel del sistema de reporte		N/A						0								0

		23		La retroalimentación se proporciona en todos los niveles del sistema de reporte sobre la calidad de su información (p.ej. Información exacta, total y oportuna).		N/A						0								0

		24		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formatos de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)		N/A						0								0

		25		De ser aplicable, existe un procedimiento escrito para el ingreso o procesamiento de la información en el sistema de cómputo.		N/A						0								0

		26		…en caso afirmativo, la fecha más reciente de la verificación es apropiada según la frecuencia de la actualización del sistema de cómputo (p.ej.las verificaciones son semanales o mensuales).		N/A						0								0

		27		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad		N/A						0								0

		28		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).		N/A						0								0

		29		El sistema de información permite la identificación y registro del  "retiro",  de una persona, o de una persona a la cual no se le ha hecho seguimiento, o una persona fallecida.		N/A						0								0

		30		Existe un procedimiento escrito para los casos de  informes  retrasados, incompletos, inexactos o faltantes, que incluye el seguimiento en los establecimientos proveedores de servicios sobre aspectos relacionados con la calidad de la información.		N/A						0								0

		31		Si se han descubierto discrepancias en los informes de los establecimientos proveedores de servicio, los niveles de agregación intermedia (p. ej., distritos o regiones) han documentado la forma como han sido resueltas esas inconsistencias.		N/A						0								0

		32		La Unidad de  M&E puede demostrar que las  visitas  regulares de supervisión a las sedes se han llevado a cabo y que la calidad de la información ha sido revisada.		N/A						0								0

		V- Vínculos con el Sistema Nacional de Información				N/A

		33		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.		N/A						0								0

		34		Cuando están disponibles, los formatos/herramientas de validez nacional son utilizados para reunir información y preparar los reportes.		N/A						0								0

		35		Los plazos para los reportes están en relación con los plazos establecidos por el Programa Nacional (p.ej. fechas de cierre para los informes mensuales).		N/A						0								0

		36		Los establecimientos proveedors de servicios son identificados haciendo uso de los códigos de identificación de acuerdo al sistema nacional		N/A						0								0																																		Evaluación del Sistema

		37		El sistema registra información sobre el lugar  donde se provee el servicio (i.e. región, distrito, pabellón, etc.)		N/A						0								0

		38		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados		N/A						0								0

						N/A

		Parte 3:   Recomendaciones para la Unidad de M&E

				Sobre la base de los hallazgos en los sistemas de revisión y verificación realizados en la sede, sírvase describir cualquier desafío a la calidad de la información identificado y las medidas de fortalecimiento recomendadas, con un estimado del tiempo que sería requerido para que dicha medida de mejora sea implementada. Esto debe ser discutido con el Programa.

				Debilidades Identificadas				Descripción de la Acción								Responsable(s)		Periodo de Ejecución

		1

		2

		3

		4

		Part 4:  GRAFICOS:  Nivel Nacional - Unidad de M&E
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Evaluación del Manejo de Datos - Unidad M&E

Evaluación del Manejo de Información - 
Nivel Nacional - Unidad de M&E



		



Verificación de Datos - Unidad M&E

Datos y Verificaciones - 
Nivel Nacional - Unidad de M&E



		



Verificación de Datos - Unidad M&E

Desempeño del Reporte - 
Nivel Nacional - Unidad de M&E



		CUADRO RESUMEN
Evaluación  del Manejo de Información
y de los Sistemas de Reporte								I		II		III		IV		V		Promedio
(por sede)				Clave de Código de Color

										Estructura de M&E, Funciones y Capacidades		Definiciones de Indicadores y Lineamientos de Reporte		Recojo de Información y Formatos/Herramientas		Procesos para el Manejo de Información		Vínculos con el Sistema Nacional de Información						verde		2.5 - 3.0		Sí, totalmente

		Unidad de M&E																						amarillo		1.5 - 2.5		Parcialmente

		-		-						N/A		N/A		N/A		N/A		N/A		N/A				rojo		< 1.5		No - niguno

		Nivel Regional

		1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2		-						N/A		N/A		N/A		N/A		N/A		N/A

		3		-						N/A		N/A		N/A		N/A		N/A		N/A

		4		-						N/A		N/A		N/A		N/A		N/A		N/A

		Sedes de Nivel Intermedio de Agregación

		1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2		-						N/A		N/A		N/A		N/A		N/A		N/A

		3		-						N/A		N/A		N/A		N/A		N/A		N/A

		4		-						N/A		N/A		N/A		N/A		N/A		N/A

		5		-						N/A		N/A		N/A		N/A		N/A		N/A

		6		-						N/A		N/A		N/A		N/A		N/A		N/A

		7		-						N/A		N/A		N/A		N/A		N/A		N/A

		8		-						N/A		N/A		N/A		N/A		N/A		N/A

		Establecimientos Proveedores de Servicios

		1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2		-						N/A		N/A		N/A		N/A		N/A		N/A

		3		-						N/A		N/A		N/A		N/A		N/A		N/A

		4		-						N/A		N/A		N/A		N/A		N/A		N/A

		5		-						N/A		N/A		N/A		N/A		N/A		N/A

		6		-						N/A		N/A		N/A		N/A		N/A		N/A

		7		-						N/A		N/A		N/A		N/A		N/A		N/A

		8		-						N/A		N/A		N/A		N/A		N/A		N/A

		9		-						N/A		N/A		N/A		N/A		N/A		N/A

		10		-						N/A		N/A		N/A		N/A		N/A		N/A

		11		-						N/A		N/A		N/A		N/A		N/A		N/A

		12		-						N/A		N/A		N/A		N/A		N/A		N/A

		13		-						N/A		N/A		N/A		N/A		N/A		N/A

		14		-						N/A		N/A		N/A		N/A		N/A		N/A

		15		-						N/A		N/A		N/A		N/A		N/A		N/A

		16		-						N/A		N/A		N/A		N/A		N/A		N/A

		17		-						N/A		N/A		N/A		N/A		N/A		N/A

		18		-						N/A		N/A		N/A		N/A		N/A		N/A

		19		-						N/A		N/A		N/A		N/A		N/A		N/A

		20		-						N/A		N/A		N/A		N/A		N/A		N/A

		21		-						N/A		N/A		N/A		N/A		N/A		N/A

		22		-						N/A		N/A		N/A		N/A		N/A		N/A

		23		-						N/A		N/A		N/A		N/A		N/A		N/A

		24		-						N/A		N/A		N/A		N/A		N/A		N/A

		Promedio (por área funcional)								N/A		N/A		N/A		N/A		N/A		N/A
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		GRAFICOS GLOBALES
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		Estructura M&E Estructura, Funciones y Capacidad
 Functions and 
Capabilities

		Definiciones de Indicadores y Lineamientos de Reporte

		Recojo y Reporte de Información y Formatos/Herramientas

		Procesos para el Manejo de Información

		Vínculos con el Sistema Nacional de Información



-

Evaluación del Manejo de Información - 
Promedio Global

0

0

0

0

0



		Indicator 1

		Indicator 2

		Indicator 3

		Indicator 4



Indicator 1

Verificaciones de Información - Promedio Global por Indicador

0

0

0

0



		-		-		-		-		-

		0		0		0		0		0

		0		0		0		0		0

		0		0		0		0		0
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Procesos para el Manejo de Información

Vínculos con el Sistema Nacional de Información

Resultados de la Evaluación del Sistema por Nivel del Sistema de Reporte

0

0
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		Promedio Regional		Promedio Regional		Promedio Regional		Promedio Regional
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Indicator 1

Indicator 2

Indicator 3

Indicator 4

Verificaciones de Información - Factores de Verificación por Nivel del Sistema de Reporte

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0



		Disponibilidad

		Oportunidad

		Completo



Evaluación del Reporte

Desempeño del Reporte  - Promedio Global

0

0
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		Promedio Distrital		Promedio Distrital		Promedio Distrital

		Promedio Regional		Promedio Regional		Promedio Regional
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0

0

0

0

0

0

0

0

0



		Plan de Acción Final RDQA

		País:

		Programa/proyecto:

		Fecha del  RDQA:

		Fecha del seguimiento propuesto:

		Descripción de las Debilidades						Medidas de Fortalecimiento del Sistema		Responsable(s)		Linea de Tiempo		Comentarios

		Add rows as needed

		Resumen de los Planes de Acción por Sede Específica

		Sede				Debilidades Identificadas		Medidas de Fortalecimiento del Sistema		Responsable(s)		Periodo de Ejecución		Comentarios

		Nivel Nacional - Unidad M&E		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Sede Regional 1		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Sede Regional 2		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Sede Regional 3		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Sede Regional 4		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Sede Distrital 1		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Sede Distrital  2		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Sede Distrital  3		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Sede Distrital  4		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Sede Distrital  5		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Sede Distrital  6		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Sede Distrital  7		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Sede Distrital  8		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Establecimiento proveedor de servicios  1		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Establecimiento proveedor de servicios  2		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Establecimiento proveedor de servicios  3		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Establecimiento proveedor de servicios  4		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Establecimiento proveedor de servicios  5		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Establecimiento proveedor de servicios  6		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Establecimiento proveedor de servicios  7		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Establecimiento proveedor de servicios  8		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Establecimiento proveedor de servicios  9		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Establecimiento proveedor de servicios  10		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Establecimiento proveedor de servicios  11		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Establecimiento proveedor de servicios  12		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Establecimiento proveedor de servicios  13		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Establecimiento proveedor de servicios  14		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Establecimiento proveedor de servicios  15		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Establecimiento proveedor de servicios  16		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Establecimiento proveedor de servicios  17		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Establecimiento proveedor de servicios  18		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Establecimiento proveedor de servicios  19		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Establecimiento proveedor de servicios  20		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Establecimiento proveedor de servicios  21		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Establecimiento proveedor de servicios  22		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Establecimiento proveedor de servicios  23		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Establecimiento proveedor de servicios  24		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-
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		Componentes del Sistema de Evaluación que Contribuyen a las Dimensiones 
de Calidad de la Información

		Area Funcional						Nivel						Dimensión de la Calidad de Información

								Unidad de M&E		Niveles de Agregación		Establecimientos Proveedores		Exactitud		Confiabilidad		Oportunidad		Totalidad		Precisión		Confidencialidad		Integridad

		I -Estructura de M&E , Funciones y Capacidades

		Hay una estructura/cuadro organizacional documentada que identifica claramente los puestos que tienen responsibilidades de manejo de información en la Unidad de M&E  (para especificar qué unidad: p.ej. Ministerio de Salud, Programa Nacional de VIH, Fondo Mundial, etc.)				0								�		�		�

		Todos los puestos que se dedican a los sistemas de M&E y al manejo de información han sido llenados.				0								�		�		�

		Un empleado de nivel "senior" (p.ej. Gerente de Programa) es responsable de la revision de los números agregados antes de la presentación de informes de la Unidad de M&E.				0								�		�				�		�

		Existe personal asignado a la revisión de la calidad de la información (i.e. exactitud, integridad, oportunidad y confidencialidad ) recibida de los niveles de inferiores que la reportan (p.ej. regiones, distritos, establecimientos proveedores de servicios).												�		�		�		�		�		�

		Se ha designado personal responsable de revisar las cifras agregadas antes de ser presentadas al nivel siguiente (p.ej. a la Unidad Central de M&E ).												�		�

		La responsabilidad de registrar la provisión de servicios en los documentos de origen está asignada claramente al personal correspondiente.												�		�

		Existe un plan de capacitación que incluye al personal dedicado a recoger información y reportarla en todos los niveles del proceso de reporte de información.												�		�		�		�				�

		Todo el personal involucrado ha sido capacitado en procesos y herramientas de manejo de información.				0								�		�		�		�		�		�

		II-  Definiciones de indicadores y lineamientos para el reporte

		La Unidad de M&E ha documentado y compartido la definición del(os) indicador(es) con los niveles correspondientes del sistema de reporte (p.ej., regiones, distritos, puntos de servicio).				0								�		�

		Existe una descripción  de los servicios relacionados con cada indicador medido por el Programa/proyecto.				0								�		�

		La Unidad de M&E ha proporcionado lineamientos escritos a todas las instancias que reportan informacion  (p.ej. regiones, distritos, establecimientos proveedores de servicios) con respecto a los requerimientos y fechas limites para la presentacion de los informes.				0								�		�		�		�

		Existe una política escrita que establece por cuanto tiempo deben ser retenidos los documentos fuente y los formatos de información.				0								�		�		�		�		�				�

		III- Formatos/Herramientas para recoger información y presentar los informes

		Si múltiples organizaciones están implementando actividades bajo el programa/proyecto, todos usan los mismos formatos de informes y reportan de acuerdo a los mismos lineamientos y plazos de tiempo.				0								�		�

		La Unidad de M&E ha identificado un documento fuente estandar (p. ej. registro médico, formulario de cliente, etc.) para ser usado por todos losestablecimientos proveedores de servicios para registrar la provisión del servicio.				0								�		�

		La Unidad de M&E  ha identificado los formatos/herramientas estándar para ser usados en todos los niveles de reporte de información.												�		�

		….Los formatos/herramientas estándares son usados en forma consistente en los establecimientos proveedores de servicios.				0								�		�

		La Unidad de M&E ha dado instrucciones claras y precisas sobre la forma cómo se debe llenar la información en los formatos/herramientas para presentación de informes.				0								�		�

		La información recogida a través del sistema M&E es suficientemente precisa para medir el/los indicador/es (p.ej. La información debe ser recogida de acuerdo al género, edad, etc. si es que el indicador específica desagregación por esas características).				0																�

		Todos los documentos fuente y los formatos de información para medir los indicadores están disponibles para fines de auditoría (incluyendo material impreso en el caso de sistemas de cómputo).				0								�		�		�		�		�				�

		IV-  Procesos para el Manejo de Información

		La Unidad de M&E ha documentado en forma clara la agregación de  información , los pasos de análisis y/o manejo desarrollados en cada nivel del sistema de reporte				0								�		�		�		�		�

		La retroalimentación se proporciona en todos los niveles del sistema de reporte sobre la calidad de su información (p.ej. Información exacta, total y oportuna).				0								�		�		�		�		�

		De ser aplicable, existen controles de calidad para casos en los que  la información que ha sido registrada en formatos de papel es ingresada a la base de datos de una computadora (p.ej. doble ingreso, verificación despues de ingresada la información, etc.)				0								�		�		�		�		�				�

		De ser aplicable, existe un procedimiento escrito para el ingreso o procesamiento de la información en el sistema de cómputo.				0								�		�		�		�		�				�

		…en caso afirmativo, la fecha más reciente de la verificación es apropiada según la frecuencia de la actualización del sistema de cómputo (p.ej.las verificaciones son semanales o mensuales).				0								�		�		�		�		�				�

		La información personal se mantiene de acuerdo a las normas nacionales o internacionales de confidencialidad				0																		�

		El sistema de registro y reporte evita el doble conteo de personas dentro y a través de los establecimientos proveedores de servicios (p. ej., una persona que recibe dos veces el mismo servicio en un periodo de reporte,  una persona inscrita como que ha recibido los mismos servicios en dos lugares diferentes, etc).				0								�		�

		El sistema de información permite la identificación y registro del  "retiro",  de una persona, o de una persona a la cual no se le ha hecho seguimiento, o una persona fallecida.				0								�		�

		Existe un procedimiento escrito para los casos de  informes  retrasados, incompletos, inexactos o faltantes, que incluye el seguimiento en los establecimientos proveedores de servicios sobre aspectos relacionados con la calidad de la información.				0								�		�		�		�		�				�

		Si se han descubierto discrepancias en los informes de los establecimientos proveedores de servicio, los niveles de agregación intermedia (p. ej., distritos o regiones) han documentado la forma como han sido resueltas esas inconsistencias.				0								�		�		�		�		�				�

		La Unidad de  M&E puede demostrar que las  visitas  regulares de supervisión a las sedes se han llevado a cabo y que la calidad de la información ha sido revisada.				0								�		�		�		�		�		�		�

		V- Vínculos con el Sistema Nacional de Información

		De estar disponibles, se hace uso de formatos/herramientas de información nacionales  tanto para recoger la información como para los reportes				0								�		�						�				�

		De ser aplicable, la información es enviada a través de un solo canal del sistema nacional de información.				0								�		�						�				�

		Los plazos para los reportes están en relación con los plazos establecidos por el Programa Nacional (p.ej. fechas de cierre para los informes mensuales).												�		�						�				�

		Los establecimientos proveedors de servicios son identificados haciendo uso de los códigos de identificación de acuerdo al sistema nacional												�		�						�				�

		El sistema registra información sobre el lugar donde se proporciona el servicio (p.ej. región, distrito, establecimiento, etc.)				0								�		�						�				�

		….en caso afirmativo, los nombres de los lugares son registrados bajo nombres o códigos estandarizados				0								�		�						�				�
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		Facility		Level		fac_code		district		dis_code		region		reg_code		date		qual1		qual2		qual3		qual4		qual5		qual_avg		vf1		recount1		report1		vf2		recount2		report2		vf3		recount3		report3		vf4		recount4		report4		avail1		time2		compl2

		Overall		1														-		-		-		-		-				-						-						-						-						-		-		0.00

		-		2		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		3		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		3		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		3		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		3		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		0.00		0.00		-		-		-





		

																																										Documentation Review

																																										Indicator 1						Indicator 2		Indicator 2		Indicator 2		Indicator 3		Indicator 3		Indicator 3		Indicator 4		Indicator 4		Indicator 4

		Estadísticas Servicio		Estructura M&E Estructura, Funciones y Capacidad
 Functions and 
Capabilities		Definiciones de Indicadores y Lineamientos de Reporte		Recojo y Reporte de Información y Formatos/Herramientas		Procesos para el Manejo de Información		Vínculos con el Sistema Nacional de Información		Promedio por Lugar		Indicator 1		Indicator 2		Indicator 3		Indicator 4		ind. 1 recode		ind 2 recode		ind 3 recode		ind 4 recode		Color Code Key										Documentos Disponibles		Documentos Completos		En  Periodo de Reporte		Documentos Disponibles		Documentos Completos		En  Periodo de Reporte		Documentos Disponibles		Documentos Completos		En  Periodo de Reporte		Documentos Disponibles		Documentos Completos		En  Periodo de Reporte

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		green		2.5 - 3.0		Yes, completely						-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		yellow		1.5 - 2.5		Partly						-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		red		< 1.5		No - not at all						-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		Accuracy Recoded		VF1		VF2		VF3		VF4		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		<=70		0		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		71-80		0		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		81-90		0		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		91-100		0		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		101-110		0		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		111-120		0		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		121-130		0		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		>130		0		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130		total sites		0		0		0		0		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		>130		>130		>130		>130												-		-		-		-		-		-		-		-		-		-		-		-

		-		-		-		-		-		-		-		-		-		-		-																		Yes		0		0		0		0		0		0		0		0		0		0		0		0

		-																																						No		0		0		0		0		0		0		0		0		0		0		0		0

		-																																						Total		0		0		0		0		0		0		0		0		0		0		0		0

		-		Evaluación del Sistema												Factor de Verificación								Evaluación del Reporte																% yes		-		-		-		-		-		-		-		-		-		-		-		-

		-		Estructura M&E Estructura, Funciones y Capacidad
 Functions and 
Capabilities		Definiciones de Indicadores y Lineamientos de Reporte		Recojo y Reporte de Información y Formatos/Herramientas		Procesos para el Manejo de Información		Vínculos con el Sistema Nacional de Información		Promedio por Lugar/Nivel		Indicator 1		Indicator 2		Indicator 3		Indicator 4		Disponibilidad		Oportunidad		Completo

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-

		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-

		Promedio Regional		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-

		-

		-

		-		-		-		-		-		-		-		-		-		-		-		-		-		0.00

		-

		-

		-

		-

		-

		-

		-

		-

		-
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Data Quality Assessment Framework 


A Factsheet


Statistics Department


DQAF 
The IMF Data Quality Assessment Framework (DQAF) identifies quality-related
features of governance of statistical systems, statistical processes, and statistical
products. It is rooted in the UN Fundamental Principles of Official Statistics and
grew out of the Special Data Dissemination Standard (SDDS) and General Data
Dissemination System (GDDS), the IMF’s initiatives on data dissemination. The
DQAF incorporates their good practices and is the result of intensive consultations.


The DQAF provides a structure for assessing existing practices against best practices,
including internationally accepted methodologies. It has proved to be valuable for at
least three groups of users. 


➤ To guide IMF staff on the use of data in policy evaluation, preparing 
the data module of Reports on the Observance of Standards and 
Codes (ROSCs), and designing technical assistance.


➤ To guide country efforts e.g., to prepare self-assessments.
➤ To guide data users in evaluating data for policy analysis, forecasts, 


and economic performance.


Content of the Framework
The DQAF’s coverage of governance, processes, and products is organized around a
set of prerequisites and five dimensions of data quality—assurances of integrity,
methodological soundness, accuracy and reliability, serviceability, and accessibility.


For each dimension, the DQAF identifies 3-5 elements of good practice, and for each
element, several relevant indicators. Further, in a cascading structure, more detail and
more concreteness tailored to the dataset are provided by focal issues and key points. 


Dimensions


Key Points
Focal Issues


Indicators
Elements 


Common to all datasets Tailored to the dataset


3.2 Assessment of source data—Source data are
regularly assessed.


3.3 Statistical techniques—Statistical techniques
employed conform to sound statistical procedures.


3.4 Assessment and validation of intermediate
data and statistical outputs—Intermediate results
and statistical outputs are regularly assessed and
validated.


3.5 Revision studies—Revisions, as a gauge of
reliability, are tracked and mined for the information
they may provide.


4.1 Periodicity and timeliness—Periodicity and
timeliness follow internationally accepted dissemina-
tion standards.


4.2 Consistency—Statistics are consistent within
the dataset, over time, and with major datasets.


4.3 Revision policy and practice—Data revisions
follow a regular and publicized procedure.


5.1 Data accessibility—Statistics are presented in a
clear and understandable manner, forms of dissemi-
nation are adequate, and statistics are made avail-
able on an impartial basis.


5.2 Metadata accessibility—Up-to-date and perti-
nent metadata are made available.


5.3 Assistance to users—Prompt and knowledge-
able support service is available.


3.2.1 Source data—including censuses, sample surveys, and
administrative records—are routinely assessed, e.g., for cover-
age, sample error, response error, and nonsampling error; the
results of the assessments are monitored and made available to
guide statistical processes.
3.3.1 Data compilation employs sound statistical techniques to
deal with data sources.
3.3.2 Other statistical procedures (e.g., data adjustments and
transformations, and statistical analysis) employ sound statistical
techniques.
3.4.1 Intermediate results are validated against other information
where applicable.
3.4.2 Statistical discrepancies in intermediate data are assessed
and investigated.
3.4.3 Statistical discrepancies and other potential indicators or
problems in statistical outputs are investigated.
3.5.1 Studies and analyses of revisions are carried out 
routinely and used internally to inform statistical processes 
(see also 4.3.3).


4.1.1 Periodicity follows dissemination standards.
4.1.2 Timeliness follows dissemination standards.


4.2.1 Statistics are consistent within the dataset.
4.2.2 Statistics are consistent or reconcilable over a reasonable
period of time.
4.2.3 Statistics are consistent or reconcilable with those obtained
through other data sources and/or statistical frameworks.
4.3.1 Revisions follow a regular and transparent schedule.
4.3.2 Preliminary and/or revised data are clearly identified.
4.3.3 Studies and analyses of revisions are made public 
(see also 3.5.1).


5.1.1 Statistics are presented in a way that facilitates proper inter-
pretation and meaningful comparisons (layout and clarity of text,
tables, and charts).
5.1.2 Dissemination media and format are adequate.
5.1.3 Statistics are released on a preannounced schedule.
5.1.4 Statistics are made available to all users at the same time.
5.1.5 Statistics not routinely disseminated are made available
upon request.
5.2.1 Documentation on concepts, scope, classifications, basis of
recording, data sources, and statistical techniques is available,
and differences from internationally accepted standards, guide-
lines, or good practices are annotated.
5.2.2 Levels of detail are adapted to the needs of the intended
audience.
5.3.1 Contact points for each subject field are publicized.
5.3.2 Catalogs of publications, documents, and other services,
including information on any changes, are widely available.


4. Serviceability


Statistics, with adequate periodicity
and timeliness, are consistent and 
follow a predictable revisions policy.


5. Accessibility


Data and metadata are easily available
and assistance to users is adequate.


DQAF—GENERIC FRAMEWORK (July 2003)
(continued)


Quality Dimensions IndicatorsElements


IMF August 2006. For further information, write to dqrs@imf.org







The generic DQAF, at the right, serves as the umbrella for the
dataset-specific frameworks. To date, the IMF has developed the
DQAF for six macroeconomic datasets. Others have been devel-
oped or are underway, several in cooperation with the World
Bank and other international organizations.


Use of the Framework in the IMF
The DQAF is the organizing model of the data module Report
on the Observance of Standards and Codes (ROSC).  To prepare
a ROSC, at the invitation of the authorities, a team of experts
spends about two weeks in dialogue along the lines of the
DQAF with the country officials. The resulting ROSC consists 
of three parts: a Summary Assessment by the IMF, Response by
the Authorities, and Detailed Assessments by dataset of the ele-
ments and the DQAF indicators.


To date, about 100 data ROSCs have been published. They cover a
broad mix of industrial and developing countries, including
Botswana, Canada, Costa Rica, Estonia, France, Hungary, India,
Jordan, Mexico, Mozambique, Sri Lanka, South Africa, Tanzania,
Turkey, Ukraine.  http://dsbb.imf.org/ (go to DQRS).


Balance of payments
Monetary statistics


Government finance 
Producer price index


Consumer price index


Generic


National accounts


Dataset-
Specific


0. Prerequisites of quality


1. Assurances of integrity


The principle of objectivity in the col-
lection, processing, and dissemination
of statistics is firmly adhered to.


2. Methodological soundness


The methodological basis for the 
statistics follows internationally
accepted standards, guidelines, 
or good practices.


3. Accuracy and reliability


Source data and statistical techniques
are sound and statistical outputs suffi-
ciently portray reality.


0.1 Legal and institutional environment—The
environment is supportive of statistics.


0.2 Resources—Resources are commensurate with
needs of statistical programs.


0.3 Relevance—Statistics cover relevant informa-
tion on the subject field.
0.4 Other quality management—Quality is a cor-
nerstone of statistical work.


1.1 Professionalism—Statistical policies and prac-
tices are guided by professional principles.


1.2 Transparency—Statistical policies and prac-
tices are transparent.


1.3 Ethical standards—Policies and practices are
guided by ethical standards.


2.1 Concepts and definitions—Concepts and 
definitions used are in accord with internationally
accepted statistical frameworks.
2.2 Scope—The scope is in accord with international-
ly accepted standards, guidelines, or good practices.
2.3 Classification/ sectorization—Classification
and sectorization systems are in accord with inter-
nationally accepted standards, guidelines, or good
practices.
2.4 Basis for recording—Flows and stocks are val-
ued and recorded according to internationally
accepted standards, guidelines, or good practices.


3.1 Source data—Source data available provide an
adequate basis to compile statistics.


0.1.1 The responsibility for collecting, processing, and 
disseminating the statistics is clearly specified.
0.1.2 Data sharing and coordination among data-producing 
agencies are adequate.
0.1.3 Individual reporters’ data are to be kept confidential and
used for statistical purposes only.
0.1.4 Statistical reporting is ensured through legal mandate
and/or measures to encourage response.
0.2.1 Staff, facilities, computing resources, and financing are
commensurate with statistical programs.
0.2.2 Measures to ensure efficient use of resources are imple-
mented.
0.3.1 The relevance and practical utility of existing statistics in
meeting users’ needs are monitored.
0.4.1 Processes are in place to focus on quality.
0.4.2 Processes are in place to monitor the quality of the statisti-
cal program.
0.4.3 Processes are in place to deal with quality considerations in
planning the statistical program.


1.1.1 Statistics are produced on an impartial basis.
1.1.2 Choices of sources and statistical techniques as well as
decisions about dissemination are informed solely by statistical
considerations.
1.1.3 The appropriate statistical entity is entitled to comment on
erroneous interpretation and misuse of statistics.
1.2.1 The terms and conditions under which statistics are collect-
ed, processed, and disseminated are available to the public.
1.2.2 Internal governmental access to statistics prior to their
release is publicly identified.
1.2.3 Products of statistical agencies/units are clearly identified as
such.
1.2.4 Advance notice is given of major changes in methodology,
source data, and statistical techniques.
1.3.1 Guidelines for staff behavior are in place and are well
known to the staff.


2.1.1 The overall structure in terms of concepts and definitions
follows internationally accepted standards, guidelines, or good
practices.
2.2.1 The scope is broadly consistent with internationally accept-
ed standards, guidelines, or good practices.
2.3.1 Classification/sectorization systems used are broadly con-
sistent with internationally accepted standards, guidelines, or
good practices.


2.4.1 Market prices are used to value flows and stocks.
2.4.2 Recording is done on an accrual basis.
2.4.3 Grossing/netting procedures are broadly consistent with
internationally accepted standards, guidelines, or good practices.


3.1.1 Source data are obtained from comprehensive data collec-
tion programs that take into account country-specific conditions.
3.1.2 Source data reasonably approximate the definitions, scope,
classifications, valuation, and time of recording required.
3.1.3 Source data are timely.


The
Bank for
International
Settlements
used the DQAF 
to analyze its
International
Financial Statistics.


The Banque du Liban
used the DQAF to pre-
pare a self-assessment of
its macroeconomic data. 


The ECB publishes an
Annual Quality Report on 
euro area balance of pay-
ments and international
investment position statis-
tics using the DQAF. 


The Census and
Statistics Department of
the Hong Kong SAR
experimented with
the DQAF to con-
duct a self-assess-
ment of balance
of payments
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InTroDucTIon


BACkgrOUnDA. 


National programs and donor-funded projects are working towards achieving ambitious goals 
related to the fight against diseases such as Acquired Immunodeficiency Syndrome (AIDS), 
Tuberculosis (TB), and Malaria. Measuring the success and improving the management of these 
initiatives is predicated on strong monitoring and evaluation (M&E) systems that produce quality 
data related to program implementation.


In the spirit of the “Three Ones,” the “Stop TB Strategy,” and the “RBM Global Strategic Plan,” 
a number of multilateral and bilateral organizations have collaborated to jointly develop a Data 
Quality Assessment (DQA) Tool. The objective of this harmonized initiative is to provide a 
common approach for assessing and improving overall data quality. A single tool helps to ensure 
that standards are harmonized and allows for joint implementation between partners and with 
National Programs.


The DQA Tool  focuses exclusively on (1) verifying the quality of reported data, and (2) assessing 
the underlying data management and reporting systems for standard program-level output 
indicators. The DQA Tool is not intended to assess the entire M&E system of a country’s response 
to HIV/AIDS, Tuberculosis, or Malaria.  In the context of 
HIV/AIDS, the DQA Tool relates to component 10 (i.e., 
supportive supervision and data auditing) of the “Organizing 
Framework for a Functional National HIV M&E System.1”


Two versions of the DQA Tool have been developed: (1) the 
“Data Quality Audit Tool” which provides guidelines to be 
used by an external audit team to assess a program/project’s 
ability to report quality data; and (2) the “Routine Data 
Quality Assessment Tool” (RDQA) which is a simplified 
version of the DQA Tool for auditing that allows programs 
and projects to assess the quality of their data and strengthen 
their data management and reporting systems.


1 UNAIDS (2008). Organizing Framework for a Functional National HIV Monitoring and Evaluation System.  
Geneva: UNAIDS.


Figure 1. Organizing Framework 
for a Functional National HIV 
M&E System – 12 Components.
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The objectives of the DQA Tool for auditing are to:


Verify the quality of reported data for key indicators at selected sites; and•	
Assess the ability of data management systems to collect and report •	
quality data.


In addition, for the programs/projects being audited, the findings of the DQA can also be very 
useful for strengthening their data management and reporting systems.


OBjECTIVESB. 


The DQA Tool for auditing provides processes, protocols, and templates addressing how to:  


Determine the scope of the data quality audit.•	   The DQA Tool begins with suggested 
criteria for selecting the country, program/project(s), and indicators to be reviewed. In 
most cases, the Organization Commissioning the DQA will select these parameters.  
Engage the program/project(s) and prepare for the audit mission.•	   The DQA Tool 
includes template letters for notifying the program/project of the data quality audit (and 
for obtaining relevant authorizations), as well as guidelines for preparing the country 
mission.
Assess the design and implementation of the program/project’s data management  •	
and reporting systems. The DQA Tool provides steps and a protocol to identify potential 
risks to data quality created by the program/project’s data management and reporting 
system.    
Trace and verify (recount) selected indicator results.•	   The DQA Tool provides 
protocol(s) with special instructions, based on the indicator and type of Service Delivery 
Site (e.g. health facility or community-based).  These protocols will direct the Audit Team 
as it verifies data for the selected indicator from source documents and compares the 
results to the program/project(s) reported results.  
Develop and present the Audit Team’s findings and recommendations.•	   The 
DQA Tool provides instructions on how and when to present the DQA findings and 
recommendations to program/project officials and how to plan for follow-up activities to 
ensure that agreed-upon steps to improve systems and data quality are completed.


note:  While the Data Quality Audit Tool is not designed to assess the quality of services provided, 
its use could facilitate improvements in service quality as a result of the availability of better 
quality data related to program performance.     
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ConCepTuAl FrAmeworkC. 


The conceptual framework for the DQA and RDQA is illustrated in the Figure 1 (below). Generally, 
the quality of reported data is dependent on the underlying data management and reporting systems; 
stronger systems should produce better quality data. In other words, for good quality data to be 
produced by and flow through a data management system, key functional components need to be 
in place at all levels of the system — the points of service delivery, the intermediate level(s) where 
the data are aggregated (e.g. districts, regions), and the M&E unit at the highest level to which data 
are reported. The DQA and RDQA tools are therefore designed to:


(1) verify the quality of the data, 
(2) assess the system that produces that data, and 
(3) develop action plans to improve both.


 
Introduction – Figure 1.  Conceptual Framework for the (R)DQA:  Data Management and 


Reporting Systems, Functional Areas, and Data Quality. 


 
 
 
 
 
 
 
 
 


METhODOLOgyD. 


The DQA and RDQA are grounded in the components of data quality, namely, that programs and projects 
need accurate, reliable, precise, complete and timely data reports that managers can use to effectively 
direct available resources and to evaluate progress toward established goals (see Introduction Table 1 on 
the following page).  Furthermore, the data must have integrity to be considered credible and should be 
produced ensuring standards of confidentiality.  
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Introduction – Table 1.  Data Quality Dimensions


Dimension of 
Data Quality operational Definition


Accuracy
Also known as validity.  Accurate data are considered correct: the data measure what 
they are intended to measure.  Accurate data minimize errors (e.g., recording or 
interviewer bias, transcription error, sampling error) to a point of being negligible.


reliability


The data generated by a program’s information system are based on protocols and 
procedures that do not change according to who is using them and when or how 
often they are used.  The data are reliable because they are measured and collected 
consistently.


Precision


This means that the data have sufficient detail.  For example, an indicator requires 
the number of individuals who received HIV counseling & testing and received their 
test results, by sex of the individual.  An information system lacks precision if it is 
not designed to record the sex of the individual who received counseling and testing.


Completeness
Completeness means that an information system from which the results are derived 
is appropriately inclusive: it represents the complete list of eligible persons or units 
and not just a fraction of the list. 


Timeliness


Data are timely when they are up-to-date (current), and when the information is 
available on time.  Timeliness is affected by: (1) the rate at which the program’s 
information system is updated; (2) the rate of change of actual program activities; 
and (3) when the information is actually used or required.


Integrity Data have integrity when the system used to generate them is protected from 
deliberate bias or manipulation for political or personal reasons.


Confidentiality


Confidentiality means that clients are assured that their data will be maintained 
according to national and/or international standards for data.  This means that 
personal data are not disclosed inappropriately, and that data in hard copy and 
electronic form are treated with appropriate levels of security (e.g. kept in locked 
cabinets and in password protected files).   


Based on these dimensions of data quality, the DQA Tool is comprised of two components: (1) 
assessment of data management and reporting systems; and (2) verification of reported data for 
key indicators at selected sites.


Accordingly, the implementation of the DQA is supported by two protocols (see AnnEX 1):


Protocol 1:  System Assessment Protocol;
Protocol 2:  Data Verification Protocol.


These protocols are administered at each level of the data-collection and reporting system 
(i.e., program/project M&E Unit, Service Delivery Sites and, as appropriate, any Intermediate 
Aggregation Level – Regions or Districts).
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Protocol 1 - Assessment of Data Management and reporting Systems:


The purpose of Protocol 1 is to identify potential challenges to data quality created by the data 
management and reporting systems at three levels: (1) the program/project M&E Unit, (2) the 
Service Delivery Sites, and (3) any Intermediary Aggregation Level (at which reports from Service 
Delivery Sites are aggregated prior to being sent to the program/project M&E Unit, or other relevant 
level). 


The assessment of the data management and reporting systems will take place in two stages:


Off-site1.  desk review of documentation provided by the program/project;
On-site2.  follow-up assessments at the program/project M&E Unit and at selected Service 
Delivery Sites and Intermediate Aggregation Levels (e.g., Districts, Regions).


The assessment will cover five functional areas, as shown in Introduction – Table 2.


Introduction – Table 2.  Systems Assessment Questions by Functional Area


Functional Areas Summary Questions


I M&E Structures, 
Functions and 
Capabilities


1 Are key M&E and data-management staff identified with clearly 
assigned responsibilities?


2 Have the majority of key M&E and data-management staff received 
the required training?


II Indicator Definitions 
and Reporting 
Guidelines


3 Are there operational indicator definitions meeting relevant 
standards that are systematically followed by all service points?


4 Has the program/project clearly documented (in writing) what is 
reported to who, and how and when reporting is required?  


III Data Collection 
and Reporting 
Forms and Tools


5 Are there standard data-collection and reporting forms that are 
systematically used?


6 Is data recorded with sufficient precision/detail to measure relevant 
indicators?


7 Are data maintained in accordance with international or national 
confidentiality guidelines?


8 Are source documents kept and made available in accordance with a 
written policy? 


IV Data Management 
Processes 


9 Does clear documentation of collection, aggregation and 
manipulation steps exist?  


10 Are data quality challenges identified and are mechanisms in place 
for addressing them?  


11 Are there clearly defined and followed procedures to identify and 
reconcile discrepancies in reports?   


12 Are there clearly defined and followed procedures to periodically 
verify source data?  


V Links with National 
Reporting System 


13 Does the data collection and reporting system of the program/
project link to the National Reporting System?
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The outcome of this assessment will be identified strengths and weaknesses for each functional 
area of the data management and reporting system.


Introduction – Figure 2.  Assessment of Data Management System (Illustration).


Protocol 2 - Verification of reported Data for key Indicators:


The purpose of Protocol 2 is to assess, on a limited scale, if service delivery and intermediate 
aggregation sites are collecting and reporting data to measure the audited indicator(s) accurately 
and on time — and to cross-check the reported results with other data sources.  To do this, the 
DQA will determine if a sample of Service Delivery Sites have accurately recorded the activity 
related to the selected indicator(s) on source documents.  It will then trace that data to see if it has 
been correctly aggregated and/or otherwise manipulated as it is submitted from the initial Service 
Delivery Sites through intermediary levels to the program/project M&E Unit.


The data verification exercise will take place in two stages:


In-depth verifications at the Service Delivery Sites; and1. 
Follow-up verifications at the Intermediate Aggregation Levels and at the program/2. 
project M&E Unit. 
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Introduction – Figure 3.  Tracing and Verifying Report Totals from the Service Delivery Site 
Through Intermediate Reporting Levels to the Program/Project M&E Unit.


The first stage of the data-verification occurs at the Service Delivery Sites. There are five types of 
standard data-verification steps that can be performed at this level (Introduction – Table 3):


Introduction – Table 3.  Service Delivery Site: Five Types of Data Verifications


Verifications Description required


1.  Description Describe the connection between the delivery of services and/
or commodities and the completion of the source document 
to record that delivery.  


In all cases 


2.  Documentation Review Review availability and completeness of all indicator source
documents for the selected reporting period.


In all cases


3.  Trace and Verification Trace and verify reported numbers: (1) Recount the
reported numbers from available source documents; 
(2) Compare the verified numbers to the site reported 
number; (3) Identify reasons for any differences. 


In all cases


4.  Cross-checks Perform “cross-checks” of the verified report totals with 
other data-sources (e.g. inventory records, laboratory 
reports, registers, etc.).


In all cases 


5.  Spot-checks Perform “spot-checks” to verify the actual delivery of 
services and/or commodities to the target populations.


If feasible
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Because there are significant differences between certain types of indicators and sites—e.g., 
facility-based (clinics) and community-based sites—the DQA includes indicator-specific 
protocols to perform these standard data-verification steps (e.g., Antiretroviral Therapy [ART] 
Protocol; Voluntary Counseling and Testing [VCT] Protocol; TB Treatment Outcome Protocol(s); 
Insecticide-Treated Nets [ITN] Protocol; etc.). These indicator-specific protocols are based on 
generic protocols that have been developed for facility-based data sources and community-based 
data sources. The Service Delivery Site Worksheet from these generic data-verification protocols 
are shown in AnnEX 1.


The second stage of the data-verification occurs at the Intermediate Aggregation Levels (e.g., 
Districts, Regions) and at the program/project M&E Unit.  As illustrated in Introduction – Figure 
3, the DQA evaluates the ability at the intermediate level to accurately aggregate or otherwise 
process data submitted by Service Delivery Sites, and report these data to the next level in a timely 
fashion.  Likewise, the program/project M&E Unit must accurately aggregate data reported by 
intermediate levels and publish and disseminate National Program results to satisfy the information 
needs of stakeholders (e.g. donors).


The following verifications (Introduction - Table 4) will therefore be performed at Intermediate 
Aggregation Levels. Similar verifications are performed at the M&E Unit. 
 


Introduction – Table 4.  Intermediate Aggregation Levels:  Two Types of Data Verifications


Verifications Description required


1,  Documentation Review Review availability, timeliness, and completeness of 
expected reports from Service Delivery Sites for the 
selected reporting period.


In all cases


2.  Trace and Verification Trace and verify reported numbers: (1) Re-aggregate the 
numbers submitted by the Service Delivery Sites; (2) 
Compare the verified counts to the numbers submitted to 
the next level (program/project M&E Unit); (3) Identify 
reasons for any differences.


In all cases


The outcome of these verifications will be statistics on the accuracy, availability, completeness, 
and timeliness of reported data.
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Introduction – Figure 4.  Statistics on Data Quality (Illustration).


SeleCTIon oF SITeSE. 


There are four methods for selecting sites for the Data Quality Audit:


Purposive selection:1.   The sites to be visited are purposely selected, for example based on their 
size, their geographical proximity or concerns regarding the quality of their reported data. 
In this case, there is no need for a sampling plan. However, the data quality audit findings 
produced from such a “purposive” or targeted sample cannot be used to make inferences or 
generalizations about all the sites, or a group of sites, in that country. 


Restricted site design:2.   Only one site is selected for the DQA. The benefit of this approach 
is that the team can maximize its efforts in one site and have a high degree of control over 
implementation of the audit protocols and knowledge of the site-specific systems from 
which the results are derived. This approach is ideal for measuring the change in data quality 
attributable to an intervention (e.g. data management training).  In this approach, the data 
quality audit is implemented in a selected site; the intervention is conducted, and is followed 
by another data quality audit in the same site.  Any change in the quality of data could therefore 
be most likely a result of the intervention. 
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Stratified random sampling:3.   This involves the drawing of a stratified random sample of a 
sub-national group of sites where a particular variable of interest is chosen as the basis of 
the sites to be visited.  Examples of such variables include rural sites, extremely large sites, 
sites run by a certain type of organization (e.g., nongovernmental organizations [NGOs]) or 
sites operating in a specific region or district of a country. Such stratified random sampling 
allows the audit team to make inferences from the sample audit findings to all the sites that 
belong to the stratification variable of interest (like all the rural sites, all the very large sites, 
all NGOs, etc.)


Random sampling:4.   It is often desirable to make judgments about data quality for an entire 
program or country.  However, in most countries, it would be far too costly and time 
consuming to audit all the sites reporting to a program.  Furthermore, it can be inaccurate 
and misleading to draw conclusions for all implementing sites based on the experiences of a 
few.  Random sampling techniques allow us to select a relatively small number of sites from 
which conclusions can be drawn which are generalizable to all the sites in a program/project.  
Such sampling relies on statistical properties (e.g., size of the sample, the variability of the 
parameter being measured) which must be considered when deciding which DQA approach 
to use.  Sometimes, the minimally acceptable number of sites (in terms of statistical validity) 
dictated by the sampling methodology is still too many sites to realistically pursue in terms 
of cost and available staff.  Compromising the methodology by including fewer sites than 
indicated, or replacing one site for another based on convenience, can yield erroneous or 
biased estimates of data quality.  However, given the appropriate resources, random sampling 
offers the most powerful method for drawing inferences about data quality for an entire 
program or country. This method involves the random selection of a number of sites that 
together are representative of all the sites where activities supporting the indicator(s) under 
study are being implemented. Representative means that the selected sites are similar to the 
entire population of sites in terms of attributes that can affect data quality (e.g., size, volume 
of service, and location). The purpose of this approach is to produce quantitative estimates 
of data quality that can be viewed as indicative of the quality of data in the whole program/
project, and not simply the selected sites.


The number of sites selected for a given DQA will depend on the resources available to conduct 
the audit and the level of precision desired for the national level estimate of the Verification Factor.  
A more precise estimate requires a larger sample of sites.  The Audit Teams should work with the 
Organization Commissioning the DQA to determine the right number of sites for a given program 
and indicator.  
    


F.  ouTpuTS


In conducting the DQA, the Audit Team will collect and document: (1) evidence related to the 
review of the program/project’s data management and reporting system; and (2) evidence related 
to data verification.  The documentation will include: 


Completed protocols and templates•	  included in the DQA Tool.
write-ups of observations, interviews, and conversations•	  with key data quality officials 
at the M&E Unit, at intermediary reporting locations, and at Service Delivery Sites.  
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preliminary findings •	 and draft Recommendation Notes based on evidence collected in 
the protocols;
Final Audit report•	 .   The Final Audit Report will summarize the evidence the Audit 
Team collected, identify specific audit findings or gaps related to that evidence, and 
include recommendations to improve data quality.  The report will also include the 
following summary statistics that are calculated from the system assessment and data 
verification protocols:


Strength of the Data Management and reporting System 1. based on a review of the 
program/project’s data collection and reporting system, including responses to questions 
on how well the system is designed and implemented; 
Accuracy of reported Data2.  through the calculation of Verification Factors2 generated 
from the trace and verify recounting exercise performed at each level of the reporting 
system (i.e., the ratio of the recounted value of the indicator to the reported value); and
Availability, Completeness and Timeliness of reports3.  through percentages calculated 
at the Intermediate Aggregation Level(s) and the M&E Unit. 


These summary statistics, which are automatically generated in the Excel files, are developed 
from the system assessment and data verification protocols included in this tool. 


All follow-up communication•	  with the program/project and the Organization 
Commissioning the DQA related to the results and recommendations of the Data Quality 
Audit.


g.  EThICAL COnSIDErATIOnS


The data quality audits must be conducted with the utmost adherence to the ethical standards of the 
country and, as appropriate, of the Organization Commissioning the DQA.  While the audit teams 
may require access to personal information (e.g., medical records) for the purposes of recounting 
and cross-checking reported results, under no circumstances will any personal information be 
disclosed in relation to the conduct of the audit or the reporting of findings and recommendations. 
The Audit Team should neither photocopy nor remove documents from sites.


In addition, the auditor shall not accept or solicit directly or indirectly anything of economic value 
as a gift, gratuity, favor, entertainment or loan that is or may appear to be designed to in any manner 
influence official conduct, particularly from one who has interests that might be substantially 
affected by the performance or nonperformance of the auditor’s duty.  This provision does not 
prohibit the acceptance of food and refreshments of insignificant value on infrequent occasions in 
the ordinary course of a meeting, conference, or other occasion where the auditor is properly in 
attendance, nor the acceptance of unsolicited promotional material such as pens, calendars, and/or 
other items of nominal intrinsic value.


2  Please refer to AnnEX 5 for a description of the methodology for calculating the Composite Verification Factor.
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h.  IMPLEMEnTATIOn


The Data Quality Audit will be implemented chronologically in 19 steps conducted in six phases, 
as shown in Introduction Figure 5.   


Introduction – Figure 5.  Data Quality Audit Phases and Steps.


	PhASE 1 – Steps 1-5 are performed at the Organization Commissioning the DQA and at   
 the Audit Team’s office.


The Organization Commissioning the DQA determines the country and program/•	
project(s) to be audited. The Audit Team and/or the Organization Commissioning the 
DQA then select(s) the corresponding indicators and reporting period (Step 1).
The Organization Commissioning the DQA is responsible for obtaining national •	
authorization to conduct the audit, as appropriate, and for formally notifying the program/
project of the DQA.  The Audit Team follows up with a request for documentation for its 
review prior to visiting the program/project, including information from which to draw 
the sample of sites (Step 2).
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The Audit Team, in collaboration with the Organization Commissioning the DQA, •	
identifies the number and locations of the Service Delivery Sites and related Intermediate 
Aggregation Levels (i.e., districts or regions) at which targeted system assessment and 
data verification will be conducted (Step 3).
The Audit Team prepares for on-site visits, including establishing the timing of the visits, •	
constituting the Audit Team and attending the requisite logistical issues (Step 4). 
The Audit Team conducts a desk review of the documentation provided by the program/•	
project (Step 5).


 PhASE 2 – Steps 6-7 are performed at the program/project’s M&E Unit. 


The Audit Team•	  assesses the data management and reporting system at the level of the 
M&E Unit (Step 6). This assessment is designed to identify potential challenges to data 
quality created by the program/project’s data management and reporting system.
The Audit Team begins to trace and verify data for the selected indicator(s) by reviewing •	
the reports for the selected reporting period submitted by lower reporting levels (such as a 
district or regional offices) (Step 7). 


	PhASE 3 – Steps 8-9 are conducted at the Intermediate Aggregation Levels (such as a 
district or regional offices), if the program/project data management system has such levels.  


The Audit Team assesses the data management and reporting system by determining how •	
data from sub-reporting levels (e.g., Service Delivery Sites) are aggregated and reported 
to the program/project M&E Unit (Step 8).  
The Audit Team continues to•	  trace and verify the numbers reported from the Service 
Delivery Sites to the intermediate level (Step 9).


 PhASE 4 – Steps 10-11 are conducted at Service Delivery Sites (e.g., in a health facility or a  
 community). 


The Audit Team continues the assessment of the data management and reporting system •	
at Service Delivery Sites by determining if a functioning system is in place to collect, 
check, and report data to the next level of aggregation (Step 10).  
The Audit Team also traces and verifies data for the selected indicator(s) from source •	
documents to reported results from Service Delivery Sites (Step 11).


 PhASE 5 – Steps 12-14 take place back at the program/project M&E Unit.  


The Audit Team finalizes the assessment of the data management and reporting system by •	
answering the final Audit Summary Questions (Step 12).  
The Audit Team then drafts its preliminary DQA findings and recommendations •	 (Step 
13) and shares them with the program/project M&E officials during an Audit Closeout 
Meeting (Step 14).  Emphasis is placed on reaching a consensus with M&E officers on 
what steps to take to improve data quality. 
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	PhASE 6 – Steps 15-18 are conducted at the Audit Team’s office and through meetings with  
 the Organization Commissioning the DQA and the program/project office.  


The Audit Team completes a draft Audit Report •	 (Step 15) which is communicated to the 
Organization Commissioning the DQA and the program/project (Step 16).  
Based on the feedback provided, the Audit Team completes the Final Audit Report and •	
communicates the report to the program/project (Step 17).
In the final audit step, the Audit Team may be asked to outline a follow-up process to help •	
assure that improvements identified in the Final Audit Report are implemented (Step 18).
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PHASe 1:  PrePArATIon AnD InITIATIon


The first phase of the DQA occurs prior to the Audit Team being 
on site at the location of the program/project. Responsibility for 
PHASE 1 rests partly with the Organization Commissioning the 
DQA and partly with the Audit Agency.  The steps in PHASE 
1 are to:


Identify the country and program/project and select the 1. 
indicator(s) and reporting period that will be the focus of 
the actual data verification work at a few Service Delivery 
Sites.  
Notify the selected program/project(s) of the impending 2. 
data quality audit and request documentation related to the 
data management and reporting system that the Audit Team 
can review in advance of the site visits.  Obtain national 
authorization(s), if needed, to undertake the audit.  Notify 
key country officials and coordinate with other organizations 
such as donors, implementing partners and national audit 
agencies, as necessary.
Determine the type of sample and the number of sites to be 3. 
the subject of on-site data quality verifications.
Prepare for the site visits, including determining the timing 4. 
of the visit, constituting the Audit Team, and addressing 
logistical issues.
Perform a “desk review” of the provided documentation to 5. 
begin to determine if the program/project’s data management 
and reporting system is capable of reporting quality data if 
implemented as designed.


The steps in PhASE 1 are estimated to take four to six 
weeks.


PHASE 1


Off-Site 
(Preparation 


and Initiation)


1. Select Country, 
Program/Project(s) 
Indicators and 
Reporting Period


2. Notify Program, 
Request 
Documentation and 
Obtain National 
Authorizations


3. Select Sites 
to be Audited


4. Prepare for On-
site Audit Visits:  1) 
Timing; 2) Team  
Constitution; 
3) Logistics


5. Review  
Documentation
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STeP 1.  SelecT counTry, ProgrAM/ProjecT(S), InDIcATor(S), 
AnD rePorTIng PerIoD


Step 1 can be performed by the Organization Commissioning the DQA and/or the Audit Team.


A – SELECT ThE COUnTry AnD PrOgrAM/PrOjECT(S)


In all likelihood, the Organization Commissioning the DQA will determine which country 
and program/project should be the subject of the Data Quality Audit. This DQA Tool presents 
strategies for selecting a program/project(s) for an audit by providing a list of relevant criteria and 
other issues to be considered. There is no single formula for choosing program/project(s) to be 
audited; international, local and programmatic circumstances must be taken into consideration in 
the decision. The audit documentation should include information about who made the selection 
and, to the extent known, the rationale for that decision.


An illustrative list of criteria to be used for the selection of a country and program/project is shown 
below in Step 1 – Table 1. If a National program is having the audit conducted, it can also use 
these criteria to select which aspects of the program (e.g. indicators) will be audited. 


Step 1 – Table 1. Illustrative Criteria for Selection of a Country, Disease/Health Area, and 
Program/Project


1 Amount of funding invested in the countries and programs/projects within the disease/health area.


2 Results reported from countries and programs/projects (such as number of people on ART, ITNs 
distributed, or Directly Observed Treatment, Short Course [DOTS] Detection Numbers). 


3 Large differences in results reporting from one period to the next within a country or a program/
project.


4 Discrepancies between programmatic results and other data sources (e.g., expenditures for health 
products that are inconsistent with number of people reported on anti-retroviral [ARV] treatment).


5 Inconsistencies between reported data from a specific project and national results (e.g., reported 
number of ITNs distributed is inconsistent with national numbers).


6 Findings of previous M&E assessments indicating gaps in the data management and reporting 
systems within program(s)/project(s).


7 Opinion/references about perceived data quality weaknesses and/or risks within a program/project.


8 A periodic audit schedule associated with funding or renewal reviews.


9 A desire to have some random selection of countries and programs/projects for audit.
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When Organizations Commissioning a DQA select the country and program/project to be the 
subject of a data quality audit, they might find it useful to rank the countries (or programs/projects) 
by the amount they have invested in them and/or the reported output (results). This could be done 
in the following sequence:


First	� , rank the countries or program/project(s) by the investment amount for a specific 
disease; 
Second	� , identify the indicators relevant for ranking the countries (or the programs/
projects) by reported results (this list will generally be specific to the particular 
Organization Commissioning the DQA);
Third	� , determine the ranking of each Country or program/project for each of the 
identified indicators.


This list should help the Organization Commissioning the DQA prioritize the countries or program/
project(s). AnneX 2, Step 1 – Template 1 is illustrative of such an analysis.


B – SELECT ThE InDICATOr(S)


Other important decisions in preparing for a Data Quality Audit are to determine: (1) which 
indicators will be included in the audit; and (2) for what reporting period(s) the audit will be 
conducted.  It is recommended that up to two indicators be selected within a Disease/health 
Area and that, if multiple Diseases/Health Areas are included in a Data Quality Audit, that a 
maximum of four indicators be included.  More than four indicators could lead to an excessive 
number of sites to be evaluated.


The decision regarding which indicators to include will generally be made by the Organization 
Commissioning the DQA and can be based on a number of criteria, including an analysis of the 
funding levels to various program areas (e.g., ARV, Prevention of Mother-to-Child Transmission 
[PMTCT], ITN, DOTS, Behavior Change Communication [BCC]) and the results reported for the 
related indicators.  In addition, the deciding factor could also be program areas of concern to the 
Organization Commissioning the DQA and/or to the National program (e.g., community-based 
programs that may be more difficult to monitor than facility-based programs).  In some cases, the 
Audit Agency may be asked to do an initial selection of indicators to be proposed to the Organization 
Commissioning the DQA.  The analysis conducted in Step 1 can help guide the selection of indicators 
to be included in the Data Quality Audit.


The criteria for selecting the indicators for the Data Quality Audit could be the following:


“Must review” Indicators1. . Given the program/project(s) selected for auditing, the 
Organization Commissioning the DQA  may have a list of “must review” indicators that 
should be selected first (e.g., indicators related to People on ARV Treatment, ITNs Distributed 
[or re-treated], and DOTS Detection Numbers). These are generally the indicators that are 
internationally reported to measure the global response to the disease. For example, for audits 
undertaken through the Global Fund, the indicators to be audited will generally come from its 
list of “Top 10 indicators.”  Under the President’s Emergency Plan for AIDS Relief, the list 
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will likely come from indicators that most directly relate to the goals of putting two million 
people on treatment and providing 10 million people with care and support. Other donors and 
National programs may have different lists of important indicators to consider.  


relative Magnitude of the Indicators2. .


Relative Magnitude of Resource Investment in Activities Related to the Indicator.a.   For 
example, if the program/project invests more than 25% of its funding in a specific program 
area, then the key indicator in that area could be selected.


Reported Number for an Indicator Relative to the Country Target.b.   If the identified program/
project has “substantial” reporting activity within a country for an indicator, that indicator 
should be considered for auditing.  Substantial could be defined as generating more than 
25% of the country’s total reported numbers for that indicator.  


“Case by Case” Purposive Selection3. . In some cases, the Organization Commissioning the 
DQA may have other reasons for including an indicator in the DQA. This could be because 
there are indicators for which data quality questions exist. It could also be the case for indicators 
that are supposedly routinely verified and for which the Organization Commissioning the 
DQA wants an independent audit. Those reasons should be documented as justification for 
inclusion.


AnneX 2, Step 1 – Template 2 contains an illustrative template for analyzing the relative magnitude 
of the investments and indicator results per program area.


C – SELECT ThE rEPOrTIng PErIOD


It is also important to clearly identify the reporting period associated with the indicator(s) to be 
audited. Ideally, the time period should correspond to the most recent relevant reporting period 
for the national system or to the program/project activities associated with the Organization 
Commissioning the DQA.  If the circumstances warrant, the time period for the audit could be less 
(e.g., a fraction of the reporting period, such as the last quarter or month of the reporting period).  
For example, the number of source documents in a busy VCT site could be voluminous, audit 
staff resources may be limited, or the program/project’s Service Delivery Sites might produce 
monthly or quarterly reports related to the relevant source documents. In other cases, the time 
period could correspond to an earlier reporting period where large results were reported by the 
program/project(s).  


D – DOCUMEnT ThE SELECTIOn 


AnneX 2, Step 1 – Template 3 provides a tool that can be used to document selection of the 
country, program/project(s), indicator(s), and reporting period being audited.
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STeP 2.  noTIfy ProgrAM, reQueST DocuMenTATIon AnD 
obTAIn nATIonAl AuTHorIzATIonS


Step 2 is typically performed by the Organization Commissioning the DQA.


A – noTIFy progrAm AnD reQueST DoCumenTATIon


The Organization Commissioning the DQA should notify the program/project about the impending 
Data Quality Audit as soon as possible and obtain national and other relevant authorizations. They 
should also notify other organizations, as appropriate, about the audit and request cooperation.  The 
Audit Team is expected to comply with national regulations regarding data confidentiality 
and ethics. It is the Audit Team’s responsibility to identify such national regulations and adhere 
to them.  


AnneX 2, Step 2 – Template 1 contains draft language for the notification letter. This letter can be 
modified, as needed, in consultation with local stakeholders (e.g., the National Disease Commission, 
the MOH, the CCM, relevant donors).  It is important that the Organization Commissioning the 
DQA stress the need for the relevant M&E Unit staff member(s) to accompany the Audit Team 
on its site visits.  The letter should be accompanied by the initial documentation request from the 
M&E Unit, which is found in Step 2 – Table 1. 


After the notification letter has been sent, the Organization Commissioning the DQA should send 
a copy of the notification letter to all relevant stakeholders, including, for example:   


Host country officials related to the program/project being audited;•	
National audit agency, as appropriate; and  •	
Donors, development partners, international implementing partner organizations, and •	
relevant M&E working-group representatives.  


The Audit Agency should follow up with the selected program/project about the pending audit, 
timeframes, contact points, and the need to supply certain information and documentation in 
advance.


The Audit Team will need four types of documentation at least two weeks in advance of the country 
mission:  


A list of all service points with latest reported results related to the indicator(s);1. 
A description of the data-collection and reporting system;2. 
The templates of the data-collection and reporting forms; and 3. 
Other available documentation relating to the data management and reporting systems and a 4. 
description of the program/project (e.g., a procedures manual).   
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1) List of Service Delivery Sites that offer services related to the indicator(s).  The Audit Team 
should receive a list of all Service Delivery Sites from which to select a sample of the sites to be 
audited.  This list of service sites should include: 


Location•	  – region, district, etc., and whether the site is in an urban or rural area.
Type of facility•	  – if the service site is a health facility (and what type of health facility, 
e.g. hospital, primary health care center) or a community-based service site. 
Latest reporting results•	  for each of the Service Delivery Sites (e.g., numbers of 
individuals on treatment or cases successfully treated). 
Information on other factors•	  (as necessary) – the Organization Commissioning the 
DQA may define other characteristics defining the sample of sites to be drawn.  For 
example, the selection may include public and private sector sites or may focus on sites 
supported by faith-based organizations or non-governmental organizations.  


Once Service Delivery Sites and the related Intermediate Aggregation Levels are selected for the 
audit, it is critical that the Audit Team work through the program/project to notify the selected 
sites and provide them with the information sheets found in ANNEX 3, Step 2 – Templates 1, 2, 3.  
This is meant to ensure that relevant staff is available and source documentation accessible for the 
indicator(s) and reporting period being audited.


2) Description of the data-collection and reporting system related to the indicator(s). The Audit 
Team should receive the completed template(s) found in AnneX 2, Step 2 – Template 2 describing 
the data-collection and reporting system related to the indicator(s) being audited.


3) Templates of the data-collection and reporting forms. The Audit Team should receive the 
templates of all data-collection and reporting forms used at all levels of the data management 
system for the related indicator(s) (e.g., patient records, client intake forms, registers, monthly 
reports, etc.).


4) Other documentation for the systems review.  The other documents requested are needed so 
that the Audit Team can start assessing the data collection and reporting system for the selected 
indicator(s). These documents are listed on the following page in Step 2 – Table 1.  In the event 
the program/project does not have such documentation readily available, the Audit Team should be 
prepared to follow-up with the program/project management once in country. 


In addition, the Organization Commissioning the Audit should also provide the Audit Team with 
relevant background documents regarding the country and program/project being audited.
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Step 2 – Table 1.  List of Audit Functional Areas and Documentation to Request from 
Program/Project for Desk Review (if available)


Functional Areas general Documentation requested  Check if 
provided 


 √


Contact Information
Names and contact information for key program/project •	
officials, including key staff responsible for data 
management activities.  


I – m&e Structures, 
roles, and 
Capabilities 


Organizational chart depicting M&E responsibilities.•	
List of M&E positions and status (e.g., full time or part •	
time, filled or vacant).  
M&E Training Plan, if one exists.•	


II – Indicator 
Definitions and 
reporting guidelines


Instructions to reporting sites on reporting requirements •	
and deadlines.
Description of how service delivery is recorded on •	
source documents, and on other documents such as clinic 
registers and periodic site reports.
Detailed data flow diagram including:•	


from Service Delivery Sites to Intermediate  {


Aggregation Levels (e.g., district offices, provincial 
offices, etc.); and 
from Intermediate Aggregation Levels (if any) to the  {


M&E Unit.
National M&E Plan, if one exists.•	
Operational definitions of indicators being audited. •	


III – Data collection 
and reporting 
Forms and Tools


Data-collection form(s) for the indicator(s) being audited.•	
Reporting form(s) for the indicator(s) being audited.•	
Instructions for completing the data collection and •	
reporting forms.


IV – Data 
Management 
Processes 


Written documentation of data management processes •	
including a description of all data-verification, 
aggregation, and manipulation steps performed at each 
level of the reporting system.
Written procedures for addressing specific data quality •	
challenges (e.g. double-counting, “lost to follow-up”), 
including instructions sent to reporting sites.
Guidelines and schedules for routine supervisory site •	
visits.


V – Links with 
national reporting 
System 


Documented links between the program/project data •	
reporting system and the relevant national data reporting 
system. 
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The systems review will be conducted by answering the questions in the DQA Protocol 1:  System 
Assessment Protocol.  The protocol is arranged into five functional areas with thirteen key 
summary questions that are critical to evaluating whether the program/project(s) data management 
system is well designed and implemented to produce quality data.  Performing the desk review 
with the documentation provided prior to visiting the program/project will reduce the burden the 
audit will place on the data management staff at the M&E Unit.  


B – OBTAIn nATIOnAL AUThOrIZATIOn


In certain cases, special authorization for conducting the DQA may be required from another 
national body, such as the National Audit Agency.  AnneX 2, Step 2 – Template 3 provides text 
for the letter requesting such additional authorization to conduct the Data Quality Audit.  This letter 
should be sent by the Organization Commissioning the DQA. The recipient(s) of the authorization 
letter will vary according to what program or project is being audited. The national authorization 
and any other relevant permission to conduct the DQA from donors supporting audited sites or 
program/project officials should be included in the Final Audit Report as an attachment.  
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STeP 3.  SelecT SITeS To be AuDITeD


Step 3 can be performed by the Organization Commissioning the DQA and/or the Audit Team.


In this section, four alternatives are presented for selecting the sites in which the data quality audit 
teams will conduct the work.  The alternatives are presented in order of complexity, from Sampling 
Strategy A which is completely non-statistical, to Sampling Strategy D which is a multistage cluster 
sampling method that can be used to make statistical inferences about data quality on a national 
scale. Sampling Strategies B and C represent midpoints between the non-statistical and statistical 
approaches and offer the audit team an opportunity to tailor the audit to a specific set of sites based 
on need or interest.


The Organization Commissioning the DQA should decide on the sampling strategy based on the 
objective of the DQA and available resources. The Audit Agency will determine, based on which 
type of sample is used, the sites for the audit. The Organization Commissioning the DQA may want 
to be involved in decisions regarding site selection, particularly if the sampling is not random.


A – SELECTIOn METhOD A:  PUrPOSIVE SELECTIOn


This is a pre-determined sample that the Organization Commissioning the DQA dictates to the 
Data Quality Audit team.  In some cases, there may be a need for a data quality audit to focus 
specifically on a set of service delivery points that are predetermined.  In this case, there is no 
need for a sampling plan. However, the data quality audit findings produced from such a 
“purposive” or targeted sample cannot be used to make generalized statements (or statistical 
inferences) about the total population of sites in that country.  The findings will be limited to 
those sites visited by the audit team.


B – SELECTIOn METhOD B:  rESTrICTED SITE SELECTIOn


Sampling Strategy B is also called a restricted site design.  It is commonly used as a substitute for 
probability sampling (based on a random algorithm) and is a good design for comparison of audit 
results over multiple periods.  In the Restricted Site design, the audit team selects one site where all 
the work will occur.  The benefit of this approach is that the team can maximize its efforts in one 
site and have a high degree of control over implementation of the audit protocols and knowledge 
of the site-specific systems from which the results are derived.  Sampling Strategy B is ideal for 
evaluating the effects of an intervention to improve data quality.  For example, the DQA is 
implemented at a site and constitutes a baseline measurement.  An intervention is conducted 
(e.g. training), and the DQA is implemented a second time.  Since all factors that can influence 
data quality are the same for both the pre and post test (the same site is used), any difference 
in data quality found on the post test can most likely be attributable to the intervention.  Such 
a repeated measure approach using the data quality audit tool might be prohibitively expensive if 
used in conjunction with a sampling plan that involves many sites.
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C – SELECTIOn METhOD C:  PrIOrITy ATTrIBUTE SELECTIOn


This sample is drawn by the Data Quality Audit team with the objective of maximizing exposure 
to important sites while minimizing the amount of time and money spent actually implementing 
the audit.  In most cases, Sampling Strategy C involves the random selection of sites from within 
a particular group, where group membership is defined by an attribute of interest.  Examples 
of such attributes include location (e.g. urban/rural, region/district), volume of service, type of 
organization (e.g. faith-based, non-governmental), or performance on system assessments (e.g. 
sites that scored poorly on the M&E Systems Strengthening Tool).


The stratified random sampling used in Sampling Strategy C allows the audit team to make 
inferences from the audit findings to all the sites that belong to the stratification attribute 
of interest (like all rural sites, all very large sites, all faith-based sites, etc.).  In this way, the 
audit findings can be generalized from the sample group of sites to a larger “population” of sites to 
which the sampled sites belong.  This ability to generate statistics and make such generalizations 
can be important and is discussed in more detail in the section below describing Sampling Strategy 
D.


The stratified sampling used in Sampling Strategy C is sub-national: the data quality auditors are 
not attempting to make generalizations about national programs.  In this sense, the strategy differs 
from Sampling Strategy D mainly with respect to its smaller scope.  Both strategies use random 
sampling (explained in more detail in Annex 4), which means that within a particular grouping of 
sites (sampling frame), each site has an equal chance of being selected into the audit sample. 


A Verification Factor can be calculated that indicates the data quality for the group with the attribute 
of interest but which is not national in scope.  


D – SELECTIOn METhOD D:  CLUSTEr SAMPLIng SELECTIOn


Sampling Strategy D is used to derive a national level Verification Factor for program-level 
indicators. It is complex and requires updated and complete information on the geographical 
distribution of sites (for whatever indicators have been selected) as well as the site-specific 
reported results (counts) for the indicator that is being evaluated.  Sampling Strategy D could also 
be referred to as a modified two-stage cluster sample (modified in that a stratified random sample 
of sites, rather than a simple random sample, is taken within the selected clusters).


Cluster sampling is a variation on simple random sampling (where all sites would be chosen 
randomly) that permits a more manageable group of sites to be audited.  Were all sites chosen at 
random they would likely be dispersed all over the country and require much time and resources 
to audit.  Cluster sampling allows for the selection of a few districts, thereby reducing the amount 
of travel required by the auditors.
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A scientific sampling plan implies the use of probability theory and involves statistics.  The purpose 
of statistics in this context is to allow the auditors to produce quantitative data quality findings that 
can be viewed as estimates of data quality for the whole program/project, and not simply as the 
data quality at the selected sites.  Furthermore, a scientific sample allows for the quantification of 
the certainty of the estimates of accuracy found by the audit (i.e. confidence intervals). The benefits 
of such a proportionally representative sampling plan go beyond the calculation of Verification 
Factors and apply to all empirical data quality audit findings.
  
The primary sampling unit for Sampling Strategy D is a cluster, which refers to the administrative 
or political or geographic unit in which Service Delivery Sites are located.  In practice, the selection 
of a cluster is usually a geographical unit like a district.  Ultimately, the selection of a cluster 
allows the audit team to tailor the sampling plan according to what the country program looks like.    


The strategy outlined here uses probability proportionate to size (PPS) to derive the final set of 
sites that the audit team will visit.   Sampling Strategy D generates a selection of sites to be visited 
by the audit team that is proportionately representative of all the sites where activities supporting 
the indicator(s) under study are being implemented.  


Clusters are selected in the first stage using systematic random sampling, where clusters with 
active programs reporting on the indicator of interest are listed in a sampling frame.  In the second 
stage, Service Delivery Sites from selected clusters are chosen using stratified random sampling 
where sites are stratified on volume of service.  


The number of sites selected for a given DQA will depend on the resources available to conduct 
the audit and the level of precision desired for the national level estimate of the Verification Factor.  
The Audit Teams should work with the Organization Commissioning the DQA to determine the 
right number of sites for a given program and indicator.  Annex 4 contains a detailed discussion 
and an illustrative example of Sampling Strategy D for the selection of clusters and sites for the 
DQA.  


note: The precision of estimates of the Verification Factor found using the GAVI sampling 
methodology employed here have been questioned.3  It is strongly advised that the Auditing Agency 
have access to a sampling specialist who can guide the development of representative samples and 
that the verification factors generated using these methods be interpreted with caution.


3  Woodard S., Archer L., Zell E., Ronveaux O., Birmingham M.  Design and Simulation Study of the Immunization 
    Data Quality Audit (DQA).  Ann Epidemiol, 2007;17:628–633.
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STeP 4.  PrePAre for on-SITe AuDIT VISITS


Step 4 is performed by the Audit Team.


The Audit Agency will need to prepare for the audit site visits. In addition to informing the 
program/project and obtaining a list of relevant sites and requesting documentation (Steps 2-3), 
the Audit Agency will need to: (1) estimate the timing required for the audit (and work with the 
program/project to agree on dates); (2) constitute an Audit Team with the required skills; and (3) 
prepare materials for the site visits.  Finally, the Audit Agency will need to make travel plans for 
the site visits.  
 
A – ESTIMATE TIMIng 


Depending on the number and location of the sampled sites to be visited, the Audit Agency will 
need to estimate the time required to conduct the audit.  As a guideline:


The •	 M&E Unit will typically require two days (one day at the beginning and one day at 
the end of the site visits);
Each •	 Intermediate Aggregation level (e.g., District or provincial offices) will require 
between one-half and one day;
Each •	 Service Delivery Site will require between one-half and two days (i.e., more than 
one day may be required for large sites with reported numbers in the several hundreds or 
sites that include satellite centers or when “spot-checks” are performed).
The Audit Team should also plan for an extra work day after completion of the site visits •	
to prepare for the meeting with the M&E Unit.


Step 4 – Table 1 on the following page provides an illustrative daily schedule for the site visits 
which will help the Audit Agency plan for the total time requirement.  
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4


Step 4 – Table 1.  Illustrative Daily Schedule for Data Quality Audit Site Visits and Meetings


Country: Indicator:


Date: Disease: Team:


Activity Estimated
Time notes


Note:  Add travel and DQA team work days, as needed


M&E UnIT (Beginning) – 1 day
1 Introduction and presentation of DQA process 30 min Morning – day 1
2 Questions and answers 15 min Morning – day 1
3 Confirm reporting period 15 min Morning – day 1


4
Complete “DQA Protocol 1: System Assessment Protocol”


a.  Request additional documentation (if needed)  
b.  Discuss and get answers to protocol questions 


2 hrs Morning – day 1


5 Complete “DQA Protocol 2:  Data Verification Protocol” 2-4 hrs Afternoon – day 1


SErVICE DELIVEry POInT – between ½-2 days4


1 Introduction and presentation of DQA process 30 min Morning – day 1
2 Questions and answers 15 min Morning – day 1
3 Discuss reporting period and service observation time 15 min Morning – day 1


4
Complete “DQA Protocol 1: System Assessment Protocol”


a.  Request additional documentation (if needed)
b.  Discuss and get answers to protocol questions 


1-2 hrs Morning – day 1


5 Complete “DQA Protocol 2:  Data Verification Protocol” 4-15 hours
-- Observation/Description 1 hr Afternoon – day 1
-- Documentation review 1-2 hrs Afternoon – day 1
-- Trace and verification 1-4 hrs Afternoon – day 1
-- Cross-checks 1-2 hours Afternoon – day 1
-- Spot-checks 0-6 hours Day 2 (if applicable)


InTErMEDIATE AggrEgATIOn LEVEL – between ½-1 day
1 Introduction and presentation of DQA process 30 min Morning – day 1
2 Questions and answers 15 min Morning – day 1
3 Discuss reporting period 15 min Morning – day 1


4 The time required at the Service Delivery Points will vary between one and two days depending on the size of the 
    reported numbers to be verified and whether or not spot-checks are performed.
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Step 4 – Table 1.  Illustrative Daily Schedule for Data Quality Audit Site Visits and Meetings


Country: Indicator:


Date: Disease: Team:


Activity Estimated
Time notes


4
Complete “DQA Protocol 1: System Assessment Protocol”


a.  Request additional documentation (if needed)  
b.  Discuss and get answers to protocol questions 


1-2 hrs Morning – day 1


5 Complete “DQA Protocol 2:  Data Verification Protocol” 2-4 hrs Afternoon – day 1


AuDIT TeAm work DAy
1 Review and consolidate DQA Protocols 1 & 2 1-2 hrs Morning
2 Complete preliminary findings and Recommendation Notes 3 hrs Morning
3 Prepare final presentation for meeting with M&E Unit 4 hrs Afternoon


M&E UnIT (End) – 1 day
1 Conduct closeout meeting 2-3 hrs Morning


B – COnSTITUTE ThE AUDIT TEAM 


While the Organization Commissioning the DQA will select the organization to conduct the data 
quality audit, it is recommended that the following skills be represented in the audit teams:


Public Health (closely related to the disease area and indicator(s) being audited);•	
Program Auditing;•	
Program Evaluation (e.g., health information systems, M&E systems design, indicator •	
reporting);
Data Management (e.g., strong understanding of and skills in data models and querying/•	
analyzing databases);
Excel (strong skills preferable to manipulate, modify and/or create files and worksheets); •	
and
Relevant Country Experience; preferable.•	


Audit Team members can have a combination of the skills listed above.  While the total number of 
team members will vary by the size of the audit, it is recommended that the Audit Team comprise 
a minimum of two to four consultants including at least one Senior Consultant. The team may be 
comprised of international and/or regional consultants. In addition, if the consultants do not speak 
the country language, one or more independent translator(s) should be hired by the Audit Team.
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When visiting the sites, the Audit Team will need to split into sub-teams and pair-up with at 
least one representative of the program/project.  Each sub-team will be responsible for visiting a 
number of sites related to the audit (for example, one sub-team would visit the sites A, B, and C; 
while the second sub-team would visit the sites D, E, and F).  For sub-teams visiting sites with 
computerized systems, one team member should have the capability to conduct queries of the 
relevant database.


Finally, the Organization Commissioning the DQA may have other requirements for team members 
or skills. It will be important for all Audit Team members to be familiar with the indicator-specific 
protocols being used in the audit and to become familiar with the program/project being audited.


C – PrEPArE LOgISTICS  


Materials to Take on the Audit Visits


When the Audit Team visits the program/project, it should be prepared with all the materials needed 
to carry out the on-site audit steps.  A list of materials the Audit Team should be prepared with is 
shown in Annex 3, Step 4 – Template 4.  


note:  While the protocols in the DQA are automated Excel files, the Audit Team should be 
prepared with paper copies of all needed protocols.  In some cases, it may be possible to use 
computers during site visits, but in other cases the Audit Team will need to fill out the protocols on 
the paper copies and then transcribe the findings to the Excel file.  


Planning Travel 


The Audit Team should work with the program/project to plan for travel to the country (if the 
Audit Team is external) and to the sampled sites — both to set appointments and to coordinate with 
program/project staff that will accompany the audit team on the site visits.  The Audit Team should 
arrange for transportation to the sampled sites and for lodging for the team.  
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STeP 5.  reVIew DocuMenTATIon


Step 5 is performed by the Audit Team.


The purpose of reviewing and assessing the design of the program/project’s data management and 
reporting system is to determine if the system is able to produce reports with good data quality if 
implemented as planned. The review and assessment is accomplished in several steps, including a 
desk review of information provided in advance by the program/project, and follow-up reviews at 
the program/project M&E Unit, at selected Service Delivery Sites, and Intermediate Aggregation 
Levels. During the off-site desk review, the Audit Team will work to start addressing the questions 
in the DQA Protocol 1: System Assessment Protocol based on the documentation provided. The 
Audit Team should nevertheless anticipate that not all required documentation will be submitted 
by the program/project in advance of the country mission.


Ideally, the desk review will give the Audit Team a good understanding of the Program’s reporting 
system — its completeness and the availability of documentation relating to the system and 
supporting audit trails.  At a minimum, the desk review will identify the areas and issues the Audit 
Team will need to follow-up at the program/project M&E Unit (Phase 2).


Because the M&E system may vary among indicators and may be stronger for some indicators 
than others, the Audit Team will need to fill out a separate DQA Protocol 1:  System Assessment 
Protocol for each indicator audited for the selected program/project. However, if indicators selected 
for auditing are reported through the same data reporting forms and systems (e.g., ART and OI 
numbers or TB Detection and Successfully Treated numbers), only one DQA Protocol 1:  System 
Assessment Protocol may be completed for these indicators.


AnnEX 1 shows the list of 39 questions included in the DQA Protocol 1:  System Assessment 
Protocol that the Audit Team will complete, based on its review of the documentation and the 
audit site visits.    


As the Audit Team is working, it should keep sufficiently detailed notes or “work papers” related 
to the steps in the audit that will support the Audit Team’s final findings.  Space has been provided 
on the protocols for notes during meetings with program/project staff. In addition, if more detailed 
notes are needed at any level of the audit to support findings and recommendations, the Audit 
Team should identify those notes as “work papers” and the relevant “work paper” number should 
be referenced in the appropriate column on all DQA templates and protocols. For example, the 
“work papers” could be numbered and the reference number to the “work paper” noted in the 
appropriate column on the DQA templates and protocols. It is also important to maintain notes 
of key interviews or meetings with M&E managers and staff during the audit.  Annex 3, Step 5 
– Template 1 provides a format for the notes of those interviews. 
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PHASe 2:  ProgrAM/ProjecT’S M&e unIT


The second phase of the DQA is conducted at the M&E Unit of 
the program/project being audited.  The steps in PHASE 2 are 
to:


Assess the design and implementation of the data 6. 
management and reporting system at the M&E Unit.   
Begin tracing and verifying results reported from 7. 
Intermediate Aggregation Levels (or Service Delivery Sites) 
to the M&E Unit.


 During PHASE 2, the Audit Team should meet the head of 
the M&E Unit and other key staff who are involved in data 
management and reporting.


The steps in PHASE 2 are estimated to take one day.


PHASE 2


 
M&E Management 


Unit


6. Assess Data 
Management 
Systems


7. Trace and 
verify results 
from Intermediate 
Aggregation 
Site Reports







38 Data Quality Audit Tool


STeP 6.  ASSeSS DATA MAnAgeMenT SySTeMS 
(AT THe M&e unIT)


Step 6 is performed by the Audit Team.


While the Data Quality Audit Team can determine a lot about the design of the data management and 
reporting system based on the off-site desk review, it will be necessary to perform on-site follow-up 
at three levels (M&E Unit, Intermediate Aggregation Levels, and Service Delivery Points) before 
a final assessment can be made about the ability of the overall system to collect and report quality 
data.  The Audit Team must also anticipate the possibility that a program/project may have some data 
reporting systems that are strong for some indicators, but not for others.  For example, a program/
project may have a strong system for collecting ART treatment data and a weak system for collecting 
data on community-based prevention activities.


The Excel-based DQA Protocol 1: System Assessment Protocol contains a worksheet for the Audit 
Team to complete at the M&E Unit. The Audit Team will need to complete the protocol as well as obtain 
documentary support for answers obtained at the program/project’s M&E Unit.  The most expeditious 
way to do this is to interview the program/project’s key data management official(s) and staff and to 
tailor the interview questions around the unresolved systems design issues following the desk review 
of provided documentation.  Hopefully, one meeting will allow the Audit Team to complete the DQA 
Protocol 1: System Assessment Protocol section (worksheet) for the M&E Unit.


It is important that the Audit Team include notes and comments on the DQA Protocol 1: System 
Assessment Protocol in order to formally document the overall design (and implementation) of the 
program/project data management and reporting system and identify areas in need of  improvement.  
Responses to the questions and the associated notes will help the Audit Team answer the 13 overarching 
Audit Team Summary Questions towards the end of the DQA (see Step 12 – Table 2 for the list of 
summary questions – which will be completely answered in PHASE 5 - Step 12).


As the Audit Team completes the DQA Protocol 1: System Assessment Protocol, it should keep in 
mind the following two questions that will shape the preliminary findings (Step 13) and the Audit 
Report (drafted in Step 15 and finalized in Step 17):  


Does the design of the program/project’s overall data collection and reporting system ensure 1. 
that, if implemented as planned, it will collect and report quality data?   Why/why not?
Which audit findings of the data management and reporting system warrant Recommendation 2. 
Notes and changes to the design in order to improve data quality?  These should be documented 
on the DQA Protocol 1: System Assessment Protocol.


note:  While the Audit Team is meeting with the M&E Unit, it should determine how the audit findings 
will be shared with staff at the lower levels being audited. Countries have different communication 
protocols; therefore in some countries, the Audit Team will be able to share preliminary findings at 
each level, while in other countries, the M&E Unit will prefer to share findings at the end of the audit. 
It is important for the Audit Team to comply with the communication protocols of the country. The 
communication plan should be shared with all levels.  
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STeP 7.  TrAce AnD VerIfy reSulTS froM InTerMeDIATe 
AggregATIon leVelS (AT THe M&e unIT)


Step 7 is performed by the Audit Team.


Step 7 is the first of three data verification steps that will assess, on a limited scale, if Service 
Delivery Sites, Intermediate Aggregation Levels (e.g., Districts or Regions), and the M&E Unit 
are collecting, aggregating, and reporting data accurately and on time.  


The Audit Team will use the appropriate version of the DQA protocol 2:  Data Verification 
Protocol—for the indicator(s) being audited—to determine if the sampled sites have accurately 
recorded the service delivery on source documents. They will then trace those data to determine 
if the numbers have been correctly aggregated and/or otherwise manipulated as the numbers are 
submitted from the initial Service Delivery Sites, through Intermediary Aggregation Levels, to 
the M&E Unit. The protocol has specific actions to be undertaken by the Audit Team at each level 
of the reporting system (for more detail on the DQA protocol 2:  Data Verification protocol, 
see Steps 9 and 11). In some countries, however, Service Delivery Sites may report directly to 
the central M&E Unit, without passing through Intermediate Aggregation Levels (e.g., Districts 
or Regions). In such instances, the verifications at the M&E Unit should be based on the reports 
directly submitted by the Service Delivery Sites.


While the data verification exercise implies recounting numbers from the level at which they are 
first recorded, for purposes of logistics, the M&E Unit worksheet of the DQA Protocol 2:  Data 
Verification protocol can be completed first.  Doing so provides the Audit Team with the numbers 
received, aggregated and reported by the M&E Unit and thus a benchmark for the numbers the 
Audit Team would expect to recount at the Service Delivery Sites and the Intermediate Aggregation 
Levels.  


At the M&E Unit, the steps undertaken by the Audit Team on the DQA Protocol 2:  Data 
Verification protocol are to: 


re-aggregate reported numbers from 1. all Intermediate Aggregation Sites:  Reported 
results from all Intermediate Aggregation Sites (e.g., Districts or Regions) should be re-
aggregated and the total compared to the number contained in the summary report prepared 
by the M&E Unit. The Audit Team should identify possible reasons for any differences 
between the verified and reported results.


 STATISTIC:  Calculate the Result Verification Ratio for the M&E Unit.


Sum of reported counts from all Intermediate Aggregation Sites
Total count contained in the Summary Report prepared by the M&E Unit
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Copy results for the 2. audited Intermediate Aggregation Sites as observed in the Summary 
report prepared by the M&E Unit.  To calculate the Adjustment Factor (which is necessary 
to derive a Composite Verification Factor — see AnnEX 5), the Audit Team will need to 
find the numbers available at the M&E Unit for the audited Intermediate Aggregation Sites.  
These are likely to be contained in the Summary Report prepared by the M&E Unit or in a 
database.


review availability, completeness, and timeliness of reports from 3. all Intermediate 
Aggregation Sites. How many reports should there have been from all Intermediate 
Aggregation Sites?  How many are there?  Were they received on time? Are they complete?


 STATISTIC:  Calculate % of all reports that are A) available; B) on time; and C) complete.  


A)  % Available Reports (available to the Audit Team) = 


Number of reports received from all Intermediate Aggregation Sites
Number of reports expected from all Intermediate Aggregation Sites


B)  % On Time Reports (received by the due date) = 


Number of reports received on time from all Intermediate Aggregation Sites
Number of reports expected from all Intermediate Aggregation Sites


C)  % Complete Reports = 


Number of reports that are complete from all Intermediate Aggregation Sites
Number of reports expected from all Intermediate Aggregation Sites 


That is to say, for a report to be considered complete it should include at least (1) the reported 
count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; 
and (4) a signature from the staff having submitted the report.


warning:  If there are any indications that some of the reports have been fabricated (for the purpose 
of the audit), the Audit Team should record these reports as “unavailable” and seek other data 
sources to confirm the reported counts (for example, an end-of-year report from the site containing 
results for the reporting period being audited). As a last resort, the Audit Team may decide to visit 
the site(s) for which reports seem to be fabricated to obtain confirmation of the reported counts. In 
any event, if these reported counts cannot be confirmed, the Audit Team should dismiss the reported 
counts and record “0” for these sites in the DQA protocol 2:  Data Verification protocol.


note: In no circumstances should the Audit Team record personal information, photocopy or 
remove documents from the M&E Unit.
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PHASe 3:  InTerMeDIATe AggregATIon leVel(S)


The third phase of the DQA takes place, where applicable, 
at one or more intermediary aggregation (reporting) levels 
where data reported by the selected Service Delivery Sites may 
be aggregated with data from other service sites before it is 
communicated to the program/project headquarters.  The steps 
in PHASE 3 are to:  


Determine if key elements of the program/project’s data 8. 
management and reporting system are being implemented at 
the intermediary reporting sites (e.g., Districts or Regions).   
Trace and verify reported numbers from the Service Delivery 9. 
Site(s) through any aggregation or other manipulative steps 
performed at the intermediary sites.


During PHASE 3, the Audit Team should meet with key staff 
involved in program/project M&E at the relevant Intermediate 
Aggregation Level — including the staff member(s) in charge 
of M&E and other staff who contribute to aggregating the 
data received from Service Delivery Sites and reporting the 
aggregated (or otherwise manipulated) results to the next 
reporting level.  


NOTE: As stated earlier, in some countries, Service Delivery 
Sites may report directly to the central M&E Unit, without 


passing through Intermediate Aggregation Levels.  In such instances, the Audit Team should not 
perform PHASE 3.


The steps in PhASE 3 are estimated to take between one-half and one day.


STeP 8.  ASSeSS DATA MAnAgeMenT SySTeMS
(AT THe InTerMeDIATe AggregATIon leVelS)


Step 8 is performed by the Audit Team.
 
In Step 8, the Audit Team continues the assessment of the data management and reporting system  
at the intermediate aggregation levels at which data from Service Delivery Sites are aggregated 
and manipulated before being reported to the program/project M&E Unit.  Specific instructions 
for completing the Intermediate Aggregation Level worksheet of the DQA Protocol 1: System 
Assessment Protocol are found in the Excel file of the protocol. 


PHASE 3


 Intermediate  
Aggregation Levels


(e.g. District, 
Region)


8. Assess of  
Data Management 


Systems


9. Trace and Verify 
Results from 
Site Reports
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STeP 9.  TrAce AnD VerIfy reSulTS froM SITe rePorTS
(AT THe InTerMeDIATe AggregATIon leVelS)


Step 9 is performed by the Audit Team.


The Audit Team will continue with the DQA Protocol 2: Data Verification protocol for Steps 9 
and 11. 


Step 9 – Table 1.  Intermediate Aggregation Levels:  Two Types of Data Verifications


Verifications Description required


1.  Documentation     
     Review


Review availability, timeliness and completeness of expected 
reports from Service Delivery Sites for the selected reporting 
period.


In all cases


2.  Trace and 
     Verification


Trace and verify reported numbers: (1) Re-aggregate the numbers 
submitted by the Service Delivery Sites; (2) Compare the verified 
counts to the numbers submitted to the next level (program/
project M&E Unit); (3) Identify reasons for any differences.


In all cases


At this stage of the audit, the Data Quality Audit seeks to determine whether the intermediary 
reporting sites correctly aggregated the results reported by Service Delivery Points.


The Audit Team will perform the following data quality audit steps for each of the selected 
indicators at the Intermediate Aggregation Level(s):    


re-aggregate reported numbers from 1. all Service Delivery Points:  Reported results from all 
Service Delivery Points should be re-aggregated and the total compared to the number contained 
in the summary report prepared by the Intermediate Aggregation Site. The Audit Team should 
identify possible reasons for any differences between the verified and reported results.


 STATISTIC:  Calculate the Result Verification Ratio for the Intermediate Aggregation Site.


Sum of reported counts from all Service Delivery Points
Total count contained in the Summary Report prepared by the Intermediate Aggregation Site


review availability, completeness and timeliness of reports from 2. all Service Delivery 
Points.  How many reports should there have been from all Service Delivery Points?  How 
many are there?  Were they received on time? Are they complete?


 STATISTIC:  Calculate % of all reports that are A) available; B) on time; and C) complete.  
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A)  % Available Reports (available to the Audit Team) = 
Number of reports received from all Service Delivery Points
Number of reports expected from all Service Delivery Points


B)  % On Time Reports (received by the due date) = 


Number of reports received on time from all Service Delivery Points
Number of reports expected from all Service Delivery Points


C)  % Complete Reports (i.e. contains all the relevant data to measure the indicator) = 


Number of reports that are complete from all Service Delivery Points
Number of reports expected from all Service Delivery Points


That is to say, for a report to be considered complete, it should at least include (1) the reported 
count relevant to the indicator; (2) the reporting period; (3) the date of submission of the report; 
and (4) a signature from the staff having submitted the report.


warning:  If there are any indications that some of the reports have been fabricated (for the purpose 
of the audit), the Audit Team should record these reports as “unavailable” and seek other data 
sources to confirm the reported counts (for example, an end-of-year report from the site containing 
results for the reporting period being audited). As a last resort, the Audit Team may decide to visit 
the site(s) for which reports seem to be fabricated to obtain confirmation of the reported counts. In 
any event, if these reported counts cannot be confirmed, the Audit Team should dismiss the reported 
counts and record “0” for these sites in the DQA protocol 2:  Data Verification protocol.


note: In no circumstances should the Audit Team record personal information, photocopy or 
remove documents from the Intermediate Aggregation Sites.
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PHASe 4:  SerVIce DelIVery SITeS


The fourth phase of the DQA takes place at the selected Service 
Delivery Sites where the following data quality audit steps are 
performed:


Determine if key elements of the program/project’s data 10. 
management and reporting system are being implemented 
at the Service Delivery Sites.   
Trace and verify reported data from source documents for 11. 
the selected indicators.


   During PHASE 4, the Audit Team should meet with key 
data collection and management staff at the Service Delivery 
Site — including the staff involved in completing the source 
documents, in aggregating the data, and in verifying the reports 
before submission to the next administrative level. 


The steps in PhASE 4 are estimated to take between one-
half and two days.  More than one day may be required for 
large sites (with reported numbers in the several hundreds), 
sites that include satellite centers, or when “spot-checks” 
are performed.


STeP 10.  ASSeSS DATA collecTIon AnD rePorTIng SySTeM 
(AT THe SerVIce DelIVery PoInTS)


Step 10 is performed by the Audit Team.


In Step 10, the Audit Team conducts the assessment of the data management and reporting system 
at a selection of Service Delivery Sites at which services are rendered and recorded on source 
documents.  Data from Service Delivery Sites are then aggregated and manipulated before being 
reported to the Intermediate Aggregation Levels. Specific instructions for completing the Service 
Delivery Site worksheet of the DQA Protocol 1: System Assessment Protocol are found in the 
Excel file of the protocol.


PHASE 4


Service Delivery 
Sites/  


Organizations


10. Assess Data 
Collection and Re-


porting System


11. Trace and Verify 
Results from Source 


Documents
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STeP 11.  TrAce AnD VerIfy reSulTS froM Source 
DocuMenTS (AT THe SerVIce DelIVery PoInTS)


Step 11 is performed by the Audit Team.


At the Service Delivery Site, each indicator-specific protocol begins with a description of the service(s) 
provided in order to orient the Audit Team towards what is being “counted” and reported. This will 
help lead the Audit Team to the relevant source documents at the Service Delivery Point, which can 
be significantly different for various indicators (e.g., patient records, registers, training logs).


Regardless of the indicator being verified or the nature of the Service Delivery Site (health based/
clinical or community-based), the Audit Team will perform some or all of the following data 
verification steps (Step 11 – Table 1) for each selected indicator:


Step 11 – Table 1.  Service Delivery Site:  Five Types of Data Verifications


Verifications Description required


1. Description Describe the connection between the delivery of services and/
or commodities and the completion of the source document that 
records that delivery.


In all cases 


2. Documentation
    review


Review availability and completeness of all indicator source 
documents for the selected reporting period.


In all cases


3. Trace and
    Verification


Trace and verify reported numbers: (1) Recount the reported 
numbers from available source documents; (2) Compare the 
verified numbers to the site reported number; (3) Identify reasons 
for any differences. 


In all cases


4. Cross-checks Perform “cross-checks” of the verified report totals with other data-
sources (e.g. inventory records, laboratory reports, other registers, etc.).


In all cases 


5. Spot-checks Perform “spot-checks” to verify the actual delivery of services and/
or commodities to the target populations.


If feasible


Before starting the data verifications, the Audit Team will need to understand and describe the 
recording and reporting system related to the indicator being verified at the Service Delivery 
Site (i.e., from initial recording of the service delivery on source documents to the reporting of 
aggregated numbers to the next administrative level).


DESCrIPTIOn 1. – Describe the connection between the delivery of the service and/or 
commodity and the completion of the source document.  This step will give the Audit Team 
a “frame of reference” for the link between the service delivery and recording process, and 
obtain clues as to whether outside factors such as time delays and/or competing activities 
could compromise the accurate and timely recording of program activities.
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DoCumenTATIon reVIew 2. – Review availability and completeness of all indicator 
source documents for the selected reporting period.  


Review a template of the source document (by obtaining a blank copy) and determine 	�
if the site has sufficient supplies of blank source documents;
Check availability and completeness of source documents and ensure that all the 	�
completed source documents fall within the reporting period being audited;
Verify that procedures are in place to prevent reporting errors (e.g., double-counting 	�
of clients who have transferred in/out, died or are lost to follow up (if applicable).


Note that the indicator-specific protocols have listed likely source document(s). If the Audit 
Team determines that other source documents are used, the team can modify the protocol(s) 
accordingly and document in its work papers the change that has been made to the protocol.   
The Audit Team will need to maintain strict confidentiality of source documents.  


TrACe AnD VerIFICATIon3.  – Recount results from source documents, compare the 
verified numbers to the site reported numbers and explain discrepancies.  


 STATISTIC:  Calculate the Result Verification Ratio for the Service Delivery Site.


Verified counts at selected Service Delivery Site
Reported count at selected Service Delivery Site 


Possible reasons for discrepancies could include simple data entry or arithmetic errors. The 
Audit Team may also need to talk to data reporting staff about possible explanations and 
follow-up with program data-quality officials if needed. This step is crucial to identifying 
ways to improve data quality at the Service Delivery Sites. It is important to note that the Audit 
Team could find large mistakes at a site “in both directions” (i.e., over-reporting and under-
reporting) that results in a negligible difference between the reported and recounted figures 
— but are indicative of major data quality problems.  Likewise, a one-time mathematical error 
could result in a large difference. Thus, in addition to the Verification Factor calculated for the 
site, the Audit Team will need to consider the nature of the findings before drawing conclusions 
about data quality at the site.


4.  CrOSS-ChECkS – Perform feasible cross-checks of the verified report totals with other 
data sources.  For example, the team could examine separate inventory records documenting 
the quantities of treatment drugs, test-kits, or ITNs purchased and delivered during the reporting 
period to see if these numbers corroborate the reported results.  Other cross-checks could 
include, for example, comparing treatment cards to unit, laboratory, or pharmacy registers.  
The Audit Team can add cross-checks to the protocol, as appropriate.    


 STATISTIC:  Calculate percent differences for each cross-check.
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5. SPOT ChECkS – Spot-checks to verify the actual delivery of services and/or commodities 
can also be done, time and resources permitting.  Spot-checks entail selecting a number of 
patients/clients (e.g., three to five) from source documents and verifying that they actually 
received the services and/or commodities recorded.  Spot-checks can be performed in two 
ways: (1) the Audit Team obtains the names and addresses of people in the community and 
makes an effort to locate them; or (2) the Audit Team requests representatives of the site to 
contact the people and ask them to come to the Service Delivery Site (for example the next 
day). For reasons of confidentiality, spot-checks will not be possible for indicators related to 
some medical services, such as ART treatment for HIV. 


As noted above, while the five data verification steps of the DQA protocol 2: Data Verification 
Protocol should not change5 within each verification step the protocol can be modified to better 
fit the program context (e.g., add cross-checks, modify the reference source document). Major 
modifications should be discussed with the Organization Commissioning the DQA.


note: In no circumstances should the Audit Team record personal information, photocopy, or 
remove documents from sites.


5  1. description, 2. documentation review, 3. trace and verification, 4.  cross-checks, 5. spot-checks.
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PHASe 5:  M&e unIT


In the fifth phase of the DQA, the Audit Team will return to the 
program/project M&E Unit.  The steps in PHASE 5 are to:


Complete the assessment of the data management and 12. 
reporting system by answering the 13 overarching summary 
audit questions.  
Develop preliminary audit findings and recommendation 13. 
notes.
Communicate the preliminary findings and recommenda-14. 
tions to the program/project’s M&E officers and senior 
management during an audit closeout meeting.


The steps in PhASE 5 are estimated to take two days.


PHASE 5


 
M&E Manage-


ment Unit


12. Consolidate  
Assessment of  
Data Manage-
ment Systems


13. Draft Preliminary 
Findings and Recom-


mendation Notes


14. Conduct Close-
out Meeting
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STeP 12.  conSolIDATe ASSeSSMenT of DATA MAnAgeMenT 
SySTeMS


Step 12 is performed by the Audit Team.


By Step 10, the Excel file worksheets of the DQA Protocol 1: System Assessment Protocol related 
to the M&E Unit, the Intermediate Aggregation Levels, and the Service Delivery Sites will have 
been completed. Based on all responses to the questions, a summary table (Step 12 – Table 1) will 
be automatically generated, as will a summary graphic of the strengths of the data management and 
reporting system (Step 12 – Figure 1).  The results generated will be based on the number of “Yes, 
completely,” “Partly,” and “No, not at all” responses to the questions on the DQA Protocol 1: 
System Assessment Protocol.


Step 12 – Table 1.  Summary Table:  Assessment of Data Management and Reporting System 
(Illustration)


SUMMAry TABLE


Assessment of Data 
Management 


and reporting Systems


I II III IV V


Av
er


ag
e 


(p
er


 si
te


)


M&E 
Structure, 


Functions, and 
Capabilities


Indicator 
Definitions 


and reporting 
guidelines


Data-
Collection and 


reporting 
Forms/Tools


Data 
Management 


Processes


Links with 
national 


reporting 
System


M&E Unit


- National M&E Unit 1.80 1.83 1.80 1.82 1.67 1.78


Intermediate Aggregation Level Sites


1 Collines 2.67 2.50 1.67 1.78 2.00 2.12


2 Atakora 3.00 2.25 1.33 1.67 2.50 2.15


3 Borgu 2.33 2.00 1.67 1.90 2.50 2.08


Service Delivery Points/Organizations


1.1 Savalou 2.67 2.00 1.67 1.86 2.00 2.04


1.2 Tchetti 2.00 2.25 1.67 2.13 2.00 2.01


1.3 Djalloukou 2.67 1.75 1.67 2.00 2.25 2.07


2.1 Penjari 2.33 2.00 2.00 1.86 2.50 2.14


2.2 Ouake 2.67 2.25 1.67 1.88 2.50 2.19


2.3 Tanagou 2.67 2.75 1.67 1.88 2.75 2.34


3.1 Parakou 2.33 2.00 2.00 1.86 2.25 2.09


3.2 Kandi 2.33 2.25 1.67 2.00 2.25 2.10


3.3 Kalale 2.67 2.25 1.67 1.88 2.50 2.19


Average (per 
functional area)


2.46 2.15 1.76 1.92 2.30 2.12


Color Code key


Green 2.5 - 3.0 Yes, Completely


Yellow 1.5 - 2.5 Partly


Red < 1.5 No, Not at All
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Step 12 – Figure 1.  Assessment of Data Management and Reporting System (Illustration).


Interpretation of the Output:  The scores generated for each functional area on the Service 
Delivery Site, Intermediate Aggregation Level, and M&E Unit pages are an average of the 
responses which are coded 3 for “Yes, completely,” 2 for “Partly,” and 1 for “No, not at all.”  
Responses coded “N/A” or “Not Applicable,” are not factored into the score. The numerical value 
of the score is not important; the scores are intended to be compared across functional areas as a 
means to prioritizing system strengthening activities. That is, the scores are relative to each other 
and are most meaningful when comparing the performance of one functional area to another.  For 
example, if the system scores an average of 2.5 for ‘M&E Structure, Functions and Capabilities’ 
and 1.5 for ‘Data-collection and Reporting Forms/Tools,’ one would reasonably conclude that 
resources would be more efficiently spent strengthening ‘Data-collection and Reporting Forms/
Tools’ rather than ‘M&E Structure, Functions and Capabilities.’  The scores should therefore not 
be used exclusively to evaluate the information system. Rather, they should be interpreted within 
the context of the interviews, documentation reviews, data verifications, and observations made 
during the DQA exercise.


Using these summary statistics, the Audit Team should answer the 13 overarching questions on 
the Audit Summary Question Worksheet of the protocol (see Step 12 – Table 2).  To answer 
these questions, the Audit Team will have the completed DQA Protocol 1: System Assessment 
Protocol worksheets for each site and level visited, as well as the summary table and graph of 
the findings from the protocol (see Step 12 – Table 1 and Figure 1).  Based on these sources of 
information, the Audit Team will need to use its judgment to develop an overall response to the 
Audit Summary Questions.
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Step 12 – Table 2.  Summary Audit Questions


13 OVERARCHING SUMMARY AUDIT QUESTIONS


Program Area:  
Indicator:  


Question


Answer


Comments
Yes - completely 


Partly 
No - not at all 


N/A


1
Are key M&E and data-management staff identified with 
clearly assigned responsibilities?   


2
Have the majority of key M&E and data-management staff 
received the required training?   


3
Has the program/project clearly documented (in writing) what 
is reported to who, and how and when reporting is required?   


4
Are there operational indicator definitions meeting relevant 
standards that are systematically followed by all service points?   


5
Are there standard data collection and reporting forms that are 
systematically used?   


6
Are data recorded with sufficient precision/detail to measure 
relevant indicators? 


7
Are data maintained in accordance with international or 
national confidentiality guidelines?


8
Are source documents kept and made available in accordance 
with a written policy?   


9
Does clear documentation of collection, aggregation, and 
manipulation steps exist?    


10
Are data quality challenges identified and are mechanisms in 
place for addressing them?    


11
Are there clearly defined and followed procedures to identify 
and reconcile discrepancies in reports?     


12
Are there clearly defined and followed procedures to 
periodically verify source data?    


13
Does the data collection and reporting system of the program/
project link to the National Reporting System?   
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STeP 13.  DrAfT PrelIMInAry fInDIngS AnD 
recoMMenDATIon noTeS


Step 13 is performed by the Audit Team.


By Step 12, the Audit Team will have completed both the system assessment and data verification 
protocols on selected indicators.  In preparation for its close-out meeting with the M&E Unit, in 
Step 13 the Audit Team drafts Preliminary Findings.  Recommendation Notes for data quality 
issues found during the audit. Annex 3, Step 13 – Template 1 provides a format for those 
Recommendation Notes. These findings and issues are presented to the program/project M&E 
Unit (Step 14) and form the basis for the Audit Report (Steps 15 and 17). The Audit Team should 
also send a copy of the Preliminary Findings and Recommendation Notes to the Organization 
Commissioning the DQA.


The preliminary findings and Recommendation Notes will be based on the results from the DQA 
Protocol 1: System Assessment Protocol and the DQA Protocol 2: Data Verification protocol 
and will be developed by the Audit Team based on:


The notes columns of the protocols•	  in which the Audit Team has explained findings 
related to: (1) the assessment of the data-management and reporting system; and (2) the 
verification of a sample of data reported through the system.  In each protocol, the final 
column requests a check (√) for any finding that requires a Recommendation Note.  
work papers•	  further documenting evidence of the Audit Team’s data quality audit 
findings.


The findings should stress the positive aspects of the program/project M&E system as it relates 
to data management and reporting as well as any weaknesses identified by the Audit Team.  It is 
important to emphasize that a finding does not necessarily mean that the program/project is deficient 
in its data collection system design or implementation.  The program/project may have in place a 
number of innovative controls and effective steps to ensure that data are collected consistently and 
reliably.  


Nevertheless, the purpose of the Data Quality Audit is to improve data quality. Thus, as the Audit 
Team completes its data management system and data verification reviews, it should clearly 
identify evidence and findings that indicate the need for improvements to strengthen the design 
and implementation of the M&E system. All findings should be backed by documentary evidence 
that the Audit Team can cite and provide along with its recommendation notes. 


Examples of findings related to the design and implementation of data collection, reporting and 
management systems include:  


The lack of documentation describing aggregation and data manipulation steps.•	
Unclear and/or inconsistent directions provided to reporting sites about when or to whom •	
report data is to be submitted. 
The lack of designated staff to review and question submitted site reports.•	
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The lack of a formal process to address incomplete or inaccurate submitted site reports.•	
The lack of a required training program for site data collectors and managers.•	
Differences between program indicator definitions and the definition as cited on the data •	
collection forms.
The lack of standard data collection forms.•	


Examples of findings related to verification of data produced by the system could include:  


A disconnect between the delivery of services and the filling out of source documents.•	
Incomplete or inaccurate source documents.•	
Data entry and/or data manipulation errors. •	
Misinterpretation or inaccurate application of the indicator definition.•	


Draft Recommendation Note(s)  


In the recommendation notes, the Audit Team should cite the evidence found that indicates a 
threat to data quality. The team should also provide one or more recommended actions to prevent 
recurrence. The Audit Team may propose a deadline for the recommended actions to be completed 
and seek concurrence from the program/project and the Organization Commissioning the DQA. 
Step 13 – Table 1 provides an example of the content of recommendation notes.    


Step 13 – Table 1.  Illustrative Findings and Recommendations for Country X’s TB Treatment Program:  
Number of Smear Positive TB Cases Registered Under DOTS Who Are Successfully Treated


Country X runs an organized and long-established TB treatment program based on international treatment 
standards and protocols.  The processes and requirements for reporting results of the TB program are 
specifically identified and prescribed in its Manual of the National Tuberculosis and Leprosy Programme.  
The Manual identifies required forms and reporting requirements by service sites, districts, and regions.   


Based on information gathered through interviews with key officials and a documentation review, the 
Data Quality Audit Team identified the following related to improving data quality.


Findings and recommendations for the m&e unit


1)  M&E Training
FInDIng•	 : The Audit Team found a lack of a systematic and documented data management 
training plan that identifies training requirements, including necessary data management skills 
for all levels of the program from health care workers at Service Delivery Sites to district 
coordinators, regional staffers, and M&E Unit data managers. Currently, training is instigated, 
implemented, and paid for by different offices at multiple levels throughout the TB program.  


rECOMMEnDATIOn:  That the National TB M&E Unit develop a plan to coordinate available 
training resources and identify training needs throughout the system including those needed to 
efficiently achieve data management requirements.
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2)  Supervisory checks of District Reports 
FInDIng•	 : The lack of supervisory checks of the files used to store submitted quarterly reports 
from district offices can lead to potential aggregation errors.  For example, the Audit Team’s 
verification exercise identified duplicate, out-of-date, and annual rather than quarterly reports in 
these files that could easily lead to data entry errors.  


rECOMMEnDATIOn:   That a program management supervisor regularly review the files used 
to store regional reports after they are submitted, but before data entry occurs to help reduce the 
possibility of errors. 


FInDIng•	 : Approximately 2% of the submitted regional reports to the MOH lacked 
supervisory signatures.  This signature is required to document that the report was reviewed for 
completeness and obvious mistakes. 


rECOMMEnDATIOn:  That the MOH reinforce its requirement that submitted reports contain a 
supervisory signature, perhaps by initially rejecting reports that have not been reviewed. 


3)  Policy on Retention of Source Documents
FInDIng•	 : The TB program has no policy regarding the retention of reporting documents 
including patient treatment cards, registers and related report.  While the documents are 
routinely retained for years, good data management requires that a specific document retention 
policy be developed. 


rECOMMEnDATIOn:  That the program office develop a specific document retention policy for 
TB program source and key reporting documents in its new reporting system.


Findings and recommendations for the Intermediate Aggregation level Sites


4)  Quality Control in Data Entry
FInDIng•	 : The Audit Team found that limited measures are taken to eliminate the possibility 
of data entry errors at the district level.  While there are checks in the reporting software to 
identify out-of-range entries, the district staff could not describe any other steps taken to 
eliminate data entry errors. 


rECOMMEnDATIOn:  That the program identify steps to eliminate data entry errors wherever 
report numbers are entered into the electronic reporting system.


Findings and recommendations for the Service Delivery Sites  


5)  Ability to Retrieve Source Documents
FInDIng•	 : At all service sites, the Audit Team had difficulty completing the data verification 
exercise because the site staff found it difficult or was unable to retrieve source documents—
e.g., the TB patient treatment cards for patients that had completed treatment. If such 
verification cannot be performed, a Data Quality Audit Team cannot confirm that the reported 
treatment numbers are accurate and valid.


rECOMMEnDATIOn:  That TB Service Delivery Sites should systematically file and store TB 
treatment source documents by specific reporting periods so that they can be readily retrieved for 
audit purposes. 
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STeP 14.  conDucT A cloSeouT MeeTIng


Step 14 is performed by the Audit Team.


At the conclusion of the site visits, the Audit Team Leader should conduct a closeout meeting with 
senior program/project M&E officials and the Director/Program Manager to:


Share the results of the data-verifications (recounting exercise) and system review;1. 
Present the preliminary findings and Recommendation Notes; and2. 
Discuss potential steps to improve data quality.3. 


A face-to-face closeout meeting gives the program/project’s data management staff the opportunity 
to discuss the feasibility of potential improvements and related timeframes.  The Audit Team Leader 
should stress, however, that the audit findings at this point are preliminary and subject to change 
once the Audit Team has had a better opportunity to review and reflect on the evidence collected 
on the protocols and in its work papers. 


The Audit Team should encourage the program/project to share relevant findings with the appropriate 
stakeholders at the country-level such as multi-partner M&E working groups and the National 
program, as appropriate. The Audit Team should also discuss how the findings will be shared 
by the program/project M&E officials with the audited Service Delivery Sites and Intermediate 
Aggregation Levels (e.g., Regions, Districts).


As always, the closeout meeting and any agreements reached on the identification of findings 
and related improvements should be documented in the Audit Team’s work papers in order to be 
reflected in the Final Audit Report. 
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PHASe 6:  coMPleTIon


The last phase of the DQA takes place at the offices of the 
DQA Team, and in face-to-face or phone meetings with the 
Organization Commissioning the DQA and the program/
project.  The steps in PHASE 6 are to:


Draft Audit Report.  15. 
Discuss the Draft Audit Report with the program/project 16. 
and with the Organization Commissioning the DQA.
Complete the Final Audit Report and communicate 17. 
the findings, including the final Recommendation 
Note(s), to the program/project and the Organization 
Commissioning the DQA.
As appropriate, initiate follow-up procedures to ensure 18. 
that agreed upon changes are made.


The steps in PhASE 5 are estimated to take between two 
and four weeks.


PHASE 6


Off-Site  
(Completion)


15. Draft Audit 
Report


16. Review and Col-
lect Feedback from 
Country and Orga-
nization Commis-
sioning the DQA


17. Finalize  
Audit Report


18. Initiate  
Follow-up of  


Recommended 
Actions
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STeP 15.  DrAfT AuDIT rePorT


Step 15 is performed by the Audit Team.


Within 1-2 weeks, the Audit Team should complete its review of all of the audit documentation 
produced during the mission and complete a draft Audit Report with all findings and suggested 
improvements. Any major changes in the audit findings made after the closeout meeting in country 
should be clearly communicated to the program/project officials. The draft of the Audit Report 
will be sent to the program/project management staff and to the Organization Commissioning the 
DQA. Step 15 – Table 1 shows the suggested outline for the Audit Report.  


Step 15 – Table 1:  Suggested Outline for the Final Data Quality Audit Report


Section Contents


I Executive Summary
II Introduction and Background


Purpose of the DQA	�
Background on the program/project 	�
Indicators and Reporting Period – Rationale for selection	�
Service Delivery Sites – Rationale for selection	�
Description of the data-collection and reporting system (related to the 	�
indicators audited)


III Assessment of the Data Management and reporting System 


Description of the performed system assessment steps	�
Dashboard summary statistics 	� (table and spider graph of functional areas – Step 
12: Table 1 and Figure 1)
Key findings at the three levels:	�


Service Delivery Sites {
Intermediate Aggregation Levels {
M&E Unit {


Overall strengths and weaknesses of the Data-Management System 	� (based on 13 
Summary Audit Questions)
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IV Verification of reported Data


Description of the performed data-verifications steps 	�
Data Accuracy – Verification Factor	�
Precision and confidentiality of reported data	�
Availability, completeness, and timeliness of reports	�
Key findings at the three levels:	�


Service Delivery Sites {
Intermediate Aggregation Levels {
M&E Unit {


Overall assessment of Data Quality	�


V recommendation notes and Suggested Improvements


VI Final Data Quality Classification (if required by the organization Commissioning the DQA).
VII Country response to DQA Findings


STeP 16.  collecT AnD reVIew feeDbAck froM counTry 
AnD orgAnIzATIon coMMISSIonIng THe DQA


Step 16 is performed by the Audit Team.


To build consensus and facilitate data quality improvements, the Audit Team needs to share the 
draft Audit Report with the Organization Commissioning the DQA and with the program/project 
management and M&E staff. The program/project will be given an opportunity to provide 
a response to the audit findings.  This response will need to be included in the Final Audit 
report.  


STeP 17.  fInAlIze AuDIT rePorT


Step 17 is performed by the Audit Team.


Once the program/project and the Organization Commissioning the DQA have reviewed the Draft 
Audit Report (given a time limit of two weeks, unless a different time period has been agreed) and 
provided feedback, the Audit Team will complete the Final Audit Report. while the Audit Team 
should elicit feedback, it is important to note that the content of the Final Audit report is 
determined by the Audit Team exclusively.
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STeP 18.  InITIATe follow-uP of recoMMenDeD AcTIonS


Step 18 can be performed by the Organization Commissioning the DQA and/or the Audit Team.


The program/project will be expected to send follow-up correspondences once the agreed upon 
changes/improvements have been made. If the Organization Commissioning the DQA wants the 
Audit Team to be involved in the follow-up of identified strengthening measures, an appropriate 
agreement may be reached.  The Organization Commissioning the DQA and/or the Audit Team 
should maintain a “reminder” file to alert itself as to when these notifications are due (see AnnEX 
3, Step 19 – Template 1). In general, minor data quality issues should be remedied in one to 
six months and major issues in six to twelve months.
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AnnexeS







61Data Quality Audit Tool


Annex 1:  DQA Protocols 
Protocol 1:  System Assessment Protocol
Protocol 2:  Data Verification Protocol
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Protocol 1 – System Assessment Protocol (AIDS and Malaria)


LIST OF ALL QUESTIONS – For reference only (Protocol 1 - System’s Assessment) 


Component of the M&E System 


Checkmark indicates 
reporting system 
level at which the 
question is asked
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I – m&e Structure, Functions, and Capabilities 


1 
There is a documented organizational structure/chart that clearly 
identifies positions that have data management responsibilities at 
the M&E Unit. 


√ Yes 


2 All staff positions dedicated to M&E and data management 
systems are filled. √ -


3 There is a training plan which includes staff involved in data-
collection and reporting at all levels in the reporting process. √ Yes 


4 All relevant staff have received training on the data management 
processes and tools. √ √ √ -


5 
A senior staff member (e.g., the Program Manager) is responsible 
for reviewing the aggregated numbers prior to the submission/
release of reports from the M&E Unit. 


√ -


6 
There are designated staff responsible for reviewing the quality 
of data (i.e., accuracy, completeness and timeliness) received 
from sub-reporting levels (e.g., regions, districts, service points). 


√ √ -


7 
There are designated staff responsible for reviewing aggregated 
numbers prior to submission to the next level (e.g., to districts, to 
regional offices, to the central M&E Unit). 


√ √ -


8 The responsibility for recording the delivery of services on source 
documents is clearly assigned to the relevant staff. √ -


II – Indicator Definitions and reporting guidelines 


9 
The M&E Unit has documented and shared the definition of the 
indicator(s) with all relevant levels of the reporting system (e.g., 
regions, districts, service points). 


√ Yes 


10 There is a description of the services that are related to each 
indicator measured by the program/project. √ Yes 


The M&E Unit has provided written guidelines to each sub-reporting level on … 
11  … what they are supposed to report on. √ √ √ Yes 
12  … how (e.g., in what specific format) reports are to be submitted. √ √ √ Yes 
13  … to whom the reports should be submitted. √ √ √ Yes 
14  … when the reports are due. √ √ √ Yes 


15 There is a written policy that states for how long source 
documents and reporting forms need to be retained. √ Yes 
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LIST OF ALL QUESTIONS – For reference only (Protocol 1 - System’s Assessment) 


Component of the M&E System 


Checkmark indicates 
reporting system 
level at which the 
question is asked
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III – Data-collection and reporting Forms/Tools 


16 
The M&E Unit has identified a standard source document (e.g., 
medical record, client intake form, register, etc.) to be used 
by all Service Delivery Points to record service delivery. 


√ Yes 


17 The M&E Unit has identified standard reporting forms/tools to be 
used by all reporting levels. √ Yes 


18 Clear instructions have been provided by the M&E Unit on 
how to complete the data collection and reporting forms/tools. √ √ √ Yes 


19 The source documents and reporting forms/tools specified by 
the M&E Unit are consistently used by all reporting levels. √ √ -


20 
If multiple organizations are implementing activities under the 
program/project, they all use the same reporting forms and report 
according to the same reporting timelines. 


√ √ √ -


21 


The data collected by the M&E system has sufficient precision 
to measure the indicator(s) (i.e., relevant data are collected by 
sex, age, etc., if the indicator specifies disaggregation by these 
characteristics). 


√ -


22 
All source documents and reporting forms relevant for measuring 
the indicator(s) are available for auditing purposes (including 
dated print-outs in case of computerized system). 


√ √ √ -


IV – Data Management Processes 


23
The M&E Unit has clearly documented data aggregation, analysis 
and/or manipulation steps performed at each level of the reporting 
system. 


√ Yes 


24 
There is a written procedure to address late, incomplete, 
inaccurate, and missing reports; including following-up with sub-
reporting levels on data quality issues. 


√ √ Yes 


25 


If data discrepancies have been uncovered in reports from sub-
reporting levels, the M&E Unit or the Intermediate Aggregation 
Levels (e.g., districts or regions) have documented how these 
inconsistencies have been resolved. 


√ √ -


26 
Feedback is systematically provided to all sub-reporting levels 
on the quality of their reporting (i.e., accuracy, completeness, and 
timeliness). 


√ √ -


27 
There are quality controls in place for when data from paper-
based forms are entered into a computer (e.g., double entry, post-
data entry verification, etc). 


√ √ √ -
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LIST OF ALL QUESTIONS – For reference only (Protocol 1 - System’s Assessment) 


Component of the M&E System 


Checkmark indicates 
reporting system 
level at which the 
question is asked
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28 


For automated (computerized) systems, there is a clearly 
documented and actively implemented database administration 
procedure in place. This includes backup/recovery procedures, 
security administration, and user administration. 


√ √ √ Yes 


29 There is a written back-up procedure for when data entry or data 
processing is computerized. √ √ √ Yes 


30 
If yes, the latest date of back-up is appropriate given the 
frequency of update of the computerized system (e.g., backups 
are weekly or monthly). 


√ √ √ -


31 Relevant personal data are maintained according to national or 
international confidentiality guidelines. √ √ √ -


The reporting system avoids double counting people … 


32 


… within each point of service/organization (e.g., a person 
receiving the same service twice in a reporting period, a person 
registered as receiving the same service in two different locations, 
etc). 


√ √ √ -


33 
… across service points/organizations (e.g., a person registered 
as receiving the same service in two different service points/
organizations, etc). 


√ √ √ -


34 The reporting system enables the identification and recording of a 
“drop out,” a person “lost to follow-up,” and a person who died. √ √ √ -


35 The M&E Unit can demonstrate that regular supervisory site 
visits have taken place and that data quality has been reviewed. √ Yes 


V – Links with national reporting System 


36 When available, the relevant national forms/tools are used for 
data-collection and reporting. √ √ √ Yes 


37 When applicable, data are reported through a single channel of 
the national information systems. √ √ √ -


38 Reporting deadlines are harmonized with the relevant timelines of 
the National program (e.g., cut-off dates for monthly reporting). √ √ √ -


39 The service sites are identified using ID numbers that follow a 
national system. √ √ √ -
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Protocol 2 – Data Verification Protocol (Illustration – Community-based Interventions)
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Annex 2:  Templates for the organization
commissioning the DQA
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Annex 2 – Step 2.  Template 1.  Notification and Documentation Request Letter to the Selected 
Program/Project  


Date
Address
Dear__________________: 


[Your organization] has been selected for a Data Quality Audit by [name of Organization 
Commissioning the Audit] related to [Program/Project name]. 


The purpose of this audit is to: (1) assess the ability of the data management systems of the program/
project(s) you are managing to report quality data; and (2) verify the quality of reported data for 
key indicators at selected sites.  [Name of Audit Agency] will be conducting the audit and will 
contact you soon regarding the audit.  


This Data Quality Audit relates to [disease], [program area] and the verifications will focus on the 
following indicators:


1 [indicator name]
2 [indicator name]


The audit will:
Assess the design of the data management and reporting systems;1. 
Check at selected Service Delivery Sites and intermediary aggregation levels (e.g., districts, 2. 
regions) if the system is being implemented as designed;
Trace and verify past reported numbers for a limited number of indicators at a few sites; 3. and
Communicate the audit’s findings and suggested improvements in a formal Audit Report.4. 


Prior to the audit taking place, [list name of Audit Agency] will need:
A list of all the Service Delivery Sites with the latest reported results (for the above  �
indicators);
The completed Template 2 (attached to this letter) describing the data-collection and  �
reporting system (related to the above indicators);
Data-collection and reporting forms (related to the above indicators). �


This information is critical for beginning the audit, therefore it is requested within two weeks of 
receipt of this letter and should be sent to [address of Audit Agency].


To help the Audit Team perform the initial phase of the review of your overall data management 
system and to limit the team’s on-site presence to the extent possible, we also request that you 
provide the Audit Agency with the existing and available documentation listed in Table 1 (attached 
to this letter).


Thank you for submitting the requested documentation to ___________ at ______ by _________.  
If any of the documentation is available in electronic form it can be e-mailed to _____________.
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Following a desk review of the information and documentation provided, the Audit Agency will 
pursue the audit at the office that serves as the M&E management unit for the program/project and 
at a small number of your reporting sites and intermediary data management offices (e.g., district 
or regional offices). To facilitate site visits, we request that two staff members responsible for 
M&E, or who receives, reviews and/or compiles reports from reporting entities accompany the 
Audit Team to the sites for the duration of the audit.


Because the time required for the audit depends on the number and location of sampled sites, the 
Audit Agency will contact you with more specific information regarding timing after the sample 
of sites has been selected.  However, you should anticipate that the audit will last between 10 and 
15 days (including two days at the M&E Unit and around one day per Service Delivery Site and 
Intermediate Aggregation Level — e.g., Districts or Regions). 


Finally, since the Audit Team will need to obtain and review source documents (e.g., client records 
or registration logs/ledger), it is important that official authorization be granted to access these 
documents. However, we would like to assure you that no details related to individuals will be 
recorded as part of the audit — the team will only seek to verify that the counts from “source 
documents” related to the service or activity are correct for the reporting period. The personal 
records will neither be removed from the site nor photocopied.


We would like to emphasize that we will make every effort to limit the impact our audit will have 
on your staff and ongoing activities.  In that regard, it would be very helpful if you could provide 
the Audit Agency with a key contact person early on in this process (your chief data management 
official, if possible) so we can limit our communications to the appropriate person. If you have any 
questions please contact ___________ at ____________.  


Sincerely, 


cc:  Government Auditing Agency
Donor/Development Partners and Implementing Partners
Other, as appropriate for the country and audit
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Table 1 –  List of Audit Functional Areas and Documentation to Request from Program/
Project for Desk Review (if available)


Functional 
Areas general Documentation requested  


Check if 
provided 


√


Contact 
Information


Names and contact information for key program/project officials, •	
including key staff responsible for data management activities.  


I – M&E 
Structures, 
roles and  
Capabilities


Organizational chart depicting M&E responsibilities.•	


List of M&E positions and status (e.g., full time or part time, filled •	
or vacant).  


M&E Training plan, if one exists.•	


II – Indicator 
Definitions 
and reporting 
guidelines


Instructions to reporting sites on reporting requirements and •	
deadlines.


Description of how service delivery is recorded on source documents, •	
and on other documents such as clinic registers and periodic site reports.


Detailed diagram of how data flows:•	
from Service Delivery Sites to Intermediate Aggregation Levels  {


(e.g. district offices, provincial offices, etc.); 
from Intermediate Aggregation Levels (if any) to the M&E  {


Unit.


National M&E Plan, if one exists.•	


Operational definitions of indicators being audited. •	


III – Data 
collection and 
reporting 
Forms and Tools


Data-collection form(s) for the indicator(s) being audited.•	


Reporting form(s) for the indicator(s) being audited.•	


Instructions for completing the data-collection and reporting •	
forms.


IV – Data 
Management 
Processes 


Written documentation of data management processes including a •	
description of all data-verification, aggregation, and manipulation 
steps performed at each level of the reporting system.


Written procedures for addressing specific data quality challenges •	
(e.g. double-counting, “lost to follow-up”), including instructions 
sent to reporting sites.
Guidelines and schedules for routine supervisory site visits.•	


V – Links 
with national 
reporting 
System 


Documented links between the program/project data reporting •	
system and the relevant national data reporting system. 
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Annex 2 – Step 2.  Template 3.  Letter to Request National Authorization for the DQA  


Date


Address of National Authorizing Agency for Data Quality Audit


Dear__________________: 


As part of its ongoing oversight activities, [name of Organization Commissioning the Audit] has selected 
[program/project(s)] in [country] for a Data Quality Audit.  Subject to approval, the Data Quality Audit will 
take place between [months       and        ], [Year]. 


The purpose of this Data Quality Audit is to assess the ability of the program’s data management system 
to report quality data and to trace and verify reported results from selected service sites related to the 
following indicators:


1 [indicator name]
2 [indicator name]


[Name of auditing firm] has been selected by [name of Organization Commissioning the Audit] to carry out 
the Data Quality Audit.


Conducting this Data Quality Audit may require access to data reported through the national data reporting 
system on [Disease and Program Area]. The audit will include recounting data reported within selected 
reporting periods, including obtaining and reviewing source documents (e.g. client records or registration 
logs/ledgers, training log sheets, commodity distribution sheets).  While the Audit Team will potentially 
require access to personal patient information, the Team will hold such information in strict confidence and 
no audit documentation will contain or disclose such personal information. The purpose of access to such 
information is strictly for counting and cross-checking purposes related to the audit. When necessary, the 
Audit Team will need to access and use such information at Service Delivery Sites. The personal records 
will neither be removed from the site nor photocopied.   


If you have any questions about this Data Quality Audit, please contact ______ at ________.  


[Name of Organization Commissioning the Audit] hereby formally requests approval to conduct this Data 
Quality Audit.


Please indicate approved or not approved below (with reasons for non-approval) and return this letter to 
______________________ at ________________________.  


Approved/Not approved (please circle one)      


Sincerely,         Date:


 


cc:  Program/project Director, Donor/Development Partners and Implementing Partners,  Other, as 
appropriate for the Audit.


Title
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Annex 3:  Templates for the Audit Agency and Team
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Annex 3, Step 2 – Template 1.  Information Sheet for the M&E Unit Involved in the DQA


1.  Objective of the DQA


The objectives of the Data Quality Audit are to:
Verify that appropriate data management systems are in place;  � and
Verify the quality of reported data for key indicators at selected sites. �


2.  Program Areas Included in the Audit


- to be completed by Audit Team -


3.  Tasks Performed by the Audit Team at the M&E Unit  


Interview Program Manager and staff involved in M&E and data-management. �
Review availability, completeness, and timeliness of reports received from reporting sites. �
Re-count numbers from received reports and compare result to the numbers reported by the M&E  �
Unit.


4.  Staff to Be Available at the M&E Unit during the DQA
Program Manager. �
Chief Data-management Official. �
Staff involved in reviewing and compiling reports received from reporting sites. �
IT staff involved in database management, if applicable. �
Relevant staff from partner organizations working on M&E systems strengthening, if applicable. �


4.  Documentation to Prepare in Advance of Arrival of Audit Team


Reported results by the M&E Unit for the selected reporting period ( � see Point 3 above).
Access to the site summary reports submitted for the period ( � see Point 3 above).
Organizational chart depicting M&E responsibilities. �
List of M&E positions and status (e.g., full time or part time, filled or vacant).   �
M&E Training Plan, if one exists. �
Instructions to reporting sites on reporting requirements and deadlines. �
Description of how service delivery is recorded on source documents, and on other documents such  �
as clinic registers and periodic site reports.
Detailed diagram of how data flows from Service Delivery Sites to the M&E Unit.  �
National M&E Plan, if one exists. �
Operational definitions of indicators being audited  � (see Point 2 above).
Template data-collection and reporting form(s) for the indicator(s) being audited (with the  �
instructions).
Written documentation of data-management processes including a description of all data-verification,  �
aggregation, and manipulation steps performed at each level of the reporting system.
Written procedures for addressing specific data quality challenges (e.g., double-counting, “lost to  �
follow-up”), including instructions sent to reporting sites.
Guidelines and schedules for routine supervisory site visits. �
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5.  Expected time of Audit Team at the M&E Unit
To be completed by Audit Team 


[Guideline: two days – one day at the beginning and one day at the end of the DQA]


WARNING:  In no circumstances should reports be fabricated for the purpose of the audit.


Annex 3, Step 2 – Template 2.  Information Sheet for the Intermediate Aggregation Levels 
Selected for the DQA


1.  Objective of the DQA


The objectives of the Data Quality Audit are to:
Verify that appropriate data management systems are in place; �  and
Verify the quality of reported data for key indicators at selected sites. �


2.  Program Areas Included in the Audit


- to be completed by Audit Team -


3.  Tasks Performed by the Audit Team at the Intermediate Aggregation Level  


Interview Site Manager and staff involved in data-management and compilation. �
Review availability, completeness, and timeliness of reports received from reporting sites. �
Re-count numbers from received reports and compare result to the numbers reported to the next level. �


4.  Staff to Be Available at the Intermediate Aggregation Level during the DQA


Site Manager �
Staff involved in reviewing and compiling reports received from reporting sites. �
IT staff involved in database management, if applicable. �


5.  Documentation to Prepare in Advance of Arrival of Audit Team


Reported results to the next level for the selected reporting period ( � see Point 3 above).
Access to the site summary reports submitted for the period ( � see Point 3 above).
Description of aggregation and/or manipulation steps performed on data submitted by reporting sites. �


6.  Expected Time of Audit Team at the Intermediate Aggregation Level


To be completed by Audit Team 
[Guideline: between one-half and one day at each Intermediate Aggregation Level Site]


WARNING:  In no circumstances should reports be fabricated for the purpose of the audit.
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Annex 3, Step 2 – Template 3.  Information Sheet for all Service Delivery Sites Selected for the DQA


1.  Objective of the DQA


The objectives of the Data Quality Audit are to:
Verify that appropriate data management systems are in place; �  and
Verify the quality of reported data for key indicators at selected sites. �


2.  Program Areas Included in the Audit


- to be completed by Audit Team -


3.  Tasks Performed by the Audit Team at the Service Delivery Site  


Interview Site Manager and staff involved in data-collection and compilation. �
Understand how and when source documents are completed in relation to the delivery of services. �
Review availability and completeness of all source documents for the selected reporting period. �
Recount the recorded numbers from available source documents and compare result to the numbers  �
reported by the site.
Compare reported numbers with other data sources (e.g., inventory records, laboratory reports, etc.). �
Verify the actual delivery of services and/or commodities to the target populations ( � if feasible).


4.  Staff to Be Available at the Service Delivery Site during the DQA


Site Manager. �
Staff responsible for completing the source documents (e.g., patient treatment cards, clinic registers, etc.). �
Staff responsible for entering data in registers or computing systems (as appropriate). �
Staff responsible for compiling the periodic reports (e.g., monthly, quarterly, etc.). �


5.  Documentation to Prepare in Advance of Arrival of Audit Team


Reported results to the next level for the selected reporting period ( � see Point 3 above).
All source documents for the selected reporting period, including source documents from auxiliary/ �
peripheral/satellite sites (see Point 3 above).
Description of aggregation and/or manipulation steps performed on data submitted to the next level. �


6.  Expected Time of Audit Team at the Service Delivery Site


To be completed by Audit Team 
[Guideline: between one-half and two days (i.e., more than one day may be required for large sites with 
reported numbers in the several hundreds or sites that include satellite centers or when “spot-checks” 


are performed).]


WARNING:  In no circumstances should source documents or reports be fabricated for the purpose of the 
audit.
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Annex 3, Step 4 – Template 4.  Checklist for Audit Team Preparation for Audit Site Visits


no. Item
Check when 
completed 


(√)


1 Letter of authorization


2 Guidelines for implementation


3 DQA Protocol 1: System Assessment Protocol (paper copy of all relevant 
worksheets and computer file) 


4 DQA Protocol 2:  Data Verification Protocol(s) (paper copy of all relevant 
worksheets and computer file)


5 List of sites and contacts


6 Confirmed schedule of site visits  


7 Laptop computer (at least one per sub-team)


8 Plan for logistical support for the audit


9 Relevant documentation provided by program/project for the desk review


10 Other
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Annex 3, Step 5 - Template 1.  Format for Recoding Notes of Interviews/Meetings with Key 
M&E Managers and Staff


Name and Address of Program/Project:  


Contract Number (if relevant):  


Name of Person(s) Interviewed:  


Auditor: Interview Date:


Program Area: Relevant Indicator(s):  


Work Paper Reference or Index Number:


Purpose of the Interview:  


Narrative Description of Discussions:


 


Auditor Signature:  Date:
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Annex 3, Step 13 - Template 1.  Data Quality Audit Recommendation Note6


Name and Address of Program/Project:  


Contract Number (if relevant):  


Contact Person:  


Auditor: Audit Date:


Location: Relevant Indicator(s):  


Classification: Major/Minor Data Quality Dimension:6


Explanation of Findings (including evidence):


Recommended Action for Correction (complete prior to closeout meeting with the program/project):  


Notes from Closeout Meeting Discussion with Program/Project:  


Final Recommended Action (complete after closeout meeting with the program/project):  


Expected Completion Date (if applicable):


Auditor Signature:  Date:


6 The data quality dimensions are:  Accuracy, reliability, precision, completeness, timeliness, integrity, and confidentiality.
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Annex 3, Step 19 - Template 1:   Reminder File for M&E Data Quality Strengthening Activities 
of Program/Project


Name and Address of Program/Project:  


Contract Number (if relevant):  


Contact Person:  


Auditor: Audit Date:


Program Area: Relevant Indicator(s):


Activity Title and 
Description


Estimated Date of 
Completion


Person(s) 
Responsible


Date checked Outcome
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Annex 4:   Site Selection using cluster Sampling 
Techniques
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Instructions for Sampling using Sampling Strategy D – Cluster Sampling Selection:


Determine the number of clusters and sites.1.   The Audit Team should work with the Organization 
Commissioning the DQA to determine the number of clusters and sites within clusters.  
More than one intermediate level.2.   In the event there is more than one Intermediate Aggregation 
Level (i.e., the data flows from district to region before going to national level), a three-
stage cluster sample should be drawn.  That is, two regions should be sampled and then two 
districts sampled from each region.
No intermediate level.3.  If the data is reported directly from Service Delivery Sites to the 
national level (i.e., no Intermediate Aggregation Sites), the site selection will be conducted as 
above (cluster sampling with the district as the primary sampling unit), but the calculation of 
the Verification Factor will change.  In this case, there is no adjustment for the error occurring 
between the district and national level.  
Prepare the sampling frame.4.   The first step in the selection of clusters for the audit will be to 
prepare a sampling frame, or a listing of all districts (or clusters) where the activity is being 
conducted (e.g., districts with ART treatment sites). The methodology calls for selecting 
clusters proportionate to size, i.e. the volume of service. Often it is helpful to expand the 
sampling frame so that each cluster is listed proportionate to the size of the program in the 
cluster.  For example, if a given cluster is responsible for 15% of the clients served, that 
cluster should comprise 15% of the elements in the sampling frame. See the Illustrative 
Example Sampling Strategy D (Annex 4, Table 3) for more details.  Be careful not to order 
the sampling frame in a way that will bias the selection of the clusters.  Ordering the clusters 
can introduce periodicity; e.g. every 10th cluster is a rural district. Ordering alphabetically is 
generally a harmless way of ordering the clusters.
Calculate the sampling interval.5.   The sampling interval is obtained by dividing the number of 
elements in the sampling frame by the number of elements to be sampled.  Using a random 
number table (Annex 4, Table 5) or similar method, randomly choose a starting point on the 
sampling frame.  This is the first sampled district.  Then proceed through the sampling frame 
selecting districts which coincide with multiples of the sample interval.
Randomly select a starting point.6.   Use the random number table in Annex 4, Table 5 to 
generate a random starting number.  Select a starting point on the table by looking away and 
marking a dot on the table with a pencil.  Draw a line above the row nearest the dot, and a line 
to the left of the column nearest the dot.  Moving down and right of your starting point select 
the first number read from the table whose last X digits are between 0 and N. (If N is a two 
digit number, then X would be 2; if it is a four digit number, X would be 4; etc.).


Example:
N = 300; M = 50; starting point is column 3, row 2 on Random Number Table; read down. You 
would select 043 as your starting number. 


59468
99699
14043
15013
12600
33122
94169
etc...
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Select clusters.  7. Move down the ordered and numbered list of clusters and stop at the starting 
number.  This is the first cluster.  Now proceed down the sampling frame a number of elements 
equal to the sampling interval.  The starting number + sampling interval = 2nd cluster.  The 
starting number + 2 (sampling interval) = 3rd cluster etc.
Stratify Service Delivery Points.  8. Order the Service Delivery Points within each of the sampled 
districts by volume of service, i.e. the value of the indicator for the audited reporting period.  
Divide the list into strata according to the number of sites to be selected.  If possible, select 
an equal number of sites from each strata.  For example, if you are selecting three sites, create 
three strata (small, medium, and large).  If selecting two sites, create two strata.  For six sites, 
create three strata and select two sites per stratum and so on.  Divide the range (subtract the 
smallest value from the largest) by the number of strata to establish the cut points of the strata.  
If the sites are not equally distributed among the strata use your judgment to assign sites to 
strata.  
Select Service Delivery Points.9.   For a large number of sites you can use a random number 
table and select sites systematically as above.  For a small number of sites, simple random 
sampling can be used to select sites within clusters.
Select ‘back up’ sites.  10. If possible, select a back up site for each stratum.  Use this site only if 
you are unable to visit the originally selected sites due to security concerns or other factors.  
Start over with a fresh sampling frame to select this site (excluding the sites already selected).  
Do not replace sites based on convenience.  The replacement of sites should be discussed 
with the Organization Commissioning the DQA if possible.
Know your sampling methodology.11.   The sites are intended to be selected for auditing as 
randomly (and equitably) as possible while benefiting from the convenience and economy 
associated with cluster sampling.  You may be asked to explain why a given site has been 
selected.  Be prepared to describe the sampling methods and explain the equitable selection 
of sites.


Illustrative Example – Sampling Strategy D:  Cluster Sampling Selection


In the following example, Sampling Strategy D (modified two-stage cluster sample) is used to 
draw a sample of ART sites in “Our Country” in order to derive an estimate of data quality at 
the national level.  In a cluster sampling design, the final sample is derived in stages.  Each stage 
consists of two activities: (1) listing; and (2) sampling.  Listing means drawing a complete list of 
all the elements from which a number will be selected. Sampling is when a pre-determined number 
of elements are chosen at random from the complete listing of elements.   A sample is only as good 
as the list from which it is derived.  The list, also called a sampling frame, is “good” (valid) if it is 
comprehensive, i.e. it includes all the known elements that comprise the population of elements.  
For ART sites in a country, a good sampling frame means that every single ART site in the country 
is properly identified in the list.  


Illustrative Indicator for this application = Number of Individuals Receiving Anti-Retroviral 1. 
Therapy (ART)
Audit Objective: to verify the consistency of 2. Our Country’s national reports of ART progress 
based on administrative monitoring systems.
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Sampling Plan: two-stage cluster design is used to select three districts and then to select 3. 
three ART sites in each of the selected districts.
Sampling Stage 1: (a) list all districts; (b) select three districts.  4. 
Problem: Listing all districts is inefficient because ART sites may not be located in every 5. 
district of Our Country.  Therefore, to make sampling of districts more efficient, first find 
out which districts have ART sites.  In the illustrative grid below (Annex 4, Table 1), the 
highlighted cells represent those districts (n=12) in which ART sites are located.  These 12 
highlighted districts comprise the initial sampling frame.


Annex 4, Table 1.  Illustrative grid Display of All Districts in Our Country


1 2 3 4 5
6 7 8 9 10
11 12 13 14 15
16 17 18 19 20
21 22 23 24 25
26 27 28 29 30


Sampling Frame for Stage 1: The list in 6. Annex 4, Table 2 on the following page is called 
a sampling frame.  It contains a complete list of districts that are relevant for auditing ART 
sites, because only the districts in which ART sites are located are included in the list.  
The first column of the frame contains a simple numbering scheme beginning with “1” and 7. 
ending with the final element in the list, which in this case is 12, because only 12 districts in 
“Our Country” contain ART sites.  
The second column of the frame contains the number of the district that corresponds to the 8. 
illustrative grid display shown in the previous table.  These were the highlighted cells that 
showed which districts contained ART sites.  Column 2 (District Number) does not list the 
selected districts. Rather, it lists only those districts in “Our Country” where ART sites are 
located.  The sample of three districts will be drawn from Column 2. 
The third column shows how many ART sites are located in each district.  This is important 9. 
because the selection of districts will be proportional to the number of individuals receiving 
ART in each district.
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Annex 4, Table 2.  Sampling Frame for Selection of Districts in Our Country


Sampling Frame  
Simple Ascending 


number


District 
number


number of ArT Sites 
per district


number of Individuals 
receiving ArT  


per District


1 1 2 300
2 3 1 100
3 9 2 200
4 12 3 500
5 16 3 500
6 19 1 60
7 20 1 70
8 21 2 300
9 22 1 90
10 26 5 600
11 27 1 80
12 28 2 200


Total 24 3000


The next step in this stage of sampling is to use the sampling frame to select the three districts 10. 
where the auditors will conduct the audit at specific ART sites.  We are attempting to estimate 
a parameter (data quality) for all the districts/sites in the country using a select few.  Therefore 
we would like that the few we select be as ‘typical’ as possible so as to provide an estimate 
as close to the actual value as possible.  Some districts may contribute more, or less to the 
average of data quality in the whole country. Since we are interested in selecting districts 
that are representative of all districts with ART sites in the country, and we know that some 
districts with ART sites may not be typical (or representative) of all districts with ART sites, 
we need to ensure that districts with a high volume of service (which contribute more to the 
average data quality of all districts) are included in our sample.  Therefore, the sampling 
technique will select districts using “probability proportionate to size.”
In other words, the chance of a district being selected for the audit depends on the number of 11. 
individuals being treated in the district.  This information can be found in column 4 of Annex 
4, Table 2: “Number of Individuals Receiving ART per District.”  Usually this number 
corresponds to quarterly reports.
One way to link the probability of selection of a district to the volume of service is to inflate 12. 
the sampling frame according to the number of individuals receiving ART in each district.  
For example, if in District 1 a total of 300 individuals are receiving ART, then District 1 
should be listed in the sampling frame 300 times.
To make this easier, divide the values in Column 4 (Number of Individuals Receiving ART) 13. 
by 10.  For example, now District 1 should appear 30 times instead of 300 times.  District 
3 should appear 10 times instead of 100 times, and so on.  This inflated sampling frame is 
shown on in Table 3 of this section.  
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Using the inflated sampling frame shown in Annex 4, Table 3 we are ready to use 14. systematic 
random sampling to select three districts.
In systematic random sampling, every kth element in the sampling frame is chosen for 15. 
inclusion in the final audit sample.  If the list (the sampling frame) contains 1,000 elements 
and you want a sample of 100 elements, you will select every 10th element for your sample.  
To ensure against bias, the standard approach is to select the first element at random.  In this 
case, you would randomly select a number between 1 and 10; that number would represent 
the first element in your sample.  Counting 10 elements beyond that number would represent 
the second element in your sample, and so on.
In this ART site example, we want to select three districts, and then within each of those three 16. 
selected districts we want to select three ART sites.  Therefore, our desired sample size is nine 
ART sites.  It is a two stage sample: the first stage involves listing and sampling districts.  The 
second stage involves listing and sampling ART sites. 
Our sampling frame is organized by a Probability Proportionate to Size methodology because 17. 
the list is weighted by the number of individuals receiving ART per district.  In other words, 
we will have a higher probability of selecting a district where a high number of individuals 
are receiving ART, because these districts are listed more often (that is what the “inflation” of 
the sampling frame accomplished).
In systematic random sampling, the sampling interval is calculated by dividing the desired 18. 
sampling size (three districts) by the number of elements in the sampling frame (300 in the 
frame shown in Annex 3, Table 3).  So, our sampling interval is 300/3, which equals 100.
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# Distr. # Distr. # Distr. # Distr. # Distr. # Distr. # Distr.
1 1 51 9 101 12 151 16 201 21 251 26 301
2 1 52 9 102 12 152 16 202 21 252 26 302
3 1 53 9 103 12 153 16 203 21 253 26 303
4 1 54 9 104 12 154 16 204 22 254 26 304
5 1 55 9 105 12 155 16 205 22 255 26 305
6 1 56 9 106 12 156 16 206 22 256 26 306
7 1 57 9 107 12 157 16 207 22 257 26 307
8 1 58 9 108 12 158 16 208 22 258 26 308
9 1 59 9 109 12 159 16 209 22 259 26 309
10 1 60 9 110 12 160 16 210 22 260 26 310
11 1 61 12 111 16 161 19 211 22 261 26 311
12 1 62 12 112 16 162 19 212 22 262 26 312
13 1 63 12 113 16 163 19 213 26 263 26 313
14 1 64 12 114 16 164 19 214 26 264 26 314
15 1 65 12 115 16 165 19 215 26 265 26 315
16 1 66 12 116 16 166 19 216 26 266 26 316
17 1 67 12 117 16 167 20 217 26 267 26 317
18 1 68 12 118 16 168 20 218 26 268 26 318
19 1 69 12 119 16 169 20 219 26 269 26 319
20 1 70 12 120 16 170 20 220 26 270 26 320
21 1 71 12 121 16 171 20 221 26 271 26 321
22 1 72 12 122 16 172 20 222 26 272 26 322
23 1 73 12 123 16 173 20 223 26 273 27 323
24 1 74 12 124 16 174 21 224 26 274 27 324
25 1 75 12 125 16 175 21 225 26 275 27 325
26 1 76 12 126 16 176 21 226 26 276 27 326
27 1 77 12 127 16 177 21 227 26 277 27 327
28 1 78 12 128 16 178 21 228 26 278 27 328
29 1 79 12 129 16 179 21 229 26 279 27 329
30 1 80 12 130 16 180 21 230 26 280 27 330
31 3 81 12 131 16 181 21 231 26 281 28 331
32 3 82 12 132 16 182 21 232 26 282 28 332
33 3 83 12 133 16 183 21 233 26 283 28 333
34 3 84 12 134 16 184 21 234 26 284 28 334
35 3 85 12 135 16 185 21 235 26 285 28 335
36 3 86 12 136 16 186 21 236 26 286 28 336
37 3 87 12 137 16 187 21 237 26 287 28 337
38 3 88 12 138 16 188 21 238 26 288 28 338
39 3 89 12 139 16 189 21 239 26 289 28 339
40 3 90 12 140 16 190 21 240 26 290 28 340
41 9 91 12 141 16 191 21 241 26 291 28 341
42 9 92 12 142 16 192 21 242 26 292 28 342
43 9 93 12 143 16 193 21 243 26 293 28 343
44 9 94 12 144 16 194 21 244 26 294 28 344
45 9 95 12 145 16 195 21 245 26 295 28 345
46 9 96 12 146 16 196 21 246 26 296 28 346
47 9 97 12 147 16 197 21 247 26 297 28 347
48 9 98 12 148 16 198 21 248 26 298 28 348
49 9 99 12 149 16 199 21 249 26 299 28 349
50 9 100 12 150 16 200 21 250 26 300 28 350


Annex 4, Table 3.  Sampling Frame for Selection of Districts Based on Probability 
Proportionate to Size
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Using a random start methodology, let us now select a random number between 1 and 100.  19. 
Use the random number table in Annex 4, Table 5 to generate this random number.  Select 
a starting point on the table by looking away and marking a dot on the table with a pencil.  
Draw a line above the row nearest the dot, and a line to the left of the column nearest the dot.  
From the starting point (the dot) go down the column to the right of the vertical line until you 
arrive at a number less than the sampling interval.  This number is your starting point and 
first sampled district. In this case the random number equaled 14.  This now becomes the first 
element selected from the sampling frame, and corresponds to District #1.
In a systematic random sample we move systematically down the list based on the sampling 20. 
interval.  Our calculated sampling interval is 100.  Since our random start was 14, the task is 
now to move 100 rows down the list to arrive at our next selected district.  14 plus 100 equals 
114; this location in our list refers to District #16.  This is our next selected district.
Moving down the list by our sampling interval (100) from 114 means that our next district is 21. 
114 + 100 = 214, which corresponds to District #26.  This is our third selected district.
Stage 1 of the sampling strategy generated the three districts from which the actual ART sites 22. 
to be audited will be drawn in Stage 2.
Using the exact same methodology that was used in Stage 1 of this sampling strategy, list all 23. 
the ART sites in District 1, District 16, and District 26, (Annex 4, Table 4).


Annex 4, Table 4.  The Four Selected Districts and the Listing of ART Sites within District 12


The 4 Districts Selected into the Audit 
Sample


Illustrative Listing of ArT Sites  
within the Selected Districts  
(District 16 is highlighted)


District 
Number


Sites 
per District


Aggregate 
Reported 
Count: 


Individuals 
on ART


District 
Number


Aggregate 
Reported 
Count: 


Individuals 
on ART


Site 
Number


Site 
Specific 
Reported 


Count


1 2 300
16 3 500  16 500 #1 100
26 5 600 #2 350


#3 50
Total: 3 500


The task is now to select three ART sites in each of the selected districts.  But, as can be seen, 24. 
District 1 only has two ART sites; District 16 has three sites; and District 26 has five sites.  
Depending on the population distribution of the country and the epidemiology of the disease 25. 
of interest, there may be many sites per district, or comparatively few.  Given the relative 
maturity of TB programs and the generalized distribution of both TB and Malaria, sites with 
programs addressing these diseases are likely to be fairly numerous per district.  On the other 
hand, sites with HIV/AIDS programs will be relatively few, particularly in countries with 
low prevalence or countries with concentrated epidemics (i.e., cases found primarily in high 
risk groups).  In our ART example there are very few sites per district.   With these small 







95Data Quality Audit Tool


numbers of sites per district, any kind of random (chance) algorithm can be used to derive 
the 9 ART sites that will comprise the audit sample.  A simple random sample algorithm is 
perhaps easiest to use in this case.  In the case of many sites per district, sites should be ranked 
per district according to the volume of service and three sites chosen using stratified random 
sampling.  That is, stratify the sites into large, medium and small volume (number of patients 
treated, number of commodities distributed) and select one site at random from within each 
stratum.  This will ensure adequate representation of all sites with respect to the volume of 
service
At this point, a sample of 9 ART sites has been drawn.  Now the data quality auditors know 26. 
which districts to visit and which sites within those districts are to be audited, so the team can 
plan its work accordingly.  After the Audit Team has completed work at these nine sites, the 
next step is to calculate Verification Factors. 


note:  the combination of number of clusters and number of sites within clusters is not fixed; rather, 
this combination should be based on the distribution of sites across a programmatic landscape.  
Fewer sites per district can be selected when volume of services is heavily concentrated.  For 
example, in “Our Country” we could have selected four districts and then two sites per district in 
order to ensure more geographical representation of sites.  While increasing the number of districts 
in the sample leads to greater statistical power of the analysis (i.e., greater precision of the estimate 
of data quality), the expense and time required for traveling to the additional districts will likely 
out-weigh the marginal improvement in precision (see Woodard et al.7 for a discussion on the 
precision of estimates using the GAVI DQA sampling methodology).


The total number of clusters and sites will be determined by the Organization Commissioning the 
DQA in consultation with the Auditing Agency, but is ultimately dependent upon the resources 
available to conduct the Data Quality Audit. The main constraints in this regard are:  (1) the time that 
an Audit Team can devote to the in-country work; (2) the composition (number and training) of the 
audit team in-country; and (3) the funding available to support the implementation of the audit.


How Big Should the Sample Be?


There is no right or wrong answer to this question.  The question is really asking, “how many 
clusters (e.g., districts) should we select and how many sites per cluster should we select in order 
to generate statistics that are accurate?”


Accurate statistics in this case mean that the verification factors that are calculated for the sampled 
districts are representative of the verification factors for all the districts that were not selected into 
the data quality audit sample.


In other words, random sampling allows the DQA team to estimate a national Verification Factor 
by verifying reported counts in only a fraction of the total (national) number of sites.  How good is 
this estimation?  How closely do the results found by the auditors at this fraction of sites represent 
the results that might be found for the whole?


7  Woodard S., Archer L., Zell E., Ronveaux O., Birmingham M.  Design and Simulation Study of the Immunization 
   Data Quality Audit (DQA).  Ann Epidemiol, 2007;17:628–633.
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The answer lies in sampling errors.  A sampling error is a measure of how much the sample 
estimates deviate from the so-called true values.  (The true values are usually called the parameters.)  
Sampling errors are a function of two things: (1) sample size; and (2) variability of the parameter.
Sampling errors decrease as the sample size increases.  The larger your sample, the lower your 
sampling error, and the more accurate your results are.  Sampling error also depends on the 
variability of the parameter.  For example, if the true national verification factor (data quality 
parameter) happens to be 0.95, it is likely a reflection of good reporting practices in the majority of 
sites in the country.  Therefore, it is probable that a random sample would contain sites with good 
reporting performance.  In this sample, the data quality is uniformly good and you would not need 
a large sample to demonstrate this.  


On the other hand, if the true national verification factor is 0.50, then it probably reflects a 
combination of good and poor data quality across all sites in the country.  It would take a larger 
sample to ensure that enough of these “good” and “bad” sites were represented in the sample just 
as they are distributed overall in the country.  


The sampling error is a mathematical construct that permits the calculation of confidence intervals.  
It specifically relates to the number of standard deviations (plus or minus) that your sample results 
deviate from the “true” results (the parameter).  Most statistical textbooks have tables of sampling 
errors in appendix form, where the specific value of the sampling error is indicated according to 
sample size and variability of the parameter.


The key to reducing sampling errors in the context of the data quality audit is to remember that 
sample size is not how many clusters (e.g. districts) are in the sample, nor is it how many sites are 
in the sample; rather, sample size pertains to how many instances of a health service (a visit to the 
site by an ART patient) are recorded at the site.  


In Annex 4, we use an example where three districts are selected and three sites are selected per 
district.  The auditors are verifying reported counts of ART patients receiving ART services at the 
selected sites.  The total reported number of ART patients is 1,400.  This is the actual number that 
the data quality auditors are attempting to verify and it constitutes an effective sample size when 
considering statistical issues of sample accuracy.


How big is this sample?  In Uganda, the total reported number of individuals receiving ART 
services directly from sites in 2005 was 49,600.  Fourteen hundred individuals is about three 
percent of that total, which under most conditions is a reasonable sample size for that population.  
In Nigeria, the total direct number of individuals reached with ART services was 18,900 in 2005.  
For Nigeria our hypothetical sample size of 1,400 individuals represents about eight percent of the 
total – an 8% sample is robust in most applications.


So unless a country has a very large number of sites where important health services are occurring 
(e.g., South Africa, Kenya, Uganda), it is usually possible to capture a robust fraction of services 
by visiting 8-12 sites using a probability proportionate to size methodology. 
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However, mathematical modeling of the modified two-stage cluster sampling technique described 
here has determined that the precision of estimates of the verification factor for immunization 
coverage data is too low for realistic use at the national level.2   In simulations, Woodard et al. 
found that up to 30 districts would need to be sampled to achieve precision in the neighborhood of 
+/-10%.  Given the investment of time, staff and financial resources required to visit 30 districts, 
the calculation of a precise national verification factor is unlikely.  


That said, it is possible to gain an insight into the overall quality of data in a program/project 
without reliance on the national estimate of verification factor.  The qualitative aspects of the DQA 
are adequate to determine the strengths and weaknesses of a given reporting system.  For example, 
if indicator definitions are poorly understood in a majority of a representative sample of sites, it is 
quite likely that indicator definitions are poorly understood in non-sampled districts as well.  The 
recounting of indicators and comparison with reported values for a sample of sites is similarly 
adequate to determine in a general sense whether data quality is good, mediocre or poor, even 
without the benefit of a precise national estimate.   Missing reports or large disparities between 
recounted and reported results in a handful of sites is indicative of similar disparities elsewhere.  


Ultimately, the national verification factor should be interpreted with caution.  For the purposes of 
the Data Quality Audit, it should be used as an indication of data quality (or lack of data quality), 
rather than an exact measure.
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Annex 4, Table 5.  Random Number Table


From The Rand Corporation, A Million Random Digits with 100,000 Normal Deviates
(New York: The Free Press, 1955)
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Annex 5:   calculation of the Verification factor
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In a data quality audit, one of the most fundamental questions is the extent to which reported results 
match verified results.  More specifically, “for the indicator being audited, what proportion of sites 
in {country name} reported accurate results over the previous time period?” The Verification Factor 
represents a way to summarize the answer to this question in a standard, quantitative measure. 
 
The use of Verification Factors can be applied to the full set of health indicators that this Data 
Quality Audit Tool is designed to cover — provided that the sampling strategy used by the 
Audit Team is statistically representative of the country-wide program (or an important 
subset of the country-wide program) and that the actual number of sites in the sample is 
large enough to generate robust estimates of reporting consistency.   


The Verification Factor is an indicator of reporting consistency that is measured at three levels: 
(1) the Service Delivery Site level; (2) the district administrative level; and (3) the national 
administrative level.  It is often called a district-based indicator of reporting consistency because 
the primary sampling units for estimating Verification Factors are districts (or ‘intermediate 
aggregation levels’).  It can also be referred to as a district-based indicator because in the GAVI 
approach Verification Factors are constructed at the district level and at the national level.


The equation to derive Verification Factors consists of four factors:


Factor 1: the Audit Team’s verified count at a selected site.
Factor 2: the observed reported count at a selected Service Delivery Site. 
Factor 3: the observed reported count from all sites in a selected cluster (district).*
Factor 4:  the reported count of a selected cluster (district) as observed at the national level.** 


 Cluster level refers to an administrative/geographical unit like a district, a province, a region, etc. * 
** National level refers to the final place where aggregation of reported counts occur, like the
 relevant unit within the host country national government or the Strategic Liaison Officer 


within the USG team under the President’s Emergency Plan for AIDS Relief.


Calculation of the Verification Factor consists of three steps.


Step One:


Divide Factor 1 by Factor 2: 


Verified count at selected site
Reported count at selected site


This result equals the proportion of reported counts at a selected site that is verified by the Audit 
Team.  This result can be called the Verified Site Count.
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Step Two:


Divide Factor 3 by Factor 4:


               Reported count from all sites in selected cluster (district) 
Reported count of selected cluster (district) as observed at the national level


This result equals the proportion of the selected cluster or district-level reporting that is completely 
consistent with the national-level reporting.  This result is called the cluster consistency ratio, or 
Adjustment Factor.    


The adjustment factor answers the following question: “Were the results reported at the selected 
district level (for all sites in the selected district — not just those sites that were visited by the Audit 
Team) exactly the same as the results (for the selected district) that were observed at the national 
level?”


Step Three:


For each sampled district, sum the recounted values for the audited sites and divide by the sum 
of the reported values for the audited sites.  Multiply this result for each sampled district by the 
adjustment factor appropriate for each district.  This result, when further adjusted with “district” 
weights as shown below, is the national Verification Factor.


It is important to remember that the units of time should be equivalent across each of the factors 
used to calculate the Verification Factor.  What this means is that if the auditor is tracing and 
verifying reported results for the past 12 months at a selected site, then this time period (past 12 
months) should be used as the basis for the other factors in the equation.


The Verification Factor can be expressed using statistical notation as follows:


where


i = selected district (i = 1, 2, 3) and 


j = selected site (j = 1, 2, 3)
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and where


Xij = the validated count from the jth site of the ith district


Yij = the observed reported count from the jth site of the ith district


rdi = at the district level, the reported count from all the sites in the ith district that were prepared 
for submission to the national level


rni = at the national level, the observed count as reported from the ith district.


In order to derive a National Verification Factor, it is necessary to first calculate Verification Factors 
at the district level.  The national Verification Factor is calculated as the weighted average of the 
district Verification Factors.


The example showing how Verification Factors are derived assumes that the Data Quality Audit 
Team is working in the three districts that were selected in the random sample section outlined 
previously.  These three districts (1, 16, 26) and the ART sites embedded within them are shown 
in Annex 5, Table 1.    


Annex 5, Table 1. The Flow of Reported ART Counts from the Selected Site Level 
Up to the Selected District ( i = 1, 16, 26) Level and Up to the National Level


Aggregation of reported Counts from Districts ( n )  national Level
(300) + (500) + (700) = 1,500


Aggregation of reported Counts from Sites ( n )  District level: District Identification 
number ( I )


1 
(300)


16 
(500)


26 
(600)


1 
(150)


2 
(150)


3 
(100)


4 
(350)


5 
(50)


6 
(200)


7 
(100)


8 
(100)


nA* 
(100)


9 
(100)


Site level: Selected Site Identification number (j ) and reported ArT Count ( y )


note that the aggregated ArT reported count at District 26 (600) is misreported at the 
national Level (700)


* nA = This site not randomly selected


Two-stage cluster sampling, as discussed above, resulted in three districts and a total of 10 ART 
sites.  In accordance with the GAVI approach, this strategy requires a set number of sites to be 
selected per district.  In this example, three sites are to be selected per district.  The problem is that 
since District #1 only has two ART sites it is not possible to select three.
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One solution to this problem is to select both ART sites in District #1, all three sites in District 
16, and randomly select four of the five sites in District 26.  Please note that there are a number of 
alternatives available to address the sampling problem shown above – this Data Quality Audit Tool 
is not the place to discuss these alternatives.


Once an alternative to the sampling issue shown above is identified, then the Audit Team can begin 
to complete the matrix required to calculate Verification Factors.  The matrix can be illustrated as 
below:


Illustrative Calculation matrix for Verification Factors


I = selected district (i = 1, i = 16, i = 26)
j= selected ART site located in the ith district


x = verified count at selected site j
y = reported count at selected site j


Annex 5, Table 2 illustrates the calculations derived from the calculation matrix.  


Annex 5, Table 2.  Calculations of i, j, x, and y


i j x y x/y
1 1 145 150 0.96
1 2 130 150 0.86


Total: 2 275 300 0.91
16 3 100 100 1.00
16 4 355 350 1.01
16 5 45 50 0.90


Total: 3 500 500 1.00
26 6 100 200 0.50
26 7 50 100 0.50
26 8 75 100 0.75
26 9 40 100 0.40


Total: 4 265 500 0.53


One of the rows in the matrix is highlighted for the purpose of further understanding how the 
Verification Factor is derived.  The row is associated with District 26 (i=26) and Site number 7 
(j=7).  The third column in the matrix shows (x), or the verified count of ART patients that the 
auditors came up with at the site (50).  The fourth column in the matrix shows (y), or the reported 
count of ART patients at this site (100).  This part of the Verification Factor is derived by simply 
dividing the verified count (50) by the reported counted (100) = (0.50).  


The matrix illustrates how sites are clustered together within districts, because the verification 
factors are calculated at the district level by pooling the audit results from each selected site within 
a district.  Thus the Verification Factor for District 1 in the matrix is 0.91, which is derived by 
pooling the [x/y] results from the two sites in District 1.  
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Pooling is straightforward: the total of the x column (275) is divided by the total of the y column 
(300) to calculate the district level Verification Factor for District 1.  This is done for each of the 
selected districts.


Judging from these verification factors (based on hypothetical values typed into the x column), the 
matrix suggests that District 26 over-reported the number of ART patients served in its sites.  Here, 
the total number of reported ART patients was 500, while the total verified count that was derived 
by the Data Quality Audit Team examining source documents at the four selected sites was 265; 
265 divided by 500 equals 0.53, which implies that the auditors were able to verify only about half 
of all the ART patients that were reported in this district.


The final two steps to deriving a national Verification Factor is to (1) calculate the adjustment 
factor [Rdi/Rni] for each cluster; and (2) multiply this adjustment factor by the weighted district-
level Verification Factors.


Calculation of the Adjustment Factor


Annex 5 Table 1 shows the flow of reported ART counts from the selected site level up to the 
selected district (or cluster) level, and then finally up to the national (or final aggregate) level.  
In our example, the table indicates that the aggregated ART reported count at the district level 
(District 26) was not reflected at the national level.  Specifically, the 600 reported ART patients as 
found in the District 26 health offices was found not to match the 700 reported ART patients for 
District 26 at the national health office.


This fact was uncovered by a member of the Data Quality Audit Team who was tracing the district 
level results to what could be observed at the national level.  As a result of this work by the Data 
Quality Audit Team that occurs in levels of aggregation higher than the site (namely intermediate 
and final levels of aggregation), we now have what we need to calculate the Adjustment Factor. 
 
Rdi/Rni is equal to:


The reported aggregate count from all sites in a selected district as observed by the auditor 1. 
at the district (or intermediate) level of aggregation
Divided by2. 
The reported aggregate count from all sites in a selected district as observed by the auditor 3. 
at the national (or highest) level of aggregation.


In our example, the adjustment factors for each district would be:


District 1:  300/300 = 1.0•	
District 16:  500/500 = 1.0•	
District 26: 600/700 = 0.86 •	
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The adjustment factor is applied by multiplying it against the Verification Factor for each district.  
Thus, the adjusted verification factors for each district are:


District 1:  0.91 x 1.0 = 0.91•	
District 16: 1.0 x 1.0 = 1.0•	
District 26:  0.53 x 0.86 = 0.46•	


The next step in the calculation is to weight the adjusted district Verification Factors by the verified 
counts at district level.  We weight the adjusted district Verification Factors because we want to 
assign more importance to a Verification Factor that represents a large number of clients, and 
proportionately less importance to a Verification Factor that represents a small number of clients.


In other words, based on our hypothetical example of the three districts, it looks like District 16 
has the highest volume of ART patient services and that District 26 has the smallest volume of 
ART patient services during this time period.  When we construct an average Verification Factor 
for all of the three districts, we ideally would like to assign proportionately more weight to the 
verification results from District 16, proportionately less weight to District 26, and so on.


The matrix below shows the intermediate and final calculations that are required to construct a 
weighted average of all the District Verification Factors.


Annex 5, Table 3.  Calculation of the Average and Weighted Average 
of the District Verification Factors


i = 1 i = 16 i = 26 Summed Total


District-level Verified Count (x) 275 500 265 1040
District-level Reported Count (y) 300 500 500 1300
District Verification Factor (x/y) 0.91 1.00 0.53 2.44


Adjustment Factor 1.0 1.0 0.86
Adjusted District Verification Factor 0.91 1.0 0.46 2.37


Weight* 275 500 265 1040
Verification Factor (Weight) 250.25 500.00 121.9 872.15


District Average 0.81
Weighted District Average 0.84


* The weight used here is the verified number of patients on ART (x)


The District Average is calculated by summing the three District Verification Factors for each 
district (0.92+1.00+0.53 = 2.44) and then dividing by three (2.44/3 = 0.813).


Weighted District Average is calculated by first multiplying each of the three adjusted District 
Verification Factors by the district-level weight that has been assigned.  In this example, the weight 
is equal to the district-level verified count (x).  In the matrix, this value is shown in the row labeled 
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Verification Factor (Weight).  Next you take the sum of the weighted values, which is shown in the 
last column of the row labeled Verification Factor (Weight) = 872.2.  Then, you divide this value 
by the sum of the weights themselves (1040).  So, 872.2/1040 = 0.84.


Based on the calculations shown in Annex 5, Table 3, the simple arithmetic average of the combined 
Verification Factors across all three districts is 0.813, while the weighted average is 0.840.  The 
weighted average is higher because its calculation took into account the fact that District 16 had 
more ART patients than the other districts.  Since the Verification Factor for District 16 was 1.00, 
this (perfect) Verification Factor was applicable to more ART patients and thus it had more influence 
on the overall average.
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MEASURE EVALUATION


Data Quality Workshop


Evaluation Form


Evaluate the Workshop Sessions


1. Data Quality Overview

1.A.  On a scale of 1 – 3 (with 3 being useful), please rate this session. Circle to number that most corresponds to your rating:


		1

		2

		3



		Not at all useful

		Somewhat Useful

		Useful





1.B.  Would you recommend that this session be included in future workshops?  Why or why not?  


1.C. How would you recommend improving the session?


2. Introduction to the Routine Data Quality Assessment Tool (RDQA)


2.A.  On a scale of 1 – 3 (with 3 being useful), please rate this session. Circle to number that most corresponds to your rating:


		1

		2

		3



		Not at all useful

		Somewhat Useful

		Useful





2.B.  Would you recommend that this session be included in future workshops?  Why or why not?  


2.C. How would you recommend improving the session?


3. RDQA Exercises: M&E Unit, Intermediate Aggregation and Service Delivery Levels


3.A.  On a scale of 1 – 3 (with 3 being useful), please rate this session. Circle to number that most corresponds to your rating:


		1

		2

		3



		Not at all useful

		Somewhat Useful

		Useful





3.B.  Would you recommend that this session be included in future workshops?  Why or why not?  


3.C. How would you recommend improving the session?


4. RDQA Case Study


2.A.  On a scale of 1 – 3 (with 3 being useful), please rate this session. Circle to number that most corresponds to your rating:


		1

		2

		3



		Not at all useful

		Somewhat Useful

		Useful





2.B.  Would you recommend that this session be included in future workshops?  Why or why not?  


2.C. How would you recommend improving the session?


Skills Building 

Have the skills you learned during the data quality workshop contributed to or helped you in your work? In what way? 


Current Work


Please provide us with a description of Your Current Responsibilities (particularly those relating to M&E):


Consent


By responding “YES” to this consent statement, I authorize MEASURE Evaluation to reproduce information from this evaluation in MEASURE Evaluation reports and other published documents.     


YES, I give my consent ____________________   


NO, I do not give my consent ___________________


Thank you!
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DQA Training, Facilitator’s Notes:

Site visit to practice data verifications at health facilities

A site visit is good way to reinforce the data verification techniques learned in the training.  Depending on available resources, a sufficient number of sites should be visited to ensure each participant the opportunity to verify the value of a selected indicator using the source documents at the selected facilities.  Typically, a team of four would visit one site, and review two indicators.  The participants should also fill in the RDQA templates at the facility conducting an interview with the data manager (or the person responsible for compiling the monthly program report.

Logistics

· Discuss with the national program the selection of convenient sites near the training venue.


· After selecting the sites notify them of your visit at least one week prior to the visit.


· Obtain any necessary approvals and paper work to ensure access to the facilities.  You may need to arrange for local guides from the national program to accompany each team.


· Arrange adequate transportation for the teams.  


· The teams should be able to conduct the review and complete the checklists for two indicators in half a day.  The time required at each site depends on the volume of patients in the facility.  If the chosen site has very high volume and the practice assessment cannot be completed in half a day, chose another site or only review a portion of the records.  The important thing is to practice using the tools and re-counting the indicator values using the source documents.

Before the visit to the sites, discuss the visit with participants to clarify expectations and ensure everyone understands their role.  Discuss:


· The schedule and other logistics


· The methods – what each team will do at each facility


· Validate the data for two indicators


· Conduct a cross check against a secondary data source for each indicator


· Complete the System Assessment


· Enter data into the RDQA template 


· Give recommendations for improvement to the facility M&E staff.


After the visit to the sites, conduct a review of the exercise.  Discuss:


· The results, of both the data verifications (verification factors) and the system assessment (performance of the five functional areas of the reporting system).

· Their experience and impressions, problems encountered and solutions
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ABOUT THE RDQA 
Strong, robust systems for capturing health program data are essential to tracking progress toward 
health objectives, such as the Millennium Development Goals, and will be central to supporting 
data-informed decisions as part of the new Sustainable Development Goals. 
 
The data quality assessment tools were originally developed as part of global efforts to combat 
AIDS, malaria, and tuberculosis. Ambitious plans for national programs and donor-funded projects 
were in the works to reduce the burden of disease in countries around the world. Measuring the 
success and improving the management of these initiatives is predicated on strong monitoring and 
evaluation (M&E) systems that produce good-quality data related to program implementation. 
 
In the spirit of the “Three Ones,” the “Stop TB Strategy,” and the “Roll Back Malaria Global 
Strategic Plan,” a number of multilateral and bilateral organizations collaborated to develop the Data 
Quality Audit (DQA) Tool. This tool captures high-priority indicators from HIV and AIDS, 
tuberculosis, and malaria programs and offers a common approach to assessing and improving 
overall data quality. Having a single tool helps to ensure that standards are harmonized and allows 
for joint implementation by partners and national programs.   
 
Implementing the DQA tool revealed the need for a capacity-building and self-assessment version. 
To that end, MEASURE Evaluation (funded by the U.S. Agency for International Development), 
the World Health Organization, the U.S. President’s Emergency Plan for AIDS Relief, and the 
Global Fund to Fight AIDS, Tuberculosis and Malaria worked together to develop the Routine Data 
Quality Assessment (RDQA) Tool. We designed it to build the capacity of health programs to assess 
and improve the quality of their data. The tool has subsequently been applied many times—both by 
individual health programs and by country health management information systems (HMIS). 
 
The RDQA tool verifies the quality of reported data and assesses the underlying data management 
and reporting systems for standard program-level output indicators.  
 
In summary: 
The two versions of the data quality tool are:  


1. The Data Quality Audit Tool: a tool for formal data quality audits that includes 
indicator-specific audit templates and guidelines for use by an external audit team to assess a 
program’s or project’s ability to report good-quality data on a random sample of health 
facilities  
2. The Routine Data Quality Assessment Tool: a simplified version of the DQA which 
allows programs and projects to assess the quality of their data and strengthen their data 
management and reporting systems (The RDQA is generic with regard to indicators and 
programs and intended for use with or without rigorous sampling methods.) 


  


Section 1 
A Primer on the RDQA 



http://data.unaids.org/una-docs/three-ones_keyprinciples_flyer_en.pdf

http://www.who.int/tb/strategy/stop_tb_strategy/en/

http://archiverbm.rollbackmalaria.org/gmap/gmap.pdf

http://archiverbm.rollbackmalaria.org/gmap/gmap.pdf

https://www.measureevaluation.org/resources/publications/ms-08-29

https://www.measureevaluation.org/resources/publications/ms-08-29
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Table 1. Distinctions between DQA and RDQA 


DQA RDQA 
• Assessment by funding agency 


• Standard approach to implementation 


• Conducted by external audit team 


• Limited input into recommendations 
by programs 


• Program and indicator specific 


• Utilizes a modified two-stage cluster 
sampling technique for the selection of 
health facilities 


• Every several years for priority 
indicators 


• Self-assessment by program 


• Flexible use by programs for 
monitoring and supervision or to 
prepare for an external audit 


• Program makes and implements its 
own action plan 


• Generic to program and indicator 


• Convenience sampling  


• Regular (repeated) data quality 
measurements during routine 
supervision 


 


 


 


CONCEPTUAL FRAMEWORK FOR DATA QUALITY 
The RDQA approach assesses the dimensions of data quality and the functional components of the 
data management system needed to ensure data quality. 


The conceptual framework for the DQA and 
RDQA is illustrated in Figure 1 (below). As you 
can see, quality data (measured through the 
dimensions of quality) are generated through a 
strong data management and reporting system 
(made up of the various functional components) 
that spans the different levels of the system. 


  


Want to learn more about the RDQA Tool in 
action? Check out these resources. 
• MEASURE Evaluation’s Data Quality 


Assurance Tools  
http://www.cpc.unc.edu/measure/our-
work/data-quality  


• Botswana’s Integration of Data Quality into 
Standard Operating Procedures: an 
Adaptation of the RDQA  
http://www.cpc.unc.edu/measure/publicatio
ns/sr-13-79 



http://www.cpc.unc.edu/measure/our-work/data-quality

http://www.cpc.unc.edu/measure/our-work/data-quality

http://www.cpc.unc.edu/measure/publications/sr-13-79

http://www.cpc.unc.edu/measure/publications/sr-13-79
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Figure 1. Conceptual framework for the DQA and RDQA 
 


 
 


Generally, the quality of reported data is dependent on the underlying data management and 
reporting systems; stronger systems should produce better quality data.  


In other words, for good quality data to be produced by and flow through a data management 
system, key functional components need to be in place at all levels of the system—the points of 
service delivery, the intermediate level(s) where the data are aggregated (e.g., districts, regions), and 
the M&E unit at the highest level to which data are reported.  


The RDQA tool is designed to facilitate three key actions central to improving data quality: 


1. Verify the quality of the data,  
2. Assess the system that produces that data, and  
3. Develop action plans to improve both. 


The tool itself is designed for data collection and also includes a number of dashboards that 
summarize findings at various levels and facilitate analysis of the data. We’ll review all of the 
sections of the application in detail in subsequent sections. 


 
OBJECTIVES OF THE RDQA 
By using the RDQA tool, you can achieve three main objectives. 
 


VERIFY RAPIDLY  
(1) the quality of reported 
data for key indicators at 
selected sites; and (2) the 


ability of data management 
systems to collect, manage, 


and report good-quality data 


IMPLEMENT  
corrective measures with 


action plans for strengthening 
the data management and 


reporting system and 
improving  


data quality 


MONITOR  
capacity improvements and 


performance of the data 
management and reporting 


system to produce  
good-quality data 
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USES OF THE RDQA TOOL 
The RDQA is designed to be flexible in use and serve multiple purposes. Some potential uses of the 
tool are listed below, though it is most effective when used routinely.   
 
RDQA Use Case Example 
Routine data quality 
checks as part of ongoing 
supervision  


Routine data quality checks can be included in already 
planned supervision visits at the service delivery sites. 


 


Initial and follow-up 
assessments of data 
management and 
reporting systems 


Repeated assessments (e.g., biannually or annually) of a 
system’s ability to collect and report quality data at all levels can 
be used to identify gaps and monitor necessary improvements. 


 


 


Strengthening program 
staff’s capacity in data 
management and 
reporting 


M&E staff can be trained on the RDQA and be sensitized to the 
need to strengthen the key functional areas linked to data 
management and reporting in order to produce quality data.   


 


Preparation for a formal 
data quality audit 


The RDQA tool can help identify data quality issues and areas of 
weakness in the data management and reporting system that 
would need to be strengthened to increase readiness for a 
formal data quality audit. 


 


External assessment by 
partners of the quality of 
data  


Such use of the RDQA for external assessments could be more 
frequent, more streamlined, and less resource intensive than 
comprehensive data quality audits that use the DQA version for 
auditing.   


 
The potential users of the RDQA are program managers, supervisors, and M&E staff at national 
and subnational levels, as well as donors and other stakeholders.  
 
ETHICAL CONSIDERATIONS 
Data quality assessments must be conducted with the utmost adherence to the ethical standards of 
the country. Though assessment personnel may require access to personal information (for example,  
medical records), this should not be shared with nonassessment staff or disclosed in any way during 
the conduct of the assessment.    
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COMPONENTS OF THE RDQA 
We’ll explain the process in greater detail, but first it’s important 
to understand that the RDQA has two main components. The 
RDQA tool facilitates assessment of the quality of selected 
indicator data (data verifications) and the strength of the overall 
data management and reporting system (system assessment). 
 
Let’s break down what that means in more detail. 
 
What are data verifications?  
Part 1 of the RDQA Tool facilitates a quantitative comparison of 
recounted to reported data and a review of the timeliness, 
completeness, and availability of reports. The purpose of this part of the RDQA is to assess if 1) 
service delivery and intermediate aggregation sites are collecting and reporting data accurately, 
completely, and on time; and 2) whether the data agrees with reported results from other data 
sources.   


 
What is the system assessment?  
Part 2 of the RDQA Tool enables qualitative assessment of the relative strengths and weaknesses of 
functional areas of a data management and reporting system. The purpose of assessing the data 
management and reporting system is to identify potential threats to data quality posed by the design 
and implementation of data management and reporting systems.   


 


The six functional areas of a data management and reporting system (shown in the earlier data 
quality framework) are as follows: 


• M&E functions, roles, and capabilities 
• Indicator definitions and reporting guidelines 
• Data collection and reporting forms and tools 
• Data management processes  
• Links with national reporting system 
• Use of data for decision making 


 


Appendix 2 lists the questions posed for the systems assessment and the levels to which the 
questions pertain.   


Section 2 
How to Conduct an RDQA 


The RDQA tool facilitates 
assessment of the quality 
of selected indicator 
data (data verifications) 
and the strength of the 
overall data 
management and 
reporting system (system 
assessment). 
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Do I have to complete the full tool, including both the data verifications and the 
system assessment? 
While it is recommended that both parts of the RDQA Tool—data verifications and system 
assessment―be used to fully assess data quality, depending on the assessment objectives, one or 
both of these protocols can be applied and adapted to local contexts.   


Parts 1 and 2 of the RDQA Tool can be implemented, at any or all levels of the data management 
and reporting system: M&E unit; intermediate aggregation levels (e.g. region and district); and/or 
service delivery points. However, the data verification aspect of the tool is vital and should be 
conducted regularly. The system assessment protocol, which verifies the presence and adequacy of 
program inputs, could be applied less often. 


ABOUT THE RDQA WORKBOOK 


Let’s explore the RDQA tool itself in more detail. 
When you open the RDQA tool in Microsoft Excel, you’ll see a pop-up bar in the upper left of the 
workbook. Click on “Enable Content” as illustrated in the figure below to use the tool. 


Across the bottom of the workbook, you’ll see a series of 19 worksheets. Each sheet fills one of the 
following functions:  


• Gives you information about how to use the tool,
• Facilitates data collection, or
• Provides an output in the form of a graph or a table to use to develop your action


plan.


Don’t be overwhelmed! 
Many of these sheets have tables and graphs automatically generated to facilitate your analysis of the 
results. We’ve color coded the sheets in the table on the next page to highlight which sheets 
require data entry and which are automatically calculated or aggregated by the tool. We’ll 
talk more about the specific use of these in the subsequent sections of this manual. 







RDQA User Manual | 7 


Gives 
information 


Data 
collection 


Analysis  
(automatically 


generated) 
 


1 Start To select the number of service sites, district aggregation sites, and 
regional aggregation sites to be included in the RDQA 


2 Instructions Details on how to use the Excel-based tool 


3 Information page To record the country, program/project, indicator reviewed, 
reporting period reviewed, and the assessment team 


4 
Service delivery site 
1 


• Record results of the assessment on data verifications, systems 
assessment and cross-checks at the service delivery level 


• Record recommendations for the service site  


5 Service site 
summary 


Displays a dashboard of results of the data verification and systems 
assessment for the service site (more detail provided below) 


6 


District site 1 • Record results of the assessment on data verifications and 
systems assessment at the regional aggregation site  


• Record recommendations for the intermediate aggregation 
level site  


• Display a dashboard of results of the data verification and 
systems assessment for the regional aggregation site 


7 District-level 
summary 


Displays a dashboard of results of the data verification and systems 
assessment for the intermediate aggregation level sites 


8 


Regional site 1 • Record results of the assessment on data verifications and 
systems assessment at the regional aggregation site 


• Record recommendations for the intermediate aggregation 
level site  


• Display a dashboard of results of the data verification and 
systems assessment for the regional aggregation site 


9 Regional-level 
summary 


To display a dashboard of results of the data verification and 
systems assessment for the regional aggregation sites 


10 


National-level M&E 
unit 


• Record results of the assessment on data verifications and 
systems assessment at the M&E unit 


• Record follow-up recommendations and an action plan based 
on the RDQA 


• Display a dashboard of results of the data verification and 
systems assessment for the M&E unit   


11 


System assessment 
summary 


Displays a summary table of system assessment findings (scores by 
data quality dimension) for each service delivery site, district 
aggregation site, regional aggregation site, and the National M&E 
unit 


12 Global dashboard To display in graphic form aggregated results from all levels of the 
assessment (more detail provided below)   


13 Overall action plan To consolidate recommendations from each level into an overall 
action plan based on the RDQA (more detail provided below) 
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14 


Quantitative 
comments: district 


Dashboard display to group comments on district level 
quantitative findings so that the analyst can scan a column on one 
page to know what the assessors are saying about why things are 
as they are 


15 


Quantitative 
comments: facility  


Dashboard display to group comments on facility level 
quantitative findings so that the analyst can scan a column on one 
page to know what the assessors are saying about why things are 
as they are 


16 


Summary of SA 
comments 


Dashboard display to group comments on system assessment 
quantitative findings so that the analyst can scan a column on one 
page to know what the assessors are saying about why things are 
as they are 


17 Detail of system 
assessment 


Detailed table display with system assessment scores by question 
from each data collection site across levels   


18 


Advanced 
quantitative 
metrics 


Detailed analysis of data accuracy for up to four indicators   


Provides insight on accuracy for unique situations (e.g., wide range 
in service volume among sites, or combination of over and 
underreporting)   


19 


All SA questions Table showing the questions included in the system assessment by 
data quality dimension and level 


Can be used as a key or reference when conducting the 
assessment or reviewing findings 


DETAILED STEPS FOR CONDUCTING AN RDQA 
Now let’s walk through the detailed steps for conducting an RDQA.  


This process can be customized to your unique needs, depending on what your purpose is for 
conducting an RDQA. 
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Step 1. Determine the purpose of the RDQA.  
You can find a more detailed explanation of the various reasons for conducting an RDQA in an 
earlier section, but as a reminder, you could conduct an RDQA for: 


• Routine data quality checks as part of ongoing supervision 
• Initial and follow-up assessments of data management and reporting systems 
• Strengthening program staff’s capacity in data management and reporting  
• Preparation for a formal data quality audit 
• External assessment by partners of the quality of data 


 
 


 
Step 2. Select levels and sites to be included (depends on resources and 
time) 
Once the purpose has been determined, the second step in the RDQA is to decide what levels of the 
data management and reporting system will be included in the assessment: service delivery sites, 
intermediate aggregation levels (e.g., regions, districts), and/or the central M&E unit.   


 


The levels should be determined once the appropriate reporting levels have been identified and 
“mapped” (e.g., there are 100 sites providing the services in 10 districts—reports from sites are sent 
to districts, which then send aggregated reports to the M&E Unit). In some cases, the data flow will 
include more than one intermediate level (e.g., regions, provinces or states, or multiple levels of 
program organizations).   


 


It is not necessary to visit all the reporting sites in a given program to determine the quality of the 
data. Random sampling techniques can be used to select a representative group of sites whose data 
quality is indicative of data quality for the whole program.   
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Depending on the volume of service of the program—e.g., number of people treated with anti-
retroviral treatment (ART)―the number of service delivery sites, and the quality of the data, as few 
as a dozen sites can be assessed to obtain a reasonable 
estimate of data quality for the program.  Please see 
Appendix 3 for instructions on how to sample sites 
using two-stage cluster sampling.  


 
Precise measures of data accuracy are difficult to 
obtain for an entire program using these methods.  
“Reasonable estimates” of data accuracy are generally 
sufficient for the purposes of strengthening data 
quality, capacity building, or preparing for external 
auditing.    


 


For a more rigorous sampling method leading to more 
precise estimates of accuracy, please see the Data 
Quality Audit Tool and Guidelines on the MEASURE Evaluation website.1 


 


 


 
Step 3. Identify indicators, data sources, and reporting period.  
The RDQA is designed to assess the quality of data and underlying systems related to indicators that 
are reported to programs or donors to measure success in program areas related to specific diseases 
during specific reporting periods.   


For each program area, a number of indicators are measured through various data sources. Here are 
two examples: 


For tuberculosis, in the program area treatment, the international community has agreed to 
the harmonized indicator: Number of new smear positive TB cases that successfully complete treatment.  
The data source for this indicator is facility-based and the source documents are the 
district TB register along with the facility register and patient treatment cards.    


                                                 
1 You can find the Data Quality Audit Tool guidelines at: http://www.cpc.unc.edu/measure/tools/monitoring-evaluation-
systems/data-quality-assurance-tools/dqa-auditing-tool-implentation-guidelines.pdf. Additional MEASURE Evaluation 
data quality assurance resources are available at: http://www.cpc.unc.edu/measure/our-work/data-quality  


Depending on the volume of 
service of the program, the 
number of service delivery 
sites and the quality of the 
data, as few as a dozen sites 
can be assessed to obtain a 
reasonable estimate of data 
quality for the program.   



http://www.cpc.unc.edu/measure/tools/monitoring-evaluation-systems/data-quality-assurance-tools/dqa-auditing-tool-implentation-guidelines.pdf

http://www.cpc.unc.edu/measure/tools/monitoring-evaluation-systems/data-quality-assurance-tools/dqa-auditing-tool-implentation-guidelines.pdf

http://www.cpc.unc.edu/measure/our-work/data-quality
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For HIV/AIDS, under the U.S. President’s Initiative for AIDS Relief, a program area is 
Orphans and Vulnerable Children, and an indicator is: Number of OVC served by OVC programs 
(disaggregated by male, female, primary direct, and supplemental direct). The data source 
for this indicator will be at community-based organizations that serve OVC and the source 
documents will be client records (intake forms, daily logs, registers, etc).   


 
When planning the RDQA, it is important to determine the data sources for the indicator(s) 
selected, and to determine the time period for assessing the reported data. For example, if data are 
reported every six months, the reporting period for the RDQA could be January–June, 2007. Using 
a specified reporting period gives a reference from which to compare the “recounted” data. 


 
 


 


Step 4. Conduct Site Visits.   
Sites should be notified prior to the visit for the data quality assessment. This notification is 
important in order for appropriate staff to be available to answer the questions in the checklist and 
to facilitate the data verification by providing access to relevant source documents.    


 
During site visits, the relevant sections of the appropriate checklists in the Excel file are filled out 
(e.g., the service site checklist at service sites, etc.). These checklists are completed following 
interviews of relevant staff and reviews of site documentation.    


Data Collection Sheets 
At each site, you’ll need to collect data using the RDQA tool. If you have a team that is visiting 
multiple sites simultaneously, you can use multiple workbooks to collect your data and compile the 
data in one workbook when the site visits are complete. 
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Setting Up Your Workbook 
Using the drop down lists on the START page of the RDQA workbook, select the appropriate 
number of regions, districts, and service delivery sites to be reviewed.   


 


 
 
The appropriate number of worksheets will automatically appear in the RDQA workbook (up to 
four regions, eight districts, and 24 service delivery sites). 


Data Collection Forms 
The main “data collection” sheets of the RDQA Tool are the service delivery site, district and 
regional aggregation sites, and National M&E Unit sheets. Each of these sheets contains two parts 
for data collection: (1) data verifications, and (2) system assessment. 


 


When you’re conducting an RDQA, you may be completing the full tool OR only the data 
verifications if the tool is being used for routine monitoring of data quality. 


 


Data Verifications at the Service Delivery Sites 
At the service delivery level, Part 1, Data Verification of the RQDA Excel protocol has three parts:   


 


• Documentation review 
• Recounting reported results 
• Cross-check reported results with other data sources 


 


The sheets for regional and district aggregation sites and the M&E unit are found in the MS Excel 
spreadsheet.   


For each of the stages of the Data Verification at the Service Delivery Site, let’s look at why the 
exercise is completed, how to complete the form, and a sample form. 


 
1. Documentation review 


For each of the indicators selected, review the availability and completeness of the indicator source 
documents for the selected reporting period. Select Yes (available and complete) or No (not available 
and/or complete) for each indicator, following the data collection form. 
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Where data is not available and/or complete, note in the comments what was unavailable or 
incomplete in the cells at right on the form (not pictured here). 


 
2. Recounting reported results 


Recount results from source documents, compare the verified numbers to the site reported numbers 
and explain discrepancies (if any) in the comments at right on the form (not pictured here). 


 
3. Cross-check reported results 


When collecting your data at the service delivery site level, you will be asked to cross-check your 
results with other available data. This should include the following three cross-checks: 


• Primary source to secondary source 
• Secondary source to primary source (or a different primary to secondary) 
• Commodities management systems 


Each of the three cross-checks can be captured on the data collection form for individual service 
delivery sites. Cross-checks can be performed by examining separate inventory records documenting 
the quantities of treatment drugs, test-kits, or ITNs purchased and delivered during the reporting 
period to see if these numbers corroborate the reported results.   


Review availability and completeness of all indicator source documents for the 
selected reporting period.


If no, determine how this might have affected reported numbers.


If no, determine how this might have affected reported numbers.


If no, determine how this might have affected reported numbers.


A - Documentation Review:
Number 


Counselled 
and tested


Number testing 
positive


Number on 
Prophylaxis


Number of 
infants PCR 


tested


1


Review available data sources for the reporting period being verified. Are 
all necessary data sources available for review? Yes Yes Yes Yes


No


2
Are all available data sources complete? No Yes


3


Review the dates on the data sources.  Do all dates fall within the 
reporting period? No Yes No


Yes No
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You can include additional cross-checks at your discretion. These could include, for example, 
randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, 
laboratory, or pharmacy registers.  


To the extent relevant, the cross-checks should be performed in both directions (for example, 
from patient treatment cards to the register and from the register to patient treatment cards). 


You can find more detail on the link between a data management and reporting system and the 
components of data quality in Appendix 1. An example of completed cross-checks is included on 
the subsequent page. 


 


 
  


1.1
If feasible, select 5% of units being counted (or at least 20 units) in the 
secondary data source.  How many units were selected? 20 20 20 10


1.2
For how many units does the information for the indicator in the 
secondary data source match the information in the the primary data 
source? 


8 11 10 4


2.1 If feasible, select 5% of units being counted (or at least 20 units) in the 
secondary data source.  How many units were selected? 10 10 10 10


2.2
For how many units does the information for the indicator in the 
secondary data source match the information in the the primary data 
source? 


5 3 4 6


3.1 Enter the number of commodities in stock at the site at the beginning of 
the reporting period (initial in stock). 110 110 250 40


3.2 Enter the number of commodities received by the site during the reporting 
period. 50 50 200 100


3.3 Enter the number of commodities in stock at the site at the end of the 
reporting period (closing in stock). 60 40 250 120


3.4 Enter the number of commodities distributed by the site during the 
reporting period. 90 100 200 15


Cross-Check 1:  Verify the primary source of data against the secondary 
source of data.  (If the cross-check conducted is different than the one that was 
planned, specify the cross-check performed in the cells to the right.)


ANC Register 
to Testing 
Register


ANC Register 
to Testing 
Register


ANC Register 
to Patient Card


EID Register to 
PCR test 
register


1.3


Calculate % difference for cross check 1:
If difference is below 90%, select an additional 5% of individual client 
records (or at least an extra 10 records) and redo the calculation (ADD 
the numbers to the existing numbers in the above cells). 


40.0% 55.0% 50.0% 40.0%


CROSS-CHECK 2:  Cross-check secondary data source with the primary 
data source. (If cross-checks are different from the planned cross-check, i.e. 
the cross-checks entered on the Information Page, specify the cross-checks 
performed in the comment cells to the right.)    


Testing 
Register to 


ANC Register


Testing 
Register to 


ANC Register


Patient Card to 
ANC Register


PCR Test 
register to EID 


Register


CROSS-CHECK 3 :  Between stock movement and commodities distributed 
by the site.  


Number of HIV 
test kits


Confirmation 
Notifications


100.0% 75.0%


2.3


Calculate % difference for cross check 2:
If difference is below 90%, select an additional 5% of individual client 
records (or at least an extra 10 records) and redo the calculation (ADD 
the numbers to the existing numbers in the above cells). 


50.0% 30.0% 40.0% 60.0%


3.5


Calculate % difference in cross check 3. (i.e., Distributed / (Beginning 
stock + Stock received - End stock)) If there is a discrepancy between in 
stock and distributed commodities during the reporting period, determine 
why, and if and how the store or site addressed this discrepancy.


90.0% 83.3%


Number of 
units 


prophylaxis 
prescribed


PCR Tests used
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Data Verifications at the District and Regional Aggregation Sites 
At the district and regional levels, your focus is on the accuracy of the reporting. Your source 
documents at these aggregation levels for data verifications will be the reports from the service 
delivery sites within that district or the districts within the region. 
 
At the aggregation sites, Part 1, Data Verification of the RQDA Excel protocol has two parts (below). 
Each of these parts requires review of the source documents, and percent calculations for scores are 
created automatically by the tool. 
 


1. Recounting reported results 
 
Recount results from the periodic reports sent from service sites to the district and compare to the 
value reported by the district. Explain discrepancies (if any). 
 


 
 


2. Reporting performance 
 
Review availability, completeness, and timeliness of reports from all service delivery sites. How many 
reports should there have been from all sites? How many are there? Were they received on time? 
Are they complete? 
 


  


Number 
Counselled 
and tested


Number 
testing 
positive


Number on 
Prophylaxis


Number of 
infants PCR 


tested


1 Re-aggregate the numbers from the reports received from all Service 
Delivery Sites.  What is the re-aggregated number?  [A] 60 50 29 10


2 What aggregated result was contained in the summary report prepared by 
the District (and submitted to the next reporting level)? [B] 75 45 22 8


3 Calculate the ratio of recounted to reported results. [A/B] 80% 111% 132% 125%


Recount results from the periodic reports sent from service sites to the District 
and compare to the value reported by the District.  Explain discrepancies (if 
any).


4
What are the reasons for the discrepancy (if any) observed (i.e., data 
entry errors, arithmetic errors, missing data source, other)? 


5 How many reports should there have been from all service delivery sites? 
[A]


6 How many reports are there? [B]


7 Calculate % Available Reports [B/A]


8 Check the dates on the reports received.  How many reports were 
received on time? (i.e., received by the due date). [C]


9 Calculate % On time Reports [C/B]


10
How many reports were complete?  (i.e., complete means that the report 
contained all the required indicator data, the date of reception of the report 
by the District, and the authentication by the responsible staff). [D]   


11 Calculate % Complete Reports [D/B]


12


7


9


75%


2


22%


78%
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Combining Results from Multiple Workbooks 
Often it is necessary to combine the results from separate workbooks. In this case, the most efficient 
way to transfer data between workbooks is to copy and paste an entire worksheet from one 
workbook to another.  


To copy an entire worksheet, select the entire sheet by clicking in the upper left-hand corner of the 
worksheet (there is a tiny square to the left of the column heading “A” and above the row heading 
“1” ― click this square to select the whole sheet) then copy the sheet into memory (control-c). Then, 
navigate to the destination workbook, select the entire worksheet 
where you want to paste the copied results and paste (control-v). 


When copying sheets from one workbook to another containing 
formulas in the copied sheet that point to other sheets in the 
workbook (i.e., sheets other than those being copied), the formula 
will retain the original workbook identifiers in the formula. This 
pertains mostly to the “header” information for each site 
reviewed. These formulas can be updated in a batch once you 
have copied the sheets.  Correct the formulas that draw the 
names of the sites from the “Information Page” onto the site-
specific pages by running the macro “fixformulas” to fix the 
formulas automatically (go to “macros” on the “view” ribbon, 
select “view macros,” then select the macro and click “run”). 


Also, the graphics for site-level pages will not replace, or copy 
over, the existing graphics. The graphics from the copied page 
will be placed on top of the graphics from the destination page. The graphics from the copied page 
will still point to (i.e., have as data source) the originating sheet. You will need to delete the “new” 
graphics from the destination pages to reveal the appropriate graphics. The graphics can also be 
deleted from the originating sheet before the copy and paste step. 


If, for whatever reason, the graphics do not point to the appropriate data source they can be 
updated in a batch to correct the data source by running a couple simple macros. Run the macro 
“fixcharts_x_attrib_SDP” to revise the charts’ sources to the appropriate site-level pages, and 
“fixcharts_x_attrib_Dist” to revise the charts’ sources for district and region page graphics. 


 


 
  


Conducting 
assessments at 
multiple sites may 
require that you 
combine workbooks to 
review your results 
together. The RDQA 
tool makes that simple 
and straightforward. 
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Step 5. Review outputs and findings. 


The outputs from the RDQA described above should be 
reviewed for each site visited. Site-specific summary findings in 
the form of recommendations are noted at each site visited. 


Analyzing Your Results 
As you’ve seen, the RDQA is an Excel-based tool. This allows 
for flexibility: you can choose to fill the form on the computer as you conduct the assessment or 
print the sheets and fill them by hand, with data entered at a later point. Excel also facilitates the 
generation of graphs and summary tables once the data collection pages are completed. 


Across the levels of the system, there are two key metrics you should know how to interpret and use 
as you analyze your results and use them to create action plans for system strengthening. 


Verification Factor (VF) 
What it is 


Scoring scale 


What the scores mean 


The VF is the key metric for assessing the quality of the 
reported data, by comparing the reported data to the source 
data (i.e., the register or other HMIS record at the service 
delivery point) 


Scale: 0-200% 


Values >100%: Under-reporting (i.e., recounted data from the 
primary source document is higher than the reported value)  
 This means the report says there were fewer services


rendered than your source document shows.


100%: Perfect data quality (exact match of recounted to 
reported), which is rare.  


Values <100%: Over-reporting (i.e., recounted data from the 
primary source document is lower than the reported value)  
 This means the report says there were more services


rendered than your source document shows.


The RDQA tool is designed 
to facilitate review and 
analysis of results ― the tool 
automatically generates 
multiple dashboards and 
tables based on the data 
collected during the 
assessment. 
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Acceptable values: For the purposes of the RDQA, 90-110% 
is considered acceptable (within a 10% range of a perfect 
match). 
 


Where you’ll see it in the 
results 


Each of the dashboards for the individual sites and the 
summary dashboard will have a bar chart of the verification 
factors for each indicator on the chart titled “Data 
Verifications.” You’ll see a band that shows the acceptable 
range of 90-110%. Bars that fall outside of this band indicate 
the site is over or underreporting. 


 
System Assessment Score  


What it is For each of the six dimensions of data quality, the RDQA tool 
has a series of questions. The system assessment score for each 
dimension is the average of the scores across the questions for 
that dimension.  
 
This tells us the strength of the system for the individual 
dimensions, which can help with identifying what the site is 
doing well and where there are opportunities for 
improvements. 
 


Scoring scale Scale: 1-3 
The scores correspond to each of the responses in the system 
assessment as follows: 


1 = No, not at all 
2 = Yes, partly 
3 = Yes, completely 


 
Then, for each component, the scores for each individual 
question are averaged to create an aggregate score. The lowest 
possible aggregate score is 1, meaning all questions had a “no” 
response for that component; the highest possible aggregate 
score is 3, meaning all questions had a “yes” response for that 
component. 
 


What the scores mean The closer an aggregate score is to 3, the stronger the site or 
level of the system is functioning for that component. The 
lower the score, the poorer the performance. 
 


Where you’ll see it in the 
results 


Each of the dashboards for the individual sites and the 
summary dashboard will have a spider graph that shows the 
results of the assessment for each of the M&E system 
components. Read on to learn more about how to interpret this 
chart type. 
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In addition, your cross-check results further validate your results by comparing different data 
sources. 
 
Cross-Check Results  


What it is Cross-checks compare a subset of units in your source data to a 
secondary source. The value reported for your cross-check 
indicates the percent of the source records you selected that 
were also reported in the comparison document. 
 


Scoring scale 0-100% 
 


What the scores mean The lower the value, the fewer of your source records also 
appeared in a second data source.  
 
If you conduct the cross-checks with ~5% of your source 
records and the cross-check value is <90% (more than 1 in 10 
records was missing in your secondary document), select 
another ~5% or 10 records (whichever is greater) to add to 
your sample. 
 


Where you’ll see it in the 
results 


The cross-checks are an additional means of assessing data 
quality at the service delivery point and are included in the 
individual and aggregate dashboards for the service delivery 
sites. 
 


 
Dashboards 
The RDQA tool is designed to produce outputs that facilitate your analysis and use of the data to 
understand the current status of the data quality for your selected indicators and develop a targeted 
action plan.  


When completed electronically, a number of dashboards produce graphics of summary statistics for 
each site or level of the reporting system and a “global” dashboard that aggregates the results from 
all levels and sites included in the assessment (Figure 4).   


Across the different dashboards, you’ll find similar graphs for each level. There are two kinds of 
graphs you need to understand how to interpret in order to review the data in the summary 
dashboards. 


 
Service Delivery, District Aggregation, and Regional Aggregation Site Dashboards 
There are two types of dashboards for each of these levels: a small dashboard at the bottom of the 
sheet for each individual site, and a summary dashboard for each level. 
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The site-specific dashboard displays five graphs for each site visited.   


 


The spider chart below displays qualitative data generated from the assessment of the data 
management and reporting system and can be used to prioritize areas for improvement. 
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The bar chart below shows the quantitative data generated from the data verifications; these can be 
used to plan for data quality improvement. 


 
 
The three bar charts in the center and lower rows of the dashboard display the results from the three 
cross-checks. These can be used to determine the extent to which alternative sources of data agree 
with the results compiled from primary source documents and reported on the periodic reports.  
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The summary dashboard for each level provides additional details and facilitates comparison 
(below).  
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Global Dashboard 
A “Global” summary dashboard is produced to show the aggregate results from the data verification 
and data management system assessment. In addition, a dashboard is produced to show findings 
from the systems assessment by the components of data quality. A sample global dashboard is 
below. 
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Summary Tables 
To simplify the process of reviewing feedback from various sites or at various levels, the latest 
version of the RDQA tool has been updated to include worksheets with tables that automatically 
populate with the comments and remarks about the responses to the RDQA questions. 


 


Data Verification results are summarized on the Quantitative Comments for the District and 
Facility Levels sheets. Here, you can view the results of the documentation review, recounting 
reported results, and the three cross-checks. Each row provides data for one service delivery site or 
district (depending on which sheet you’re reviewing). By reviewing results and comments across 
service delivery or aggregation sites (i.e., in columns), trends and systematic data quality problems 
can be identified which aide in the formulation of data quality improvement plans. 
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System Assessment results are summarized in two summary tables. 


Summary of System Assessment Comments 
Once you’ve completed your assessment, you’ll be able to review all of the results for the different 
levels in the summary table instead of maneuvering between the worksheets in the tool. As you can 
see in the example below, the summary provides both the response and the detailed comments. 
Where you see “Please provide a comment” the response was either “No” or “Partly” and the data 
collector did not include a comment. 


Again, by reviewing results and comments across service delivery or aggregation sites (i.e., in 
columns), trends and systematic data quality problems can be identified which aide in the 
formulation of data quality improvement plans. 
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Detail of System Assessment 
The results are further summarized into the worksheet that has the detail of the system assessment. 
Here, you can see the various service points and the responses for each of the questions. This layout 
allows you to quickly skim for comparisons for each question attached to each dimension (lots of 
red indicates an overall weakness, while lots of green indicates an overall strength).  
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Advanced Quantitative Metrics 
The latest version of the RDQA tool has a worksheet to calculate advanced metrics around data 
quality. The calculations for these metrics are conducted using the data you’ve already entered into 
the data collection forms, and allow for a more in-depth analysis of your results within the tool. 


In the table below, we list each of the advanced metrics, what the metric means and/or how it was 
calculated, and how you could use it in your analysis. 


Advanced metric What it means When it’s useful 


Average verification 
factor (VF) across sites 


The extent to which reported 
results could be verified for the 
selected reporting period and 
indicators. 


Always useful in a general 
sense, but less useful (or 
misleading) when you have 
diversity among sites with 
regard to service volume, or a 
mix of over/underreporting. 
 


Average across sites 
(excluding zero reporting 
sites) 


The extent to which reported 
results could be verified for all 
sites with results to report (i.e., 
excluding the results from sites 
that scored zero on validation 
due to missing source 
documents). 


This is useful when there are sites 
that score zero on data 
verification. The zero value 
brings down the average VF for 
the rest of the sites leading to 
an artificially low VF. The 
interpretation of the VF would 
then be:  of all sites with 
available source documents, 
the average percent of verified 
data is… 
   


Weighted average VF  This measure weights the VF on 
volume of service (the 
indicator value) so that the 
influence a site’s VF has on the 
average is proportional to the 
volume.   


When you have high volume 
sites which have a large 
influence on the VF, or to limit 
the influence of smaller volume 
sites. Use this when you have a 
mix of high volume and low 
volume sites. 
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Advanced metric What it means When it’s useful 


Average of 1-Abs(VF) 
across sites 


Over and underreporting 
together can cancel each 
other out, which makes the VF 
tend toward 1.0, or perfect 
agreement between 
recounted and reported, 
especially for small samples.  
The Average of the 1-Abs(VF) 
across sites looks at the 
magnitude of the aggregate 
deviation from perfect 
agreement between 
recounted and reported and 
forces the error in the same 
direction. It is an absolute 
measure of discrepancy 
between recounted and 
reported. 


When you have a lot of over or 
underreporting. 


Average of 1-Abs(VF) 
across sites (excluding 
zero reporting sites) 


Same as above but excluding 
sites for which the VF is 0 as a 
result of missing source 
documents. 


When there is both over and 
under reporting and there are 
sites with missing source 
documents. 


Weighted Average of 1-
Abs(VF) across sites 


The Average of 1-Abs(VF) 
weighted on volume of 
service. 


When you have both over and 
underreporting, and both high 
volume and low volume sites. 


 


Percent underreporting Gives the percentage of sites 
in the sample of sites verified 
that are underreporting on the 
indicator. 


Permits an appreciation of the 
extent of underreporting in the 
population of sites verified. 


 


Percent overreporting Same as above but for 
overreporting. 


Same as above but for 
overreporting. 


 


Percent missing Gives the percentage of sites 
in the sample of sites verified 
that have missing data for 
data verification 


Permits an appreciation of the 
extent of missing data in the 
population of sites verified. 


 


Percent of sites with 
accurate data 


Tells you the percent of your 
sites with VF in the ideal range 
between 90-110%. 


Provides a quick metric on the 
overall performance of the sites 
you sampled. 
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Step 6. Develop a system strengthening plan, including follow-up actions.   
Given the findings and recommendations for each site, an overall action plan is developed. We’ll 
talk about the template in the subsequent section. 
 


Action Plans for System Strengthening 
At each site and after reviewing the overall results, you will create action plans to improve data 
quality. These recommendations should be created based on the findings of the assessment in 
consultation with the team members who are involved in the reporting process. By engaging the 
team members, you create ownership of the plan and get the direct insights from the people in the 
field. 


Decisions on where to invest resources for system strengthening should be based on the relative 
strengths and weakness of the different functional areas of the reporting system identified via the 
RDQA, as well as consideration of practicality and feasibility.   


How you develop your action plan will depend on if you conducted data verifications only or 
the full assessment. 


If… Then… 
You are only conducting the 
data verifications 


Identify which dimension of data quality is the most 
pressing (e.g., accuracy, timeliness) and consider action 
items that could improve that dimension. 


You have conducted the system 
assessment and the data 
verifications 


Review the results and identify which component(s) of the 
M&E system need to be addressed. The conditional 
formatting in the tool makes it simple to scan through the 
system assessment responses.   


Look for components with multiple red (“no – not at all”) 
responses, which indicate a weakness in the system.  If 
none of the components have multiple “no – not at all” 
responses, start to look for the yellow “partly” responses. 


 
Templates for Action Plans 
To facilitate this process, the RDQA Tool provides templates for recommendations for service 
delivery sites and intermediate aggregation level sites included in the assessment. You will find the 
template for recommendations on the individual worksheets for each site (service delivery site, 
district, and regional), and can add additional rows as needed. 


The following table shows the recommendations template for service delivery sites. The same 
template is used at the intermediate aggregation level. A similar template is used at the M&E Unit, 
with directions to summarize key issues that the program should follow up at various levels of the 
system (e.g., issues found at site level and/or at intermediate aggregation site level).   
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Recommendations for the service delivery site (template)   


 
 
 
The final output of the RDQA is an action plan for improving data quality which describes the 
identified strengthening measures, the staff responsible, the timeline for completion, resources 
required, and follow up. The template for the action plan is shown in Figure 7.    


 


 
  


Identified Weaknesses Time Line


1


2


3


4


Part 3 : Recommendations for the service delivery site


Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of 
time the improvement measure could take.  These will be discussed with the Program.  


Description of Action Point Responsible(s)


RDQA Final Action Plan


Deadline CommentsResponsiblesSystem Strengthening Measures


Country:


Program/Projet


Date of Evaluation :


Date of Follow-up


Summary of Identified Data Quality Challenges
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Bonus: Extracting the Data for Further Analysis 
All data are extracted from the worksheets and collated on a single hidden sheet called “Data 
Export.”  This sheet, a “flat file” of data where indicators are in columns and sites are in rows, can 
be extracted from the workbook and imported into a database for further analysis. Unhide the “Data 
Export” sheet by right clicking on the worksheet tabs at the bottom of the screen and selecting the 
tab “Data Export” from the list of hidden worksheets. (Or, type Control-Format-Sheet-Unhide, Ctrl-o-h-
u). 


Not sure how to unhide the sheet? Here’s a step-by-step guide: 


1. Right click on any sheet in the
workbook.


2. Select “Unhide” from the
navigation menu.


3. Select “Data Export” from the
list of sheets that can be
unhidden.


4. Copy the rows of data for the
sites assessed, and paste the
results into your master
workbook.
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APPENDIX 1. THE LINK BETWEEN THE REPORTING 
SYSTEM AND DATA QUALITY 
The RDQA has been developed based on a multidimensional concept of data flows through a 
program/project data management and reporting system that operates at three (or more) levels 
and the seven dimensions of data quality that can pose challenges at each level of the system. 
Furthermore, the RDQA identifies seven functional areas that should be assessed to strengthen 
the data management and reporting system and improve the quality of data the system produces. 


A. Levels of the Data Management and Reporting System
Data collected, aggregated, and reported to measure indicators flow through a data management and 
reporting system that begins with the recording of an encounter between a client and a program 
staff member, a commodity distributed, or a person trained. Data are collected on source documents 
(for example, patient records, client intake sheets, registers, training registers, and commodity 
distribution logs). Through the data management and reporting system, the data from source 
documents are aggregated and sent to a higher level (for example, a district, a partner or principal 
recipient, or a subpartner or a subrecipient) for further aggregation before being sent to the next 
level, culminating in aggregation at the highest level of a program (for example, the M&E unit of a 
national program, the principle recipient of a Global Fund grant, or the SI unit of a USG program). 
The data from countries is frequently sent to international offices for global aggregation to show 
progress in meeting goals related to health initiatives. 


Figure 8 illustrates this data flow of data through the data management and reporting system that 
includes service sites, districts, and the national M&E unit. Each country and program/project may 
have a different data flow. Challenges to data quality can occur at each of these levels. 


Figure 8. Illustration of Data Flow 


Section 3 
Annexes 
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B. Data Quality Dimensions 
The RDQA is grounded in the components of data quality, namely, that programs/projects need 
accurate and reliable data that are complete, timely, precise, credible, and maintained under 
conditions of confidentiality, when appropriate (see Table 1).   


 


 


 


  


Appendix 1 - Table 1.  Data Quality Dimensions 
Dimensions of 
data quality  


 
Operational Definition 


Main dimensions of data quality 


Accuracy Also known as validity. Accurate data are considered correct: the data 
measure what they are intended to measure. Accurate data minimize errors 
(e.g., recording or interviewer bias, transcription error, sampling error) to a 
point of being negligible. 


Reliability The data generated by a program’s information system are based on 
protocols and procedures that do not change according to who is using 
them and when or how often they are used. The data are reliable because 
they are measured and collected consistently. 


Subdimensions of data quality 


Precision  This means that the data have sufficient detail.  For example, an indicator 
requires the number of individuals who received HIV counseling and testing 
and received their test results by sex of the individual. An information system 
lacks precision if it is not designed to record the sex of the individual who 
received counseling and testing. 


Completeness Completeness means that an information system from which the results are 
derived is appropriately inclusive: it represents the complete list of eligible 
persons or units and not just a fraction of the list.  


Timeliness Data are timely when they are up-to-date (current), and when the 
information is available on time. Timeliness is affected by: (1) the rate at 
which the program’s information system is updated; (2) the rate of change of 
actual program activities; and (3) when the information is actually used or 
required. 


Integrity Data have integrity when the system used to generate them are protected 
from deliberate bias or manipulation for political or personal reasons. 


Confidentiality Confidentiality means that clients are assured that their data will be 
maintained according to national and/or international standards for data.  
This means that personal data are not disclosed inappropriately, and that 
data in hard copy and electronic form are treated with appropriate levels of 
security (e.g., kept in locked cabinets and in password-protected files.    
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APPENDIX 2. SYSTEM ASSESSMENT COMPLETE QUESTIONNAIRE, BY LEVEL 
Service Delivery Level Subnational Unit Level National Level 


Statement 
1.1 


There is a documented 
organizational structure/chart that 
clearly identifies positions that have 
data management responsibilities at 
the M&E unit (to specify which unit: 
e.g., MOH, NAP, GF, World Bank).


Statement 
1.2 


All relevant staff has received 
appropriate training on the data 
management processes and 
tools. 


All relevant staff has received 
appropriate training on the data 
management processes and tools. 


All relevant staff has received 
training on the data management 
processes and tools. 


Statement 
1.3 


There is a training plan which 
includes staff involved in data-
collection and reporting at all levels 
in the reporting process. 


Statement 
1.4 


The responsibility for recording the 
service delivery on the source 
document is clearly assigned to 
the relevant staff. 


Statement 
1.5 


There is designated staff 
responsible for reviewing periodic 
reports prior to submission to the 
next level (e.g., subdistrict, district, 
or national levels). 


There is designated staff responsible 
for reviewing and approving the 
district monthly report prior to 
submission to the national level. 


A senior staff member (e.g., the 
program manager) is responsible for 
reviewing the aggregated numbers 
prior to the submission/release of 
reports from the M&E unit. 


Statement 
1.6 


There is designated staff responsible 
for reviewing the quality of data 
(i.e., accuracy, completeness, and 
timeliness) received from health 
facilities. 


There is designated staff responsible 
for reviewing the quality of data 
(i.e., accuracy, completeness, 
timeliness, and confidentiality) 
received from sub-reporting levels 
(e.g., regions, districts, service 
points). 


I. M&E
Structure, 
Functions, 


and 
Capabilities 
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Statement 
1.7 


There is a process in place to 
ensure that data compilation and 
reporting is completed in the 
event that the responsible staff is 
not available to do the job (e.g., 
shared duties, a team approach 
etc.). 


There is a procedure in place to 
ensure the monthly facility reports 
are compiled and the monthly 
district report is completed and 
submitted in the event the 
responsible staff is unavailable (e.g., 
shared duties, a team approach 
etc.). 


Statement 
1.8 


Feedback is systematically provided 
to all health facilities on the quality 
of their reporting (i.e., accuracy, 
completeness, and timeliness). 


Feedback is systematically provided 
to all subnational units on the quality 
of their reporting (i.e., accuracy, 
completeness, and timeliness). 


Statement 
1.9 


The health facility receives regular 
feedback on the quality of their 
submitted reports according to 
the guidelines. 


The subnational unit receives regular 
feedback from the national 
program on the quality of their 
submitted reports. 


Statement 
1.10 


The subnational unit conducts 
regular supervisory visits to the 
health facilities in the district 
according to the guidelines. 


The central level conducts regular 
supervisory visits to subnational units 
according to the guidelines. 


Statement 
1.11 


The health facility receives regular 
supportive supervisory visits from 
district and/or national level staff 
according to the guidelines. 


The subnational unit receives regular 
supervisory visits from the national 
program according to the 
guidelines on supervision. 


Statement 
1.12 


…If yes, the last visit was within the 
past three months. 


…If yes, the last visit was within the 
past three months. 


Statement 
2.1 


The national program/M&E unit has 
documented and shared the 
definition of the indicator(s) with all 
relevant levels of the reporting 
system (e.g., regions, districts, service 
points). 


Statement 
2.2 


The health facility has an up-to-
date copy of written guidance on 
indicator definitions provided by 
the national program/M&E unit. 


The subnational unit has an up-to-
date copy of written guidance on 
indicator definitions provided by the 
national program/M&E unit. 


II. Indicator 
Definitions


and Reporting 
Guidelines 
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Statement 
2.3 


There is a description of the services 
that are related to each indicator 
measured by the program/project. 


Statement 
2.4 


The health facility has an up-to-
date copy of written guidance 
provided by the national 
program/M&E unit on the content 
of services that are related to 
each indicator measured by the 
program/project. 


The subnational unit has an up-to-
date copy of written guidance 
provided by the national 
program/M&E unit on the content of 
services that are related to each 
indicator measured by the 
program/project. 


Statement 
2.5 


The national program/M&E unit has 
provided written guidelines to all 
reporting entities (e.g., regions, 
districts, service points) on reporting 
requirements and deadlines. 


Statement 
2.6 


The health facility has a copy of 
written guidelines provided by the 
national program/M&E unit on 
reporting requirements and 
deadlines. 


The subnational unit has a copy of 
written guidelines provided by the 
national program/M&E unit on 
reporting requirements and 
deadlines. 


Statement 
2.7 


The written instructions provided 
by the program are adequate to 
ensure standardized recording 
and reporting of program data. 


The written instructions provided by 
the program are adequate to 
ensure standardized recording and 
reporting of program data. 


Statement 
3.1 


The national program has 
identified standard reporting 
forms/tools to be used by all 
reporting levels. 


The national program has identified 
standard reporting forms/tools to be 
used by all reporting levels. 


The M&E unit has identified standard 
reporting forms/tools to be used by 
all reporting levels. 


Statement 
3.2 


…If yes, the standard forms/tools 
are consistently used by the 
service site. 


…If yes, the standard forms/tools are 
consistently used by the subnational 
unit. 


Statement 
3.3 


If multiple organizations are 
implementing activities under the 
program/project, they all use the 
same reporting forms and report 
according to the same reporting 
timelines. 


If multiple organizations are 
implementing activities under the 
program/project, they all use the 
same reporting forms and report 
according to the same reporting 
timelines. 


If multiple organizations are 
implementing activities under the 
program/project, they all use the 
same reporting forms and report 
according to the same reporting 
timelines. 


III. Data
Collection 


and Reporting 
Forms and 


Tools 
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Statement 
3.4 


The national program/M&E unit has 
developed and shared with all 
reporting units clear instructions on 
how to complete the data 
collection and reporting forms/tools. 


Statement 
3.5 


The health facility has a copy of 
clear instructions on how to 
complete the data collection and 
reporting forms/tools provided by 
the national program/project. 


The subnational unit has a copy of 
clear instructions on how to 
complete the data collection and 
reporting forms/tools provided by 
the national program/project. 


Statement 
3.6 


The M&E unit has clearly 
documented data aggregation, 
analysis, and/or manipulation steps 
performed at each level of the 
reporting system. 


Statement 
3.7 


The subnational unit has a copy of 
clear instructions provided by the 
national program/M&E unit on data 
aggregation, analysis, and/or 
manipulation steps to be performed 
at the subnational level. 


Statement 
3.8 


The data collected by the M&E 
system has sufficient precision to 
measure the indicator(s) (i.e., 
relevant data are collected by sex, 
age, etc., if the indicator specifies 
disaggregation by these 
characteristics). 


Statement 
3.9 


All source documents and 
reporting forms relevant for 
measuring the indicator(s) are 
available for auditing purposes 
(including dated print-outs in case 
of computerized system). 


All reporting forms relevant for 
measuring the indicator(s) are 
available for auditing purposes 
(including dated print-outs in case 
of computerized system). 


Statement 
3.10 


There are sufficient stocks of blank 
data collection and reporting 
forms at the service site. 


There are sufficient stocks of blank 
reporting forms at the subnational 
unit. 
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Statement 
4.1 


If applicable, there are quality 
controls in place for when data 
from paper-based forms are 
entered into a computer to ensure 
the accuracy of data entry (e.g., 
edit and/or logic checks, post-
data entry verification, etc.). 


If applicable, there are quality 
controls in place for when data from 
paper-based forms are entered into 
a computer to ensure the accuracy 
of data entry (e.g., edit and/or logic 
checks, post-data entry verification, 
etc.). 


(If applicable) There are quality 
controls in place for when data from 
paper-based forms are entered into 
a computer (e.g., double-entry, 
post-data entry verification, etc.). 


Statement 
4.2 


There are quality controls in place 
for compiling data for the monthly 
facility report to ensure accuracy 
(e.g., detection of transcription 
errors). 


There are quality controls in place 
for compiling data for the monthly 
district report to ensure accuracy 
(e.g., detection of transcription 
errors). 


There are quality controls in place 
for compiling data for the monthly 
district report to ensure accuracy 
(e.g., detection of transcription 
errors). 


Statement 
4.3 


The service delivery site routinely 
creates back-up files of program 
data. 


The subnational unit routinely 
creates back-up files of program 
data. 


(If applicable) There is a written 
back-up procedure for when data 
entry or data processing is 
computerized. 


Statement 
4.4 


If yes, the latest date of back-up is 
appropriate given the frequency 
of update of the computerized 
system (e.g., back-ups are weekly 
or monthly). 


If yes, the latest date of back-up is 
appropriate given the frequency of 
update of the computerized system 
(e.g., back-ups are weekly or 
monthly). 


If yes, the latest date of back-up is 
appropriate given the frequency of 
update of the computerized system 
(e.g., back-ups are weekly or 
monthly). 


Statement 
4.5 


The recording and reporting 
system avoids double-counting 
people within and across service 
delivery sites (e.g., a person 
receiving the same service twice 
in a reporting period, a person 
registered as receiving the same 
service in two different locations, 
etc.). 


Statement 
4.6 


The reporting system enables the 
identification and recording of a 
"drop out," a person "lost to follow-
up," and a person who died. 


Statement 
4.7 


Relevant personal data are 
maintained according to national 
or international confidentiality 
guidelines.   


IV. Data 
Management 
Processes
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Statement 
4.8 


There is a written procedure to 
address late, incomplete, 
inaccurate, and missing reports; 
including following-up with service 
points on data quality issues. 


There is a written procedure to 
address late, incomplete, 
inaccurate, and missing reports; 
including following-up with 
subreporting levels on data quality 
issues. 


Statement 
4.9 


If data discrepancies have been 
uncovered in reports from service 
points, the district has documented 
how these inconsistencies have 
been resolved. 


If data discrepancies have been 
uncovered in reports from 
subreporting levels, the M&E unit 
(e.g., districts or regions) has 
documented how these 
inconsistencies have been resolved.   


Statement 
4.10 


The subnational unit can 
demonstrate that regular supervisory 
site visits have taken place and that 
data quality has been reviewed. 


The M&E unit can demonstrate that 
regular supervisory site visits have 
taken place and that data quality 
has been reviewed. 


Statement 
4.11 


There is a written policy that states 
for how long source documents 
and reporting forms need to be 
retained. 


There is a written policy that states 
for how long source documents and 
reporting forms need to be retained. 


There is a written policy that states 
for how long source documents and 
reporting forms need to be retained. 


Statement 
4.12 


The health facility maintains an 
adequate archive of program 
documents (i.e., clean, dry, with 
sufficient space, etc.). 


There is a written policy that 
describes how program documents 
(e.g., source documents and 
reporting forms) should be archived 
(e.g., filing cabinets, storage rooms, 
etc.) 


There is a written policy that 
describes how program documents 
(e.g., source documents and 
reporting forms) should be archived 
(e.g., filing cabinets, storage rooms, 
etc.). 


Statement 
5.1 


When available, the relevant 
national forms/tools are used for 
data collection and reporting.  


When available, the relevant 
national forms/tools are used for 
data collection and reporting.  


When available, the relevant 
national forms/tools are used for 
data collection and reporting.  


Statement 
5.2 


When applicable, data are 
reported through a single channel 
of the national information 
systems. 


When applicable, data are 
reported through a single channel 
of the national information systems. 


When applicable, data are 
reported through a single channel 
of the national information systems. 


Statement 
5.3 


The system records information 
about where the service is 
delivered (i.e., region, district, 
ward, etc.) 


The system records information 
about where the service is delivered 
(i.e., region, district, ward, etc.) 


The system records information 
about where the service is delivered 
(i.e., region, district, ward, etc.). 


Statement 
5.4 


If yes, place names are recorded 
using standardized naming 
conventions. 


if yes, place names are recorded 
using standardized naming 
conventions. 


….if yes, place names are recorded 
using standardized naming 
conventions. 


V - Links with 
National 


Reporting 
System 
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Statement 
6.1 


The service delivery site develops 
charts, graphs, maps, etc.  (If yes, 
ask to see them.) 


The district develops charts, graphs, 
maps, etc.  (If yes, ask to see them.) 


The national program develops 
charts, graphs, maps, etc. to depict 
analyzed data. (If yes, ask to see 
them.) 


Statement 
6.2 


If yes, there are assigned staff to 
develop them regularly. 


...If yes, there are assigned staff to 
develop them regularly, 


...If yes, there are designated staff to 
develop them. 


Statement 
6.3 


There are assigned staff to 
interpret and analyze the 
data/results. 


There are assigned staff to interpret 
and analyze the data/results. 


There are designated staff to 
interpret and analyze the 
data/results. 


Statement 
6.4 


Staff at the health facility have 
access to guidance/technical 
assistance on data use (e.g., peer 
review meetings, or during 
supervisory visits). 


The subnational unit provides 
guidance/technical assistance on 
data use to health facility level 
(beyond routine reporting). 


The national program provides 
guidance on data use to the su-
reporting levels (beyond routine 
reporting). 


Statement 
6.5 


The analyzed data/results are 
presented/disseminated to other 
information system stakeholders in 
the community in a timely manner 
so that the information can be 
used to inform decisions. (Ask to 
see examples.) 


The analyzed data/results are 
presented/disseminated to other 
information system stakeholders in 
the subnational administrative unit in 
a timely manner so that the 
information can be used to inform 
decisions. (Ask to see an example.) 


The analyzed data/results are 
presented/disseminated to 
stakeholders and other levels of the 
information system in a timely 
manner so that the information can 
be used to inform decisions (for 
example, a bulletin, planning 
document or other compilation of 
analyzed data). (If yes, ask to see an 
example.) 


Statement 
6.6 


When data are disseminated, they 
include indications of any 
limitations that may exist in the 
data. (If yes, ask to see examples.) 


When data are disseminated, they 
include indications of any limitations 
that may exist in the data. (If yes, 
ask to see examples.) 


When data are disseminated, they 
include indications of any limitations 
that may exist in the data. (If yes, 
ask to see examples.) 


Statement 
6.7 


There are programmatic decisions 
taken by the service delivery site 
based on analyzed data/results. (If 
yes, ask for examples.) 


There are programmatic decisions 
taken by the subnational unit based 
on analyzed data/results. (If yes, ask 
for examples.) 


There are programmatic decisions 
taken by the national program 
based on analyzed data/results.  (If 
yes, ask for examples.)   


VI - Use of 
Data for 
Decision 
Making 
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APPENDIX 3. INSTRUCTIONS FOR SAMPLING SITES 
USING TWO-STAGE CLUSTER SAMPLING 


1. Determine the number of clusters and sites. The assessment team should work with the 
relevant stakeholders (NACA, MOH, SI Team, CCM, etc.) to determine the number of 
clusters and sites within clusters. The appropriate number of sites and clusters depends on 
the objectives of the assessment; precise estimates of data quality require a large number of 
clusters and sites. Often, it isn’t necessary to have a statistically robust estimate of accuracy.  
That is, it is sufficient to have a reasonable estimate of the accuracy of reporting to direct 
system strengthening measures and build capacity. A reasonable estimate requires far fewer 
sites and is more practical in terms of resources. Generally, 12 sites sampled from within 
four clusters (three sites each) is sufficient to gain an understanding of the quality of the data 
and the corrective measures required. 


2. More than one intermediate level. In the event there is more than one intermediate 
aggregation level (i.e., the data flows from district to region before going to national level,) a 
three-stage cluster sample should be drawn. That is, two regions should be sampled and then 
two districts sampled from each region (four total districts).   


3. No intermediate level. If the data are reported directly from service delivery point to the 
national level (i.e., no intermediate aggregation sites) the site selection will be conducted as 
above (cluster sampling with the district as the primary sampling unit), but the data will not 
be reviewed for the intermediate level and results from service delivery sites will be 
aggregated to derive the national total. 


4. Prepare the sampling frame. The first step in the selection of clusters for the assessment 
will be to prepare a sampling frame, or a listing of all districts (or clusters) where the activity 
is being conducted (e.g., districts with ART treatment sites). The method calls for selecting 
clusters proportionate to size, i.e., the volume of service. Often, it is helpful to expand the 
sampling frame so that each cluster is listed proportionate to the size of the program in the 
cluster. For example, if a given cluster is responsible for 15% of the clients served, that 
cluster should comprise 15% of the elements in the sampling frame. See the Illustrative 
Example Sampling Strategy D (Appendix 4, Table 3) from the Data Quality Audit 
Guidelines2 for more details. Be careful not to order the sampling frame in a way that will 
bias the selection of the clusters. Ordering the clusters can introduce periodicity; for 
example, every third district is rural. Ordering alphabetically is generally a harmless way of 
ordering the clusters.  


  


                                                 
2 http://www.cpc.unc.edu/measure/resources/tools/health-information-systems/data-quality-assurance-tools/data-
quality-assurance-tools 



http://www.cpc.unc.edu/measure/resources/tools/health-information-systems/data-quality-assurance-tools/data-quality-assurance-tools

http://www.cpc.unc.edu/measure/resources/tools/health-information-systems/data-quality-assurance-tools/data-quality-assurance-tools
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5. Calculate the sampling interval. The sampling interval is obtained by dividing the number 
of elements in the sampling frame by the number of elements to be sampled. Using a 
random number table or similar method, randomly choose a starting point on the sampling 
frame. This is the first sampled district. Then proceed through the sampling frame selecting 
districts which coincide with multiples of the sample interval. The starting number + sampling 
interval = 2nd cluster. The starting number + 2(sampling interval) = 3rd cluster, etc. 


6. Stratify service delivery points. Order the service delivery points within each of the 
sampled districts by volume of service—i.e., the value of the indicator for the reporting 
period being assessed. Divide the list into strata according to the number of sites to be 
selected.  If possible, select an equal number of sites from each strata. For example, if you 
are selecting three sites, create three strata (small, medium, and large). If selecting two sites, 
create two strata. For six sites, create three strata and select two sites per stratum and so on. 
Divide the range (subtract the smallest value from the largest) by the number of strata to 
establish the cut points of the strata. If the sites are not equally distributed among the strata 
use your judgment to assign sites to strata.  


7. Select service delivery points. For a large number of sites per district you can use a 
random number table and select sites systematically as above. For a small number of sites, 
simple random sampling can be used to select sites within clusters. 


8. Select backup sites. If possible, select a backup site for each stratum. Use this site only if 
you are unable to visit the originally selected sites due to security concerns or other factors.  
Start over with a fresh sampling frame to select this site (excluding the sites already selected).  
Do not replace sites based on convenience. The replacement of sites should be discussed 
with the funding organization and other relevant stakeholders, if possible. 


9. Know your sampling method. The sites are intended to be selected for the assessment as 
randomly (and equitably) as possible while benefiting from the convenience and economy 
associated with cluster sampling. You may be asked to explain why a given site has been 
selected. Be prepared to describe the sampling methods and explain the equitable selection 
of sites. 
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RDQA Curriculum Materials/RDQA Case Study Materials/Data Summary Template.xls
Intermediate Aggregation Level

		

								Reporting Period								Month								Month

				District				Indicator Value		Avai.		Comp.		On-time		PMTCT		Avai.		Comp.		On-time		PMTCT		Avai.		Comp.		On-time		total reported from district		total reported from Province

				1

				2

				3

				4

				5

				6

				7

				8

				9

				10

				11

				12

				13

				14

				15

				16

				17

				18

				19

				20

				21

				22

				23

				24

				25

						Total		0								0								0				0				0

						National Report				0		0		0				0		0		0				0		0		0

						Verification Factor		-		0.00		0.00		0.00

																0.00%								0.00%				0%		percent verified VCT





Service Delivery Point Level

		

										Reporting Period

				No				Facility		Indicator Value		Avai.		Comp.		On-time

						1

						2

						3

						4

						5

						6

						7

						8

						9

						10

						11

						12

						13

						14

						15

						16

						17

						18

						19

						20

								Total		0

								District Report

								Verification Factor		-

												0		0		0

												0.00		0.00		0.00







RDQA Curriculum Materials/RDQA Case Study Materials/Data Summary Template_facilitators.xls
Intermediate Aggregation Level

		

								Month:  Nov 2007								Month								Month

				District				PMTCT		Avai.		Comp.		On-time		PMTCT		Avai.		Comp.		On-time		PMTCT		Avai.		Comp.		On-time		total reported from district		total reported from Province

				1		Baringo		450

				2		Bomet		807

				3		Buret		778

				4		Central		550

				5		Garissa		339

				6		Ijara		96

				7		Isiolo		537

				8		Keiyo		586

				9		Kibera		159

				10		Kuria		289

				11		Laikipia		737

				12		Lamu		676

				13		Langata		674

				14		Mandera		115

				15		Marakwet		368

				16		Marsabit		153

				17		Moyale		21

				18		Mt. Elgon		489

				19		Pumwani		626

				20		Samburu		503

				21		Tana River		1,199

				22		Tharaka		406

				23		Turkana		648

				24		Wajir		167

				25		West Pokot		203

						Total		11,576								0								0				11,576				0

						National Report		11,701		0		0		0				0		0		0				0		0		0

						Verification Factor		0.9893171524		0.00		0.00		0.00

																0.00%								0.00%				0%		percent verified VCT





Service Delivery Point Level

		

										Nov '07

				No				Facility		PMTCT		Avai.		Comp.		On-time

						1		BAGALI DISP		18

						2		Emmaus Dispensary		112

						3		Garsen Health Center		44

						4		Hola DH		30

						5		Idsowe Dispensary		78

						6		Karugu Dispensary		106

						7		Kilifi Health Centre		62

						8		Kitchwe Tembo		96

						9		Maara Dispensary		32

						10		Madogo Health Center		113

						11		Majengo Dispensary		43

						12		Mnazini Dispensary		44

						13		NANYUKI		21

						14		Oda dispensary		96

						15		Oldavai Health Center		19

						16		Samburu Dispensary		91

						17		Tana River		39

						18		Tarasaa Dispensary		69

						19		Wenje Dispensary		61

						20

								Total		1,174

								District Report		1,199

								Verification Factor		0.9791492911

												0		0		0

												0.00		0.00		0.00







RDQA Curriculum Materials/RDQA Case Study Materials/District Monthly Report_All Districts.pdf
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Ministry of Health 







 







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


41


0


0


20


16


0


5


365


16


14


170


142


2


21


406


16


14


190


158


2


26


2


16


Alibori District
28-Mar-05


21-Mar-05
February, 2005


Date Received: 


District Monthly Report:
Monthly 


month


District Office


255 30 285


213 24 237


24 0 24


21 0 21


31 7 38


3 0 3


547 61 608







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


173 161 334


157 150 307


16 11 27


12 15 27


12 10 22


0 5 5


176


Alibori District


February, 2005


185 361







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


33


0


0


19


14


0


0


296


11


18


124


122


0


21


329


11


18


143


136


0


21


0


12


Atakora District
31-Mar-05


24-Mar-05
February, 2005


Date Received: 


District Monthly Report:
Monthly 


month


District Office


186 28 214


182 20 202


15 0 15


26 0 26


31 0 31


0 0 0


440 48 488







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


131 157 288


124 139 263


7 18 25


7 7 14


7 7 14


0 0 0


164


Atakora District


February, 2005


138 302







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


56


0


0


30


23


0


3


459


17


25


195


186


4


32


515


17


25


225


209


4


35


4


20


Atlantique District
02-Apr-05


26-Mar-05
February, 2005


Date Received: 


District Monthly Report:
Monthly 


month


District Office


292 44 336


278 34 312


25 0 25


36 0 36


47 3 50


4 0 4


682 81 763







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


201 233 434


187 206 393


14 27 41


16 13 29


14 10 24


2 3 5


246


Atlantique District


February, 2005


217 463







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


37


0


0


20


15


0


2


320


12


21


136


127


2


22


357


12


21


156


142


2


24


2


13


Borgu District
02-Apr-05


26-Mar-05
February, 2005


Date Received: 


District Monthly Report:
Monthly 


month


District Office


202 29 231


190 21 211


17 0 17


31 0 31


32 2 34


2 0 2


474 52 526







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


168 171 339


140 153 293


8 18 26


10 11 21


9 9 18


1 2 3


182


Borgu District


February, 2005


178 360







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


37


0


0


19


16


0


2


318


14


15


140


127


2


20


355


14


15


159


143


2


22


2


15


Collines District
02-Apr-05


26-Mar-05
February, 2005


Date Received: 


District Monthly Report:
Monthly 


month


District Office


211 27 238


190 23 213


18 0 18


22 0 22


29 2 31


2 0 2


472 52 524







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


143 154 297


131 139 270


12 15 27


11 9 20


10 7 17


1 2 3


163


Collines District


February, 2005


154 317







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


22


0


0


11


11


0


0


181


5


12


75


73


2


14


203


5


12


86


84


2


14


2


8


Couffo District
02-Apr-05


26-Mar-05
February, 2005


Date Received: 


District Monthly Report:
Monthly 


month


District Office


112 16 128


109 16 125


7 0 7


18 0 18


21 0 21


3 0 3


270 32 302







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


73 97 170


71 83 154


2 14 16


10 2 12


8 2 10


2 0 2


99


Couffo District


February, 2005


83 182







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


12


0


0


7


5


0


0


73


2


7


28


31


0


5


85


2


7


35


36


0


5


0


4


Donga District
23-Mar-05


16-Mar-05
February, 2005


Date Received: 


District Monthly Report:
Monthly 


month


District Office


42 10 52


46 7 53


2 0 2


10 0 10


7 0 7


0 0 0


107 17 124







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


33 45 78


32 39 71


1 6 7


2 0 2


2 0 2


0 0 0


45


Donga District


February, 2005


35 80







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


48


0


0


24


20


0


4


386


16


20


168


152


4


26


434


16


20


192


172


4


30


4


18


Littoral District
30-Mar-05


23-Mar-05
February, 2005


Date Received: 


District Monthly Report:
Monthly 


month


District Office


252 36 288


228 30 258


24 0 24


30 0 30


39 6 45


6 0 6


579 72 651







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


172 186 358


158 166 324


14 20 34


16 14 30


14 10 24


2 4 6


200


Littoral District


February, 2005


188 388







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


31


0


0


16


13


0


2


262


10


12


116


105


2


17


293


10


12


132


118


2


19


2


12


Mono District
02-Apr-05


26-Mar-05
February, 2005


Date Received: 


District Monthly Report:
Monthly 


month


District Office


174 23 197


157 19 176


15 0 15


17 0 17


24 2 26


2 0 2


389 44 433







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


118 128 246


109 115 224


9 13 22


10 7 17


9 5 14


1 2 3


135


Mono District


February, 2005


128 263







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


34


0


0


18


14


0


2


302


11


15


133


121


2


20


336


11


15


151


135


2


22


2


12


Oueme District
31-Mar-05


24-Mar-05
February, 2005


Date Received: 


District Monthly Report:
Monthly 


month


District Office


199 27 226


181 21 202


16 0 16


22 0 22


30 2 32


2 0 2


450 50 500







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


134 146 280


125 131 256


9 15 24


10 9 19


9 7 16


1 2 3


155


Oueme District


February, 2005


144 299







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


31


0


0


17


12


0


2


265


11


17


113


104


2


18


296


11


17


130


116


2


20


2


11


Plateau District
30-Mar-05


23-Mar-05
February, 2005


Date Received: 


District Monthly Report:
Monthly 


month


District Office


168 25 193


156 17 173


16 0 16


25 0 25


26 2 28


2 0 2


393 44 437







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


125 140 265


117 126 243


8 14 22


8 11 19


7 9 16


1 2 3


151


Plateau District


February, 2005


133 284







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


21


0


0


12


9


0


0


223


9


11


96


91


0


16


244


9


11


108


100


0


16


0


8


Zou District
31-Mar-05


24-Mar-05
February, 2005


Date Received: 


District Monthly Report:
Monthly 


month


District Office


144 18 162


136 13 149


13 0 13


16 0 16


24 0 24


0 0 0


333 31 364







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


98 112 210


92 100 192


6 12 18


5 7 12


5 7 12


0 0 0


119


Zou District


February, 2005


103 222











RDQA Curriculum Materials/RDQA Case Study Materials/DQA Exercise ART Register_All Sites.pdf


Ex T2.  Sample ART register for February 2005 ART register


COHORT: Year 2004  Month June                         ART Register  2004-2005     
Registration and Personal Info. Status at start ART 1st Line Regimen 2nd Line Regimen Year 2004      Write in month


ART  Patient's Name Sex Age Func- Child: CD4 INH CTX TB treatment Pregnancy Original Substitutions Switches, substitution Month 0 Month 1 2 3 4 5 6 7 8 9 10 11 12


Start Clinic Surname tional Height Start date Start date Start date Due date Regimen 1st:  Reason / Date 1st:  Reason / Date Function Wt CD4 Function Wt CD4
Date ID Given name status Stop date Stop date Stop date PMTCT link 2nd:  Reason / Date 2nd:  Reason / Date June Jul Aug Sept Oct Nov Dec Jan_05 Feb_05 Mar_05 Apr_05 May_05 Jun_05


Year 2005


Regimen


Fill when applicable


Unique 
ART 


Number


Why 
Eligible 


(Transfer In)
Weight Address WHO 


clinical 
stage


July2004 Dassa ZoumeFacility:


Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul


01-07-04 DZ0001 1 DZ B F 34 B 45 4 3.5.04 1a(30) 1a(30) 1a(30) 1a(30) DEAD


I


02-07-04 DZ0002 1 DZ W M 24 B 40 4 2.7.04 6.4.04 1a(30) 1a(30) STOP 1a(30) 1a(30) A 45 1a(30)


U


10-07-04 DZ0003 1 DZ T M 54 A 55 3 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) W 58 225 1a(30)


K


15-07-04 DZ0004 1 DZ U F 32 A 50 3 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) W 55 T/O


UI


16-07-04 DZ0005 1 DZ G M 25 A 51 3 1a(30) 1c: (1) 14.12.04 2a (8) 13.2.05 1a(30) 1a(30) LOST 1a(30) LOST 1c 1c A 51 2a


JU


18-07-04 DZ0006 2 DZ S F 14 W 35 2 185 15.9.04 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) W 40 245 1a(30)


F PMTCT


20-07-04 DZ0007 2 DZ G M 24 A 57 3 180 1b(30) 1b(30) 1b(30) 1b(30) 1b(30) 1b(30) 1b(30) 1b(30) A 57 200 1b(30)


I


08-07-04 FG0030 4 DZ J F 24 A 50 3 1b(30) 1b(30) 1b(30) 1b(30) W 54 235 1b(30)


Y


Why Eligible:
1 Clinical only
2 CD4
3 TLC
4 Transfer In (TI), 
where ART started


Functional 
Status:
1 Work
2 Ambulatory
3 Bedridden


Adult 1st Line Regimens:
1a(30) = d4t(30)-3TC-NVP
1a(40) = d4t(40)-3TC-NVP
1b(30) = d4t(30)-3TC-EFV
1b(40) = d4t(40)-3TC-EFV
1c      = AZT-3TC-NVP
1d      = AZT-3TC-EFV


Child 1st Line Regimens
4a = d4T-3TC-NVP
4b = d4T-3TC-EFV
4c = AZT-3TC-NVP
4d = AZT-3TC-EFV


If follow-up status is "STOP", then add reasons (and weeks of interruption  if later restarted):
1Toxicity/side effects            6 Drugs out of stock
2 Pregnancy                           7 Patient lack finances
3 Treatment failure               8 Other patient decision
4 Poor adherence                9 Planned treatment interruption 
5 Illness, hospitalization    10 Other


Reasons for regimen change:
1 Toxicity/side effects                  
2 Pregnancy                                              
3 Risk of pregnancy                 
4 Due to new TB                                         
5 New drug available                                   
6 Drug out of stock                           
7 Other reason (specify)                          


Child 2nd Line Regimens
5a = d4T-ddI-NFV
5b = ZDV-ddI-LPV/r


Adult 2nd Line Regimens:
2a = ZDV-ddI-LPV/r
2b = d4T-ddI-LPV/r


Follow-up Status at end of each month: 
On treatment (current regimen abbreviation) 
DEAD 
STOPped ART (continued on other care)
LOST (not seen in X months) 
DROPped from drug supply 
RESTART
Transferred Out (TO)-  if TO, transferred out to where


Reasons for switch to 2nd-Line Regimen:
8 Clinical treatment failure
9 Immunologic failure
10 Virologic failure


   







Ex T2.  Sample ART register for February 2005 ART register


COHORT: Year 2004  Month June                         ART Register  2004-2005     
Registration and Personal Info. Status at start ART 1st Line Regimen 2nd Line Regimen Year 2004      Write in month


ART  Patient's Name Sex Age Func- Child: CD4 INH CTX TB treatment Pregnancy Original Substitutions Switches, substitution Month 0 Month 1 2 3 4 5 6 7 8 9 10 11 12


Start Clinic Surname tional Height Start date Start date Start date Due date Regimen 1st:  Reason / Date 1st:  Reason / Date Function Wt CD4 Function Wt CD4
Date ID Given name status Stop date Stop date Stop date PMTCT link 2nd:  Reason / Date 2nd:  Reason / Date June Jul Aug Sept Oct Nov Dec Jan_05 Feb_05 Mar_05 Apr_05 May_05 Jun_05


Year 2005


Regimen


Fill when applicable


Unique 
ART 


Number


Why 
Eligible 


(Transfer In)
Weight Address WHO 


clinical 
stage


August2004 Dassa ZoumeFacility:


Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug


02-08-04 DZ0008 2 DZ F F 43 A 49 3 175 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) A 52 210


G


08-08-04 DZ0009 1 DZ S F 24 A 55 3 2.11.04 1b(30) 1b(30) 1b(30) LOST 1b(30) LOST 1b(30) 1b(30) A 54


L PMTCT


10-08-04 DZ0010 1 DZ F M 36 A 60 3 1a(40) 1a(40) 1a(40) 1a(40) 1a(40) 1a(40) 1a(40) 1a(40) A 60


G


15-08-04 DZ0011 1 DZ U M 32 B 41 4 3.6.04 1a(30) 1c: (1) 15.10.04 2a (8) 12.1.05 1a(30) 1a(30) 1c 1c 1c 2a 2a W 50 150


T


16-08-04 DZ0012 2 DZ E M 42 W 57 3 185 1a(30) 1a(30) 1a(30) LOST 1a(30) LOST 1a(30) LOST


T


18-08-04 DZ0013 1 DZ E M 13 A 30 3 22.4.04 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) W 34


Y


20-08-04 DZ0014 2 DZ R M 42 A 54 3 180 15.5.04 1b(30) 1b(30) 1b(30) 1b(30) 1b(30) 1b(30) 1b(30) 1b(30) W 57 220


Y


22-08-04 DZ0015 2 DZ K F 17 A 50 3 190 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) W 52 240


H


01-08-04 FG0031 4 DZ F F 39 A 50 3 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) A 51


J


Why Eligible:
1 Clinical only
2 CD4
3 TLC
4 Transfer In (TI), 
where ART started


Functional 
Status:
1 Work
2 Ambulatory
3 Bedridden


Adult 1st Line Regimens:
1a(30) = d4t(30)-3TC-NVP
1a(40) = d4t(40)-3TC-NVP
1b(30) = d4t(30)-3TC-EFV
1b(40) = d4t(40)-3TC-EFV
1c      = AZT-3TC-NVP
1d      = AZT-3TC-EFV


Child 1st Line Regimens
4a = d4T-3TC-NVP
4b = d4T-3TC-EFV
4c = AZT-3TC-NVP
4d = AZT-3TC-EFV


If follow-up status is "STOP", then add reasons (and weeks of interruption  if later restarted):
1Toxicity/side effects            6 Drugs out of stock
2 Pregnancy                           7 Patient lack finances
3 Treatment failure               8 Other patient decision
4 Poor adherence                9 Planned treatment interruption 
5 Illness, hospitalization    10 Other


Reasons for regimen change:
1 Toxicity/side effects                  
2 Pregnancy                                              
3 Risk of pregnancy                 
4 Due to new TB                                         
5 New drug available                                   
6 Drug out of stock                           
7 Other reason (specify)                          


Child 2nd Line Regimens
5a = d4T-ddI-NFV
5b = ZDV-ddI-LPV/r


Adult 2nd Line Regimens:
2a = ZDV-ddI-LPV/r
2b = d4T-ddI-LPV/r


Follow-up Status at end of each month: 
On treatment (current regimen abbreviation) 
DEAD 
STOPped ART (continued on other care)
LOST (not seen in X months) 
DROPped from drug supply 
RESTART
Transferred Out (TO)-  if TO, transferred out to where


Reasons for switch to 2nd-Line Regimen:
8 Clinical treatment failure
9 Immunologic failure
10 Virologic failure


   







Ex T2.  Sample ART register for February 2005 ART register


COHORT: Year 2004  Month June                         ART Register  2004-2005     
Registration and Personal Info. Status at start ART 1st Line Regimen 2nd Line Regimen Year 2004      Write in month


ART  Patient's Name Sex Age Func- Child: CD4 INH CTX TB treatment Pregnancy Original Substitutions Switches, substitution Month 0 Month 1 2 3 4 5 6 7 8 9 10 11 12


Start Clinic Surname tional Height Start date Start date Start date Due date Regimen 1st:  Reason / Date 1st:  Reason / Date Function Wt CD4 Function Wt CD4
Date ID Given name status Stop date Stop date Stop date PMTCT link 2nd:  Reason / Date 2nd:  Reason / Date June Jul Aug Sept Oct Nov Dec Jan_05 Feb_05 Mar_05 Apr_05 May_05 Jun_05


Year 2005


Regimen


Fill when applicable


Unique 
ART 


Number


Why 
Eligible 


(Transfer In)
Weight Address WHO 


clinical 
stage


September2004 Dassa ZoumeFacility:


Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep


01-09-04 DZ0016 1 DZ H M 38 B 45 4 18.6.04 1a(30) 1a(30) 1a(30) DEAD


I


02-09-04 DZ0017 1 DZ F M 25 B 41 4 23.6.04 1a(30) 1a(30) 1a(30) 1a(30) LOST 1a(30) 1a(30)


T


08-09-04 DZ0018 1 DZ R F 19 A 50 3 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


U


10-09-04 DZ0019 2 DZ H F 32 A 55 3 195 6.8.04 3.12.04 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


Y PMTCT


15-09-04 DZ0020 2 DZ D M 38 A 48 3 180 1a(30) 1c: (1) 14.10.04 1a(30) 1c 1c 1c 1c 1c


B


16-09-04 DZ0021 2 DZ W F 27 A 50 3 185 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


G


20-09-04 DZ0022 1 DZ K F 12 W 32 3 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


M


22-09-04 DZ0023 1 DZ R M 30 A 48 3 1a(30) 2b (8) 19.12.04 1a(30) 1a(30) 1a(30) 2b 2b 2b


E


24-09-04 DZ0024 1 DZ D F 22 A 39 3 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


H


18-09-04 FG0040 4 DZ S F 34 A 50 3 1c 1c 1c 1c 1c T/O


L


25-09-04 FG0032 4 DZ S M 32 A 49 3 1a(30) 1a(30)


H


Why Eligible:
1 Clinical only
2 CD4
3 TLC
4 Transfer In (TI), 
where ART started


Functional 
Status:
1 Work
2 Ambulatory
3 Bedridden


Adult 1st Line Regimens:
1a(30) = d4t(30)-3TC-NVP
1a(40) = d4t(40)-3TC-NVP
1b(30) = d4t(30)-3TC-EFV
1b(40) = d4t(40)-3TC-EFV
1c      = AZT-3TC-NVP
1d      = AZT-3TC-EFV


Child 1st Line Regimens
4a = d4T-3TC-NVP
4b = d4T-3TC-EFV
4c = AZT-3TC-NVP
4d = AZT-3TC-EFV


If follow-up status is "STOP", then add reasons (and weeks of interruption  if later restarted):
1Toxicity/side effects            6 Drugs out of stock
2 Pregnancy                           7 Patient lack finances
3 Treatment failure               8 Other patient decision
4 Poor adherence                9 Planned treatment interruption 
5 Illness, hospitalization    10 Other


Reasons for regimen change:
1 Toxicity/side effects                  
2 Pregnancy                                              
3 Risk of pregnancy                 
4 Due to new TB                                         
5 New drug available                                   
6 Drug out of stock                           
7 Other reason (specify)                          


Child 2nd Line Regimens
5a = d4T-ddI-NFV
5b = ZDV-ddI-LPV/r


Adult 2nd Line Regimens:
2a = ZDV-ddI-LPV/r
2b = d4T-ddI-LPV/r


Follow-up Status at end of each month: 
On treatment (current regimen abbreviation) 
DEAD 
STOPped ART (continued on other care)
LOST (not seen in X months) 
DROPped from drug supply 
RESTART
Transferred Out (TO)-  if TO, transferred out to where


Reasons for switch to 2nd-Line Regimen:
8 Clinical treatment failure
9 Immunologic failure
10 Virologic failure


   







Ex T2.  Sample ART register for February 2005 ART register


COHORT: Year 2004  Month June                         ART Register  2004-2005     
Registration and Personal Info. Status at start ART 1st Line Regimen 2nd Line Regimen Year 2004      Write in month


ART  Patient's Name Sex Age Func- Child: CD4 INH CTX TB treatment Pregnancy Original Substitutions Switches, substitution Month 0 Month 1 2 3 4 5 6 7 8 9 10 11 12


Start Clinic Surname tional Height Start date Start date Start date Due date Regimen 1st:  Reason / Date 1st:  Reason / Date Function Wt CD4 Function Wt CD4
Date ID Given name status Stop date Stop date Stop date PMTCT link 2nd:  Reason / Date 2nd:  Reason / Date June Jul Aug Sept Oct Nov Dec Jan_05 Feb_05 Mar_05 Apr_05 May_05 Jun_05


Year 2005


Regimen


Fill when applicable


Unique 
ART 


Number


Why 
Eligible 


(Transfer In)
Weight Address WHO 


clinical 
stage


October2004 Dassa ZoumeFacility:


Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct


02-10-04 DZ0025 2 DZ G M 41 A 51 3 185 10.10.04 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


G


08-10-04 DZ0026 2 DZ T M 32 A 55 3 190 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


G


10-10-04 DZ0027 2 DZ E F 17 A 60 3 195 4.1.05 1b(40) 1b(40) 1b(40) 1b(40) 1b(40) 1b(40)


F PMTCT


15-10-04 DZ0028 1 DZ U F 12 W 45 3 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


K


16-10-04 DZ0029 1 DZ M F 21 B 45 4 29.6.04 4.5.04 1a(30) 2a (8) 5.1.05 1a(30) 1a(30) 1a(30) 2a 2a


D 4.8.04


18-10-04 DZ0030 1 DZ L M 38 B 42 4 17.6.04 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


S


20-10-04 FG0041 4 DZ W F 26 W 55 3 11.6.04 1c 1c 1c 1c 1c


L


22-10-04 FG0042 4 DZ R M 31 A 50 3 1a(30) 1a(30) 1a(30) T/O


RT


Why Eligible:
1 Clinical only
2 CD4
3 TLC
4 Transfer In (TI), 
where ART started


Functional 
Status:
1 Work
2 Ambulatory
3 Bedridden


Adult 1st Line Regimens:
1a(30) = d4t(30)-3TC-NVP
1a(40) = d4t(40)-3TC-NVP
1b(30) = d4t(30)-3TC-EFV
1b(40) = d4t(40)-3TC-EFV
1c      = AZT-3TC-NVP
1d      = AZT-3TC-EFV


Child 1st Line Regimens
4a = d4T-3TC-NVP
4b = d4T-3TC-EFV
4c = AZT-3TC-NVP
4d = AZT-3TC-EFV


If follow-up status is "STOP", then add reasons (and weeks of interruption  if later restarted):
1Toxicity/side effects            6 Drugs out of stock
2 Pregnancy                           7 Patient lack finances
3 Treatment failure               8 Other patient decision
4 Poor adherence                9 Planned treatment interruption 
5 Illness, hospitalization    10 Other


Reasons for regimen change:
1 Toxicity/side effects                  
2 Pregnancy                                              
3 Risk of pregnancy                 
4 Due to new TB                                         
5 New drug available                                   
6 Drug out of stock                           
7 Other reason (specify)                          


Child 2nd Line Regimens
5a = d4T-ddI-NFV
5b = ZDV-ddI-LPV/r


Adult 2nd Line Regimens:
2a = ZDV-ddI-LPV/r
2b = d4T-ddI-LPV/r


Follow-up Status at end of each month: 
On treatment (current regimen abbreviation) 
DEAD 
STOPped ART (continued on other care)
LOST (not seen in X months) 
DROPped from drug supply 
RESTART
Transferred Out (TO)-  if TO, transferred out to where


Reasons for switch to 2nd-Line Regimen:
8 Clinical treatment failure
9 Immunologic failure
10 Virologic failure


   







Ex T2.  Sample ART register for February 2005 ART register


COHORT: Year 2004  Month June                         ART Register  2004-2005     
Registration and Personal Info. Status at start ART 1st Line Regimen 2nd Line Regimen Year 2004      Write in month


ART  Patient's Name Sex Age Func- Child: CD4 INH CTX TB treatment Pregnancy Original Substitutions Switches, substitution Month 0 Month 1 2 3 4 5 6 7 8 9 10 11 12


Start Clinic Surname tional Height Start date Start date Start date Due date Regimen 1st:  Reason / Date 1st:  Reason / Date Function Wt CD4 Function Wt CD4
Date ID Given name status Stop date Stop date Stop date PMTCT link 2nd:  Reason / Date 2nd:  Reason / Date June Jul Aug Sept Oct Nov Dec Jan_05 Feb_05 Mar_05 Apr_05 May_05 Jun_05


Year 2005


Regimen


Fill when applicable


Unique 
ART 


Number


Why 
Eligible 


(Transfer In)
Weight Address WHO 


clinical 
stage


November2004 Dassa ZoumeFacility:


Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov


02-11-04 DZ0031 1 DZ J M 41 B 40 4 24.6.04 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


T


08-11-04 DZ0032 2 DZ F F 24 A 51 3 175 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


H


10-11-04 DZ0033 2 DZ R M 12 A 30 3 185 1b(30) 2b (9) 16.2.05 1b(30) 1b(30) 1b(30) 2b


Y


15-11-04 DZ0034 1 DZ S M 41 A 50 3 3.7.04 14.7.04 15.11.04 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


F


16-11-04 DZ0035 1 DZ W F 39 W 58 3 1a(30) 1a(30) 1a(30) LOST 1a(30)


F


18-11-04 DZ0036 2 DZ D F 23 W 51 2 190 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


K


20-11-04 DZ0037 1 DZ O F 14 A 55 3 1a(30) 1c: (1) 14.1.05 1a(30) 1a(30) 1c 1c


F


01-11-04 SA0050 4 DZ A F 38 B 50 4 18.5.04 1a(30) 1a(30) DEAD


K


Why Eligible:
1 Clinical only
2 CD4
3 TLC
4 Transfer In (TI), 
where ART started


Functional 
Status:
1 Work
2 Ambulatory
3 Bedridden


Adult 1st Line Regimens:
1a(30) = d4t(30)-3TC-NVP
1a(40) = d4t(40)-3TC-NVP
1b(30) = d4t(30)-3TC-EFV
1b(40) = d4t(40)-3TC-EFV
1c      = AZT-3TC-NVP
1d      = AZT-3TC-EFV


Child 1st Line Regimens
4a = d4T-3TC-NVP
4b = d4T-3TC-EFV
4c = AZT-3TC-NVP
4d = AZT-3TC-EFV


If follow-up status is "STOP", then add reasons (and weeks of interruption  if later restarted):
1Toxicity/side effects            6 Drugs out of stock
2 Pregnancy                           7 Patient lack finances
3 Treatment failure               8 Other patient decision
4 Poor adherence                9 Planned treatment interruption 
5 Illness, hospitalization    10 Other


Reasons for regimen change:
1 Toxicity/side effects                  
2 Pregnancy                                              
3 Risk of pregnancy                 
4 Due to new TB                                         
5 New drug available                                   
6 Drug out of stock                           
7 Other reason (specify)                          


Child 2nd Line Regimens
5a = d4T-ddI-NFV
5b = ZDV-ddI-LPV/r


Adult 2nd Line Regimens:
2a = ZDV-ddI-LPV/r
2b = d4T-ddI-LPV/r


Follow-up Status at end of each month: 
On treatment (current regimen abbreviation) 
DEAD 
STOPped ART (continued on other care)
LOST (not seen in X months) 
DROPped from drug supply 
RESTART
Transferred Out (TO)-  if TO, transferred out to where


Reasons for switch to 2nd-Line Regimen:
8 Clinical treatment failure
9 Immunologic failure
10 Virologic failure


   







Ex T2.  Sample ART register for February 2005 ART register


COHORT: Year 2004  Month June                         ART Register  2004-2005     
Registration and Personal Info. Status at start ART 1st Line Regimen 2nd Line Regimen Year 2004      Write in month


ART  Patient's Name Sex Age Func- Child: CD4 INH CTX TB treatment Pregnancy Original Substitutions Switches, substitution Month 0 Month 1 2 3 4 5 6 7 8 9 10 11 12


Start Clinic Surname tional Height Start date Start date Start date Due date Regimen 1st:  Reason / Date 1st:  Reason / Date Function Wt CD4 Function Wt CD4
Date ID Given name status Stop date Stop date Stop date PMTCT link 2nd:  Reason / Date 2nd:  Reason / Date June Jul Aug Sept Oct Nov Dec Jan_05 Feb_05 Mar_05 Apr_05 May_05 Jun_05


Year 2005


Regimen


Fill when applicable


Unique 
ART 


Number


Why 
Eligible 


(Transfer In)
Weight Address WHO 


clinical 
stage


December2004 Dassa ZoumeFacility:


Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec


01-12-04 DZ0039 1 DZ E F 23 B 45 4 19.11.04 14.4.05 1a(30) 1a(30) 1a(30) 1a(30)


J PMTCT


01-12-04 DZ0038 1 DZ W M 30 A 48 3 1a(30) 1a(30) 1a(30) 1a(30)


T


02-12-04 DZ0040 1 DZ N M 42 B 45 4 28.11.04 1a(30) 1a(30) 1a(30) 1a(30)


B


08-12-04 DZ0041 3 DZ D M 32 A 50 3 1a(30) 1a(30) 1a(30) 1a(30)


B


15-12-04 DZ0042 1 DZ Y F 39 A 53 3 12.11.04 1a(30) 1a(30) 1a(30) 1a(30)


D


16-12-04 DZ0043 1 DZ R M 28 A 52 3 15.11.04 1a(30) 1c: (1) 15.2.05 1a(30) 1a(30) 1c


T


18-12-04 DZ0044 2 DZ F F 39 A 50 2 195 1a(30) 1a(30) 1a(30) T/O


Y


20-12-04 DZ0045 2 DZ F F 27 A 49 3 180 02.9.04 12.11.04 1a(30) 1a(30) 1a(30) 1a(30)


E


22-12-04 DZ0046 2 DZ K M 42 A 60 3 185 1a(40) 1a(40) 1a(40) 1a(40)


K


10-12-04 PA0054 4 DZ I F 29 A 55 3 1a(30) 1a(30) 1a(30)


H


Why Eligible:
1 Clinical only
2 CD4
3 TLC
4 Transfer In (TI), 
where ART started


Functional 
Status:
1 Work
2 Ambulatory
3 Bedridden


Adult 1st Line Regimens:
1a(30) = d4t(30)-3TC-NVP
1a(40) = d4t(40)-3TC-NVP
1b(30) = d4t(30)-3TC-EFV
1b(40) = d4t(40)-3TC-EFV
1c      = AZT-3TC-NVP
1d      = AZT-3TC-EFV


Child 1st Line Regimens
4a = d4T-3TC-NVP
4b = d4T-3TC-EFV
4c = AZT-3TC-NVP
4d = AZT-3TC-EFV


If follow-up status is "STOP", then add reasons (and weeks of interruption  if later restarted):
1Toxicity/side effects            6 Drugs out of stock
2 Pregnancy                           7 Patient lack finances
3 Treatment failure               8 Other patient decision
4 Poor adherence                9 Planned treatment interruption 
5 Illness, hospitalization    10 Other


Reasons for regimen change:
1 Toxicity/side effects                  
2 Pregnancy                                              
3 Risk of pregnancy                 
4 Due to new TB                                         
5 New drug available                                   
6 Drug out of stock                           
7 Other reason (specify)                          


Child 2nd Line Regimens
5a = d4T-ddI-NFV
5b = ZDV-ddI-LPV/r


Adult 2nd Line Regimens:
2a = ZDV-ddI-LPV/r
2b = d4T-ddI-LPV/r


Follow-up Status at end of each month: 
On treatment (current regimen abbreviation) 
DEAD 
STOPped ART (continued on other care)
LOST (not seen in X months) 
DROPped from drug supply 
RESTART
Transferred Out (TO)-  if TO, transferred out to where


Reasons for switch to 2nd-Line Regimen:
8 Clinical treatment failure
9 Immunologic failure
10 Virologic failure


   







Ex T2.  Sample ART register for February 2005 ART register


COHORT: Year 2004  Month June                         ART Register  2004-2005     
Registration and Personal Info. Status at start ART 1st Line Regimen 2nd Line Regimen Year 2004      Write in month


ART  Patient's Name Sex Age Func- Child: CD4 INH CTX TB treatment Pregnancy Original Substitutions Switches, substitution Month 0 Month 1 2 3 4 5 6 7 8 9 10 11 12


Start Clinic Surname tional Height Start date Start date Start date Due date Regimen 1st:  Reason / Date 1st:  Reason / Date Function Wt CD4 Function Wt CD4
Date ID Given name status Stop date Stop date Stop date PMTCT link 2nd:  Reason / Date 2nd:  Reason / Date June Jul Aug Sept Oct Nov Dec Jan_05 Feb_05 Mar_05 Apr_05 May_05 Jun_05


Year 2005


Regimen


Fill when applicable


Unique 
ART 


Number


Why 
Eligible 


(Transfer In)
Weight Address WHO 


clinical 
stage


January2005 Dassa ZoumeFacility:


Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan


08-01-05 DZ0047 2 DZ B F 23 W 51 3 195 15.4.05 1a(30) 1a(30) 1a(30)


R PMTCT


10-01-05 DZ0048 3 DZ O M 30 A 54 3 1.4.04 1a(30) 1a(30) 1a(30)


H 1.12.04


15-01-05 DZ0049 1 DZ T F 34 B 50 4 12.12.04 1a(30) 1a(30) 1a(30)


G 22.1.05


16-01-05 DZ0050 1 DZ A F 28 A 57 3 1a(30) 1a(30) 1a(30)


U


22-01-05 DZ0051 2 DZ R M 45 W 58 2 190 1a(30) 1a(30) 1a(30)


R


23-01-05 DZ0052 1 DZ I F 41 B 50 4 12.12.04 1a(30) 1a(30) 1a(30)


KJ


25-01-05 DZ0053 1 DZ W F 13 A 32 3 1a(30) 1a(30) 1a(30)


D


27-01-05 DZ0054 2 DZ Z M 25 W 58 2 190 1a(30) 1a(30) 1a(30)


K


01-01-05 NA0055 4 DZ H F 35 A 50 3 1a(30) 1a(30) 1a(30)


Y


Why Eligible:
1 Clinical only
2 CD4
3 TLC
4 Transfer In (TI), 
where ART started


Functional 
Status:
1 Work
2 Ambulatory
3 Bedridden


Adult 1st Line Regimens:
1a(30) = d4t(30)-3TC-NVP
1a(40) = d4t(40)-3TC-NVP
1b(30) = d4t(30)-3TC-EFV
1b(40) = d4t(40)-3TC-EFV
1c      = AZT-3TC-NVP
1d      = AZT-3TC-EFV


Child 1st Line Regimens
4a = d4T-3TC-NVP
4b = d4T-3TC-EFV
4c = AZT-3TC-NVP
4d = AZT-3TC-EFV


If follow-up status is "STOP", then add reasons (and weeks of interruption  if later restarted):
1Toxicity/side effects            6 Drugs out of stock
2 Pregnancy                           7 Patient lack finances
3 Treatment failure               8 Other patient decision
4 Poor adherence                9 Planned treatment interruption 
5 Illness, hospitalization    10 Other


Reasons for regimen change:
1 Toxicity/side effects                  
2 Pregnancy                                              
3 Risk of pregnancy                 
4 Due to new TB                                         
5 New drug available                                   
6 Drug out of stock                           
7 Other reason (specify)                          


Child 2nd Line Regimens
5a = d4T-ddI-NFV
5b = ZDV-ddI-LPV/r


Adult 2nd Line Regimens:
2a = ZDV-ddI-LPV/r
2b = d4T-ddI-LPV/r


Follow-up Status at end of each month: 
On treatment (current regimen abbreviation) 
DEAD 
STOPped ART (continued on other care)
LOST (not seen in X months) 
DROPped from drug supply 
RESTART
Transferred Out (TO)-  if TO, transferred out to where


Reasons for switch to 2nd-Line Regimen:
8 Clinical treatment failure
9 Immunologic failure
10 Virologic failure


   







Ex T2.  Sample ART register for February 2005 ART register


COHORT: Year 2004  Month June                         ART Register  2004-2005     
Registration and Personal Info. Status at start ART 1st Line Regimen 2nd Line Regimen Year 2004      Write in month


ART  Patient's Name Sex Age Func- Child: CD4 INH CTX TB treatment Pregnancy Original Substitutions Switches, substitution Month 0 Month 1 2 3 4 5 6 7 8 9 10 11 12


Start Clinic Surname tional Height Start date Start date Start date Due date Regimen 1st:  Reason / Date 1st:  Reason / Date Function Wt CD4 Function Wt CD4
Date ID Given name status Stop date Stop date Stop date PMTCT link 2nd:  Reason / Date 2nd:  Reason / Date June Jul Aug Sept Oct Nov Dec Jan_05 Feb_05 Mar_05 Apr_05 May_05 Jun_05


Year 2005


Regimen


Fill when applicable


Unique 
ART 


Number


Why 
Eligible 


(Transfer In)
Weight Address WHO 


clinical 
stage


February2005 Dassa ZoumeFacility:


Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb


01-02-05 DZ0055 1 DZ D F 35 A 50 3 1a(30) 1a(30)


HY


02-02-05 DZ0056 1 DZ G F 40 A 50 3 1a(30) 1a(30)


R


08-02-05 DZ0057 2 DZ T F 23 W 49 2 185 1a(30) 1a(30)


O


10-02-05 DZ0058 2 DZ E M 30 A 54 3 180 1a(30) 1a(30)


J


15-02-05 DZ0059 2 DZ U M 34 A 50 3 190 1a(30) 1a(30)


F


16-02-05 DZ0060 1 DZ M M 28 B 49 3 1.12.04 1a(30) 1a(30)


G


22-02-05 DZ0061 3 DZ J M 39 A 70 3 1a(30) 1a(30)


K


04-02-05 NA0061 3 DZ R F 45 A 48 3 1a(30) 1a(30)


K


Why Eligible:
1 Clinical only
2 CD4
3 TLC
4 Transfer In (TI), 
where ART started


Functional 
Status:
1 Work
2 Ambulatory
3 Bedridden


Adult 1st Line Regimens:
1a(30) = d4t(30)-3TC-NVP
1a(40) = d4t(40)-3TC-NVP
1b(30) = d4t(30)-3TC-EFV
1b(40) = d4t(40)-3TC-EFV
1c      = AZT-3TC-NVP
1d      = AZT-3TC-EFV


Child 1st Line Regimens
4a = d4T-3TC-NVP
4b = d4T-3TC-EFV
4c = AZT-3TC-NVP
4d = AZT-3TC-EFV


If follow-up status is "STOP", then add reasons (and weeks of interruption  if later restarted):
1Toxicity/side effects            6 Drugs out of stock
2 Pregnancy                           7 Patient lack finances
3 Treatment failure               8 Other patient decision
4 Poor adherence                9 Planned treatment interruption 
5 Illness, hospitalization    10 Other


Reasons for regimen change:
1 Toxicity/side effects                  
2 Pregnancy                                              
3 Risk of pregnancy                 
4 Due to new TB                                         
5 New drug available                                   
6 Drug out of stock                           
7 Other reason (specify)                          


Child 2nd Line Regimens
5a = d4T-ddI-NFV
5b = ZDV-ddI-LPV/r


Adult 2nd Line Regimens:
2a = ZDV-ddI-LPV/r
2b = d4T-ddI-LPV/r


Follow-up Status at end of each month: 
On treatment (current regimen abbreviation) 
DEAD 
STOPped ART (continued on other care)
LOST (not seen in X months) 
DROPped from drug supply 
RESTART
Transferred Out (TO)-  if TO, transferred out to where


Reasons for switch to 2nd-Line Regimen:
8 Clinical treatment failure
9 Immunologic failure
10 Virologic failure


   







Ex T2.  Sample ART register for February 2005 ART register


COHORT: Year 2004  Month June                         ART Register  2004-2005     
Registration and Personal Info. Status at start ART 1st Line Regimen 2nd Line Regimen Year 2004      Write in month


ART  Patient's Name Sex Age Func- Child: CD4 INH CTX TB treatment Pregnancy Original Substitutions Switches, substitution Month 0 Month 1 2 3 4 5 6 7 8 9 10 11 12


Start Clinic Surname tional Height Start date Start date Start date Due date Regimen 1st:  Reason / Date 1st:  Reason / Date Function Wt CD4 Function Wt CD4
Date ID Given name status Stop date Stop date Stop date PMTCT link 2nd:  Reason / Date 2nd:  Reason / Date June Jul Aug Sept Oct Nov Dec Jan_05 Feb_05 Mar_05 Apr_05 May_05 Jun_05


Year 2005


Regimen


Fill when applicable


Unique 
ART 


Number


Why 
Eligible 


(Transfer In)
Weight Address WHO 


clinical 
stage


August2004 GlazoueFacility:


Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug


02-08-04 GL0001 2 GL E F 43 A 49 3 175 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) A 52 210


KU


08-08-04 GL0002 1 GL S F 24 A 55 3 2.11.04 1b(30) 1b(30) 1b(30) LOST 1b(30) LOST 1b(30) 1b(30) A 54


T PMTCT


10-08-04 GL0003 1 GL D M 36 A 60 3 12.7.04 1a(40) 1a(40) 1a(40) 1a(40) 1a(40) 1a(40) 1a(40) 1a(40) A 60


G


15-08-04 GL0004 1 GL H F 32 B 41 4 3.6.04 1a(30) 1c: (1) 15.10.04 2a (8) 12.1.05 1a(30) 1a(30) 1c 1c 1c 2a 2a W 50 150


H


16-08-04 GL0005 2 GL J M 42 W 57 3 185 1a(30) 1a(30) 1a(30) LOST 1a(30) LOST 1a(30) LOST


F


18-08-04 GL0006 1 GL Y F 13 A 30 3 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) W 34


T


20-08-04 GL0007 2 GL R M 12 A 54 3 180 1b(30) 1b(30) 1b(30) 1b(30) 1b(30) 1b(30) 1b(30) 1b(30) W 57 220


H


22-08-04 GL0008 2 GL W F 17 A 50 3 190 10.7.04 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) W 52 240


H


01-08-04 KA0031 4 GL R F 39 A 50 3 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) A 51


F


Why Eligible:
1 Clinical only
2 CD4
3 TLC
4 Transfer In (TI), 
where ART started


Functional 
Status:
1 Work
2 Ambulatory
3 Bedridden


Adult 1st Line Regimens:
1a(30) = d4t(30)-3TC-NVP
1a(40) = d4t(40)-3TC-NVP
1b(30) = d4t(30)-3TC-EFV
1b(40) = d4t(40)-3TC-EFV
1c      = AZT-3TC-NVP
1d      = AZT-3TC-EFV


Child 1st Line Regimens
4a = d4T-3TC-NVP
4b = d4T-3TC-EFV
4c = AZT-3TC-NVP
4d = AZT-3TC-EFV


If follow-up status is "STOP", then add reasons (and weeks of interruption  if later restarted):
1Toxicity/side effects            6 Drugs out of stock
2 Pregnancy                           7 Patient lack finances
3 Treatment failure               8 Other patient decision
4 Poor adherence                9 Planned treatment interruption 
5 Illness, hospitalization    10 Other


Reasons for regimen change:
1 Toxicity/side effects                  
2 Pregnancy                                              
3 Risk of pregnancy                 
4 Due to new TB                                         
5 New drug available                                   
6 Drug out of stock                           
7 Other reason (specify)                          


Child 2nd Line Regimens
5a = d4T-ddI-NFV
5b = ZDV-ddI-LPV/r


Adult 2nd Line Regimens:
2a = ZDV-ddI-LPV/r
2b = d4T-ddI-LPV/r


Follow-up Status at end of each month: 
On treatment (current regimen abbreviation) 
DEAD 
STOPped ART (continued on other care)
LOST (not seen in X months) 
DROPped from drug supply 
RESTART
Transferred Out (TO)-  if TO, transferred out to where


Reasons for switch to 2nd-Line Regimen:
8 Clinical treatment failure
9 Immunologic failure
10 Virologic failure


   







Ex T2.  Sample ART register for February 2005 ART register


COHORT: Year 2004  Month June                         ART Register  2004-2005     
Registration and Personal Info. Status at start ART 1st Line Regimen 2nd Line Regimen Year 2004      Write in month


ART  Patient's Name Sex Age Func- Child: CD4 INH CTX TB treatment Pregnancy Original Substitutions Switches, substitution Month 0 Month 1 2 3 4 5 6 7 8 9 10 11 12


Start Clinic Surname tional Height Start date Start date Start date Due date Regimen 1st:  Reason / Date 1st:  Reason / Date Function Wt CD4 Function Wt CD4
Date ID Given name status Stop date Stop date Stop date PMTCT link 2nd:  Reason / Date 2nd:  Reason / Date June Jul Aug Sept Oct Nov Dec Jan_05 Feb_05 Mar_05 Apr_05 May_05 Jun_05


Year 2005


Regimen


Fill when applicable


Unique 
ART 


Number


Why 
Eligible 


(Transfer In)
Weight Address WHO 


clinical 
stage


September2004 GlazoueFacility:


Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep


01-09-04 GL0009 1 GL S M 38 B 45 4 18.6.04 1a(30) 1a(30) 1a(30) DEAD


Y


02-09-04 GL0010 1 GL D M 25 B 41 4 23.6.04 1a(30) 1a(30) 1a(30) 1a(30) LOST 1a(30) 1a(30)


T


08-09-04 GL0011 1 GL G F 19 A 50 3 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


J


10-09-04 GL0012 2 GL D F 32 A 55 3 195 3.12.04 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


F PMTCT


15-09-04 GL0013 2 GL A M 38 A 48 3 180 27.05.04 1a(30) 1c: (1) 14.10.04 1a(30) 1c 1c 1c 1c 1c


V


16-09-04 GL0014 2 GL D F 27 A 50 3 185 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


LK


20-09-04 GL0015 1 GL E M 12 W 32 3 15.6.04 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


J


22-09-04 GL0016 1 GL D F 30 A 48 3 8.8.04 1a(30) 2b (8) 19.12.04 1a(30) 1a(30) 1a(30) 2b 2b 2b


D


24-09-04 GL0017 1 GL H F 22 A 39 3 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


F


18-09-04 SY0040 4 GL G M 34 A 50 3 1c 1c 1c 1c 1c T/O


K


25-09-04 TB0032 4 GL F M 32 A 49 3 1a(30) 1a(30)


U


Why Eligible:
1 Clinical only
2 CD4
3 TLC
4 Transfer In (TI), 
where ART started


Functional 
Status:
1 Work
2 Ambulatory
3 Bedridden


Adult 1st Line Regimens:
1a(30) = d4t(30)-3TC-NVP
1a(40) = d4t(40)-3TC-NVP
1b(30) = d4t(30)-3TC-EFV
1b(40) = d4t(40)-3TC-EFV
1c      = AZT-3TC-NVP
1d      = AZT-3TC-EFV


Child 1st Line Regimens
4a = d4T-3TC-NVP
4b = d4T-3TC-EFV
4c = AZT-3TC-NVP
4d = AZT-3TC-EFV


If follow-up status is "STOP", then add reasons (and weeks of interruption  if later restarted):
1Toxicity/side effects            6 Drugs out of stock
2 Pregnancy                           7 Patient lack finances
3 Treatment failure               8 Other patient decision
4 Poor adherence                9 Planned treatment interruption 
5 Illness, hospitalization    10 Other


Reasons for regimen change:
1 Toxicity/side effects                  
2 Pregnancy                                              
3 Risk of pregnancy                 
4 Due to new TB                                         
5 New drug available                                   
6 Drug out of stock                           
7 Other reason (specify)                          


Child 2nd Line Regimens
5a = d4T-ddI-NFV
5b = ZDV-ddI-LPV/r


Adult 2nd Line Regimens:
2a = ZDV-ddI-LPV/r
2b = d4T-ddI-LPV/r


Follow-up Status at end of each month: 
On treatment (current regimen abbreviation) 
DEAD 
STOPped ART (continued on other care)
LOST (not seen in X months) 
DROPped from drug supply 
RESTART
Transferred Out (TO)-  if TO, transferred out to where


Reasons for switch to 2nd-Line Regimen:
8 Clinical treatment failure
9 Immunologic failure
10 Virologic failure


   







Ex T2.  Sample ART register for February 2005 ART register


COHORT: Year 2004  Month June                         ART Register  2004-2005     
Registration and Personal Info. Status at start ART 1st Line Regimen 2nd Line Regimen Year 2004      Write in month


ART  Patient's Name Sex Age Func- Child: CD4 INH CTX TB treatment Pregnancy Original Substitutions Switches, substitution Month 0 Month 1 2 3 4 5 6 7 8 9 10 11 12


Start Clinic Surname tional Height Start date Start date Start date Due date Regimen 1st:  Reason / Date 1st:  Reason / Date Function Wt CD4 Function Wt CD4
Date ID Given name status Stop date Stop date Stop date PMTCT link 2nd:  Reason / Date 2nd:  Reason / Date June Jul Aug Sept Oct Nov Dec Jan_05 Feb_05 Mar_05 Apr_05 May_05 Jun_05


Year 2005


Regimen


Fill when applicable


Unique 
ART 


Number


Why 
Eligible 


(Transfer In)
Weight Address WHO 


clinical 
stage


October2004 GlazoueFacility:


Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct


01-10-04 GL0018 1 GL F F 14 A 31 3 9.9.04 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


Y


02-10-04 GL0019 2 GL S F 29 A 51 3 185 12.12.04 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


L PMTCT


08-10-04 GL0020 2 GL I M 32 A 55 3 190 10.10.04 1a(30) 2a (9) 12.12.04 1a(30) 1a(30) 2a 2a 2a


Y


14-10-04 GL0021 2 GL I F 16 A 60 3 195 19.06.04 1b(40) 1b(40) 1b(40) 1b(40) 1b(40) 1b(40)


R


22-10-04 GL0022 1 GL D M 27 W 45 3 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


K


27-10-04 GL0023 1 GL U F 41 B 45 4 4.5.04 27.10.04 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


G


22-10-04 KD0042 4 GL M M 33 A 50 3 1a(30) 1a(30) 1a(30) 1a(30)


G


Why Eligible:
1 Clinical only
2 CD4
3 TLC
4 Transfer In (TI), 
where ART started


Functional 
Status:
1 Work
2 Ambulatory
3 Bedridden


Adult 1st Line Regimens:
1a(30) = d4t(30)-3TC-NVP
1a(40) = d4t(40)-3TC-NVP
1b(30) = d4t(30)-3TC-EFV
1b(40) = d4t(40)-3TC-EFV
1c      = AZT-3TC-NVP
1d      = AZT-3TC-EFV


Child 1st Line Regimens
4a = d4T-3TC-NVP
4b = d4T-3TC-EFV
4c = AZT-3TC-NVP
4d = AZT-3TC-EFV


If follow-up status is "STOP", then add reasons (and weeks of interruption  if later restarted):
1Toxicity/side effects            6 Drugs out of stock
2 Pregnancy                           7 Patient lack finances
3 Treatment failure               8 Other patient decision
4 Poor adherence                9 Planned treatment interruption 
5 Illness, hospitalization    10 Other


Reasons for regimen change:
1 Toxicity/side effects                  
2 Pregnancy                                              
3 Risk of pregnancy                 
4 Due to new TB                                         
5 New drug available                                   
6 Drug out of stock                           
7 Other reason (specify)                          


Child 2nd Line Regimens
5a = d4T-ddI-NFV
5b = ZDV-ddI-LPV/r


Adult 2nd Line Regimens:
2a = ZDV-ddI-LPV/r
2b = d4T-ddI-LPV/r


Follow-up Status at end of each month: 
On treatment (current regimen abbreviation) 
DEAD 
STOPped ART (continued on other care)
LOST (not seen in X months) 
DROPped from drug supply 
RESTART
Transferred Out (TO)-  if TO, transferred out to where


Reasons for switch to 2nd-Line Regimen:
8 Clinical treatment failure
9 Immunologic failure
10 Virologic failure


   







Ex T2.  Sample ART register for February 2005 ART register


COHORT: Year 2004  Month June                         ART Register  2004-2005     
Registration and Personal Info. Status at start ART 1st Line Regimen 2nd Line Regimen Year 2004      Write in month


ART  Patient's Name Sex Age Func- Child: CD4 INH CTX TB treatment Pregnancy Original Substitutions Switches, substitution Month 0 Month 1 2 3 4 5 6 7 8 9 10 11 12


Start Clinic Surname tional Height Start date Start date Start date Due date Regimen 1st:  Reason / Date 1st:  Reason / Date Function Wt CD4 Function Wt CD4
Date ID Given name status Stop date Stop date Stop date PMTCT link 2nd:  Reason / Date 2nd:  Reason / Date June Jul Aug Sept Oct Nov Dec Jan_05 Feb_05 Mar_05 Apr_05 May_05 Jun_05


Year 2005


Regimen


Fill when applicable


Unique 
ART 


Number


Why 
Eligible 


(Transfer In)
Weight Address WHO 


clinical 
stage


November2004 GlazoueFacility:


Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov


02-11-04 GL0024 1 GL D F 41 B 40 4 10.7.04 24.6.04 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


E


08-11-04 GL0025 2 GL K M 4 A 25 3 175 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


T


10-11-04 GL0026 2 GL Y F 31 A 58 3 185 1b(30) 1b(30) 1b(30) 1b(30) 1b(30)


U


15-11-04 GL0027 1 GL W M 39 A 50 3 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


M


16-11-04 GL0028 1 GL P F 16 W 58 3 1a(30) 1a(30) 1a(30) LOST 1a(30)


UY


18-11-04 GL0029 2 GL K F 12 W 51 2 190 1a(30) 2b (8) 9.1.05 1a(30) 1a(30) 2b 2b


I


01-11-04 FG0050 4 GL Z F 29 B 50 4 18.5.04 1a(30) 1a(30) DEAD


Y 18.07.04


Why Eligible:
1 Clinical only
2 CD4
3 TLC
4 Transfer In (TI), 
where ART started


Functional 
Status:
1 Work
2 Ambulatory
3 Bedridden


Adult 1st Line Regimens:
1a(30) = d4t(30)-3TC-NVP
1a(40) = d4t(40)-3TC-NVP
1b(30) = d4t(30)-3TC-EFV
1b(40) = d4t(40)-3TC-EFV
1c      = AZT-3TC-NVP
1d      = AZT-3TC-EFV


Child 1st Line Regimens
4a = d4T-3TC-NVP
4b = d4T-3TC-EFV
4c = AZT-3TC-NVP
4d = AZT-3TC-EFV


If follow-up status is "STOP", then add reasons (and weeks of interruption  if later restarted):
1Toxicity/side effects            6 Drugs out of stock
2 Pregnancy                           7 Patient lack finances
3 Treatment failure               8 Other patient decision
4 Poor adherence                9 Planned treatment interruption 
5 Illness, hospitalization    10 Other


Reasons for regimen change:
1 Toxicity/side effects                  
2 Pregnancy                                              
3 Risk of pregnancy                 
4 Due to new TB                                         
5 New drug available                                   
6 Drug out of stock                           
7 Other reason (specify)                          


Child 2nd Line Regimens
5a = d4T-ddI-NFV
5b = ZDV-ddI-LPV/r


Adult 2nd Line Regimens:
2a = ZDV-ddI-LPV/r
2b = d4T-ddI-LPV/r


Follow-up Status at end of each month: 
On treatment (current regimen abbreviation) 
DEAD 
STOPped ART (continued on other care)
LOST (not seen in X months) 
DROPped from drug supply 
RESTART
Transferred Out (TO)-  if TO, transferred out to where


Reasons for switch to 2nd-Line Regimen:
8 Clinical treatment failure
9 Immunologic failure
10 Virologic failure


   







Ex T2.  Sample ART register for February 2005 ART register


COHORT: Year 2004  Month June                         ART Register  2004-2005     
Registration and Personal Info. Status at start ART 1st Line Regimen 2nd Line Regimen Year 2004      Write in month


ART  Patient's Name Sex Age Func- Child: CD4 INH CTX TB treatment Pregnancy Original Substitutions Switches, substitution Month 0 Month 1 2 3 4 5 6 7 8 9 10 11 12


Start Clinic Surname tional Height Start date Start date Start date Due date Regimen 1st:  Reason / Date 1st:  Reason / Date Function Wt CD4 Function Wt CD4
Date ID Given name status Stop date Stop date Stop date PMTCT link 2nd:  Reason / Date 2nd:  Reason / Date June Jul Aug Sept Oct Nov Dec Jan_05 Feb_05 Mar_05 Apr_05 May_05 Jun_05


Year 2005


Regimen


Fill when applicable


Unique 
ART 


Number


Why 
Eligible 


(Transfer In)
Weight Address WHO 


clinical 
stage


December2004 GlazoueFacility:


Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec


01-12-04 GL0031 1 GL D M 36 B 45 4 19.11.04 1a(30) 1a(30) 1a(30) 1a(30)


F 02.01.05


02-12-04 GL0032 1 GL F F 31 B 45 4 28.11.04 13.3.05 1a(30) 1a(30) 1a(30) 1a(30)


G PMTCT


08-12-04 GL0033 3 GL W M 24 A 50 3 1a(30) 1a(30) 1a(30) 1a(30)


J


15-12-04 GL0034 1 GL E M 43 A 53 3 11.11.04 16.12.04 1a(30) 1a(30) 1a(30) 1a(30)


F


16-12-04 GL0035 1 GL O M 49 A 52 3 1a(30) 1a(30) 1a(30) 1a(30)


L


18-12-04 GL0036 2 GL W F 28 A 50 2 195 1a(30) 1a(30) 1a(30) T/O


C


20-12-04 GL0037 2 GL V F 13 A 49 3 180 1a(30) 1a(30) 1a(30) 1a(30)


H


22-12-04 GL0038 2 GL T M 4 A 60 3 185 1a(40) 1a(40) 1a(40) 1a(40)


H


26-12-04 GL0039 1 GL Q F 24 A 55 3 04.11.04 1a(30) 1c: (1) 14.1.05 1a(30) 1a(30) 1c


J


10-12-04 FG0030 4 GL K F 28 A 55 3 1a(30) 1a(30) 1a(30)


J


Why Eligible:
1 Clinical only
2 CD4
3 TLC
4 Transfer In (TI), 
where ART started


Functional 
Status:
1 Work
2 Ambulatory
3 Bedridden


Adult 1st Line Regimens:
1a(30) = d4t(30)-3TC-NVP
1a(40) = d4t(40)-3TC-NVP
1b(30) = d4t(30)-3TC-EFV
1b(40) = d4t(40)-3TC-EFV
1c      = AZT-3TC-NVP
1d      = AZT-3TC-EFV


Child 1st Line Regimens
4a = d4T-3TC-NVP
4b = d4T-3TC-EFV
4c = AZT-3TC-NVP
4d = AZT-3TC-EFV


If follow-up status is "STOP", then add reasons (and weeks of interruption  if later restarted):
1Toxicity/side effects            6 Drugs out of stock
2 Pregnancy                           7 Patient lack finances
3 Treatment failure               8 Other patient decision
4 Poor adherence                9 Planned treatment interruption 
5 Illness, hospitalization    10 Other


Reasons for regimen change:
1 Toxicity/side effects                  
2 Pregnancy                                              
3 Risk of pregnancy                 
4 Due to new TB                                         
5 New drug available                                   
6 Drug out of stock                           
7 Other reason (specify)                          


Child 2nd Line Regimens
5a = d4T-ddI-NFV
5b = ZDV-ddI-LPV/r


Adult 2nd Line Regimens:
2a = ZDV-ddI-LPV/r
2b = d4T-ddI-LPV/r


Follow-up Status at end of each month: 
On treatment (current regimen abbreviation) 
DEAD 
STOPped ART (continued on other care)
LOST (not seen in X months) 
DROPped from drug supply 
RESTART
Transferred Out (TO)-  if TO, transferred out to where


Reasons for switch to 2nd-Line Regimen:
8 Clinical treatment failure
9 Immunologic failure
10 Virologic failure


   







Ex T2.  Sample ART register for February 2005 ART register


COHORT: Year 2004  Month June                         ART Register  2004-2005     
Registration and Personal Info. Status at start ART 1st Line Regimen 2nd Line Regimen Year 2004      Write in month


ART  Patient's Name Sex Age Func- Child: CD4 INH CTX TB treatment Pregnancy Original Substitutions Switches, substitution Month 0 Month 1 2 3 4 5 6 7 8 9 10 11 12


Start Clinic Surname tional Height Start date Start date Start date Due date Regimen 1st:  Reason / Date 1st:  Reason / Date Function Wt CD4 Function Wt CD4
Date ID Given name status Stop date Stop date Stop date PMTCT link 2nd:  Reason / Date 2nd:  Reason / Date June Jul Aug Sept Oct Nov Dec Jan_05 Feb_05 Mar_05 Apr_05 May_05 Jun_05


Year 2005


Regimen


Fill when applicable


Unique 
ART 


Number


Why 
Eligible 


(Transfer In)
Weight Address WHO 


clinical 
stage


January2005 GlazoueFacility:


Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan


08-01-05 GL0040 2 GL V F 22 W 51 3 195 1a(30) 1a(30) 1a(30)


R


10-01-05 GL0041 3 GL N F 31 A 54 3 1a(30) 1a(30) 1a(30)


Y


15-01-05 GL0042 1 GL D M 41 B 50 4 12.12.04 15.12.04 1a(30) 1a(30) 1a(30)


H


16-01-05 GL0043 1 GL K F 14 A 35 3 20.6.05 1a(30) 1a(30) 1a(30)


J PMTCT


22-01-05 GL0044 2 GL T F 21 W 58 2 190 1a(30) 1a(30) 1a(30)


U


24-01-05 GL0045 1 GL W M 26 A 57 3 1a(30) 1a(30) 1a(30)


E


29-01-05 GL0046 2 GL E F 39 W 58 2 190 1a(30) 1a(30) 1a(30)


C


01-01-05 FG0055 4 GL X M 31 A 50 3 1a(30) 1a(30)


G


01-01-05 NA0059 4 GL D F 35 A 50 3 1a(30) 1a(30)


K


Why Eligible:
1 Clinical only
2 CD4
3 TLC
4 Transfer In (TI), 
where ART started


Functional 
Status:
1 Work
2 Ambulatory
3 Bedridden


Adult 1st Line Regimens:
1a(30) = d4t(30)-3TC-NVP
1a(40) = d4t(40)-3TC-NVP
1b(30) = d4t(30)-3TC-EFV
1b(40) = d4t(40)-3TC-EFV
1c      = AZT-3TC-NVP
1d      = AZT-3TC-EFV


Child 1st Line Regimens
4a = d4T-3TC-NVP
4b = d4T-3TC-EFV
4c = AZT-3TC-NVP
4d = AZT-3TC-EFV


If follow-up status is "STOP", then add reasons (and weeks of interruption  if later restarted):
1Toxicity/side effects            6 Drugs out of stock
2 Pregnancy                           7 Patient lack finances
3 Treatment failure               8 Other patient decision
4 Poor adherence                9 Planned treatment interruption 
5 Illness, hospitalization    10 Other


Reasons for regimen change:
1 Toxicity/side effects                  
2 Pregnancy                                              
3 Risk of pregnancy                 
4 Due to new TB                                         
5 New drug available                                   
6 Drug out of stock                           
7 Other reason (specify)                          


Child 2nd Line Regimens
5a = d4T-ddI-NFV
5b = ZDV-ddI-LPV/r


Adult 2nd Line Regimens:
2a = ZDV-ddI-LPV/r
2b = d4T-ddI-LPV/r


Follow-up Status at end of each month: 
On treatment (current regimen abbreviation) 
DEAD 
STOPped ART (continued on other care)
LOST (not seen in X months) 
DROPped from drug supply 
RESTART
Transferred Out (TO)-  if TO, transferred out to where


Reasons for switch to 2nd-Line Regimen:
8 Clinical treatment failure
9 Immunologic failure
10 Virologic failure


   







Ex T2.  Sample ART register for February 2005 ART register


COHORT: Year 2004  Month June                         ART Register  2004-2005     
Registration and Personal Info. Status at start ART 1st Line Regimen 2nd Line Regimen Year 2004      Write in month


ART  Patient's Name Sex Age Func- Child: CD4 INH CTX TB treatment Pregnancy Original Substitutions Switches, substitution Month 0 Month 1 2 3 4 5 6 7 8 9 10 11 12


Start Clinic Surname tional Height Start date Start date Start date Due date Regimen 1st:  Reason / Date 1st:  Reason / Date Function Wt CD4 Function Wt CD4
Date ID Given name status Stop date Stop date Stop date PMTCT link 2nd:  Reason / Date 2nd:  Reason / Date June Jul Aug Sept Oct Nov Dec Jan_05 Feb_05 Mar_05 Apr_05 May_05 Jun_05


Year 2005


Regimen


Fill when applicable


Unique 
ART 


Number


Why 
Eligible 


(Transfer In)
Weight Address WHO 


clinical 
stage


February2005 GlazoueFacility:


Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb


01-02-05 GL0047 1 GL J M 41 A 50 3 15.11.04 1a(30) 1a(30)


T


02-02-05 GL0048 1 GL L M 39 A 50 3 1a(30) 1a(30)


RT


08-02-05 GL0049 2 GL R F 21 W 49 2 185 13.10.04 1a(30) 1a(30)


F


10-02-05 GL0050 2 GL S F 29 A 54 3 180 10.5.05 1a(30) 1a(30)


U PMTCT


15-02-05 GL0051 2 GL T M 38 A 50 3 190 1a(30) 1a(30)


T


16-02-05 GL0052 1 GL O F 25 B 49 3 1.12.04 1a(30) 1a(30)


Y


22-02-05 GL0053 3 GL P M 41 A 48 3 1a(30) 1a(30)


R


25-02-05 GL0054 3 GL W F 28 A 48 3 1a(30) 1a(30)


G


12-02-05 KG002
3


3 GL W M 31 A 48 3 1a(30) 1a(30)


H


Why Eligible:
1 Clinical only
2 CD4
3 TLC
4 Transfer In (TI), 
where ART started


Functional 
Status:
1 Work
2 Ambulatory
3 Bedridden


Adult 1st Line Regimens:
1a(30) = d4t(30)-3TC-NVP
1a(40) = d4t(40)-3TC-NVP
1b(30) = d4t(30)-3TC-EFV
1b(40) = d4t(40)-3TC-EFV
1c      = AZT-3TC-NVP
1d      = AZT-3TC-EFV


Child 1st Line Regimens
4a = d4T-3TC-NVP
4b = d4T-3TC-EFV
4c = AZT-3TC-NVP
4d = AZT-3TC-EFV


If follow-up status is "STOP", then add reasons (and weeks of interruption  if later restarted):
1Toxicity/side effects            6 Drugs out of stock
2 Pregnancy                           7 Patient lack finances
3 Treatment failure               8 Other patient decision
4 Poor adherence                9 Planned treatment interruption 
5 Illness, hospitalization    10 Other


Reasons for regimen change:
1 Toxicity/side effects                  
2 Pregnancy                                              
3 Risk of pregnancy                 
4 Due to new TB                                         
5 New drug available                                   
6 Drug out of stock                           
7 Other reason (specify)                          


Child 2nd Line Regimens
5a = d4T-ddI-NFV
5b = ZDV-ddI-LPV/r


Adult 2nd Line Regimens:
2a = ZDV-ddI-LPV/r
2b = d4T-ddI-LPV/r


Follow-up Status at end of each month: 
On treatment (current regimen abbreviation) 
DEAD 
STOPped ART (continued on other care)
LOST (not seen in X months) 
DROPped from drug supply 
RESTART
Transferred Out (TO)-  if TO, transferred out to where


Reasons for switch to 2nd-Line Regimen:
8 Clinical treatment failure
9 Immunologic failure
10 Virologic failure


   







Ex T2.  Sample ART register for February 2005 ART register


COHORT: Year 2004  Month June                         ART Register  2004-2005     
Registration and Personal Info. Status at start ART 1st Line Regimen 2nd Line Regimen Year 2004      Write in month


ART  Patient's Name Sex Age Func- Child: CD4 INH CTX TB treatment Pregnancy Original Substitutions Switches, substitution Month 0 Month 1 2 3 4 5 6 7 8 9 10 11 12


Start Clinic Surname tional Height Start date Start date Start date Due date Regimen 1st:  Reason / Date 1st:  Reason / Date Function Wt CD4 Function Wt CD4
Date ID Given name status Stop date Stop date Stop date PMTCT link 2nd:  Reason / Date 2nd:  Reason / Date June Jul Aug Sept Oct Nov Dec Jan_05 Feb_05 Mar_05 Apr_05 May_05 Jun_05


Year 2005


Regimen


Fill when applicable


Unique 
ART 


Number


Why 
Eligible 


(Transfer In)
Weight Address WHO 


clinical 
stage


May2004 SavalouFacility:


May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May


01-05-04 SA0001 1 SA D F 36 A 48 3 14.5.04 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) W 52 1a(30) 1a(30) 1a(30)


F 14.1.05


02-05-04 SA0002 1 SA G M 26 A 49 3 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) W 53 1a(30) 1a(30) 1a(30)


G


08-05-04 SA0003 1 SA T F 13 W 30 3 7.5.04 1a(30) 2a (8) 14.9.04 1a(30) 1a(30) 1a(30) 1a(30) 2a 2a 2a W 35 2a 2a 2a


K


10-05-04 SA0004 1 SA E M 39 A 50 2 190 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) W 53 225 1a(30) 1a(30) 1a(30)


D


15-05-04 SA0005 2 SA U M 47 W 55 2 195 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) W 59 230 1a(30) 1a(30) 1a(30)


O


16-05-04 SA0006 2 SA M F 40 A 48 3 05.05.04 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) A 50 1a(30) 1a(30) 1a(30)


T 05.01.05


18-05-04 SA0007 1 SA L F 30 B 43 4 1a(30) 1a(30) DEAD


N


20-05-04 SA0008 2 SA G F 26 A 51 3 150 1a(30) 2a (8) 4/1/05 1a(30) 1a(30) 1a(30) LOST 1a(30) LOST 1a(30) A 51 190 1a(30) 2a 2a


K


22-05-04 NA0009 4 SA R M 31 A 50 3 1a(30) 1c: (1) 3/7/04 1a(30) 1c 1c 1c 1c 1c A 52 T/O


E


Why Eligible:
1 Clinical only
2 CD4
3 TLC
4 Transfer In (TI), 
where ART started


Functional 
Status:
1 Work
2 Ambulatory
3 Bedridden


Adult 1st Line Regimens:
1a(30) = d4t(30)-3TC-NVP
1a(40) = d4t(40)-3TC-NVP
1b(30) = d4t(30)-3TC-EFV
1b(40) = d4t(40)-3TC-EFV
1c      = AZT-3TC-NVP
1d      = AZT-3TC-EFV


Child 1st Line Regimens
4a = d4T-3TC-NVP
4b = d4T-3TC-EFV
4c = AZT-3TC-NVP
4d = AZT-3TC-EFV


If follow-up status is "STOP", then add reasons (and weeks of interruption  if later restarted):
1Toxicity/side effects            6 Drugs out of stock
2 Pregnancy                           7 Patient lack finances
3 Treatment failure               8 Other patient decision
4 Poor adherence                9 Planned treatment interruption 
5 Illness, hospitalization    10 Other


Reasons for regimen change:
1 Toxicity/side effects                  
2 Pregnancy                                              
3 Risk of pregnancy                 
4 Due to new TB                                         
5 New drug available                                   
6 Drug out of stock                           
7 Other reason (specify)                          


Child 2nd Line Regimens
5a = d4T-ddI-NFV
5b = ZDV-ddI-LPV/r


Adult 2nd Line Regimens:
2a = ZDV-ddI-LPV/r
2b = d4T-ddI-LPV/r


Follow-up Status at end of each month: 
On treatment (current regimen abbreviation) 
DEAD 
STOPped ART (continued on other care)
LOST (not seen in X months) 
DROPped from drug supply 
RESTART
Transferred Out (TO)-  if TO, transferred out to where


Reasons for switch to 2nd-Line Regimen:
8 Clinical treatment failure
9 Immunologic failure
10 Virologic failure


   







Ex T2.  Sample ART register for February 2005 ART register


COHORT: Year 2004  Month June                         ART Register  2004-2005     
Registration and Personal Info. Status at start ART 1st Line Regimen 2nd Line Regimen Year 2004      Write in month


ART  Patient's Name Sex Age Func- Child: CD4 INH CTX TB treatment Pregnancy Original Substitutions Switches, substitution Month 0 Month 1 2 3 4 5 6 7 8 9 10 11 12


Start Clinic Surname tional Height Start date Start date Start date Due date Regimen 1st:  Reason / Date 1st:  Reason / Date Function Wt CD4 Function Wt CD4
Date ID Given name status Stop date Stop date Stop date PMTCT link 2nd:  Reason / Date 2nd:  Reason / Date June Jul Aug Sept Oct Nov Dec Jan_05 Feb_05 Mar_05 Apr_05 May_05 Jun_05


Year 2005


Regimen


Fill when applicable


Unique 
ART 


Number


Why 
Eligible 


(Transfer In)
Weight Address WHO 


clinical 
stage


June2004 SavalouFacility:


Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun


01-06-04 SA0010 2 SA D F 35 A 48 3 195 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) W 52 225 1a(30) T/O


R


02-06-04 SA0011 2 SA G F 34 A 49 2 170 12.6.04 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) W 53 230 1a(30) 1a(30)


E


08-06-04 SA0012 2 SA T F 23 A 46 3 190 22.8.04 1a(30) 2b (8) 15.10.04 1a(30) 1a(30) 1a(30) 1a(30) 2b 2b 2b A 50 235 2b 2b


H PMTCT


10-06-04 SA0013 1 SA E M 36 A 50 2 195 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) W 53 225 1a(30) 1a(30)


IT


15-06-04 SA0014 1 SA U M 37 W 55 3 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) W 56 1a(30) 1a(30)


I


16-06-04 SA0015 1 SA M M 27 B 48 4 05.03.04 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) A 50 1a(30) 1a(30)


Y


22-06-04 SA0016 1 SA R F 37 A 50 3 22.6.04 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) A 52 1a(30) 1a(30)


YT 23.2.05


18-06-04 YG0014 4 SA L F 25 B 43 4 04.03.04 12.6.04 1a(30) 1a(30) 1a(30) 1a(30) A 48 DEAD


T 12.2.05


20-06-04 IB0025 4 SA G M 29 A 51 3 1a(30) 1c: (1) 4/1/05 1a(30) 1a(30) A 53 1c 1c


G


Why Eligible:
1 Clinical only
2 CD4
3 TLC
4 Transfer In (TI), 
where ART started


Functional 
Status:
1 Work
2 Ambulatory
3 Bedridden


Adult 1st Line Regimens:
1a(30) = d4t(30)-3TC-NVP
1a(40) = d4t(40)-3TC-NVP
1b(30) = d4t(30)-3TC-EFV
1b(40) = d4t(40)-3TC-EFV
1c      = AZT-3TC-NVP
1d      = AZT-3TC-EFV


Child 1st Line Regimens
4a = d4T-3TC-NVP
4b = d4T-3TC-EFV
4c = AZT-3TC-NVP
4d = AZT-3TC-EFV


If follow-up status is "STOP", then add reasons (and weeks of interruption  if later restarted):
1Toxicity/side effects            6 Drugs out of stock
2 Pregnancy                           7 Patient lack finances
3 Treatment failure               8 Other patient decision
4 Poor adherence                9 Planned treatment interruption 
5 Illness, hospitalization    10 Other


Reasons for regimen change:
1 Toxicity/side effects                  
2 Pregnancy                                              
3 Risk of pregnancy                 
4 Due to new TB                                         
5 New drug available                                   
6 Drug out of stock                           
7 Other reason (specify)                          


Child 2nd Line Regimens
5a = d4T-ddI-NFV
5b = ZDV-ddI-LPV/r


Adult 2nd Line Regimens:
2a = ZDV-ddI-LPV/r
2b = d4T-ddI-LPV/r


Follow-up Status at end of each month: 
On treatment (current regimen abbreviation) 
DEAD 
STOPped ART (continued on other care)
LOST (not seen in X months) 
DROPped from drug supply 
RESTART
Transferred Out (TO)-  if TO, transferred out to where


Reasons for switch to 2nd-Line Regimen:
8 Clinical treatment failure
9 Immunologic failure
10 Virologic failure


   







Ex T2.  Sample ART register for February 2005 ART register


COHORT: Year 2004  Month June                         ART Register  2004-2005     
Registration and Personal Info. Status at start ART 1st Line Regimen 2nd Line Regimen Year 2004      Write in month


ART  Patient's Name Sex Age Func- Child: CD4 INH CTX TB treatment Pregnancy Original Substitutions Switches, substitution Month 0 Month 1 2 3 4 5 6 7 8 9 10 11 12


Start Clinic Surname tional Height Start date Start date Start date Due date Regimen 1st:  Reason / Date 1st:  Reason / Date Function Wt CD4 Function Wt CD4
Date ID Given name status Stop date Stop date Stop date PMTCT link 2nd:  Reason / Date 2nd:  Reason / Date June Jul Aug Sept Oct Nov Dec Jan_05 Feb_05 Mar_05 Apr_05 May_05 Jun_05


Year 2005


Regimen


Fill when applicable


Unique 
ART 


Number


Why 
Eligible 


(Transfer In)
Weight Address WHO 


clinical 
stage


July2004 SavalouFacility:


Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul


01-07-04 SA0017 1 SA D M 40 B 45 4 3.5.04 1a(30) 1a(30) 1a(30) 1a(30) DEAD


U


02-07-04 SA0018 1 SA G F 45 B 40 4 6.4.04 1a(30) 1a(30) STOP REST
ART


1a(30) A 45 1a(30)


G 15.7.04


10-07-04 SA0019 1 SA E M 6 A 25 3 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) W 30 225 1a(30)


O


15-07-04 SA0020 1 SA U F 28 A 50 3 12.9.04 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) W 55 T/O


T PMTCT


16-07-04 SA0021 1 SA M M 36 A 51 3 1a(30) 1a(30) 1a(30) LOST 1a(30) LOST 1a(30) 1a(30) A 51 1a(30)


J


18-07-04 SA0022 2 SA L F 38 W 47 2 185 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) W 52 245 1a(30)


K


20-07-04 SA0023 2 SA G M 29 A 57 3 180 1b(30) 2a (8) 10.11.04 1b(30) 1b(30) 1b(30) 1b(30) 2a 2a 2a A 57 200 2a


J


22-07-04 SA0024 2 SA R F 30 A 49 3 175 22.7.04 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) A 52 210 1a(30)


R


08-07-04 HY0030 4 SA T M 26 A 50 3 1b(30) 1b(30) 1b(30) 1b(30) W 54 235 1b(30)


R


Why Eligible:
1 Clinical only
2 CD4
3 TLC
4 Transfer In (TI), 
where ART started


Functional 
Status:
1 Work
2 Ambulatory
3 Bedridden


Adult 1st Line Regimens:
1a(30) = d4t(30)-3TC-NVP
1a(40) = d4t(40)-3TC-NVP
1b(30) = d4t(30)-3TC-EFV
1b(40) = d4t(40)-3TC-EFV
1c      = AZT-3TC-NVP
1d      = AZT-3TC-EFV


Child 1st Line Regimens
4a = d4T-3TC-NVP
4b = d4T-3TC-EFV
4c = AZT-3TC-NVP
4d = AZT-3TC-EFV


If follow-up status is "STOP", then add reasons (and weeks of interruption  if later restarted):
1Toxicity/side effects            6 Drugs out of stock
2 Pregnancy                           7 Patient lack finances
3 Treatment failure               8 Other patient decision
4 Poor adherence                9 Planned treatment interruption 
5 Illness, hospitalization    10 Other


Reasons for regimen change:
1 Toxicity/side effects                  
2 Pregnancy                                              
3 Risk of pregnancy                 
4 Due to new TB                                         
5 New drug available                                   
6 Drug out of stock                           
7 Other reason (specify)                          


Child 2nd Line Regimens
5a = d4T-ddI-NFV
5b = ZDV-ddI-LPV/r


Adult 2nd Line Regimens:
2a = ZDV-ddI-LPV/r
2b = d4T-ddI-LPV/r


Follow-up Status at end of each month: 
On treatment (current regimen abbreviation) 
DEAD 
STOPped ART (continued on other care)
LOST (not seen in X months) 
DROPped from drug supply 
RESTART
Transferred Out (TO)-  if TO, transferred out to where


Reasons for switch to 2nd-Line Regimen:
8 Clinical treatment failure
9 Immunologic failure
10 Virologic failure


   







Ex T2.  Sample ART register for February 2005 ART register


COHORT: Year 2004  Month June                         ART Register  2004-2005     
Registration and Personal Info. Status at start ART 1st Line Regimen 2nd Line Regimen Year 2004      Write in month


ART  Patient's Name Sex Age Func- Child: CD4 INH CTX TB treatment Pregnancy Original Substitutions Switches, substitution Month 0 Month 1 2 3 4 5 6 7 8 9 10 11 12


Start Clinic Surname tional Height Start date Start date Start date Due date Regimen 1st:  Reason / Date 1st:  Reason / Date Function Wt CD4 Function Wt CD4
Date ID Given name status Stop date Stop date Stop date PMTCT link 2nd:  Reason / Date 2nd:  Reason / Date June Jul Aug Sept Oct Nov Dec Jan_05 Feb_05 Mar_05 Apr_05 May_05 Jun_05


Year 2005


Regimen


Fill when applicable


Unique 
ART 


Number


Why 
Eligible 


(Transfer In)
Weight Address WHO 


clinical 
stage


August2004 SavalouFacility:


Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug


08-08-04 SA0025 1 SA T M 26 A 55 3 1b(30) 1b(30) 1b(30) LOST 1b(30) LOST 1b(30) 1b(30) A 54


O


10-08-04 SA0026 1 SA E M 27 A 60 3 1a(40) 2b (8) 22.12.04 1a(40) 1a(40) 1a(40) 1a(40) 2b 2b 2b A 60 210


J


15-08-04 SA0027 1 SA U F 28 B 41 4 3.6.04 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) W 50


U 9.8.04


16-08-04 SA0028 2 SA M M 36 W 57 3 185 1a(30) 1a(30) 1a(30) LOST 1a(30) LOST 1a(30) LOST


H


18-08-04 SA0029 1 SA L F 38 A 43 3 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) W 48


G


20-08-04 SA0030 2 SA G F 29 A 54 3 180 1b(30) 1b(30) 1b(30) 1b(30) 1b(30) 1b(30) 1b(30) 1b(30) W 57 220


R


22-08-04 SA0031 2 SA R F 30 A 50 3 190 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) W 52 240


G


01-08-04 YG0031 4 SA D M 40 A 50 3 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) A 51


B


02-08-04 NA0032 4 SA G F 45 A 49 3 1a(30) 1a(30) 1a(30) A 51


O


Why Eligible:
1 Clinical only
2 CD4
3 TLC
4 Transfer In (TI), 
where ART started


Functional 
Status:
1 Work
2 Ambulatory
3 Bedridden


Adult 1st Line Regimens:
1a(30) = d4t(30)-3TC-NVP
1a(40) = d4t(40)-3TC-NVP
1b(30) = d4t(30)-3TC-EFV
1b(40) = d4t(40)-3TC-EFV
1c      = AZT-3TC-NVP
1d      = AZT-3TC-EFV


Child 1st Line Regimens
4a = d4T-3TC-NVP
4b = d4T-3TC-EFV
4c = AZT-3TC-NVP
4d = AZT-3TC-EFV


If follow-up status is "STOP", then add reasons (and weeks of interruption  if later restarted):
1Toxicity/side effects            6 Drugs out of stock
2 Pregnancy                           7 Patient lack finances
3 Treatment failure               8 Other patient decision
4 Poor adherence                9 Planned treatment interruption 
5 Illness, hospitalization    10 Other


Reasons for regimen change:
1 Toxicity/side effects                  
2 Pregnancy                                              
3 Risk of pregnancy                 
4 Due to new TB                                         
5 New drug available                                   
6 Drug out of stock                           
7 Other reason (specify)                          


Child 2nd Line Regimens
5a = d4T-ddI-NFV
5b = ZDV-ddI-LPV/r


Adult 2nd Line Regimens:
2a = ZDV-ddI-LPV/r
2b = d4T-ddI-LPV/r


Follow-up Status at end of each month: 
On treatment (current regimen abbreviation) 
DEAD 
STOPped ART (continued on other care)
LOST (not seen in X months) 
DROPped from drug supply 
RESTART
Transferred Out (TO)-  if TO, transferred out to where


Reasons for switch to 2nd-Line Regimen:
8 Clinical treatment failure
9 Immunologic failure
10 Virologic failure


   







Ex T2.  Sample ART register for February 2005 ART register


COHORT: Year 2004  Month June                         ART Register  2004-2005     
Registration and Personal Info. Status at start ART 1st Line Regimen 2nd Line Regimen Year 2004      Write in month


ART  Patient's Name Sex Age Func- Child: CD4 INH CTX TB treatment Pregnancy Original Substitutions Switches, substitution Month 0 Month 1 2 3 4 5 6 7 8 9 10 11 12


Start Clinic Surname tional Height Start date Start date Start date Due date Regimen 1st:  Reason / Date 1st:  Reason / Date Function Wt CD4 Function Wt CD4
Date ID Given name status Stop date Stop date Stop date PMTCT link 2nd:  Reason / Date 2nd:  Reason / Date June Jul Aug Sept Oct Nov Dec Jan_05 Feb_05 Mar_05 Apr_05 May_05 Jun_05


Year 2005


Regimen


Fill when applicable


Unique 
ART 


Number


Why 
Eligible 


(Transfer In)
Weight Address WHO 


clinical 
stage


September2004 SavalouFacility:


Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep


01-09-04 SA0032 1 SA D M 40 B 45 4 18.6.04 1a(30) 1a(30) 1a(30) DEAD


F 02.8.04


02-09-04 SA0033 1 SA G F 45 B 41 4 23.6.04 1a(30) 1a(30) 1a(30) 1a(30) LOST 1a(30) 1a(30)


H


08-09-04 SA0034 1 SA T M 26 A 50 3 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


H


15-09-04 SA0036 2 SA U F 28 A 48 3 180 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


I


16-09-04 SA0037 2 SA M M 36 A 50 3 185 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


J


20-09-04 SA0038 1 SA G M 29 W 55 3 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


R


22-09-04 SA0039 1 SA R F 14 A 35 3 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


DF


18-09-04 IB0040 4 SA L F 38 A 50 3 1c 1c 1c 1c 1c T/O


I


Why Eligible:
1 Clinical only
2 CD4
3 TLC
4 Transfer In (TI), 
where ART started


Functional 
Status:
1 Work
2 Ambulatory
3 Bedridden


Adult 1st Line Regimens:
1a(30) = d4t(30)-3TC-NVP
1a(40) = d4t(40)-3TC-NVP
1b(30) = d4t(30)-3TC-EFV
1b(40) = d4t(40)-3TC-EFV
1c      = AZT-3TC-NVP
1d      = AZT-3TC-EFV


Child 1st Line Regimens
4a = d4T-3TC-NVP
4b = d4T-3TC-EFV
4c = AZT-3TC-NVP
4d = AZT-3TC-EFV


If follow-up status is "STOP", then add reasons (and weeks of interruption  if later restarted):
1Toxicity/side effects            6 Drugs out of stock
2 Pregnancy                           7 Patient lack finances
3 Treatment failure               8 Other patient decision
4 Poor adherence                9 Planned treatment interruption 
5 Illness, hospitalization    10 Other


Reasons for regimen change:
1 Toxicity/side effects                  
2 Pregnancy                                              
3 Risk of pregnancy                 
4 Due to new TB                                         
5 New drug available                                   
6 Drug out of stock                           
7 Other reason (specify)                          


Child 2nd Line Regimens
5a = d4T-ddI-NFV
5b = ZDV-ddI-LPV/r


Adult 2nd Line Regimens:
2a = ZDV-ddI-LPV/r
2b = d4T-ddI-LPV/r


Follow-up Status at end of each month: 
On treatment (current regimen abbreviation) 
DEAD 
STOPped ART (continued on other care)
LOST (not seen in X months) 
DROPped from drug supply 
RESTART
Transferred Out (TO)-  if TO, transferred out to where


Reasons for switch to 2nd-Line Regimen:
8 Clinical treatment failure
9 Immunologic failure
10 Virologic failure


   







Ex T2.  Sample ART register for February 2005 ART register


COHORT: Year 2004  Month June                         ART Register  2004-2005     
Registration and Personal Info. Status at start ART 1st Line Regimen 2nd Line Regimen Year 2004      Write in month


ART  Patient's Name Sex Age Func- Child: CD4 INH CTX TB treatment Pregnancy Original Substitutions Switches, substitution Month 0 Month 1 2 3 4 5 6 7 8 9 10 11 12


Start Clinic Surname tional Height Start date Start date Start date Due date Regimen 1st:  Reason / Date 1st:  Reason / Date Function Wt CD4 Function Wt CD4
Date ID Given name status Stop date Stop date Stop date PMTCT link 2nd:  Reason / Date 2nd:  Reason / Date June Jul Aug Sept Oct Nov Dec Jan_05 Feb_05 Mar_05 Apr_05 May_05 Jun_05


Year 2005


Regimen


Fill when applicable


Unique 
ART 


Number


Why 
Eligible 


(Transfer In)
Weight Address WHO 


clinical 
stage


October2004 SavalouFacility:


Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct


01-10-04 SA0040 1 SA D M 40 A 50 3 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


L


02-10-04 SA0041 2 SA G F 45 A 51 3 185 22.06.04 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


Y


08-10-04 SA0042 2 SA T M 14 A 34 3 190 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


K


10-10-04 SA0043 2 SA E M 27 A 60 3 195 1b(40) 1b(40) 1b(40) 1b(40) 1b(40) 1b(40)


GR


15-10-04 SA0044 1 SA U F 28 W 45 3 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


Y


16-10-04 SA0045 1 SA M M 36 B 45 4 4.5.04 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


HM


18-10-04 SA0046 1 SA L F 38 B 42 4 17.6.04 1a(30) 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


G


20-10-04 NA0041 4 SA G M 29 W 55 3 1c 1c 1c 1c 1c


T


22-10-04 IB0042 4 SA R F 30 A 50 3 1a(30) 1a(30) 1a(30) T/O


Y


Why Eligible:
1 Clinical only
2 CD4
3 TLC
4 Transfer In (TI), 
where ART started


Functional 
Status:
1 Work
2 Ambulatory
3 Bedridden


Adult 1st Line Regimens:
1a(30) = d4t(30)-3TC-NVP
1a(40) = d4t(40)-3TC-NVP
1b(30) = d4t(30)-3TC-EFV
1b(40) = d4t(40)-3TC-EFV
1c      = AZT-3TC-NVP
1d      = AZT-3TC-EFV


Child 1st Line Regimens
4a = d4T-3TC-NVP
4b = d4T-3TC-EFV
4c = AZT-3TC-NVP
4d = AZT-3TC-EFV


If follow-up status is "STOP", then add reasons (and weeks of interruption  if later restarted):
1Toxicity/side effects            6 Drugs out of stock
2 Pregnancy                           7 Patient lack finances
3 Treatment failure               8 Other patient decision
4 Poor adherence                9 Planned treatment interruption 
5 Illness, hospitalization    10 Other


Reasons for regimen change:
1 Toxicity/side effects                  
2 Pregnancy                                              
3 Risk of pregnancy                 
4 Due to new TB                                         
5 New drug available                                   
6 Drug out of stock                           
7 Other reason (specify)                          


Child 2nd Line Regimens
5a = d4T-ddI-NFV
5b = ZDV-ddI-LPV/r


Adult 2nd Line Regimens:
2a = ZDV-ddI-LPV/r
2b = d4T-ddI-LPV/r


Follow-up Status at end of each month: 
On treatment (current regimen abbreviation) 
DEAD 
STOPped ART (continued on other care)
LOST (not seen in X months) 
DROPped from drug supply 
RESTART
Transferred Out (TO)-  if TO, transferred out to where


Reasons for switch to 2nd-Line Regimen:
8 Clinical treatment failure
9 Immunologic failure
10 Virologic failure


   







Ex T2.  Sample ART register for February 2005 ART register


COHORT: Year 2004  Month June                         ART Register  2004-2005     
Registration and Personal Info. Status at start ART 1st Line Regimen 2nd Line Regimen Year 2004      Write in month


ART  Patient's Name Sex Age Func- Child: CD4 INH CTX TB treatment Pregnancy Original Substitutions Switches, substitution Month 0 Month 1 2 3 4 5 6 7 8 9 10 11 12


Start Clinic Surname tional Height Start date Start date Start date Due date Regimen 1st:  Reason / Date 1st:  Reason / Date Function Wt CD4 Function Wt CD4
Date ID Given name status Stop date Stop date Stop date PMTCT link 2nd:  Reason / Date 2nd:  Reason / Date June Jul Aug Sept Oct Nov Dec Jan_05 Feb_05 Mar_05 Apr_05 May_05 Jun_05


Year 2005


Regimen


Fill when applicable


Unique 
ART 


Number


Why 
Eligible 


(Transfer In)
Weight Address WHO 


clinical 
stage


November2004 SavalouFacility:


Nov Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov


02-11-04 SA0047 1 SA G F 45 B 40 4 24.6.04 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


Y


08-11-04 SA0048 2 SA T M 26 A 51 3 175 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


Y


10-11-04 SA0049 2 SA E M 27 A 58 3 185 1b(30) 1b(30) 1b(30) 1b(30) 1b(30)


K


15-11-04 SA0050 1 SA U F 28 A 50 3 13.2.05 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


G PMTCT


16-11-04 SA0051 1 SA M M 36 W 58 3 1a(30) 1a(30) 1a(30) LOST 1a(30)


N


18-11-04 SA0052 2 SA L F 38 W 51 2 190 2.8.04 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


J


20-11-04 SA0053 1 SA G M 29 A 55 3 1a(30) 1c: (1) 14.1.05 1a(30) 1a(30) 1c 1c


I


22-11-04 SA0054 1 SA R F 30 A 48 3 1a(30) 1a(30) 1a(30) 1a(30) 1a(30)


G


01-11-04 HY0050 4 SA D M 40 B 50 4 18.5.04 1a(30) 1a(30) DEAD


F


Why Eligible:
1 Clinical only
2 CD4
3 TLC
4 Transfer In (TI), 
where ART started


Functional 
Status:
1 Work
2 Ambulatory
3 Bedridden


Adult 1st Line Regimens:
1a(30) = d4t(30)-3TC-NVP
1a(40) = d4t(40)-3TC-NVP
1b(30) = d4t(30)-3TC-EFV
1b(40) = d4t(40)-3TC-EFV
1c      = AZT-3TC-NVP
1d      = AZT-3TC-EFV


Child 1st Line Regimens
4a = d4T-3TC-NVP
4b = d4T-3TC-EFV
4c = AZT-3TC-NVP
4d = AZT-3TC-EFV


If follow-up status is "STOP", then add reasons (and weeks of interruption  if later restarted):
1Toxicity/side effects            6 Drugs out of stock
2 Pregnancy                           7 Patient lack finances
3 Treatment failure               8 Other patient decision
4 Poor adherence                9 Planned treatment interruption 
5 Illness, hospitalization    10 Other


Reasons for regimen change:
1 Toxicity/side effects                  
2 Pregnancy                                              
3 Risk of pregnancy                 
4 Due to new TB                                         
5 New drug available                                   
6 Drug out of stock                           
7 Other reason (specify)                          


Child 2nd Line Regimens
5a = d4T-ddI-NFV
5b = ZDV-ddI-LPV/r


Adult 2nd Line Regimens:
2a = ZDV-ddI-LPV/r
2b = d4T-ddI-LPV/r


Follow-up Status at end of each month: 
On treatment (current regimen abbreviation) 
DEAD 
STOPped ART (continued on other care)
LOST (not seen in X months) 
DROPped from drug supply 
RESTART
Transferred Out (TO)-  if TO, transferred out to where


Reasons for switch to 2nd-Line Regimen:
8 Clinical treatment failure
9 Immunologic failure
10 Virologic failure


   







Ex T2.  Sample ART register for February 2005 ART register


COHORT: Year 2004  Month June                         ART Register  2004-2005     
Registration and Personal Info. Status at start ART 1st Line Regimen 2nd Line Regimen Year 2004      Write in month


ART  Patient's Name Sex Age Func- Child: CD4 INH CTX TB treatment Pregnancy Original Substitutions Switches, substitution Month 0 Month 1 2 3 4 5 6 7 8 9 10 11 12


Start Clinic Surname tional Height Start date Start date Start date Due date Regimen 1st:  Reason / Date 1st:  Reason / Date Function Wt CD4 Function Wt CD4
Date ID Given name status Stop date Stop date Stop date PMTCT link 2nd:  Reason / Date 2nd:  Reason / Date June Jul Aug Sept Oct Nov Dec Jan_05 Feb_05 Mar_05 Apr_05 May_05 Jun_05


Year 2005


Regimen


Fill when applicable


Unique 
ART 


Number


Why 
Eligible 


(Transfer In)
Weight Address WHO 


clinical 
stage


December2004 SavalouFacility:


Dec Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec


01-12-04 SA0055 1 SA D F 35 B 45 4 02.8.04 19.11.04 1a(30) 1a(30) 1a(30) 1a(30)


U


08-12-04 SA0057 3 SA T F 23 A 50 3 14.3.05 1a(30) 1a(30) 1a(30) 1a(30)


T PMTCT


15-12-04 SA0058 1 SA U M 34 A 53 3 1a(30) 1a(30) 1a(30) 1a(30)


KL


16-12-04 SA0059 1 SA M M 28 A 52 3 1a(30) 1a(30) 1a(30) 1a(30)


T


18-12-04 SA0060 2 SA L M 29 A 50 2 195 1a(30) 1a(30) 1a(30) T/O


D


20-12-04 SA0061 2 SA G F 29 A 49 3 180 1a(30) 1a(30) 1a(30) 1a(30)


R


22-12-04 SA0062 2 SA R M 13 A 40 3 185 1a(40) 1a(40) 1a(40) 1a(40)


YI


10-12-04 YG0054 4 SA E M 30 A 55 3 15.8.04 1a(30) 1a(30) 1a(30)


L


Why Eligible:
1 Clinical only
2 CD4
3 TLC
4 Transfer In (TI), 
where ART started


Functional 
Status:
1 Work
2 Ambulatory
3 Bedridden


Adult 1st Line Regimens:
1a(30) = d4t(30)-3TC-NVP
1a(40) = d4t(40)-3TC-NVP
1b(30) = d4t(30)-3TC-EFV
1b(40) = d4t(40)-3TC-EFV
1c      = AZT-3TC-NVP
1d      = AZT-3TC-EFV


Child 1st Line Regimens
4a = d4T-3TC-NVP
4b = d4T-3TC-EFV
4c = AZT-3TC-NVP
4d = AZT-3TC-EFV


If follow-up status is "STOP", then add reasons (and weeks of interruption  if later restarted):
1Toxicity/side effects            6 Drugs out of stock
2 Pregnancy                           7 Patient lack finances
3 Treatment failure               8 Other patient decision
4 Poor adherence                9 Planned treatment interruption 
5 Illness, hospitalization    10 Other


Reasons for regimen change:
1 Toxicity/side effects                  
2 Pregnancy                                              
3 Risk of pregnancy                 
4 Due to new TB                                         
5 New drug available                                   
6 Drug out of stock                           
7 Other reason (specify)                          


Child 2nd Line Regimens
5a = d4T-ddI-NFV
5b = ZDV-ddI-LPV/r


Adult 2nd Line Regimens:
2a = ZDV-ddI-LPV/r
2b = d4T-ddI-LPV/r


Follow-up Status at end of each month: 
On treatment (current regimen abbreviation) 
DEAD 
STOPped ART (continued on other care)
LOST (not seen in X months) 
DROPped from drug supply 
RESTART
Transferred Out (TO)-  if TO, transferred out to where


Reasons for switch to 2nd-Line Regimen:
8 Clinical treatment failure
9 Immunologic failure
10 Virologic failure


   







Ex T2.  Sample ART register for February 2005 ART register


COHORT: Year 2004  Month June                         ART Register  2004-2005     
Registration and Personal Info. Status at start ART 1st Line Regimen 2nd Line Regimen Year 2004      Write in month


ART  Patient's Name Sex Age Func- Child: CD4 INH CTX TB treatment Pregnancy Original Substitutions Switches, substitution Month 0 Month 1 2 3 4 5 6 7 8 9 10 11 12


Start Clinic Surname tional Height Start date Start date Start date Due date Regimen 1st:  Reason / Date 1st:  Reason / Date Function Wt CD4 Function Wt CD4
Date ID Given name status Stop date Stop date Stop date PMTCT link 2nd:  Reason / Date 2nd:  Reason / Date June Jul Aug Sept Oct Nov Dec Jan_05 Feb_05 Mar_05 Apr_05 May_05 Jun_05


Year 2005


Regimen


Fill when applicable


Unique 
ART 


Number


Why 
Eligible 


(Transfer In)
Weight Address WHO 


clinical 
stage


January2005 SavalouFacility:


Jan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan


08-01-05 SA0063 2 SA T F 23 W 51 3 195 1a(30) 1a(30) 1a(30)


R


10-01-05 SA0064 3 SA E M 30 A 54 3 1a(30) 1a(30) 1a(30)


U


15-01-05 SA0065 1 SA U M 34 B 50 4 12.10.04 12.12.04 1a(30) 1a(30) 1a(30)


Y


16-01-05 SA0066 1 SA M M 28 A 57 3 1a(30) 1a(30) 1a(30)


U


22-01-05 SA0067 2 SA R M 45 W 58 2 190 1a(30) 1a(30) 1a(30)


Y


Why Eligible:
1 Clinical only
2 CD4
3 TLC
4 Transfer In (TI), 
where ART started


Functional 
Status:
1 Work
2 Ambulatory
3 Bedridden


Adult 1st Line Regimens:
1a(30) = d4t(30)-3TC-NVP
1a(40) = d4t(40)-3TC-NVP
1b(30) = d4t(30)-3TC-EFV
1b(40) = d4t(40)-3TC-EFV
1c      = AZT-3TC-NVP
1d      = AZT-3TC-EFV


Child 1st Line Regimens
4a = d4T-3TC-NVP
4b = d4T-3TC-EFV
4c = AZT-3TC-NVP
4d = AZT-3TC-EFV


If follow-up status is "STOP", then add reasons (and weeks of interruption  if later restarted):
1Toxicity/side effects            6 Drugs out of stock
2 Pregnancy                           7 Patient lack finances
3 Treatment failure               8 Other patient decision
4 Poor adherence                9 Planned treatment interruption 
5 Illness, hospitalization    10 Other


Reasons for regimen change:
1 Toxicity/side effects                  
2 Pregnancy                                              
3 Risk of pregnancy                 
4 Due to new TB                                         
5 New drug available                                   
6 Drug out of stock                           
7 Other reason (specify)                          


Child 2nd Line Regimens
5a = d4T-ddI-NFV
5b = ZDV-ddI-LPV/r


Adult 2nd Line Regimens:
2a = ZDV-ddI-LPV/r
2b = d4T-ddI-LPV/r


Follow-up Status at end of each month: 
On treatment (current regimen abbreviation) 
DEAD 
STOPped ART (continued on other care)
LOST (not seen in X months) 
DROPped from drug supply 
RESTART
Transferred Out (TO)-  if TO, transferred out to where


Reasons for switch to 2nd-Line Regimen:
8 Clinical treatment failure
9 Immunologic failure
10 Virologic failure


   







Ex T2.  Sample ART register for February 2005 ART register


COHORT: Year 2004  Month June                         ART Register  2004-2005     
Registration and Personal Info. Status at start ART 1st Line Regimen 2nd Line Regimen Year 2004      Write in month


ART  Patient's Name Sex Age Func- Child: CD4 INH CTX TB treatment Pregnancy Original Substitutions Switches, substitution Month 0 Month 1 2 3 4 5 6 7 8 9 10 11 12


Start Clinic Surname tional Height Start date Start date Start date Due date Regimen 1st:  Reason / Date 1st:  Reason / Date Function Wt CD4 Function Wt CD4
Date ID Given name status Stop date Stop date Stop date PMTCT link 2nd:  Reason / Date 2nd:  Reason / Date June Jul Aug Sept Oct Nov Dec Jan_05 Feb_05 Mar_05 Apr_05 May_05 Jun_05


Year 2005


Regimen


Fill when applicable


Unique 
ART 


Number


Why 
Eligible 


(Transfer In)
Weight Address WHO 


clinical 
stage


February2005 SavalouFacility:


Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb


01-02-05 SA0068 1 SA D F 35 A 50 3 1a(30) 1a(30)


R


02-02-05 SA0069 1 SA G F 40 A 50 3 1a(30) 1a(30)


J


08-02-05 SA0070 2 SA T F 23 W 49 2 185 22.4.05 1a(30) 1a(30)


H PMTCT


10-02-05 SA0071 2 SA E M 30 A 54 3 180 1a(30) 1a(30)


E


15-02-05 SA0072 2 SA U M 34 A 50 3 190 1a(30) 1a(30)


U


16-02-05 SA0073 1 SA M M 28 B 49 3 1.12.04 1a(30) 1a(30)


FK


22-02-05 SA0074 3 SA R F 45 A 48 3 1a(30) 1a(30)


J


Why Eligible:
1 Clinical only
2 CD4
3 TLC
4 Transfer In (TI), 
where ART started


Functional 
Status:
1 Work
2 Ambulatory
3 Bedridden


Adult 1st Line Regimens:
1a(30) = d4t(30)-3TC-NVP
1a(40) = d4t(40)-3TC-NVP
1b(30) = d4t(30)-3TC-EFV
1b(40) = d4t(40)-3TC-EFV
1c      = AZT-3TC-NVP
1d      = AZT-3TC-EFV


Child 1st Line Regimens
4a = d4T-3TC-NVP
4b = d4T-3TC-EFV
4c = AZT-3TC-NVP
4d = AZT-3TC-EFV


If follow-up status is "STOP", then add reasons (and weeks of interruption  if later restarted):
1Toxicity/side effects            6 Drugs out of stock
2 Pregnancy                           7 Patient lack finances
3 Treatment failure               8 Other patient decision
4 Poor adherence                9 Planned treatment interruption 
5 Illness, hospitalization    10 Other


Reasons for regimen change:
1 Toxicity/side effects                  
2 Pregnancy                                              
3 Risk of pregnancy                 
4 Due to new TB                                         
5 New drug available                                   
6 Drug out of stock                           
7 Other reason (specify)                          


Child 2nd Line Regimens
5a = d4T-ddI-NFV
5b = ZDV-ddI-LPV/r


Adult 2nd Line Regimens:
2a = ZDV-ddI-LPV/r
2b = d4T-ddI-LPV/r


Follow-up Status at end of each month: 
On treatment (current regimen abbreviation) 
DEAD 
STOPped ART (continued on other care)
LOST (not seen in X months) 
DROPped from drug supply 
RESTART
Transferred Out (TO)-  if TO, transferred out to where


Reasons for switch to 2nd-Line Regimen:
8 Clinical treatment failure
9 Immunologic failure
10 Virologic failure


   







RDQA Curriculum Materials/RDQA Case Study Materials/Facility Monthly Report_All Sites.pdf


Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


9


0


0


4


4


0


1


105


4


2


54


40


0


5


114


4


2


58


44


0


6


0


4


15-Mar-05
02-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Banikouara, Alibori
BK


13


0


0


6


6


0


1


157


6


3


81


60


0


7


170


6


3


87


66


0


8







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


51 41 92


47 40 87


4 1 5


4 3 7


4 2 6


0 1 1


55 44


99


February, 2005


Banikouara, Alibori







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


18


0


0


10


6


0


2


106


6


8


38


44


2


8


124


6


8


48


50


2


10


2


6


18-Mar-05
06-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Gogounou, Alibori
GG


27


0


0


15


9


0


3


159


9


12


57


66


3


12


186


9


12


72


75


3


15







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


48 60 108


42 52 94


6 8 14


2 6 8


2 4 6


0 2 2


50 66


116


February, 2005


Gogounou, Alibori







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


14


0


0


6


6


0


2


154


6


4


78


58


0


8


168


6


4


84


64


0


10


0


6


15-Mar-05
04-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Malanville, Alibori
ML


21


0


0


9


9


0


3


231


9


6


117


87


0


12


252


9


6


126


96


0


15







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


74 60 134


68 58 126


6 2 8


6 6 12


6 4 10


0 2 2


80 66


146


February, 2005


Malanville, Alibori







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


4


0


0


2


2


0


0


84


4


3


40


31


0


6


88


4


3


42


33


0


6


0


2


15-Mar-05
03-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Djougou, Atakora
DG


6


0


0


3


3


0


0


125


6


4


60


46


0


9


131


6


4


63


49


0


9







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


39 35 74


36 33 69


3 2 5


2 5 7


2 5 7


0 0 0


41 40


81


February, 2005


Djougou, Atakora







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


8


0


0


4


4


0


0


76


2


4


32


32


0


6


84


2


4


36


36


0


6


0


3


21-Mar-05
09-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Natitingou, Atakora
NT


12


0


0


6


6


0


0


114


3


6


48


48


0


9


126


3


6


54


54


0


9







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


30 41 71


30 35 65


0 6 6


3 0 3


3 0 3


0 0 0


33 41


74


February, 2005


Natitingou, Atakora







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


6


0


0


3


3


0


0


49


1


4


20


20


0


4


55


1


4


23


23


0


4


0


2


09-Mar-05
02-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Ouake, Atakora
OK


8


0


0


4


4


0


0


73


1


6


30


30


0


6


81


1


6


34


34


0


6







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


20 28 48


20 24 44


0 4 4


2 0 2


2 0 2


0 0 0


22 28


50


February, 2005


Ouake, Atakora







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


6


0


0


4


2


0


0


24


1


3


8


11


0


1


30


1


3


12


13


0


1


0


2


13-Mar-05
06-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Penjari, Atakora
PJ


9


0


0


6


3


0


0


34


1


4


12


16


0


1


43


1


4


18


19


0


1







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


13 17 30


12 15 27


1 2 3


0 0 0


0 0 0


0 0 0


13 17


30


February, 2005


Penjari, Atakora







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


9


0


0


6


3


0


0


63


3


4


24


28


0


4


72


3


4


30


31


0


4


0


3


18-Mar-05
06-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Porga, Atakora
PG


13


0


0


9


4


0


0


94


4


6


36


42


0


6


107


4


6


45


46


0


6







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


29 36 65


26 32 58


3 4 7


0 2 2


0 2 2


0 0 0


29 38


67


February, 2005


Porga, Atakora







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


12


0


0


7


4


0


1


71


4


5


26


30


1


5


83


4


5


33


34


1


6


1


4


18-Mar-05
11-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Calavi, Atlantique
CL


17


0


0


10


6


0


1


105


6


7


39


45


1


7


122


6


7


49


51


1


8







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


33 41 74


29 36 65


4 5 9


1 3 4


1 2 3


0 1 1


34 44


78


February, 2005


Calavi, Atlantique







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


9


0


0


4


4


0


1


121


4


3


62


46


0


6


130


4


3


66


50


0


7


0


4


15-Mar-05
06-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Kpomasse, Atlantique
KM


13


0


0


6


6


0


1


181


6


4


93


69


0


9


194


6


4


99


75


0


10







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


58 47 105


54 46 100


4 1 5


4 4 8


4 3 7


0 1 1


62 51


113


February, 2005


Kpomasse, Atlantique







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


10


0


0


5


5


0


0


86


2


5


36


35


1


7


96


2


5


41


40


1


7


1


4


23-Mar-05
08-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Ouidah, Atlantique
OU


14


0


0


7


7


0


0


127


3


7


54


52


1


10


141


3


7


61


59


1


10







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


34 46 80


33 39 72


1 7 8


5 1 6


4 1 5


1 0 1


39 47


86


February, 2005


Ouidah, Atlantique







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


13


0


0


8


4


0


1


82


4


6


30


35


1


6


95


4


6


38


39


1


7


1


4


18-Mar-05
02-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Soava, Atlantique
SO


19


0


0


12


6


0


1


122


6


9


45


52


1


9


141


6


9


57


58


1


10







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


37 47 84


33 41 74


4 6 10


1 4 5


1 3 4


0 1 1


38 51


89


February, 2005


Soava, Atlantique







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


12


0


0


6


6


0


0


99


3


6


41


40


1


8


111


3


6


47


46


1


8


1


4


21-Mar-05
03-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Toffo, Atlantique
TF


18


0


0


9


9


0


0


147


4


9


61


60


1


12


165


4


9


70


69


1


12







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


39 52 91


38 44 82


1 8 9


5 1 6


4 1 5


1 0 1


44 53


97


February, 2005


Toffo, Atlantique







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


10


0


0


6


3


0


1


38


2


4


13


16


1


2


48


2


4


19


19


1


3


1


3


09-Mar-05
02-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Kalale, Borgu
KL


14


0


0


9


4


0


1


56


3


6


19


24


1


3


70


3


6


28


28


1


4







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


20 25 45


18 22 40


2 3 5


1 1 2


1 0 1


0 1 1


21 26


47


February, 2005


Kalale, Borgu







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


8


0


0


4


4


0


0


76


2


6


31


30


1


6


84


2


6


35


34


1


6


1


3


20-Mar-05
11-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Kandi, Borgu
KD


12


0


0


6


6


0


0


113


3


9


46


45


1


9


125


3


9


52


51


1


9







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


32 43 75


31 37 68


1 6 7


4 1 5


3 1 4


1 0 1


36 44


80


February, 2005


Kandi, Borgu







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


6


0


0


4


2


0


0


26


1


3


9


12


0


1


32


1


3


13


14


0


1


0


2


13-Mar-05
05-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Ndali, Borgu
ND


9


0


0


6


3


0


0


37


1


4


13


18


0


1


46


1


4


19


21


0


1







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


14 19 33


13 17 30


1 2 3


0 0 0


0 0 0


0 0 0


14 19


33


February, 2005


Ndali, Borgu







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


6


0


0


3


3


0


0


55


1


4


23


23


0


4


61


1


4


26


26


0


4


0


2


23-Mar-05
09-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Nikki, Borgu
NK


8


0


0


4


4


0


0


81


1


6


34


34


0


6


89


1


6


38


38


0


6







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


23 31 54


23 27 50


0 4 4


2 0 2


2 0 2


0 0 0


25 31


56


February, 2005


Nikki, Borgu







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


7


0


0


3


3


0


1


125


6


4


60


46


0


9


132


6


4


63


49


0


10


0


3


17-Mar-05
08-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Parakou, Borgu
PK


9


0


0


4


4


0


1


187


9


6


90


69


0


13


196


9


6


94


73


0


14







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


59 53 112


55 50 105


4 3 7


3 9 12


3 8 11


0 1 1


62 62


124


February, 2005


Parakou, Borgu







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


4


0


0


2


2


0


0


41


1


2


18


17


0


3


45


1


2


20


19


0


3


0


2


23-Mar-05
08-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Bante, Collines
BT


6


0


0


3


3


0


0


60


1


3


27


25


0


4


66


1


3


30


28


0


4







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


16 22 38


16 19 35


0 3 3


2 0 2


2 0 2


0 0 0


18 22


40


February, 2005


Bante, Collines







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


8


0


0


4


4


0


0


63


2


4


27


24


1


5


71


2


4


31


28


1


5


1


3


22-Mar-05
09-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Dassa Zoume, Collines
DZ


12


0


0


6


6


0


0


93


3


6


39


37


1


7


105


3


6


45


43


1


7







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


26 32 58


25 27 52


1 5 6


4 1 5


3 1 4


1 0 1


30 33


63


February, 2005


Dassa Zoume, Collines







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


9


0


0


5


3


0


1


53


4


4


18


22


1


4


62


4


4


23


25


1


5


1


3


18-Mar-05
06-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Glazoue, Collines
GL


12


0


0


7


4


0


1


78


4


6


28


33


1


6


90


4


6


35


37


1


7







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


24 30 54


20 26 46


4 4 8


1 3 4


1 2 3


0 1 1


35 33


68


February, 2005


Glazoue, Collines







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


5


0


0


3


2


0


0


34


2


2


13


15


0


2


39


2


2


16


17


0


2


0


2


18-Mar-05
11-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Ouesse, Collines
OS


7


0


0


4


3


0


0


50


3


3


19


22


0


3


57


3


3


23


25


0


3







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


16 20 36


14 18 32


2 2 4


0 1 1


0 1 1


0 0 0


16 21


37


February, 2005


Ouesse, Collines







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


7


0


0


3


3


0


1


75


3


2


37


29


0


4


82


3


2


40


32


0


5


0


3


15-Mar-05
04-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Savalou, Collines
SA


9


0


0


4


4


0


1


114


4


3


58


43


0


6


123


4


3


62


47


0


7







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


36 30 66


33 29 62


3 1 4


2 3 5


2 2 4


0 1 1


38 33


71


February, 2005


Savalou, Collines







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


4


0


0


2


2


0


0


52


2


1


27


20


0


2


56


2


1


29


22


0


2


0


2


15-Mar-05
02-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Save, Collines
SV


6


0


0


3


3


0


0


77


3


1


40


30


0


3


83


3


1


43


33


0


3







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


25 20 45


23 20 43


2 0 2


2 1 3


2 1 3


0 0 0


27 21


48


February, 2005


Save, Collines







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


16


0


0


8


8


0


0


126


4


8


52


50


2


10


142


4


8


60


58


2


10


2


6


20-Mar-05
09-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Djakotome, Couffo
DK


24


0


0


12


12


0


0


189


6


12


78


75


3


15


213


6


12


90


87


3


15







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


50 66 116


48 56 104


2 10 12


8 2 10


6 2 8


2 0 2


58 68


126


February, 2005


Djakotome, Couffo







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


6


0


0


3


3


0


0


55


1


4


23


23


0


4


61


1


4


26


26


0


4


0


2


23-Mar-05
09-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Klouekanme, Couffo
KK


8


0


0


4


4


0


0


81


1


6


34


34


0


6


89


1


6


38


38


0


6







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


23 31 54


23 27 50


0 4 4


2 0 2


2 0 2


0 0 0


25 31


56


February, 2005


Klouekanme, Couffo







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


6


0


0


4


2


0


0


24


1


3


8


11


0


1


30


1


3


12


13


0


1


0


2


13-Mar-05
06-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Bassila, Donga
BS


9


0


0


6


3


0


0


34


1


4


12


16


0


1


43


1


4


18


19


0


1







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


13 17 30


12 15 27


1 2 3


0 0 0


0 0 0


0 0 0


13 17


30


February, 2005


Bassila, Donga







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


6


0


0


3


3


0


0


49


1


4


20


20


0


4


55


1


4


23


23


0


4


0


2


09-Mar-05
02-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Copargo, Donga
CP


8


0


0


4


4


0


0


73


1


6


30


30


0


6


81


1


6


34


34


0


6







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


20 28 48


20 24 44


0 4 4


2 0 2


2 0 2


0 0 0


22 28


50


February, 2005


Copargo, Donga







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


16


0


0


8


8


0


0


126


4


8


52


50


2


10


142


4


8


60


58


2


10


2


6


20-Mar-05
09-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Allada, Littoral
AL


24


0


0


12


12


0


0


189


6


12


78


75


3


15


213


6


12


90


87


3


15







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


50 66 116


48 56 104


2 10 12


8 2 10


6 2 8


2 0 2


58 68


126


February, 2005


Allada, Littoral







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


14


0


0


6


6


0


2


154


6


4


78


58


0


8


168


6


4


84


64


0


10


0


6


15-Mar-05
04-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Cotonou, Littoral
CT


21


0


0


9


9


0


3


231


9


6


117


87


0


12


252


9


6


126


96


0


15







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


74 60 134


68 58 126


6 2 8


6 6 12


6 4 10


0 2 2


80 66


146


February, 2005


Cotonou, Littoral







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


18


0


0


10


6


0


2


106


6


8


38


44


2


8


124


6


8


48


50


2


10


2


6


18-Mar-05
06-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Ganvie, Littoral
GV


27


0


0


15


9


0


3


159


9


12


57


66


3


12


186


9


12


72


75


3


15







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


48 60 108


42 52 94


6 8 14


2 6 8


2 4 6


0 2 2


50 66


116


February, 2005


Ganvie, Littoral







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


12


0


0


7


4


0


1


71


4


5


26


30


1


5


83


4


5


33


34


1


6


1


4


18-Mar-05
11-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Aplahoue, Mono
AP


17


0


0


10


6


0


1


105


6


7


39


45


1


7


122


6


7


49


51


1


8







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


33 41 74


29 36 65


4 5 9


1 3 4


1 2 3


0 1 1


34 44


78


February, 2005


Aplahoue, Mono







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


10


0


0


5


5


0


0


86


2


5


36


35


1


7


96


2


5


41


40


1


7


1


4


23-Mar-05
08-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Grand Popo, Mono
GP


14


0


0


7


7


0


0


127


3


7


54


52


1


10


141


3


7


61


59


1


10







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


34 46 80


33 39 72


1 7 8


5 1 6


4 1 5


1 0 1


39 47


86


February, 2005


Grand Popo, Mono







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


9


0


0


4


4


0


1


105


4


2


54


40


0


5


114


4


2


58


44


0


6


0


4


15-Mar-05
02-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Lobogo, Mono
LB


13


0


0


6


6


0


1


157


6


3


81


60


0


7


170


6


3


87


66


0


8







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


51 41 92


47 40 87


4 1 5


4 3 7


4 2 6


0 1 1


55 44


99


February, 2005


Lobogo, Mono







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


13


0


0


8


4


0


1


82


4


6


30


35


1


6


95


4


6


38


39


1


7


1


4


18-Mar-05
02-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Pobe, Oueme
PB


19


0


0


12


6


0


1


122


6


9


45


52


1


9


141


6


9


57


58


1


10







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


37 47 84


33 41 74


4 6 10


1 4 5


1 3 4


0 1 1


38 51


89


February, 2005


Pobe, Oueme







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


9


0


0


4


4


0


1


121


4


3


62


46


0


6


130


4


3


66


50


0


7


0


4


15-Mar-05
06-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Porto Novo, Oueme
PN


13


0


0


6


6


0


1


181


6


4


93


69


0


9


194


6


4


99


75


0


10







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


58 47 105


54 46 100


4 1 5


4 4 8


4 3 7


0 1 1


62 51


113


February, 2005


Porto Novo, Oueme







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


12


0


0


6


6


0


0


99


3


6


41


40


1


8


111


3


6


47


46


1


8


1


4


21-Mar-05
03-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Sakete, Oueme
SK


18


0


0


9


9


0


0


147


4


9


61


60


1


12


165


4


9


70


69


1


12







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


39 52 91


38 44 82


1 8 9


5 1 6


4 1 5


1 0 1


44 53


97


February, 2005


Sakete, Oueme







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


8


0


0


4


4


0


0


76


2


6


31


30


1


6


84


2


6


35


34


1


6


1


3


20-Mar-05
11-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Adjarra, Plateau
AJ


12


0


0


6


6


0


0


113


3


9


46


45


1


9


125


3


9


52


51


1


9







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


32 43 75


31 37 68


1 6 7


4 1 5


3 1 4


1 0 1


36 44


80


February, 2005


Adjarra, Plateau







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


6


0


0


4


2


0


0


26


1


3


9


12


0


1


32


1


3


13


14


0


1


0


2


13-Mar-05
05-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Ifangni, Plateau
IF


9


0


0


6


3


0


0


37


1


4


13


18


0


1


46


1


4


19


21


0


1







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


14 19 33


13 17 30


1 2 3


0 0 0


0 0 0


0 0 0


14 19


33


February, 2005


Ifangni, Plateau







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


10


0


0


6


3


0


1


38


2


4


13


16


1


2


48


2


4


19


19


1


3


1


3


09-Mar-05
02-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Ketou, Plateau
KT


14


0


0


9


4


0


1


56


3


6


19


24


1


3


70


3


6


28


28


1


4







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


20 25 45


18 22 40


2 3 5


1 1 2


1 0 1


0 1 1


21 26


47


February, 2005


Ketou, Plateau







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


7


0


0


3


3


0


1


125


6


4


60


46


0


9


132


6


4


63


49


0


10


0


3


17-Mar-05
08-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Semikpodji, Plateau
SP


9


0


0


4


4


0


1


187


9


6


90


69


0


13


196


9


6


94


73


0


14







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


59 53 112


55 50 105


4 3 7


3 9 12


3 8 11


0 1 1


62 62


124


February, 2005


Semikpodji, Plateau







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


9


0


0


6


3


0


0


63


3


4


24


28


0


4


72


3


4


30


31


0


4


0


3


18-Mar-05
06-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Bohicon, Zou
BH


13


0


0


9


4


0


0


94


4


6


36


42


0


6


107


4


6


45


46


0


6







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


29 36 65


26 32 58


3 4 7


0 2 2


0 2 2


0 0 0


29 38


67


February, 2005


Bohicon, Zou







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


4


0


0


2


2


0


0


84


4


3


40


31


0


6


88


4


3


42


33


0


6


0


2


15-Mar-05
03-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Djougou, Zou
AB


6


0


0


3


3


0


0


125


6


4


60


46


0


9


131


6


4


63


49


0


9







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


39 35 74


36 33 69


3 2 5


2 5 7


2 5 7


0 0 0


41 40


81


February, 2005


Djougou, Zou







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


8


0


0


4


4


0


0


76


2


4


32


32


0


6


84


2


4


36


36


0


6


0


3


21-Mar-05
09-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Zogbodomey, Zou
ZG


12


0


0


6


6


0


0


114


3


6


48


48


0


9


126


3


6


54


54


0


9







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


30 41 71


30 35 65


0 6 6


3 0 3


3 0 3


0 0 0


33 41


74


February, 2005


Zogbodomey, Zou
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Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


8


0


0


4


4


0


0


63


2


4


27


24


1


5


71


2


4


31


28


1


5


1


3


22-Mar-05
09-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Dassa Zoume, Collines
DZ


12


0


0


6


6


0


0


93


3


6


39


37


1


7


105


3


6


45


43


1


7







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


26 32 58


25 27 52


1 5 6


4 1 5


3 1 4


1 0 1


30 33


63


February, 2005


Dassa Zoume, Collines







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


9


0


0


5


3


0


1


53


4


4


18


22


1


4


62


4


4


23


25


1


5


1


3


18-Mar-05
06-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Glazoue, Collines
GL


12


0


0


7


4


0


1


78


4


6


28


33


1


6


90


4


6


35


37


1


7







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


24 30 54


20 26 46


4 4 8


1 3 4


1 2 3


0 1 1


35 33


68


February, 2005


Glazoue, Collines







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


7


0


0


3


3


0


1


75


3


2


37


29


0


4


82


3


2


40


32


0


5


0


3


15-Mar-05
04-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Savalou, Collines
SA


9


0


0


4


4


0


1


114


4


3


58


43


0


6


123


4


3


62


47


0


7







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


36 30 66


33 29 62


3 1 4


2 3 5


2 2 4


0 1 1


38 33


71


February, 2005


Savalou, Collines







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


4


0


0


2


2


0


0


41


1


2


18


17


0


3


45


1


2


20


19


0


3


0


2


23-Mar-05
08-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Bante, Collines
BT


6


0


0


3


3


0


0


60


1


3


27


25


0


4


66


1


3


30


28


0


4







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


16 22 38


16 19 35


0 3 3


2 0 2


2 0 2


0 0 0


18 22


40


February, 2005


Bante, Collines







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


5


0


0


3


2


0


0


34


2


2


13


15


0


2


39


2


2


16


17


0


2


0


2


18-Mar-05
11-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Ouesse, Collines
OS


7


0


0


4


3


0


0


50


3


3


19


22


0


3


57


3


3


23


25


0


3







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


16 20 36


14 18 32


2 2 4


0 1 1


0 1 1


0 0 0


16 21


37


February, 2005
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Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


4


0


0


2


2


0


0


52


2


1


27


20


0


2


56


2


1


29


22


0


2


0


2


15-Mar-05
02-Mar-05


February, 2005


Date Received: 


Facility Monthly Report:
Monthly 


month


Save, Collines
SV


6


0


0


3


3


0


0


77


3


1


40


30


0


3


83


3


1


43


33


0


3







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


25 20 45


23 20 43


2 0 2


2 1 3


2 1 3


0 0 0


27 21


48


February, 2005
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RDQA Curriculum Materials/RDQA Case Study Materials/MEval_RDQA Training_ART Case Study_Completed Template.xls
START

		

																																		0		0		0

				Routine Data Quality Assessment (RDQA)																														1		1		1

																																		2		2		2

						Checklist to Assess Program/Project Data Quality																												3		3		3

																																		4		4		4

										Number of Regional Aggregation Sites																								1		4		5

										Number of District Aggregation Sites																										6		6

										Number of Service Delivery Sites																										7		7

																																				8		8

						Version:  Jan 2010																														4		9

																																						10

				Important notes for the use of this spreadsheet:																																		11

				1.  In order to use the Routine Data Quality Assessment tool you will need to ensure that your 'macro security' is set to something less than 'high'.  With the spreadsheet open, go to the 'Tools' pull-down menu and select 'Macro', then 'Security'.  Select 'medium'.  Close Excel and re-open the file.  When you open the file the next time you will have to select 'Enable Macros' for the application to work as designed.																																		12

				2.  On the START Page (this page), please select number of intermediate aggregation sites (IAS) and Service Delivery Points (SDPs) that you plan to review from the dropdown lists above.  IAS are typically the district level health unit of the Ministry of Health.																																		13

																																						14

																																						15

																																						16

																																						17

																																						18

																																						19

																																						20

																																						21

																																						22

																																						23

																																						24

																																						10
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INSTRUCTIONS

		B – INSTRUCTIONS FOR USE OF THE RDQA

		1.  Determine Purpose

The RDQA checklist can be used for:  

 Initial assessment of M&E systems established by new implementing partners (or in decentralized systems) to collect, manage and report data. 

 Routine supervision of data management and reporting systems and data quality at various levels.  For example, routine supervision visits may include checking on a certain time period worth of data (e.g. one day, one week or one month) at the service site level, whereas periodic assessments (e.g. quarterly, biannually or annually) could be carried out at all levels to assess the functioning of the entire Program/project’s M&E system. 

 Periodic assessment by donors of the quality of data being provided to them (this use of the DQA could be more frequent and more streamlined than official data quality audits that use the DQA for Auditing) but less frequent than routine monitoring of data.  

 Preparation for a formal data quality audit.

The RDQA is flexible for all of these uses.  Countries and programs are encouraged to adapt the checklist to fit local program contexts.

		2. Level/Site Selection
Select levels and sites to be included (depending on the purpose and resources available).  Once the purpose has been determined, the second step in the RDQA is to decide what levels of the data-collection and reporting system will be included in the assessment - service sites, intermediate aggregation levels, and/or central M&E unit.  The levels should be determined once the appropriate reporting levels have been identified and “mapped” (e.g., there are 100 sites providing the services in 10 districts. Reports from sites are sent to districts, which then send aggregated reports to the M&E Unit). In some cases, the data flow will include more than one intermediate level (e.g. regions, provinces or states or multiple levels of program organizations).

		3. Identify indicators, data sources and reporting period.                                                                                                                                                                                           The RDQA is designed to assess the quality of data and underlying systems related to indicators that are reported to programs or donors. It is necessary to select one or more indicators – or at least program areas – to serve as the subject of the RDQA. This choice will be based on the list of reported indicators. For example, a program focusing on treatment for HIV may report indicators of numbers of people on ART. Another program may focus on meeting the needs of orphans or vulnerable children, therefore the indicators for that program would be from the OVC program area.  A malaria program might focus on providing insecticide-treated bed nets (ITN) or on treating people for malaria – or on both of those activities.

		4. Conduct site visits.  During the site visits, the relevant sections of the appropriate checklists in the Excel file are filled out (e.g. the service site checklist at service sites, etc). These checklists are completed following interviews of relevant staff and reviews of site documentation.   Using the drop down lists on the HEADER page of this workbook, select the appropriate number of Intermediate Aggregation Levels (IAL) and Service Delivery Points (SDP) to be reviewed.  The appropriate number of worksheets will automatically appear in the RDQA workbook  (up to 12 SDP and 4 IALs).

5. Review outputs and findings.   The RDQAoutputs need to be reviewed for each site visited. Site-specific summary findings in the form of recommendations are noted at each site visited.

		The RDQA checklists exist in MS Excel format and responses can be entered directly into the spreadsheets on the computer.  Alternatively, the checklists can be printed and completed by hand.   When completed electronically, a dashboard produces graphics of summary statistics for each site and level of the reporting system.                                                                              The dashboard displays two (2) graphs for each site visited:

		- A spider-graph displays qualitative data generated from the assessment of the data-collection and reporting system and can be used to prioritize areas for improvement.
 - A bar-chart shows the quantitative data generated from the data verifications; these can be used to plan for data quality improvement.

		In addition, a 'Global Dashboard' shows statistics aggregated across and within levels to highlight overall strengths and weaknesses in the reporting system.   The Global Dashboard shows a spider graph for qualitative assessments and a bar chart for quantitative assessments as above.  In addition,  stengths and weakness of the reporting system are displayed as dimensions of data quality in a 100% stacked bar chart.  For this analysis questions are grouped by the applicable dimension of data quality (e.g. accuracy or reliability) and the number of responses by type of response (e.g. 'Yes - completely', 'Partly' etc.) are plotted as a percentage of all responses.  A table of survey questions and their associated dimensions of data quality can be found on the 'Dimensions of data quality' tab in this workbook.

		6. Develop a system’s strengthening plan, including follow-up actions.  The final output of the RDQA is an action plan for improving data quality which describes the identified strengthening measures, the staff responsible, the timeline for completion, resources required and follow-up.  Using the graphics and the detailed comments for each question, weak performing functional areas of the reporting system can be identified.  Program staff can then outline strengthening measures (e.g. training, data reviews), assign responsibilities and timelines and identify resources using the Action Plan tab in this workbook.

		Annex:   Data Analysis and interpretation
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Information_Page

		C – BACKGROUND INFORMATION – RDQA

		Country:												RDQA Workshop

		Name of Program/project:												MEASURE Evaluation

		Indicator Reviewed:												Current on ART

		Reporting Period Verified:												February, 2005

		Assessment Team:												Name								Title				Email

								Primary contact:

		M&E Management Unit at Central Level

		Name of Site																Facility Code										Date (mm/dd/yy)

		1-		National M&E Unit - Cotonou														1										7/11/05

		Regional Level Aggregation Sites

		Name of Site																Facility Code						Region		Region Code		Date (mm/dd/yy)

		1

		2

		3

		4

		District Level Aggregation Sites

		Name of Site																Facility Code		District		District Code		Region		Region Code		Date (mm/dd/yy)

		1		Collines														23		Collines								7/9/05

		2		Atakora														26		Atakora								7/10/05

		3		Borgu														31		Borgu								7/10/05

		4

		5

		6

		7

		8

		Service Delivery Points (SDPs)

		Name of Site																Facility Code		District		District Code		Region		Region Code		Date (mm/dd/yy)

		1		Hopital Regionale de Savalou														1234		Collines		C1234						07/10/05

		2		CS de Dassa Zoume														1224		Collines		C1234						07/11/05

		3		CS de Glazoue														1123		Collines		C1236						07/12/05

		4		Hopital Regionale de Natitingou														1457		Atakora		A1236						07/11/05

		5		CS de Djougou														2216		Atakora		A877						07/12/05

		6		CS de Ouake														2365		Atakora		A877						07/13/05

		7		Hopital Regionale de Parakou														3567		Borgu		B548						07/11/05

		8		CS de Kalale														3657		Borgu		B549						07/12/05

		9		CS de Kandi														3663		Borgu		B551						07/13/05

		10

		11

		12

		13

		14

		15

		16

		17

		18

		19

		20

		21

		22

		23

		24
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Service Point 1

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						Hopital Regionale de Savalou

		Region and District:						Collines,																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						Current on ART																																						1		1.67		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						07/10/05																																						2		2.00		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						February, 2005																																						3		2.20		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		2.17		IV- Data Management 
Processes

																																														5		2.25		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		0		No		all source documents available																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												1.03		Verification Factor

		2		Are all available source documents complete?		0		No		missing date of report

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		1.33		Yes		All reports within the reporting period

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]				73

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]				71

		6		Calculate the ratio of recounted to reported numbers. [A/B]				103%

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?						two patients with patient cards not entered in ART Register

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		CROSS-CHECK 1:  Specify the cross check performed in the comment cells to the right.  Cross-check primary data source with secondary data source.  Was this cross check performed?

		1		If feasible, select 5% of units being counted (or at least 20 units) in the secondary data source.  How many units were selected?

		2		For how many units does the information for the indicator in the secondary data source match the information in the the primary data source?

		3		Calculate % difference for cross check 1:

If difference is below 90%, select an additional 5% of individual client records (or at least an extra 10 records) and redo the calculation (ADD the numbers to the existing numbers in the above cells).				-

		CROSS-CHECK 2:  Specify the cross check performed in the comment cells to the right. Cross-check secondary data source with primary data source.  Was this cross check performed?

		5		If feasible, select 5% of units being counted (or at least 20 units) in the primary data source.  How many units were selected?

		6		For how many units does the information for the indicator in the primary data source match the information in the the secondary data source?

		7		Calculate % difference for cross check 2:

If difference is below 90%, select an additional 5% of units listed in the primary data source (or at least an extra 10 units) and redo the calculation (ADD the numbers to the existing numbers in the above cells).				-

		8		List the documents used for performing the cross-checks.						ART register, Patient Cards

		9		Describe the cross-checks performed?						10 patients selected from Patient Cards, ART status verified on ART Register. Result:  80%

		10		What are the reasons for the discrepancy (if any) observed?						two patients with patient cards not entered in ART Register

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		1		No - not at all		Please Provide a Comment.

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		2		Partly		Please Provide a Comment.

		3		All relevant staff have received training on the data management processes and tools.		2		Partly		Please Provide a Comment.

		II- Indicator Definitions and Reporting Guidelines				1.67

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		2		Partly		Please Provide a Comment.

		5		… how (e.g., in what specific format) reports are to be submitted.		3		Yes - completely		0

		6		… to whom the reports should be submitted.		2		Partly		Please Provide a Comment.

		7		… when the reports are due.		1		No - not at all		Please Provide a Comment.

		III - Data-collection and Reporting Forms and Tools				2

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		3		Yes - completely		0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		2		Partly		Please Provide a Comment.

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		1		No - not at all		Please Provide a Comment.

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		2		Partly		Please Provide a Comment.

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		3		Yes - completely		0

		IV- Data Management Processes				2.2

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		2		Partly		Please Provide a Comment.

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		1		No - not at all		Please Provide a Comment.

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		2		Partly		Please Provide a Comment.

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		3		Yes - completely		0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		2		Partly		Please Provide a Comment.

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		3		Yes - completely		0

		V - Links with National Reporting System				2.17

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		2		Partly		Please Provide a Comment.

		20		When applicable, data are reported through a single channel of the national information systems.		3		Yes - completely		0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		3		Yes - completely		0

		22		….if yes, place names are recorded using standarized naming conventions.		1		No - not at all		Please Provide a Comment.

						2.25

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1		Staff have not received training in data collection tools				Refresher training of M&E staff				District M&E Officer		1st QTR 2006

		2		Guidelines documents are inadequate

		3		No back up procedure for computerized data				Program should issue guidelines.  In the meantime the Unit will purchase a data stick and back the data up once a week				Data Manager		ASAP

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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Service Point 1

		



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point



Service Point 2

		



Data Management Assessment - Service Delivery Point



Service Point 3

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						CS de Dassa Zoume

		Region and District:						Collines,																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						Current on ART																																						1		1.33		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						07/11/05																																						2		1.50		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						February, 2005																																						3		2.00		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		1.83		IV- Data Management 
Processes

																																														5		2.00		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		1.33		Yes		Please Provide a Comment.																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												0.98		Verification Factor

		2		Are all available source documents complete?		0		No		Please Provide a Comment.

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		1.33		Yes		0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]				62

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]				63

		6		Calculate the ratio of recounted to reported numbers. [A/B]				98%

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.						ART register, Patient Cards

		9		Describe the cross-checks performed.						10 patients selected from Patient Cards, ART status verified on ART Register. Result:  100%

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		2		Partly		Please Provide a Comment.

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		1		No - not at all		Please Provide a Comment.

		3		All relevant staff have received training on the data management processes and tools.		1		No - not at all		Please Provide a Comment.

		II- Indicator Definitions and Reporting Guidelines				1.33

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		2		Partly		Please Provide a Comment.

		5		… how (e.g., in what specific format) reports are to be submitted.		1		No - not at all		Please Provide a Comment.

		6		… to whom the reports should be submitted.		2		Partly		Please Provide a Comment.

		7		… when the reports are due.		1		No - not at all		Please Provide a Comment.

		III - Data-collection and Reporting Forms and Tools				1.5

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		3		Yes - completely		0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		2		Partly		Please Provide a Comment.

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		1		No - not at all		Please Provide a Comment.

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		2		Partly		Please Provide a Comment.

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		2		Partly		Please Provide a Comment.

		IV- Data Management Processes				2

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		2		Partly		Please Provide a Comment.

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		1		No - not at all		Please Provide a Comment.

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		2		Partly		Please Provide a Comment.

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		1		No - not at all		Please Provide a Comment.

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		2		Partly		Please Provide a Comment.

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		3		Yes - completely		0

		V - Links with National Reporting System				1.83

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		2		Partly		Please Provide a Comment.

		20		When applicable, data are reported through a single channel of the national information systems.		2		Partly		Please Provide a Comment.

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		3		Yes - completely		0

		22		….if yes, place names are recorded using standarized naming conventions.		1		No - not at all		Please Provide a Comment.

						2

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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Service Point 3

		



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point



Service Point 4

		



Data Management Assessment - Service Delivery Point



Service Point 5

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						CS de Glazoue

		Region and District:						Collines,																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						Current on ART																																						1		1.67		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						07/12/05																																						2		1.50		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						February, 2005																																						3		2.20		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		2.17		IV- Data Management 
Processes

																																														5		2.25		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		1.33		Yes		Please Provide a Comment.																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												0.84		Verification Factor

		2		Are all available source documents complete?		1.33		Yes		0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		0		No		Please Provide a Comment.

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]				57

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]				68

		6		Calculate the ratio of recounted to reported numbers. [A/B]				84%

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.						ART register, Patient Cards

		9		Describe the cross-checks performed.						10 patients selected from Patient Cards, ART status verified on ART Register. Result:  100%

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		2		Partly		Please Provide a Comment.

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		2		Partly		Please Provide a Comment.

		3		All relevant staff have received training on the data management processes and tools.		1		No - not at all		Please Provide a Comment.

		II- Indicator Definitions and Reporting Guidelines				1.67

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		2		Partly		Please Provide a Comment.

		5		… how (e.g., in what specific format) reports are to be submitted.		1		No - not at all		Please Provide a Comment.

		6		… to whom the reports should be submitted.		2		Partly		Please Provide a Comment.

		7		… when the reports are due.		1		No - not at all		Please Provide a Comment.

		III - Data-collection and Reporting Forms and Tools				1.5

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		3		Yes - completely		0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		2		Partly		Please Provide a Comment.

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		1		No - not at all		Please Provide a Comment.

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		3		Yes - completely		0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		2		Partly		Please Provide a Comment.

		IV- Data Management Processes				2.2

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		2		Partly		Please Provide a Comment.

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		1		No - not at all		Please Provide a Comment.

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		2		Partly		Please Provide a Comment.

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		3		Yes - completely		0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		2		Partly		Please Provide a Comment.

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		3		Yes - completely		0

		V - Links with National Reporting System				2.17

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		3		Yes - completely		0

		20		When applicable, data are reported through a single channel of the national information systems.		2		Partly		Please Provide a Comment.

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		3		Yes - completely		0

		22		….if yes, place names are recorded using standarized naming conventions.		1		No - not at all		Please Provide a Comment.

						2.25

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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Service Point 5

		



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point



Service Point 6

		



Data Management Assessment - Service Delivery Point



Service Point 7

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						Hopital Regionale de Natitingou

		Region and District:						Atakora,																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						Current on ART																																						1		1.67		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						07/11/05																																						2		1.50		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						February, 2005																																						3		1.80		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		1.83		IV- Data Management 
Processes

																																														5		1.75		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		0		No		0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												1.00		Verification Factor

		2		Are all available source documents complete?		0		No		Please Provide a Comment.

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		1.33		Yes		0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]				74

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]				74

		6		Calculate the ratio of recounted to reported numbers. [A/B]				100%

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.						ART register, Patient Cards

		9		Describe the cross-checks performed.						10 patients selected from Patient Cards, ART status verified on ART Register. Result:  90%

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		2		Partly		Please Provide a Comment.

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		1		No - not at all		Please Provide a Comment.

		3		All relevant staff have received training on the data management processes and tools.		2		Partly		Please Provide a Comment.

		II- Indicator Definitions and Reporting Guidelines				1.67

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		2		Partly		Please Provide a Comment.

		5		… how (e.g., in what specific format) reports are to be submitted.		1		No - not at all		Please Provide a Comment.

		6		… to whom the reports should be submitted.		2		Partly		Please Provide a Comment.

		7		… when the reports are due.		1		No - not at all		Please Provide a Comment.

		III - Data-collection and Reporting Forms and Tools				1.5

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		1		No - not at all		Please Provide a Comment.

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		2		Partly		Please Provide a Comment.

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		1		No - not at all		Please Provide a Comment.

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		3		Yes - completely		0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		2		Partly		Please Provide a Comment.

		IV- Data Management Processes				1.8

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		2		Partly		Please Provide a Comment.

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		1		No - not at all		Please Provide a Comment.

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		2		Partly		Please Provide a Comment.

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		1		No - not at all		Please Provide a Comment.

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		2		Partly		Please Provide a Comment.

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		3		Yes - completely		0

		V - Links with National Reporting System				1.83

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		1		No - not at all		Please Provide a Comment.

		20		When applicable, data are reported through a single channel of the national information systems.		2		Partly		Please Provide a Comment.

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		3		Yes - completely		0

		22		….if yes, place names are recorded using standarized naming conventions.		1		No - not at all		Please Provide a Comment.

						1.75

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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Service Point 7

		



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point



Service Point 8

		



Data Management Assessment - Service Delivery Point



Service Point 9

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						CS de Djougou

		Region and District:						Atakora,																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						Current on ART																																						1		1.67		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						07/12/05																																						2		1.75		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						February, 2005																																						3		2.20		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		2.17		IV- Data Management 
Processes

																																														5		2.00		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		1.33		Yes		Please Provide a Comment.																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												0.96		Verification Factor

		2		Are all available source documents complete?		0		No		Please Provide a Comment.

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		1.33		Yes		0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]				78

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]				81

		6		Calculate the ratio of recounted to reported numbers. [A/B]				96%

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.						ART register, Patient Cards

		9		Describe the cross-checks performed.						10 patients selected from Patient Cards, ART status verified on ART Register. Result:  100%

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		2		Partly		Please Provide a Comment.

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		1		No - not at all		Please Provide a Comment.

		3		All relevant staff have received training on the data management processes and tools.		2		Partly		Please Provide a Comment.

		II- Indicator Definitions and Reporting Guidelines				1.67

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		2		Partly		Please Provide a Comment.

		5		… how (e.g., in what specific format) reports are to be submitted.		2		Partly		Please Provide a Comment.

		6		… to whom the reports should be submitted.		2		Partly		Please Provide a Comment.

		7		… when the reports are due.		1		No - not at all		Please Provide a Comment.

		III - Data-collection and Reporting Forms and Tools				1.75

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		3		Yes - completely		0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		2		Partly		Please Provide a Comment.

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		1		No - not at all		Please Provide a Comment.

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		2		Partly		Please Provide a Comment.

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		3		Yes - completely		0

		IV- Data Management Processes				2.2

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		2		Partly		Please Provide a Comment.

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		1		No - not at all		Please Provide a Comment.

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		2		Partly		Please Provide a Comment.

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		3		Yes - completely		0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		2		Partly		Please Provide a Comment.

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		3		Yes - completely		0

		V - Links with National Reporting System				2.17

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		2		Partly		Please Provide a Comment.

		20		When applicable, data are reported through a single channel of the national information systems.		3		Yes - completely		0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		2		Partly		Please Provide a Comment.

		22		….if yes, place names are recorded using standarized naming conventions.		1		No - not at all		Please Provide a Comment.

						2

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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Service Point 9

		



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point



Service Point 10

		



Data Management Assessment - Service Delivery Point



Service Point 11

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						CS de Ouake

		Region and District:						Atakora,																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						Current on ART																																						1		1.00		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						07/13/05																																						2		1.50		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						February, 2005																																						3		1.40		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		1.33		IV- Data Management 
Processes

																																														5		1.50		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		1.33		Yes		Please Provide a Comment.																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												1.00		Verification Factor

		2		Are all available source documents complete?		0		No		Please Provide a Comment.

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		1.33		Yes		0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]				53

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]				53

		6		Calculate the ratio of recounted to reported numbers. [A/B]				100%

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.						ART register, Patient Cards

		9		Describe the cross-checks performed.						10 patients selected from Patient Cards, ART status verified on ART Register. Result:  100%

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		1		No - not at all		Please Provide a Comment.

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		1		No - not at all		Please Provide a Comment.

		3		All relevant staff have received training on the data management processes and tools.		1		No - not at all		Please Provide a Comment.

		II- Indicator Definitions and Reporting Guidelines				1

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		2		Partly		Please Provide a Comment.

		5		… how (e.g., in what specific format) reports are to be submitted.		1		No - not at all		Please Provide a Comment.

		6		… to whom the reports should be submitted.		2		Partly		Please Provide a Comment.

		7		… when the reports are due.		1		No - not at all		Please Provide a Comment.

		III - Data-collection and Reporting Forms and Tools				1.5

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		1		No - not at all		Please Provide a Comment.

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		2		Partly		Please Provide a Comment.

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		1		No - not at all		Please Provide a Comment.

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		2		Partly		Please Provide a Comment.

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		1		No - not at all		Please Provide a Comment.

		IV- Data Management Processes				1.4

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		2		Partly		Please Provide a Comment.

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		1		No - not at all		Please Provide a Comment.

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		1		No - not at all		Please Provide a Comment.

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		1		No - not at all		Please Provide a Comment.

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		2		Partly		Please Provide a Comment.

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		1		No - not at all		Please Provide a Comment.

		V - Links with National Reporting System				1.33

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		2		Partly		Please Provide a Comment.

		20		When applicable, data are reported through a single channel of the national information systems.		2		Partly		Please Provide a Comment.

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		1		No - not at all		Please Provide a Comment.

		22		….if yes, place names are recorded using standarized naming conventions.		1		No - not at all		Please Provide a Comment.

						1.5

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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Data and Reporting Verifications - 
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Data Management Assessment - Service Delivery Point



Service Point 13

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						Hopital Regionale de Parakou

		Region and District:						Borgu,																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						Current on ART																																						1		1.67		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						07/11/05																																						2		1.75		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						February, 2005																																						3		2.40		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		2.50		IV- Data Management 
Processes

																																														5		2.25		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		1.33		Yes		1 missing report																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												1.06		Verification Factor

		2		Are all available source documents complete?		1.33		Yes		0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		0		No		Please Provide a Comment.

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]				131

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]				124

		6		Calculate the ratio of recounted to reported numbers. [A/B]				106%

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.						ART register, Patient Cards

		9		Describe the cross-checks performed.						10 patients selected from Patient Cards, ART status verified on ART Register. Result:  90%

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		1		No - not at all		Please Provide a Comment.

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		2		Partly		Please Provide a Comment.

		3		All relevant staff have received training on the data management processes and tools.		2		Partly		Please Provide a Comment.

		II- Indicator Definitions and Reporting Guidelines				1.67

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		3		Yes - completely		0

		5		… how (e.g., in what specific format) reports are to be submitted.		1		No - not at all		Please Provide a Comment.

		6		… to whom the reports should be submitted.		2		Partly		Please Provide a Comment.

		7		… when the reports are due.		1		No - not at all		Please Provide a Comment.

		III - Data-collection and Reporting Forms and Tools				1.75

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		3		Yes - completely		0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		3		Yes - completely		0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		1		No - not at all		Please Provide a Comment.

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		3		Yes - completely		0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		2		Partly		Please Provide a Comment.

		IV- Data Management Processes				2.4

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		2		Partly		Please Provide a Comment.

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		3		Yes - completely		0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		2		Partly		Please Provide a Comment.

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		3		Yes - completely		0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		2		Partly		Please Provide a Comment.

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		3		Yes - completely		0

		V - Links with National Reporting System				2.5

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		3		Yes - completely		0

		20		When applicable, data are reported through a single channel of the national information systems.		2		Partly		Please Provide a Comment.

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		3		Yes - completely		0

		22		….if yes, place names are recorded using standarized naming conventions.		1		No - not at all		Please Provide a Comment.

						2.25

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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Data and Reporting Verifications - 
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Data Management Assessment - Service Delivery Point



Service Point 15

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						CS de Kalale

		Region and District:						Borgu,																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						Current on ART																																						1		1.00		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						07/12/05																																						2		2.50		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						February, 2005																																						3		2.60		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		1.83		IV- Data Management 
Processes

																																														5		2.75		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		0		No		0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												1.00		Verification Factor

		2		Are all available source documents complete?		0		No		Missing signature of responsible

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		1.33		Yes		0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]				47

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]				47

		6		Calculate the ratio of recounted to reported numbers. [A/B]				100%

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.						ART register, Patient Cards

		9		Describe the cross-checks performed.						10 patients selected from Patient Cards, ART status verified on ART Register. Result:  100%

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		1		No - not at all		Please Provide a Comment.

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		1		No - not at all		Please Provide a Comment.

		3		All relevant staff have received training on the data management processes and tools.		1		No - not at all		Please Provide a Comment.

		II- Indicator Definitions and Reporting Guidelines				1

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		2		Partly		Please Provide a Comment.

		5		… how (e.g., in what specific format) reports are to be submitted.		3		Yes - completely		0

		6		… to whom the reports should be submitted.		2		Partly		Please Provide a Comment.

		7		… when the reports are due.		3		Yes - completely		0

		III - Data-collection and Reporting Forms and Tools				2.5

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		3		Yes - completely		0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		2		Partly		Please Provide a Comment.

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		3		Yes - completely		0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		3		Yes - completely		0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		2		Partly		Please Provide a Comment.

		IV- Data Management Processes				2.6

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		2		Partly		Please Provide a Comment.

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		1		No - not at all		Please Provide a Comment.

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		2		Partly		Please Provide a Comment.

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		1		No - not at all		Please Provide a Comment.

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		2		Partly		Please Provide a Comment.

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		3		Yes - completely		0

		V - Links with National Reporting System				1.83

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		3		Yes - completely		0

		20		When applicable, data are reported through a single channel of the national information systems.		2		Partly		Please Provide a Comment.

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		3		Yes - completely		0

		22		….if yes, place names are recorded using standarized naming conventions.		3		Yes - completely		0

						2.75

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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Data and Reporting Verifications - 
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Data Management Assessment - Service Delivery Point



Service Point 17

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						CS de Kandi

		Region and District:						Borgu,																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						Current on ART																																						1		1.00		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						07/13/05																																						2		2.00		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						February, 2005																																						3		1.80		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		1.60		IV- Data Management 
Processes

																																														5		2.75		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		1.33		Yes		Missing reports																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												1.09		Verification Factor

		2		Are all available source documents complete?		1.33		Yes		0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		1.33		Yes		0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]				87

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]				80

		6		Calculate the ratio of recounted to reported numbers. [A/B]				109%

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.						ART register, Patient Cards

		9		Describe the cross-checks performed.						10 patients selected from Patient Cards, ART status verified on ART Register. Result:  90%

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		1		No - not at all		Please Provide a Comment.

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		1		No - not at all		Please Provide a Comment.

		3		All relevant staff have received training on the data management processes and tools.		1		No - not at all		Please Provide a Comment.

		II- Indicator Definitions and Reporting Guidelines				1

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		2		Partly		Please Provide a Comment.

		5		… how (e.g., in what specific format) reports are to be submitted.		2		Partly		Please Provide a Comment.

		6		… to whom the reports should be submitted.		2		Partly		Please Provide a Comment.

		7		… when the reports are due.		2		Partly		Please Provide a Comment.

		III - Data-collection and Reporting Forms and Tools				2

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		2		Partly		Please Provide a Comment.

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		2		Partly		Please Provide a Comment.

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		2		Partly		Please Provide a Comment.

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		1		No - not at all		Please Provide a Comment.

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		2		Partly		Please Provide a Comment.

		IV- Data Management Processes				1.8

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		1		No - not at all		Please Provide a Comment.

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		2		Partly		Please Provide a Comment.

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A		N/A		Please Provide a Comment.

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		2		Partly		Please Provide a Comment.

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		1		No - not at all		Please Provide a Comment.

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		2		Partly		Please Provide a Comment.

		V - Links with National Reporting System				1.6

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		3		Yes - completely		0

		20		When applicable, data are reported through a single channel of the national information systems.		2		Partly		Please Provide a Comment.

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		3		Yes - completely		0

		22		….if yes, place names are recorded using standarized naming conventions.		3		Yes - completely		0

						2.75

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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Data Management Assessment - Service Delivery Point



Service Point 19

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						Current on ART																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						February, 2005																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point



&A&RPage &P



Service Point 19

		



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point



Service Point 20

		



Data Management Assessment - Service Delivery Point



Service Point 21

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						Current on ART																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						February, 2005																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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Service Point 21

		



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point



Service Point 22

		



Data Management Assessment - Service Delivery Point



Service Point 23

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						Current on ART																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						February, 2005																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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Service Point 23

		



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point



Service Point 24

		



Data Management Assessment - Service Delivery Point



Service Site Summary

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						Current on ART																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						February, 2005																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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Service Site Summary

		



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point



District Site 1

		



Data Management Assessment - Service Delivery Point



District Site 2

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						Current on ART																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						February, 2005																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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District Site 2

		



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point



District Site 3

		



Data Management Assessment - Service Delivery Point



District Site 4

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						Current on ART																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						February, 2005																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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District Site 4

		



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point



District Site 5

		



Data Management Assessment - Service Delivery Point



District Site 6

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						Current on ART																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						February, 2005																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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District Site 6

		



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point



District Site 7

		



Data Management Assessment - Service Delivery Point



District Site 8

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						Current on ART																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						February, 2005																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point



&A&RPage &P



District Site 8

		



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point



District Summary

		



Data Management Assessment - Service Delivery Point



Regional Site 1

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						Current on ART																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						February, 2005																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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Regional Site 1

		



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point



Regional Site 2

		



Data Management Assessment - Service Delivery Point



Regional Site 3

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						Current on ART																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						February, 2005																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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Regional Site 3

		



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point



Regional Site 4

		



Data Management Assessment - Service Delivery Point



Regional Summary

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						Current on ART																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						February, 2005																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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Regional Summary

		



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point



National Level - M&E Unit

		



Data Management Assessment - Service Delivery Point



System Assessment Summary

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						Current on ART																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						February, 2005																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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System Assessment Summary

		



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point



Global Dashboard

		



Data Management Assessment - Service Delivery Point



RDQA Final Action Plan

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						Current on ART																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						February, 2005																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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Data Management Assessment - Service Delivery Point



Data Export

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						Current on ART																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						February, 2005																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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Data Management Assessment - Service Delivery Point



		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						Current on ART																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						February, 2005																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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Data Management Assessment - Service Delivery Point



		Service Delivery Site Summary Statistics

																																																												Service Site Summary

																																																												Service Point 1		1.03

																																																												Service Point 2		0.98

																																																												Service Point 3		0.84

																																																												Service Point 4		1.00

																																																												Service Point 5		0.96

																																																												Service Point 6		1.00

																																																												Service Point 7		1.06

																																																												Service Point 8		1.00

																																																												Service Point 9		1.09

																																																												-		-

																																																												-		-

																																																												-		-

																																																												Service Point Average		0.9952717631

																																																												Data Management Assessment - Service Delivery Point																				yes -completely		partly		no, not at all		N/A

																																																												1		1.41		M&E Capacities, Roles and Responsibilities														accuracy		0		0		0		0

																																																												2		1.78		Training														reliability		0		0		0		0

																																																												3		2.07		Data Reporting Requirements														timeliness		0		0		0		0

																																																												4		1.94		Data-collection and Reporting Forms and Tools														completeness		0		0		0		0

																																																												5		2.17		Data Management Processes and Data Quality Controls														precision		0		0		0		0

																																																												6		0.00		Links with National Reporting System														confidentiality		0		0		0		0

																																																																														integrity		0		0		0		0
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Systems Assessment and Data Verifications

Data Management Assessment - 
Service Site Summary

1.41

1.78

2.07

1.94

2.17



		Data Verification and System Assessment Sheet - District Site

		District Site/Organization:						Collines																																						Data Management Assessment - District Site 1

		Region and District:						Collines,																																						1		2.33		I - M&E Structure, 
Functions and Capabilities

		Indicator Reviewed:						Current on ART																																						2		2.25		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Date of Review:						7/9/05																																						3		2.50		III - Data-collection 
and Reporting Forms 
and Tools

		Reporting Period Verified:						February, 2005																																						4		2.00		IV- Data Management 
Processes

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				5		1.75		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications																																														1.08		Verification factor

		A - Recounting reported Results:																																														1.00		% Available

		Recount results from the periodic reports sent from service sites to the District and compare to the value reported by the District.  Explain discrepancies (if any).																																														0.33		%  On Time

		1		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number? [A]				327																																								1.00		% Complete

		2		What aggregated result was contained in the summary report prepared by the District (and submitted to the next reporting level)? [B]				302

		3		Calculate the ratio of recounted to reported numbers. [A/B]				108%

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		B - Reporting Performance:

		Review availability, completeness, and timeliness of reports from all Service Delivery Sites. How many reports should there have been from all Sites?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all service sites? [A]				6

		6		How many reports are there? [B]				6

		7		Calculate % Available Reports [B/A]				100%

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]				2

		9		Calculate % On time Reports [C/A]				33%

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data*). [D]				6

		11		Calculate % Complete Reports [D/A]				100%

						4

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from sub-reporting levels (e.g., service points).		3		Yes - completely		0

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to the central M&E Unit).		2		Partly		Please Provide a Comment.

		3		All relevant staff have received training on the data management processes and tools.		2		Partly		Please Provide a Comment.

		II- Indicator Definitions and Reporting Guidelines				2.33

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		3		Yes - completely		0

		5		… how (e.g., in what specific format) reports are to be submitted.		1		No - not at all		Please Provide a Comment.

		6		… to whom the reports should be submitted.		3		Yes - completely		0

		7		… when the reports are due.		2		Partly		Please Provide a Comment.

		III- Data-collection and Reporting Forms / Tools				2.25

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		2		Partly		Please Provide a Comment.

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		3		Yes - completely		0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		2		Partly		Please Provide a Comment.

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		3		Yes - completely		0

		IV- Data Management Processes				2.5

		12		Feedback is systematically provided to all service points on the quality of their reporting (i.e., accuracy, completeness and timeliness).		3		Yes - completely		0

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		2		Partly		Please Provide a Comment.

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		3		Yes - completely		0

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		1		No - not at all		Please Provide a Comment.

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		2		Partly		Please Provide a Comment.

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		3		Yes - completely		0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		2		Partly		Please Provide a Comment.

		19		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		1		No - not at all		Please Provide a Comment.

		20		If data discrepancies have been uncovered in reports from service points, the Intermediate Aggregation Levels (e.g., districts or regions) have documented how these inconsistencies have been resolved.		1		No - not at all		Please Provide a Comment.

		V - Links with National Reporting System				2

		17		When applicable, the data are reported through a single channel of the national reporting system.		2		Partly		Please Provide a Comment.

		21		When available, the relevant national forms/tools are used for data-collection and reporting.		3		Yes - completely		0

		22		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		1		No - not at all		Please Provide a Comment.

		23		….if yes, place names are recorded using standarized naming conventions.		1		No - not at all		Please Provide a Comment.

						1.75

		Part 3:  Recommendations for the District Site

		Based on the findings of the systems’ review and data verification at the intermediate aggregation site, please describe any compliance requirements or recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  See systems assessment functions by function area (table below) for review of system).   Action points should be discussed with the Program.

				Identified Weaknesses				Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  District Site
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		Data Verification and System Assessment Sheet - District Site

		District Site/Organization:						Atakora																																						Data Management Assessment - District Site 2

		Region and District:						Atakora,																																						1		1.33		I - M&E Structure, 
Functions and Capabilities

		Indicator Reviewed:						Current on ART																																						2		1.75		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Date of Review:						7/10/05																																						3		2.00		III - Data-collection 
and Reporting Forms 
and Tools

		Reporting Period Verified:						February, 2005																																						4		1.67		IV- Data Management 
Processes

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				5		1.50		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications																																														1.01		Verification factor

		A - Recounting reported Results:																																														1.00		% Available

		Recount results from the periodic reports sent from service sites to the District and compare to the value reported by the District.  Explain discrepancies (if any).																																														0.60		%  On Time

		1		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number? [A]				305																																								0.40		% Complete

		2		What aggregated result was contained in the summary report prepared by the District (and submitted to the next reporting level)? [B]				302

		3		Calculate the ratio of recounted to reported numbers. [A/B]				101%

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		B - Reporting Performance:

		Review availability, completeness, and timeliness of reports from all Service Delivery Sites. How many reports should there have been from all Sites?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all service sites? [A]				5

		6		How many reports are there? [B]				5

		7		Calculate % Available Reports [B/A]				100%

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]				3

		9		Calculate % On time Reports [C/A]				60%

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data*). [D]				2

		11		Calculate % Complete Reports [D/A]				40%

						4

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from sub-reporting levels (e.g., service points).		1		No - not at all		Please Provide a Comment.

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to the central M&E Unit).		1		No - not at all		Please Provide a Comment.

		3		All relevant staff have received training on the data management processes and tools.		2		Partly		Please Provide a Comment.

		II- Indicator Definitions and Reporting Guidelines				1.33

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		2		Partly		Please Provide a Comment.

		5		… how (e.g., in what specific format) reports are to be submitted.		1		No - not at all		Please Provide a Comment.

		6		… to whom the reports should be submitted.		2		Partly		Please Provide a Comment.

		7		… when the reports are due.		2		Partly		Please Provide a Comment.

		III- Data-collection and Reporting Forms / Tools				1.75

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		2		Partly		Please Provide a Comment.

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		3		Yes - completely		0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		2		Partly		Please Provide a Comment.

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		1		No - not at all		Please Provide a Comment.

		IV- Data Management Processes				2

		12		Feedback is systematically provided to all service points on the quality of their reporting (i.e., accuracy, completeness and timeliness).		3		Yes - completely		0

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		2		Partly		Please Provide a Comment.

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		1		No - not at all		Please Provide a Comment.

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		1		No - not at all		Please Provide a Comment.

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		2		Partly		Please Provide a Comment.

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		1		No - not at all		Please Provide a Comment.

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		2		Partly		Please Provide a Comment.

		19		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		1		No - not at all		Please Provide a Comment.

		20		If data discrepancies have been uncovered in reports from service points, the Intermediate Aggregation Levels (e.g., districts or regions) have documented how these inconsistencies have been resolved.		2		Partly		Please Provide a Comment.

		V - Links with National Reporting System				1.67

		17		When applicable, the data are reported through a single channel of the national reporting system.		2		Partly		Please Provide a Comment.

		21		When available, the relevant national forms/tools are used for data-collection and reporting.		2		Partly		Please Provide a Comment.

		22		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		1		No - not at all		Please Provide a Comment.

		23		….if yes, place names are recorded using standarized naming conventions.		1		No - not at all		Please Provide a Comment.

						1.5

		Part 3:  Recommendations for the District Site

		Based on the findings of the systems’ review and data verification at the intermediate aggregation site, please describe any compliance requirements or recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  See systems assessment functions by function area (table below) for review of system).   Action points should be discussed with the Program.

				Identified Weaknesses				Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  District Site
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Data Management Assessment - District Site 2

Data Management Assessment - 
District Site



		



Data and Reporting Verifications - 
District Site



		Data Verification and System Assessment Sheet - District Site

		District Site/Organization:						Borgu																																						Data Management Assessment - District Site 3

		Region and District:						Borgu,																																						1		2.67		I - M&E Structure, 
Functions and Capabilities

		Indicator Reviewed:						Current on ART																																						2		2.00		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Date of Review:						7/10/05																																						3		2.25		III - Data-collection 
and Reporting Forms 
and Tools

		Reporting Period Verified:						February, 2005																																						4		2.00		IV- Data Management 
Processes

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				5		1.75		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications																																														0.94		Verification factor

		A - Recounting reported Results:																																														1.00		% Available

		Recount results from the periodic reports sent from service sites to the District and compare to the value reported by the District.  Explain discrepancies (if any).																																														0.40		%  On Time

		1		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number? [A]				340																																								0.60		% Complete

		2		What aggregated result was contained in the summary report prepared by the District (and submitted to the next reporting level)? [B]				360

		3		Calculate the ratio of recounted to reported numbers. [A/B]				94%

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		B - Reporting Performance:

		Review availability, completeness, and timeliness of reports from all Service Delivery Sites. How many reports should there have been from all Sites?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all service sites? [A]				5

		6		How many reports are there? [B]				5

		7		Calculate % Available Reports [B/A]				100%

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]				2

		9		Calculate % On time Reports [C/A]				40%

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data*). [D]				3

		11		Calculate % Complete Reports [D/A]				60%

						4

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from sub-reporting levels (e.g., service points).		3		Yes - completely		0

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to the central M&E Unit).		2		Partly		Please Provide a Comment.

		3		All relevant staff have received training on the data management processes and tools.		3		Yes - completely		0

		II- Indicator Definitions and Reporting Guidelines				2.67

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		2		Partly		Please Provide a Comment.

		5		… how (e.g., in what specific format) reports are to be submitted.		1		No - not at all		Please Provide a Comment.

		6		… to whom the reports should be submitted.		3		Yes - completely		0

		7		… when the reports are due.		2		Partly		Please Provide a Comment.

		III- Data-collection and Reporting Forms / Tools				2

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		2		Partly		Please Provide a Comment.

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		2		Partly		Please Provide a Comment.

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		2		Partly		Please Provide a Comment.

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		3		Yes - completely		0

		IV- Data Management Processes				2.25

		12		Feedback is systematically provided to all service points on the quality of their reporting (i.e., accuracy, completeness and timeliness).		3		Yes - completely		0

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		2		Partly		Please Provide a Comment.

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		3		Yes - completely		0

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		1		No - not at all		Please Provide a Comment.

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		2		Partly		Please Provide a Comment.

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		2		Partly		Please Provide a Comment.

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		2		Partly		Please Provide a Comment.

		19		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		1		No - not at all		Please Provide a Comment.

		20		If data discrepancies have been uncovered in reports from service points, the Intermediate Aggregation Levels (e.g., districts or regions) have documented how these inconsistencies have been resolved.		2		Partly		Please Provide a Comment.

		V - Links with National Reporting System				2

		17		When applicable, the data are reported through a single channel of the national reporting system.		2		Partly		Please Provide a Comment.

		21		When available, the relevant national forms/tools are used for data-collection and reporting.		2		Partly		Please Provide a Comment.

		22		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		1		No - not at all		Please Provide a Comment.

		23		….if yes, place names are recorded using standarized naming conventions.		2		Partly		Please Provide a Comment.

						1.75

		Part 3:  Recommendations for the District Site

		Based on the findings of the systems’ review and data verification at the intermediate aggregation site, please describe any compliance requirements or recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  See systems assessment functions by function area (table below) for review of system).   Action points should be discussed with the Program.

				Identified Weaknesses				Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  District Site
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Data Management Assessment - District Site 3

Data Management Assessment - 
District Site



		



Data and Reporting Verifications - 
District Site



		Data Verification and System Assessment Sheet - District Site

		District Site/Organization:						-																																						Data Management Assessment - District Site 4

		Region and District:						-																																						1		1.67		I - M&E Structure, 
Functions and Capabilities

		Indicator Reviewed:						Current on ART																																						2		1.75		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Date of Review:						-																																						3		2.00		III - Data-collection 
and Reporting Forms 
and Tools

		Reporting Period Verified:						February, 2005																																						4		1.56		IV- Data Management 
Processes

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				5		1.75		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications																																														0.98		Verification factor

		A - Recounting reported Results:																																														0.93		% Available

		Recount results from the periodic reports sent from service sites to the District and compare to the value reported by the District.  Explain discrepancies (if any).																																														0.14		%  On Time

		1		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number? [A]				130																																								0.43		% Complete

		2		What aggregated result was contained in the summary report prepared by the District (and submitted to the next reporting level)? [B]				133

		3		Calculate the ratio of recounted to reported numbers. [A/B]				98%

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		B - Reporting Performance:

		Review availability, completeness, and timeliness of reports from all Service Delivery Sites. How many reports should there have been from all Sites?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all service sites? [A]				15

		6		How many reports are there? [B]				14

		7		Calculate % Available Reports [B/A]				93%

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]				2

		9		Calculate % On time Reports [C/A]				14%

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data*). [D]				6

		11		Calculate % Complete Reports [D/A]				43%

						4

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from sub-reporting levels (e.g., service points).		2		Partly		Please Provide a Comment.

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to the central M&E Unit).		1		No - not at all		Please Provide a Comment.

		3		All relevant staff have received training on the data management processes and tools.		2		Partly		Please Provide a Comment.

		II- Indicator Definitions and Reporting Guidelines				1.67

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		2		Partly		Please Provide a Comment.

		5		… how (e.g., in what specific format) reports are to be submitted.		1		No - not at all		Please Provide a Comment.

		6		… to whom the reports should be submitted.		2		Partly		Please Provide a Comment.

		7		… when the reports are due.		2		Partly		Please Provide a Comment.

		III- Data-collection and Reporting Forms / Tools				1.75

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		2		Partly		Please Provide a Comment.

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		3		Yes - completely		0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		2		Partly		Please Provide a Comment.

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		1		No - not at all		Please Provide a Comment.

		IV- Data Management Processes				2

		12		Feedback is systematically provided to all service points on the quality of their reporting (i.e., accuracy, completeness and timeliness).		2		Partly		Please Provide a Comment.

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		2		Partly		Please Provide a Comment.

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		1		No - not at all		Please Provide a Comment.

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		1		No - not at all		Please Provide a Comment.

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		2		Partly		Please Provide a Comment.

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		1		No - not at all		Please Provide a Comment.

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		2		Partly		Please Provide a Comment.

		19		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		1		No - not at all		Please Provide a Comment.

		20		If data discrepancies have been uncovered in reports from service points, the Intermediate Aggregation Levels (e.g., districts or regions) have documented how these inconsistencies have been resolved.		2		Partly		Please Provide a Comment.

		V - Links with National Reporting System				1.56

		17		When applicable, the data are reported through a single channel of the national reporting system.		2		Partly		Please Provide a Comment.

		21		When available, the relevant national forms/tools are used for data-collection and reporting.		2		Partly		Please Provide a Comment.

		22		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		2		Partly		Please Provide a Comment.

		23		….if yes, place names are recorded using standarized naming conventions.		1		No - not at all		Please Provide a Comment.

						1.75

		Part 3:  Recommendations for the District Site

		Based on the findings of the systems’ review and data verification at the intermediate aggregation site, please describe any compliance requirements or recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  See systems assessment functions by function area (table below) for review of system).   Action points should be discussed with the Program.

				Identified Weaknesses				Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  District Site
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Data Management Assessment - District Site 4

Data Management Assessment - 
District Site



		



Data and Reporting Verifications - 
District Site



		Data Verification and System Assessment Sheet - District Site

		District Site/Organization:						-																																						Data Management Assessment - District Site 1

		Region and District:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Indicator Reviewed:						Current on ART																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Date of Review:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Reporting Period Verified:						February, 2005																																						4		N/A		IV- Data Management 
Processes

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications																																														-		Verification factor

		A - Recounting reported Results:																																														-		% Available

		Recount results from the periodic reports sent from service sites to the District and compare to the value reported by the District.  Explain discrepancies (if any).																																														-		%  On Time

		1		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number? [A]																																												-		% Complete

		2		What aggregated result was contained in the summary report prepared by the District (and submitted to the next reporting level)? [B]

		3		Calculate the ratio of recounted to reported numbers. [A/B]				-

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		B - Reporting Performance:

		Review availability, completeness, and timeliness of reports from all Service Delivery Sites. How many reports should there have been from all Sites?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all service sites? [A]

		6		How many reports are there? [B]

		7		Calculate % Available Reports [B/A]				-

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]

		9		Calculate % On time Reports [C/A]				-

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data*). [D]

		11		Calculate % Complete Reports [D/A]				-

						0

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from sub-reporting levels (e.g., service points).		N/A				0

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to the central M&E Unit).		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III- Data-collection and Reporting Forms / Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		IV- Data Management Processes				N/A

		12		Feedback is systematically provided to all service points on the quality of their reporting (i.e., accuracy, completeness and timeliness).		N/A				0

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		19		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		N/A				0

		20		If data discrepancies have been uncovered in reports from service points, the Intermediate Aggregation Levels (e.g., districts or regions) have documented how these inconsistencies have been resolved.		N/A				0

		V - Links with National Reporting System				N/A

		17		When applicable, the data are reported through a single channel of the national reporting system.		N/A				0

		21		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		22		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		23		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:  Recommendations for the District Site

		Based on the findings of the systems’ review and data verification at the intermediate aggregation site, please describe any compliance requirements or recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  See systems assessment functions by function area (table below) for review of system).   Action points should be discussed with the Program.

				Identified Weaknesses				Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  District Site
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Data Management Assessment - District Site 1

Data Management Assessment - 
District Site



		



Data and Reporting Verifications - 
District Site



		



Data Management Assessment - District Site 1

Data Management Assessment - 
District Site



		



Data and Reporting Verifications - 
District Site



		Data Verification and System Assessment Sheet - District Site

		District Site/Organization:						-																																						Data Management Assessment - District Site 1

		Region and District:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Indicator Reviewed:						Current on ART																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Date of Review:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Reporting Period Verified:						February, 2005																																						4		N/A		IV- Data Management 
Processes

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications																																														-		Verification factor

		A - Recounting reported Results:																																														-		% Available

		Recount results from the periodic reports sent from service sites to the District and compare to the value reported by the District.  Explain discrepancies (if any).																																														-		%  On Time

		1		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number? [A]																																												-		% Complete

		2		What aggregated result was contained in the summary report prepared by the District (and submitted to the next reporting level)? [B]

		3		Calculate the ratio of recounted to reported numbers. [A/B]				-

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		B - Reporting Performance:

		Review availability, completeness, and timeliness of reports from all Service Delivery Sites. How many reports should there have been from all Sites?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all service sites? [A]

		6		How many reports are there? [B]

		7		Calculate % Available Reports [B/A]				-

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]

		9		Calculate % On time Reports [C/A]				-

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data*). [D]

		11		Calculate % Complete Reports [D/A]				-

						0

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from sub-reporting levels (e.g., service points).		N/A				0

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to the central M&E Unit).		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III- Data-collection and Reporting Forms / Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		IV- Data Management Processes				N/A

		12		Feedback is systematically provided to all service points on the quality of their reporting (i.e., accuracy, completeness and timeliness).		N/A				0

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		19		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		N/A				0

		20		If data discrepancies have been uncovered in reports from service points, the Intermediate Aggregation Levels (e.g., districts or regions) have documented how these inconsistencies have been resolved.		N/A				0

		V - Links with National Reporting System				N/A

		17		When applicable, the data are reported through a single channel of the national reporting system.		N/A				0

		21		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		22		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		23		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:  Recommendations for the District Site

		Based on the findings of the systems’ review and data verification at the intermediate aggregation site, please describe any compliance requirements or recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  See systems assessment functions by function area (table below) for review of system).   Action points should be discussed with the Program.

				Identified Weaknesses				Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  District Site
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Data Management Assessment - 
District Site



		



Data and Reporting Verifications - 
District Site



		Data Verification and System Assessment Sheet - District Site

		District Site/Organization:						-																																						Data Management Assessment - District Site 1

		Region and District:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Indicator Reviewed:						Current on ART																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Date of Review:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Reporting Period Verified:						February, 2005																																						4		N/A		IV- Data Management 
Processes

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications																																														-		Verification factor

		A - Recounting reported Results:																																														-		% Available

		Recount results from the periodic reports sent from service sites to the District and compare to the value reported by the District.  Explain discrepancies (if any).																																														-		%  On Time

		1		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number? [A]																																												-		% Complete

		2		What aggregated result was contained in the summary report prepared by the District (and submitted to the next reporting level)? [B]

		3		Calculate the ratio of recounted to reported numbers. [A/B]				-

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		B - Reporting Performance:

		Review availability, completeness, and timeliness of reports from all Service Delivery Sites. How many reports should there have been from all Sites?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all service sites? [A]

		6		How many reports are there? [B]

		7		Calculate % Available Reports [B/A]				-

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]

		9		Calculate % On time Reports [C/A]				-

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data*). [D]

		11		Calculate % Complete Reports [D/A]				-

						0

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from sub-reporting levels (e.g., service points).		N/A				0

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to the central M&E Unit).		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III- Data-collection and Reporting Forms / Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		IV- Data Management Processes				N/A

		12		Feedback is systematically provided to all service points on the quality of their reporting (i.e., accuracy, completeness and timeliness).		N/A				0

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		19		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		N/A				0

		20		If data discrepancies have been uncovered in reports from service points, the Intermediate Aggregation Levels (e.g., districts or regions) have documented how these inconsistencies have been resolved.		N/A				0

		V - Links with National Reporting System				N/A

		17		When applicable, the data are reported through a single channel of the national reporting system.		N/A				0

		21		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		22		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		23		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:  Recommendations for the District Site

		Based on the findings of the systems’ review and data verification at the intermediate aggregation site, please describe any compliance requirements or recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  See systems assessment functions by function area (table below) for review of system).   Action points should be discussed with the Program.

				Identified Weaknesses				Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  District Site
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Data Management Assessment - District Site 1
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Data Management Assessment - District Site 1

Data Management Assessment - 
District Site



		



Data and Reporting Verifications - 
District Site



		Data Verification and System Assessment Sheet - District Site

		District Site/Organization:						-																																						Data Management Assessment - District Site 1

		Region and District:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Indicator Reviewed:						Current on ART																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Date of Review:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Reporting Period Verified:						February, 2005																																						4		N/A		IV- Data Management 
Processes

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications																																														-		Verification factor

		A - Recounting reported Results:																																														-		% Available

		Recount results from the periodic reports sent from service sites to the District and compare to the value reported by the District.  Explain discrepancies (if any).																																														-		%  On Time

		1		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number? [A]																																												-		% Complete

		2		What aggregated result was contained in the summary report prepared by the District (and submitted to the next reporting level)? [B]

		3		Calculate the ratio of recounted to reported numbers. [A/B]				-

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		B - Reporting Performance:

		Review availability, completeness, and timeliness of reports from all Service Delivery Sites. How many reports should there have been from all Sites?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all service sites? [A]

		6		How many reports are there? [B]

		7		Calculate % Available Reports [B/A]				-

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]

		9		Calculate % On time Reports [C/A]				-

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data*). [D]

		11		Calculate % Complete Reports [D/A]				-

						0

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from sub-reporting levels (e.g., service points).		N/A				0

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to the central M&E Unit).		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III- Data-collection and Reporting Forms / Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		IV- Data Management Processes				N/A

		12		Feedback is systematically provided to all service points on the quality of their reporting (i.e., accuracy, completeness and timeliness).		N/A				0

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		19		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		N/A				0

		20		If data discrepancies have been uncovered in reports from service points, the Intermediate Aggregation Levels (e.g., districts or regions) have documented how these inconsistencies have been resolved.		N/A				0

		V - Links with National Reporting System				N/A

		17		When applicable, the data are reported through a single channel of the national reporting system.		N/A				0

		21		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		22		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		23		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:  Recommendations for the District Site

		Based on the findings of the systems’ review and data verification at the District site, please describe any compliance requirements or recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  See systems assessment functions by function area (table below) for review of system.   Action points should be discussed with the Program.

				Identified Weaknesses				Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  District Site
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		District Site Summary Statistics



&A&RPage &P



		M&E Structure, 
Functions and 
Capabilities

		Indicator
Definitions 
and Reporting 
Guidelines

		Data-collection
and Reporting
Forms / Tools

		Data 
Management 
Processes

		Links with 
National Reporting 
System



Systems Assessment

Data Management Assessment - District Level 
Summary

2

1.94

2.19

1.81

1.69



		% Available

		% On Time

		% Complete

		Verification Factor



Data Verifications

Data and Reporting Verifications - District Level Summary

0.98

0.37

0.61

1



		Data Verification and System Assessment Sheet - Regional Site

		Regional Site/Organization:						-																																						Data Management Assessment - District Site 1

		Region:						-																																						1		2.33		I - M&E Structure, 
Functions and Capabilities

		Indicator Reviewed:						Current on ART																																						2		1.75		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Date of Review:						-																																						3		2.00		III - Data-collection 
and Reporting Forms 
and Tools

		Reporting Period Verified:						February, 2005																																						4		1.56		IV- Data Management 
Processes

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				5		1.25		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications																																														0.91		Verification factor

		A - Recounting reported Results:																																														0.90		% Available

		Recount results from the periodic reports sent from the Districts to the Region and compare to the value reported by the Region.  Explain discrepancies (if any).																																														0.89		%  On Time

		1		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number? [A]				200																																								0.83		% Complete

		2		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)? [B]				220

		3		Calculate the ratio of recounted to reported numbers. [A/B]				91%

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		B - Reporting Performance:

		Review availability, completeness, and timeliness of reports from all Districts within the Region. How many reports should there have been from all Districts?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all Districts? [A]				20

		6		How many reports are there? [B]				18

		7		Calculate % Available Reports [B/A]				90%

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]				16

		9		Calculate % On time Reports [C/A]				89%

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data*). [D]				15

		11		Calculate % Complete Reports [D/A]				83%

						4

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from sub-reporting levels (e.g., service points).		3		Yes - completely		0

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to the central M&E Unit).		2		Partly		Please Provide a Comment.

		3		All relevant staff have received training on the data management processes and tools.		2		Partly		Please Provide a Comment.

		II- Indicator Definitions and Reporting Guidelines				2.33

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		3		Yes - completely		0

		5		… how (e.g., in what specific format) reports are to be submitted.		1		No - not at all		Please Provide a Comment.

		6		… to whom the reports should be submitted.		1		No - not at all		Please Provide a Comment.

		7		… when the reports are due.		2		Partly		Please Provide a Comment.

		III- Data-collection and Reporting Forms / Tools				1.75

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		2		Partly		Please Provide a Comment.

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		3		Yes - completely		0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		2		Partly		Please Provide a Comment.

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		1		No - not at all		Please Provide a Comment.

		IV- Data Management Processes				2

		12		Feedback is systematically provided to all service points on the quality of their reporting (i.e., accuracy, completeness and timeliness).		3		Yes - completely		0

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		2		Partly		Please Provide a Comment.

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		1		No - not at all		Please Provide a Comment.

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		1		No - not at all		Please Provide a Comment.

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		2		Partly		Please Provide a Comment.

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		1		No - not at all		Please Provide a Comment.

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		2		Partly		Please Provide a Comment.

		19		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		1		No - not at all		Please Provide a Comment.

		20		If data discrepancies have been uncovered in reports from service points, the Intermediate Aggregation Levels (e.g., districts or regions) have documented how these inconsistencies have been resolved.		1		No - not at all		Please Provide a Comment.

		V - Links with National Reporting System				1.56

		17		When applicable, the data are reported through a single channel of the national reporting system.		2		Partly		Please Provide a Comment.

		21		When available, the relevant national forms/tools are used for data-collection and reporting.		1		No - not at all		Please Provide a Comment.

		22		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		1		No - not at all		Please Provide a Comment.

		23		….if yes, place names are recorded using standarized naming conventions.		1		No - not at all		Please Provide a Comment.

						1.25

		Part 3:  Recommendations for the Intermediate Aggregation Level

		Based on the findings of the systems’ review and data verification at the intermediate aggregation site, please describe any compliance requirements or recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  See systems assessment functions by function area (table below) for review of system).   Action points should be discussed with the Program.

				Identified Weaknesses				Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Intermediate Aggregation Level
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Data and Reporting Verifications - 
Regional Site



		Data Verification and System Assessment Sheet - Regional Site

		Regional Site/Organization:						-																																						Data Management Assessment - District Site 1

		Region:						-																																						1		2.00		I - M&E Structure, 
Functions and Capabilities

		Indicator Reviewed:						Current on ART																																						2		1.75		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Date of Review:						-																																						3		2.00		III - Data-collection 
and Reporting Forms 
and Tools

		Reporting Period Verified:						February, 2005																																						4		1.89		IV- Data Management 
Processes

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				5		1.50		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications																																														0.83		Verification factor

		A - Recounting reported Results:																																														0.88		% Available

		Recount results from the periodic reports sent from the Districts to the Region and compare to the value reported by the Region.  Explain discrepancies (if any).																																														0.71		%  On Time

		1		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number? [A]				250																																								0.57		% Complete

		2		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)? [B]				300

		3		Calculate the ratio of recounted to reported numbers. [A/B]				83%

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		B - Reporting Performance:

		Review availability, completeness, and timeliness of reports from all Districts within the Region. How many reports should there have been from all Districts?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all Districts? [A]				40

		6		How many reports are there? [B]				35

		7		Calculate % Available Reports [B/A]				88%

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]				25

		9		Calculate % On time Reports [C/A]				71%

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data*). [D]				20

		11		Calculate % Complete Reports [D/A]				57%

						3

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from sub-reporting levels (e.g., service points).		2		Partly		Please Provide a Comment.

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to the central M&E Unit).		2		Partly		Please Provide a Comment.

		3		All relevant staff have received training on the data management processes and tools.		2		Partly		Please Provide a Comment.

		II- Indicator Definitions and Reporting Guidelines				2

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		2		Partly		Please Provide a Comment.

		5		… how (e.g., in what specific format) reports are to be submitted.		1		No - not at all		Please Provide a Comment.

		6		… to whom the reports should be submitted.		2		Partly		Please Provide a Comment.

		7		… when the reports are due.		2		Partly		Please Provide a Comment.

		III- Data-collection and Reporting Forms / Tools				1.75

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		2		Partly		Please Provide a Comment.

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		3		Yes - completely		0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		2		Partly		Please Provide a Comment.

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		1		No - not at all		Please Provide a Comment.

		IV- Data Management Processes				2

		12		Feedback is systematically provided to all service points on the quality of their reporting (i.e., accuracy, completeness and timeliness).		3		Yes - completely		0

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		2		Partly		Please Provide a Comment.

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		2		Partly		Please Provide a Comment.

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		1		No - not at all		Please Provide a Comment.

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		2		Partly		Please Provide a Comment.

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		1		No - not at all		Please Provide a Comment.

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		2		Partly		Please Provide a Comment.

		19		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		2		Partly		Please Provide a Comment.

		20		If data discrepancies have been uncovered in reports from service points, the Intermediate Aggregation Levels (e.g., districts or regions) have documented how these inconsistencies have been resolved.		2		Partly		Please Provide a Comment.

		V - Links with National Reporting System				1.89

		17		When applicable, the data are reported through a single channel of the national reporting system.		2		Partly		Please Provide a Comment.

		21		When available, the relevant national forms/tools are used for data-collection and reporting.		2		Partly		Please Provide a Comment.

		22		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		1		No - not at all		Please Provide a Comment.

		23		….if yes, place names are recorded using standarized naming conventions.		1		No - not at all		Please Provide a Comment.

						1.5

		Part 3:  Recommendations for the Intermediate Aggregation Level

		Based on the findings of the systems’ review and data verification at the intermediate aggregation site, please describe any compliance requirements or recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  See systems assessment functions by function area (table below) for review of system).   Action points should be discussed with the Program.

				Identified Weaknesses				Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Intermediate Aggregation Level
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Data Management Assessment - District Site 1

Data Management Assessment - 
Regional Site



		



Data and Reporting Verifications - 
Regional Site



		Data Verification and System Assessment Sheet - Regional Site

		Regional Site/Organization:						-																																						Data Management Assessment - District Site 1

		Region:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Indicator Reviewed:						Current on ART																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Date of Review:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Reporting Period Verified:						February, 2005																																						4		N/A		IV- Data Management 
Processes

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications																																														-		Verification factor

		A - Recounting reported Results:																																														-		% Available

		Recount results from the periodic reports sent from the Districts to the Region and compare to the value reported by the Region.  Explain discrepancies (if any).																																														-		%  On Time

		1		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number? [A]																																												-		% Complete

		2		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)? [B]

		3		Calculate the ratio of recounted to reported numbers. [A/B]				-

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		B - Reporting Performance:

		Review availability, completeness, and timeliness of reports from all Districts within the Region. How many reports should there have been from all Districts?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all Districts? [A]

		6		How many reports are there? [B]

		7		Calculate % Available Reports [B/A]				-

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]

		9		Calculate % On time Reports [C/A]				-

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data*). [D]

		11		Calculate % Complete Reports [D/A]				-

						0

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from sub-reporting levels (e.g., service points).		N/A				0

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to the central M&E Unit).		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III- Data-collection and Reporting Forms / Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		IV- Data Management Processes				N/A

		12		Feedback is systematically provided to all service points on the quality of their reporting (i.e., accuracy, completeness and timeliness).		N/A				0

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		19		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		N/A				0

		20		If data discrepancies have been uncovered in reports from service points, the Intermediate Aggregation Levels (e.g., districts or regions) have documented how these inconsistencies have been resolved.		N/A				0

		V - Links with National Reporting System				N/A

		17		When applicable, the data are reported through a single channel of the national reporting system.		N/A				0

		21		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		22		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		23		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:  Recommendations for the Intermediate Aggregation Level

		Based on the findings of the systems’ review and data verification at the intermediate aggregation site, please describe any compliance requirements or recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  See systems assessment functions by function area (table below) for review of system).   Action points should be discussed with the Program.

				Identified Weaknesses				Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Intermediate Aggregation Level
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Data Management Assessment - District Site 1

Data Management Assessment - 
Regional Site



		Verification factor

		% Available

		%  On Time

		% Complete



Data and Reporting Verifications - 
Regional Site

1.082781457

1

0.3333333333

1



		Data Verification and System Assessment Sheet - Regional Site

		Regional Site/Organization:						-																																						Data Management Assessment - District Site 1

		Region:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Indicator Reviewed:						Current on ART																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Date of Review:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Reporting Period Verified:						February, 2005																																						4		N/A		IV- Data Management 
Processes

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications																																														-		Verification factor

		A - Recounting reported Results:																																														-		% Available

		Recount results from the periodic reports sent from the Districts to the Region and compare to the value reported by the Region.  Explain discrepancies (if any).																																														-		%  On Time

		1		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number? [A]																																												-		% Complete

		2		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)? [B]

		3		Calculate the ratio of recounted to reported numbers. [A/B]				-

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		B - Reporting Performance:

		Review availability, completeness, and timeliness of reports from all Districts within the Region. How many reports should there have been from all Districts?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all Districts? [A]

		6		How many reports are there? [B]

		7		Calculate % Available Reports [B/A]				-

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]

		9		Calculate % On time Reports [C/A]				-

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data*). [D]

		11		Calculate % Complete Reports [D/A]				-

						0

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from sub-reporting levels (e.g., service points).		N/A				0

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to the central M&E Unit).		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III- Data-collection and Reporting Forms / Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		IV- Data Management Processes				N/A

		12		Feedback is systematically provided to all service points on the quality of their reporting (i.e., accuracy, completeness and timeliness).		N/A				0

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		19		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		N/A				0

		20		If data discrepancies have been uncovered in reports from service points, the Intermediate Aggregation Levels (e.g., districts or regions) have documented how these inconsistencies have been resolved.		N/A				0

		V - Links with National Reporting System				N/A

		17		When applicable, the data are reported through a single channel of the national reporting system.		N/A				0

		21		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		22		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		23		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:  Recommendations for the Intermediate Aggregation Level

		Based on the findings of the systems’ review and data verification at the Regional site, please describe any compliance requirements or recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  See systems assessment functions by function area (table below) for review of system.   Action points should be discussed with the Program.

				Identified Weaknesses				Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Intermediate Aggregation Level
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Data Management Assessment - District Site 1

Data Management Assessment - 
Regional Site



		Verification factor

		% Available

		%  On Time

		% Complete



Data and Reporting Verifications - 
Regional Site

1.082781457

1
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1



		Regional Site Summary Statistics
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		M&E Structure, 
Functions and 
Capabilities

		Indicator
Definitions 
and Reporting 
Guidelines

		Data-collection
and Reporting
Forms / Tools

		Data 
Management 
Processes

		Links with 
National Reporting 
System



Systems Assessment

Data Management Assessment - 
Regional Level Summary

2.17

1.75

2

1.73

1.38



		% Available

		% On Time

		% Complete

		Verification Factor



Data Verifications

Data and Reporting Verifications - Regional Level Summary

0.89

0.8

0.7

0.87



		Data Verification and System Assessment Sheet - National Level M&E Unit

		National Level M&E Unit/Organization:						National M&E Unit - Cotonou

		Indicator Reviewed:						Current on ART

		Date of Review:						07/11/05

		Reporting Period Verified:						February, 2005

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )

																																														Data Management Assessment - M&E Unit																								yes -completely		partly		no, not at all		N/A

		Part 1:   Data Verifications																																												1		2.50		I - M&E Structure, 
Functions and Capabilities																		accuracy		13		16		8		0

		A - Recounting reported Results:																																												2		2.25		II- Indicator 
Definitions and 
Reporting 
Guidelines																		reliability		13		16		8		0

		Recount results from the periodic reports sent from the intermediate aggregation sites to the National Level and compare to the value published by the National Program (or reported by the National Program to the Donor, if applicable).  Explain discrepancies (if any).																																												3		2.29		III - Data-collection 
and Reporting Forms 
and Tools																		timeliness		8		12		7		0

		1		Re-aggregate the numbers from the reports received from all reporting entities. What is the re-aggregated number? [A]				1660																																						4		1.55		IV- Data Management 
Processes																		completeness		6		13		7		0

		2		What aggregated result was contained in the summary report prepared by the M&E Unit? [B]				1775																																						5		1.50		V - Links with 
National 
Reporting System																		precision		1		8		7		0

		3		Calculate the ratio of recounted to reported numbers. [A/B]				94%																																																												confidentiality		1		3		1		0

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?																																																																integrity		5		7		7		0

		B - Reporting Performance:

		Review availability, completeness, and timeliness of reports from all Intermediate Aggregation Sites. How many reports should there have been from all Aggregation Sites?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all reporting entities (e.g., regions, districts, service points)? [A]				120																																						Data and Reporting Verifications - M&E Unit

		6		How many reports are there? [B]				110																																						1		92%		% Available

		7		Calculate % Available Reports [B/A]				92%																																						2		38%		% On Time

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]				45																																						3		75%		% Complete

		9		Calculate % On time Reports [C/A]				38%																																						4		94%		Verification Factor

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data*). [D]				90

		11		Calculate % Complete Reports [D/A]				75%

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There is a documented organizational structure/chart that clearly identifies positions that have data management responsibilities at the M&E Unit. (to specify which Unit: e.g. MoH, NAP, GF, World Bank)		3		Yes - completely		0

		2		All staff positions dedicated to M&E and data management systems are filled.		3		Yes - completely		0

		3		A senior staff member (e.g., the Program Manager) is responsible for reviewing the aggregated numbers prior to the submission/release of reports from the M&E Unit.		2		Partly		Please Provide a Comment.

		4		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness,  timeliness and confidentiality ) received from sub-reporting levels (e.g., regions, districts, service points).		3		Yes - completely		0

		5		There is a training plan which includes staff involved in data-collection and reporting at all levels in the reporting process.		2		Partly		Please Provide a Comment.

		6		All relevant staff have received training on the data management processes and tools.		2		Partly		Please Provide a Comment.

		II- Indicator Definitions and Reporting Guidelines				2.5

		7		The M&E Unit has documented and shared the definition of the indicator(s) with all relevant levels of the reporting system (e.g., regions, districts, service points).		3		Yes - completely		0

		8		There is a description of the services that are related to each indicator measured by the Program/project.		3		Yes - completely		0

		9		There is a written policy that states for how long source documents and reporting forms need to be retained.		1		No - not at all		Please Provide a Comment.

		10		The M&E Unit has provided written guidelines to all reporting entities (e.g., regions, districts, service points) on reporting requirements and deadlines.		2		Partly		Please Provide a Comment.

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		11		,,, what they are supposed to report on.		3		Yes - completely		0

		12		… how (e.g., in what specific format) reports are to be submitted.		2		Partly		Please Provide a Comment.

		13		… to whom the reports should be submitted.		3		Yes - completely		0

		14		… when the reports are due.		1		No - not at all		Please Provide a Comment.

		III- Data-collection and Reporting Forms / Tools				2.25

		15		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		2		Partly		Please Provide a Comment.

		16		The M&E Unit has identified a standard source document (e.g., medical record, client intake form, register, etc.) to be used by all service delivery points to record service delivery.		3		Yes - completely		0

		17		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels.		3		Yes - completely		0

		18		….The standard forms/tools are consistently used by the Service Delivery Site.		2		Partly		Please Provide a Comment.

		19		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		3		Yes - completely		0

		20		The data collected by the M&E system has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies disaggregation by these characteristics).		2		Partly		Please Provide a Comment.

		21		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		1		No - not at all		Please Provide a Comment.

		IV- Data Management Processes				2.29

		22		The M&E Unit has clearly documented data aggregation, analysis and/or manipulation steps performed at each level of the reporting system.		2		Partly		Please Provide a Comment.

		23		Feedback is systematically provided to all sub-reporting levels on the quality of their reporting (i.e., accuracy, completeness and timeliness).		2		Partly		Please Provide a Comment.

		24		(If applicable) There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		1		No - not at all		Please Provide a Comment.

		25		(If applicable) There is a written back-up procedure for when data entry or data processing is computerized.		2		Partly		Please Provide a Comment.

		26		...If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		1		No - not at all		Please Provide a Comment.

		27		Relevant personal data are maintained according to national or international confidentiality guidelines.		2		Partly		Please Provide a Comment.

		28		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		2		Partly		Please Provide a Comment.

		29		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		1		No - not at all		Please Provide a Comment.

		30		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with sub-reporting levels on data quality issues.		2		Partly		Please Provide a Comment.

		31		If data discrepancies have been uncovered in reports from sub-reporting levels, the M&E Unit (e.g., districts or regions) has documented how these inconsistencies have been resolved.		1		No - not at all		Please Provide a Comment.

		32		The M&E Unit can demonstrate that regular supervisory site visits have taken place and that data quality has been reviewed.		1		No - not at all		Please Provide a Comment.

		V- Links with National Reporting System				1.55

		33		When applicable, the data are reported through a single channel of the national reporting system.		2		Partly		Please Provide a Comment.

		34		When available, the relevant national forms/tools are used for data-collection and reporting.		2		Partly		Please Provide a Comment.

		35		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).		2		Partly		Please Provide a Comment.

		36		The service sites are identified using ID numbers that follow a national system.		1		No - not at all		Please Provide a Comment.																																				System Assessment

		37		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		1		No - not at all		Please Provide a Comment.

		38		….if yes, place names are recorded using standarized naming conventions.		1		No - not at all		Please Provide a Comment.

						1.5

		Part 3:   Follow up Recommendations and Action Plan - M&E Unit

				Summarize key issues that the Program should follow up at various levels of the system (e.g. issues   found at site level and/or at intermediate aggregation site level).

				Identified Weaknesses				Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  National Level - M&E Unit
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Data Management Assessment - M&E Unit

Data Management Assessment - 
M&E Unit



		



Data and Reporting Verifications - M&E Unit

Data and Reporting Verifications - 
M&E Unit



		SUMMARY TABLE

Assessment of Data Management
and Reporting Systems								I		II		III		IV		V		Average
(per site)				Color Code Key

										M&E Structure, Functions and Capabilities		Indicator Definitions and Reporting Guidelines		Data-collection and Reporting Forms / Tools		Data Management Processes		Links with National Reporting System						green		2.5 - 3.0		Yes, completely

		M&E Unit																						yellow		1.5 - 2.5		Partly

		-		National M&E Unit - Cotonou						2.50		2.25		2.29		1.55		1.50		2.02				red		< 1.5		No - not at all

		Regional Level

		1		-						2.33		1.75		2.00		1.56		1.25		1.78

		2		-						2.00		1.75		2.00		1.89		1.50		1.83

		3		-						N/A		N/A		N/A		N/A		N/A		N/A

		4		-						N/A		N/A		N/A		N/A		N/A		N/A

		Intermediate Aggregation Level Sites

		1		Collines						2.33		2.25		2.50		2.00		1.75		2.17

		2		Atakora						1.33		1.75		2.00		1.67		1.50		1.65

		3		Borgu						2.67		2.00		2.25		2.00		1.75		2.13

		4		-						1.67		1.75		2.00		1.56		1.75		1.75

		5		-						N/A		N/A		N/A		N/A		N/A		N/A

		6		-						N/A		N/A		N/A		N/A		N/A		N/A

		7		-						N/A		N/A		N/A		N/A		N/A		N/A

		8		-						N/A		N/A		N/A		N/A		N/A		N/A

		Service Delivery Points/Organizations

		1		Hopital Regionale de Savalou						1.67		2.00		2.20		2.17		2.25		2.06

		2		CS de Dassa Zoume						1.33		1.50		2.00		1.83		2.00		1.73

		3		CS de Glazoue						1.67		1.50		2.20		2.17		2.25		1.96

		4		Hopital Regionale de Natitingou						1.67		1.50		1.80		1.83		1.75		1.71

		5		CS de Djougou						1.67		1.75		2.20		2.17		2.00		1.96

		6		CS de Ouake						1.00		1.50		1.40		1.33		1.50		1.35

		7		Hopital Regionale de Parakou						1.67		1.75		2.40		2.50		2.25		2.11

		8		CS de Kalale						1.00		2.50		2.60		1.83		2.75		2.14

		9		CS de Kandi						1.00		2.00		1.80		1.60		2.75		1.83

		10		-						N/A		N/A		N/A		N/A		N/A		N/A

		11		-						N/A		N/A		N/A		N/A		N/A		N/A

		12		-						N/A		N/A		N/A		N/A		N/A		N/A

		13		-						N/A		N/A		N/A		N/A		N/A		N/A

		14		-						N/A		N/A		N/A		N/A		N/A		N/A

		15		-						N/A		N/A		N/A		N/A		N/A		N/A

		16		-						N/A		N/A		N/A		N/A		N/A		N/A

		17		-						N/A		N/A		N/A		N/A		N/A		N/A

		18		-						N/A		N/A		N/A		N/A		N/A		N/A

		19		-						N/A		N/A		N/A		N/A		N/A		N/A

		20		-						N/A		N/A		N/A		N/A		N/A		N/A

		21		-						N/A		N/A		N/A		N/A		N/A		N/A

		22		-						N/A		N/A		N/A		N/A		N/A		N/A

		23		-						N/A		N/A		N/A		N/A		N/A		N/A

		24		-						N/A		N/A		N/A		N/A		N/A		N/A

		Average (per functional area)								1.72		1.84		2.10		1.85		1.91		1.89
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		Global Dashboard - Summary Statistics, All Levels
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		M&E Structure, 
Functions and 
Capabilities

		Indicator
Definitions 
and Reporting 
Guidelines

		Data-collection
and Reporting
Forms / Tools

		Data 
Management 
Processes

		Links with 
National Reporting 
System



Systems Assessment

Data Management Assessment - Global Aggregate Score

2.02

1.93

2.14

1.76

1.69



		% Available

		% On Time

		% Complete

		Verification Factor



Data Verifications

Data and Reporting Verifications - Global Aggregate Score

0.93

0.52

0.69

0.95



		RDQA Final Action Plan

		Country:

		Program/project

		Date of RDQA:

		Date of Proposed Follow-up

		Description of Weakness						System Strengthening Measures		Responsable(s)		Timeline		Comments

		Add rows as needed

		Summary of Site Specific Action Plans

		Site				Identified Weaknesses		System Strengthening Measures		Responsible(s)		Time line		Comments

		National Level - M&E Unit		1		-		-		-		-

		National M&E Unit - Cotonou		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Regional Site 1		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Regional Site 2		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Regional Site 3		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Regional Site 4		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		District Site 1		1		-		-		-		-

		Collines		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		District Site 2		1		-		-		-		-

		Atakora		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		District Site 3		1		-		-		-		-

		Borgu		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		District Site 4		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		District Site 5		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		District Site 6		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		District Site 7		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		District Site 8		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 1		1		Staff have not received training in data collection tools		Refresher training of M&E staff		District M&E Officer		1st QTR 2006

		Hopital Regionale de Savalou		2		Guidelines documents are inadequate		-		-		-

				3		No back up procedure for computerized data		Program should issue guidelines.  In the meantime the Unit will purchase a data stick and back the data up once a week		Data Manager		ASAP

				4		-		-		-		-

		Service Point 2		1		-		-		-		-

		CS de Dassa Zoume		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 3		1		-		-		-		-

		CS de Glazoue		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 4		1		-		-		-		-

		Hopital Regionale de Natitingou		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 5		1		-		-		-		-

		CS de Djougou		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 6		1		-		-		-		-

		CS de Ouake		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 7		1		-		-		-		-

		Hopital Regionale de Parakou		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 8		1		-		-		-		-

		CS de Kalale		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 9		1		-		-		-		-

		CS de Kandi		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 10		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 11		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 12		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 13		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 14		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 15		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 16		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 17		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 18		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 19		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 20		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 21		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 22		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 23		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 24		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-
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		Systems Assessment Components Contributing to  Data Quality Dimensions

		Functional Area						Level						Dimension of Data Quality

								M&E Unit		Aggregation Levels		Service Points		Accuracy		Reliability		Timeliness		Completeness		Precision		Confidentiality		Integrity

		I - M&E Structure, Functions and Capabilities

		There is a documented organizational structure/chart that clearly identifies positions that have data management responsibilities at the M&E Unit. (to specify which Unit: e.g. MoH, NAP, GF, World Bank)				0		P						�		�		�

		All staff positions dedicated to M&E and data management systems are filled.				0		P						�		�		�

		A senior staff member (e.g., the Program Manager) is responsible for reviewing the aggregated numbers prior to the submission/release of reports from the M&E Unit.				0		P						�		�				�		�

		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness,  timeliness and confidentiality ) received from sub-reporting levels (e.g., regions, districts, service points).						P		P				�		�		�		�		�		�

		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to the central M&E Unit).								P		P		�		�

		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.										P		�		�

		There is a training plan which includes staff involved in data-collection and reporting at all levels in the reporting process.						P						�		�		�		�				�

		All relevant staff have received training on the data management processes and tools.				0		P		P		P		�		�		�		�		�		�

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has documented and shared the definition of the indicator(s) with all relevant levels of the reporting system (e.g., regions, districts, service points).				0		P						�		�

		There is a description of the services that are related to each indicator measured by the Program/project.				0		P						�		�

		The M&E Unit has provided written guidelines to all reporting entities (e.g., regions, districts, service points) on reporting requirements and deadlines.				0		P		P		P		�		�		�		�

		There is a written policy that states for how long source documents and reporting forms need to be retained.				0		P						�		�		�		�		�				�

		III- Data-collection and Reporting Forms / Tools

		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				0		P						�		�

		The M&E Unit has identified a standard source document (e.g., medical record, client intake form, register, etc.) to be used by all service delivery points to record service delivery.				0		P						�		�

		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels						P		P		P		�		�

		….The standard forms/tools are consistently used by all levels.				0		P		P		P		�		�

		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				0		P		P		P		�		�

		The data collected by the M&E system has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies disaggregation by these characteristics).				0		P				P										�

		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				0		P		P		P		�		�		�		�		�				�

		IV- Data Management Processes

		The M&E Unit has clearly documented data aggregation, analysis and/or manipulation steps performed at each level of the reporting system.				0		P						�		�		�		�		�

		Feedback is systematically provided to all sub-reporting levels on the quality of their reporting (i.e., accuracy, completeness and timeliness).				0		P		P				�		�		�		�		�

		[If applicable] There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				0		P		P		P		�		�		�		�		�				�

		[If applicable] There is a written back-up procedure for when data entry or data processing is computerized.				0		P		P		P		�		�		�		�		�				�

		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				0		P		P		P		�		�		�		�		�				�

		Relevant personal data are maintained according to national or international confidentiality guidelines.				0		P		P		P												�

		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				0		P		P		P		�		�

		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				0		P		P		P		�		�

		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with sub-reporting levels on data quality issues.				0		P		P				�		�		�		�		�				�

		If data discrepancies have been uncovered in reports from sub-reporting levels, the M&E Unit (e.g., districts or regions) has documented how these inconsistencies have been resolved.				0		P		P				�		�		�		�		�				�

		The M&E Unit can demonstrate that regular supervisory site visits have taken place and that data quality has been reviewed.				0		P						�		�		�		�		�		�		�

		V- Links with National Reporting System

		When available, the relevant national forms/tools are used for data-collection and reporting.				0		P		P		P		�		�						�				�

		When applicable, the data are reported through a single channel of the national reporting system.				0		P		P		P		�		�						�				�

		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).						P		P				�		�						�				�

		The service sites are identified using ID numbers that follow a national system.						P		P				�		�						�				�

		The system records information about where the service is delivered (i.e. region, district, ward, etc.)				0		P		P		P		�		�						�				�

		….if yes, place names are recorded using standarized naming conventions.				0		P		P		P		�		�						�				�
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		Facility		Level		fac_code		district		dis_code		region		reg_code		date		qual1		qual2		qual3		qual4		qual5		qual_avg		vf		recount1		report1		avail		time		compl

		Overall		1														2.11		1.91		2.14		1.75		1.56				0.95						0.94		0.51		0.65

		National M&E Unit - Cotonou		2		1		0		0		0		0		38544		2.50		2.25		2.29		1.55		1.50				0.94		1660.00		1775.00		0.92		0.38		0.75

		-		3		0		0		0		0		0		0		2.33		1.75		2.00		1.56		1.25				0.91		200.00		220.00		0.90		0.89		0.83

		-		3		0		0		0		0		0		0		2.00		1.75		2.00		1.89		1.50				0.83		250.00		300.00		0.88		0.71		0.57

		-		3		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		-		-

		-		3		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		-		-

		Collines		4		23		Collines		0		0		0		38542		2.33		2.25		2.50		2.00		1.75				1.08		327.00		302.00		1.00		0.33		1.00

		Atakora		4		26		Atakora		0		0		0		38543		1.33		1.75		2.00		1.67		1.50				1.01		305.00		302.00		1.00		0.60		0.40

		Borgu		4		31		Borgu		0		0		0		38543		2.67		2.00		2.25		2.00		1.75				0.94		340.00		360.00		1.00		0.40		0.60

		-		4		0		0		0		0		0		0		1.67		1.75		2.00		1.56		1.75				0.98		130.00		133.00		0.93		0.14		0.43

		-		4		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		-		-

		Hopital Regionale de Savalou		5		1234		Collines		C1234		0		0		38543		1.67		2.00		2.20		2.17		2.25		2.06		1.03		73.00		71.00		No		Yes		No

		CS de Dassa Zoume		5		1224		Collines		C1234		0		0		38544		1.33		1.50		2.00		1.83		2.00		1.73		0.98		62.00		63.00		Yes		Yes		No

		CS de Glazoue		5		1123		Collines		C1236		0		0		38545		1.67		1.50		2.20		2.17		2.25		1.96		0.84		57.00		68.00		Yes		No		Yes

		Hopital Regionale de Natitingou		5		1457		Atakora		A1236		0		0		38544		1.67		1.50		1.80		1.83		1.75		1.71		1.00		74.00		74.00		No		Yes		No

		CS de Djougou		5		2216		Atakora		A877		0		0		38545		1.67		1.75		2.20		2.17		2.00		1.96		0.96		78.00		81.00		Yes		Yes		No

		CS de Ouake		5		2365		Atakora		A877		0		0		38546		1.00		1.50		1.40		1.33		1.50		1.35		1.00		53.00		53.00		Yes		Yes		No

		Hopital Regionale de Parakou		5		3567		Borgu		B548		0		0		38544		1.67		1.75		2.40		2.50		2.25		2.11		1.06		131.00		124.00		Yes		No		Yes

		CS de Kalale		5		3657		Borgu		B549		0		0		38545		1.00		2.50		2.60		1.83		2.75		2.14		1.00		47.00		47.00		No		Yes		No

		CS de Kandi		5		3663		Borgu		B551		0		0		38546		1.00		2.00		1.80		1.60		2.75		1.83		1.09		87.00		80.00		Yes		Yes		Yes

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-





		

		Systems Assessment and Data Verifications

						SDP		DAL		RAL		M&E Unit		aggregate																Documentation Review

		Systems Assessment		M&E Structure, 
Functions and 
Capabilities		1.41		2.00		2.17		2.50		2.02																Current on ART

				Indicator
Definitions 
and Reporting 
Guidelines		1.78		1.94		1.75		2.25		1.93																Documents Available		Documents Complete		In Reporting Period

				Data-collection
and Reporting
Forms / Tools		2.07		2.19		2.00		2.29		2.14																No		No		Yes

				Data 
Management 
Processes		1.94		1.81		1.73		1.55		1.76																Yes		No		Yes

				Links with 
National Reporting 
System		2.17		1.69		1.38		1.50		1.69																Yes		Yes		No

																														No		No		Yes

																														Yes		No		Yes

						SDP		DAL		RAL		M&E Unit		aggregate																Yes		No		Yes

		Data Verifications		% Available		-		0.98		0.89		0.92		0.93																Yes		Yes		No

				% On Time		-		0.37		0.8		0.38		0.52																No		No		Yes

				% Complete		-		0.61		0.7		0.75		0.69																Yes		Yes		Yes

				Verification Factor		1.00		1.00		0.87		0.94		0.95																-		-		-

																														-		-		-

																														-		-		-

																														-		-		-

		Service Site Statistics		M&E Structure, Functions and Capabilities		Indicator Definitions and Reporting Guidelines		Data-collection and Reporting Forms / Tools		Data Management Processes		Links with National Reporting System		Site Average		Accuracy of Reporting				Color Code Key										-		-		-

		Hopital Regionale de Savalou		1.67		2.00		2.20		2.17		2.25		2.06		1.03		101-110		green		2.5 - 3.0		Yes, completely						-		-		-

		CS de Dassa Zoume		1.33		1.50		2.00		1.83		2.00		1.73		0.98		91-100		yellow		1.5 - 2.5		Partly						-		-		-

		CS de Glazoue		1.67		1.50		2.20		2.17		2.25		1.96		0.84		81-90		red		< 1.5		No - not at all						-		-		-

		Hopital Regionale de Natitingou		1.67		1.50		1.80		1.83		1.75		1.71		1.00		91-100												-		-		-

		CS de Djougou		1.67		1.75		2.20		2.17		2.00		1.96		0.96		91-100												-		-		-

		CS de Ouake		1.00		1.50		1.40		1.33		1.50		1.35		1.00		91-100												-		-		-

		Hopital Regionale de Parakou		1.67		1.75		2.40		2.50		2.25		2.11		1.06		101-110												-		-		-

		CS de Kalale		1.00		2.50		2.60		1.83		2.75		2.14		1.00		91-100		Accuracy Recoded						Accuracy Recode				-		-		-

		CS de Kandi		1.00		2.00		1.80		1.60		2.75		1.83		1.09		101-110		<=70		0								-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130		71-80		0								-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130		81-90		1								6		3		7

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130		91-100		5								3		6		2

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130		101-110		3								9		9		9

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130		111-120		0								33%		33%		78%

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130		121-130		0

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130		>130		0

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130		total sites		9

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130

		Average		1.41		1.78		2.07		1.94		2.17		1.87		1

		Aggregation Level Summary Statistics		M&E Structure, Functions and Capabilities		Indicator Definitions and Reporting Guidelines		Data-collection and Reporting Forms / Tools		Data Management Processes		Links with National Reporting System		Accuracy of Reporting		Availability		Timeliness		Completeness

		Collines		2.33		2.25		2.50		2.00		1.75		1.08		1.00		0.33		1.00

		Atakora		1.33		1.75		2.00		1.67		1.50		1.01		1.00		0.60		0.40

		Borgu		2.67		2.00		2.25		2.00		1.75		0.94		1.00		0.40		0.60

		-		1.67		1.75		2.00		1.56		1.75		0.98		0.93		0.14		0.43

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-

		District Average		2.00		1.94		2.19		1.81		1.69		1		0.98		0.37		0.61

		-		2.33		1.75		2.00		1.56		1.25		0.91		0.90		0.89		0.83

		-		2.00		1.75		2.00		1.89		1.50		0.83		0.88		0.71		0.57

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-

		Regional Average		2.17		1.75		2.00		1.73		1.38		0.87		0.89		0.8		0.7

		National M&E Unit - Cotonou		2.50		2.25		2.29		1.55		1.50		0.94		92%		38%		75%

		Overall Average		2.11		1.91		2.14		1.75		1.56		0.95		0.94		0.51		0.65
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Recount results from source documents, compare the verified numbers to the site 


reported numbers and explain discrepancies (if any).


4


Recount the number of people, cases or events  recorded during the reporting period 


by reviewing the  source document s. 


[A]


5


Copy the number of people, cases or events  reported by the site during the reporting 


period from the site  summary report . 


[B]


6


Calculate the ratio of recounted to reported numbers.


 


[A/B]


-


7


What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, 


arithmetic errors, missing source documents, other)? 


B - Recounting reported Results: 


















RDQA Case Study Instructions

Materials Needed

1. RDQA Excel Template (single indicator version)

2. ART Register for three health centers in Collines District 


· Savalou, Glazoue, Dassa Zoume 

3. Monthly summary reporting forms for:


a. Six facilities in Collines District

· Savalou, Dassa Zoume, Glazoue, Bante, Ouesse, Save


b. Twelve districts

· Littoral, Mono, Collines, Ouémé, Borgu, Atakora, Zou, Plateau, Donga, Atlantique, Alibori, Couffo


c. one National M&E Unit


4. Filing Cabinet: ART patient cards for three health centers in Collines District:


a. Savalou , Glazoue, Dassa Zoume (to be provided)

Instructions for DQA Case Study:


1. TRACE AND VERIFY– FACILITY LEVEL ART:  Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies.


a. Recount the number of people on ART (current on ART) during the reporting period by reviewing the source documents (i.e. patient records).  Look through the ‘filing cabinet’ for the facility and count the number of patients on ART from the start of the treatment program at the facility until the end of the assessment reporting period (Feb, 2005).  Remember to subtract out those patients no longer on ART, i.e. those who have stopped, dropped, transferred out, or died. 

b. Compare the number currently on ART found during the search of patient records to the number currently on ART reported by the site during the reporting period (from the facility monthly summary reporting form for February 2005).


c. Fill in the RDQA Service Point page accordingly.  How well does the monthly report match the verified number?  What is the “verification factor“ for the indicator at the respective facilities?  What are possible reasons for discrepancies?



2. CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources


a. Cross check the patient records to the ART Register.  For this exercise you have ‘randomly’ selected 10 patient records from Savalou Health Center (see patient numbers below).  Verify that the patients have been appropriately entered into the ART register for Savalou Health Center.  Have all the patients been appropriately logged into the registry?  If not, what are possible explanations for the error? Fill in the DQA Protocol 2: Data Verifications accordingly.

· Random sample of patient numbers for cross check 1.1:  SA0007, SA0018, SA0021, SA0027, SA0035, SA0041, SA0047, SA0052, SA0056, SA0063


b. From the ART Register to Patient Treatment Cards.  Select 5% of patients listed in the ART Register (or at least 10 patients) who are listed as currently on treatment.  How many of the patients selected had a patient record?  Fill in the DQA Excel template accordingly.




8List the documents used for performing the cross-checks.


9Describe the cross-checks performed?


10What are the reasons for the discrepancy (if any) observed?


C - Cross-check reported results with other data sources:


Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these 


numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy 


registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).











3. TRACE AND VERIFY -  INTERMEDIATE AGGREGATION LEVEL 
  


a. Accuracy:  re-aggregate the reported value of the indicator from the facilities (from the monthly facility reports) and compare with the value submitted to the national level from the district.  Similarly, recount the totals for the districts and compare to the value calculated at the national level (on the National M&E Unit monthly report).  Do the figures match?  Enter the values into the RDQA tool accordingly. Review your results in the dashboard.



b. Availability:  Calculate the availability of reports. For each district, how many reports were received from the facilities in the district?  How many were expected?  Fill in the RDQA template as necessary for the district levels. For the National M&E Unit, how many reports were received from the districts in the country?  How many were expected?  


c. Timeliness:  Assess if the facility reports were received on time.  Check the ‘date received’ field on the monthly facility reports. If the reporting deadline is the 15 of each month, what is the percentage of reports received on-time at the district level?  If the deadline for reporting from the districts to the national level is the 25th of each month, what is the percentage of reports received on-time at the national level?  Calculate the average amount of time (days/weeks) for all the facilities to report to the districts and the districts to report to the national level.  Is this a reasonable amount of time?  Fill in the RDQA district and M&E Unit pages accordingly.



d. Completeness:  Assess the completeness of reporting.  Review the facility monthly reports and determine if each report is complete.  A complete report has the value of the indicator being reviewed, a date of reception of the report, and the signature of the data manager or program manager to authenticate the report.  Next, review the district reports and determine the rate of completeness for reporting between the district and the national level.  Fill in the RDQA district and M&E Unit pages accordingly. 


e. Using the form provided, enter the data from other assessed facilities and districts into the RDQA template (note that for this exercise these data are limited to data verifications (i.e. the quantitative component).  Review the results of your work on the ‘Global Dashboard’ tab of the RDQA template.  How well is the system performing for reporting on the indicator ‘currently on ART’?

Global Dashboard - Summary Statistics, All Levels


0123


M&E Structure,


Functions and


Capabilities


Indicator


Definitions


and Reporting


Guidelines


Data-collection


and Reporting


Forms / Tools


Data


Management


Processes


Links with


National Reporting


System


Data Management Assessment -Global Aggregate Score


88%52%73%89%


0%10%20%30%40%50%60%70%80%90%100%% Available% On Time% CompleteVerification Factor


Data and Reporting Verifications -Global Aggregate Score
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		DISTRICT:  Atakora

		

		

		

		

		



		

		

		

		

		Feb-05



		No.

		Facility

		Recounted

		Reported

		Avai.

		Comp.

		On-time



		 

		1

		Djougou

		78

		81

		Yes

		No

		Yes



		 

		2

		Natitingou

		74

		74

		Yes

		Yes

		No



		 

		3

		Ouake

		53

		53

		Yes

		Yes

		No



		 

		4

		Penjari

		 

		30

		Yes

		Yes

		Yes



		 

		5

		Porga

		 

		67

		Yes

		No

		No



		 

		 

		 

		 

		 

		 

		 

		 



		

		

		Total

		 

		305

		 

		 

		 



		

		

		District Report

		 

		302

		 

		 

		 



		

		

		VF

		 

		101.0%

		 

		 

		 



		

		

		 

		 

		 

		5

		3

		2



		

		

		

		 

		 

		1.00

		0.60

		0.40



		

		

		

		

		

		

		

		



		DISTRICT:  Borgu

		

		

		

		

		



		

		

		

		

		Feb-05



		No.

		Facility

		Recounted

		Reported

		Avai.

		Comp.

		On-time



		 

		1

		Kalale

		47

		47

		Yes

		No

		Yes



		 

		2

		Nikki

		 

		56

		Yes

		Yes

		No



		 

		3

		Parakou

		131

		124

		Yes

		No

		Yes



		 

		4

		Kandi

		87

		80

		Yes

		Yes

		Yes



		 

		5

		Ndali

		 

		33

		Yes

		No

		No



		 

		 

		 

		 

		 

		 

		 

		 



		 

		 

		 

		 

		 

		 

		 

		 



		 

		 

		Total

		 

		340

		 

		 

		 



		

		

		District Report

		 

		360

		

		 

		 



		

		

		VF

		 

		94.4%

		 

		 

		 



		

		

		 

		 

		 

		5

		2

		3



		

		

		

		

		 

		1.00

		0.40

		0.60



		

		

		

		

		

		

		

		



		DISTRICT:  Collines

		

		

		

		

		



		

		

		

		

		Feb-05



		No.

		Facility

		Recounted

		Reported

		Avai.

		Comp.

		On-time



		 

		1

		Savalou

		

		

		

		

		



		 

		2

		Dassa Zoume

		

		

		

		

		



		 

		3

		Glazoue

		

		

		

		

		



		 

		4

		Bante

		 

		

		

		

		



		 

		5

		Save

		 

		

		

		

		



		 

		6

		Ouesse

		 

		

		

		

		



		 

		 

		 

		 

		 

		 

		 

		 



		

		

		Total

		 

		

		 

		 

		 



		

		

		District Report

		 

		

		 

		 

		 



		

		

		VF

		 

		0.0%

		 

		 

		 



		

		

		 

		 

		 

		

		

		



		

		

		

		 

		 

		0.00

		0.00

		0.00
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ART Patient 
Monitoring System 


 
Monthly Report Form 


 
Central M&E Unit 


(National level) 
 
 
 
 
 
 
 
 
 


National HIV/AIDS Control Program 
Ministry of Health 







 







Cumulative number of 
persons ever enrolled in 
HIV care at this facility 
from the quarter which 
ended 3 months ago


New persons enrolled in HIV care at 
this facility during the previous 


quarter


Cumulative number of 
persons ever enrolled in 
HIV care at this facility at 


end of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4 Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


Cumulative number of 
persons ever started on 
ART at this facility from 


the quarter which ended 3 
months ago 


New persons started on ART at this 
facility during the previous quarter


Cumulative number of 
persons ever started on 


ART at this facility at end 
of the previous quarter


1. Males (>14 years) a. h. o.


2. Non-pregnant females (>14 years) b. i. p.


3. Pregnant females (>14 years) c. j. q.


4. Males (0-14 years) d. k. s.


5. Non-pregnant females (0-14 years) e. l. t.


6. Pregnant females (0-14 years) f. m. u.


Total g. n. v.


w.


x.


y.


z.


Date of completion of form (dd/mm/yyyy):


Number of persons on ART and already enrolled in program who 
transferred into facility during the previous quarter


Number of persons who restarted ART during the previous 
quarter, after stopping ART for at least 1 quarter 


Quarterly, Facility-Based HIV Care/ART Reporting Form


MOH or Project or Grantee: Facility:


1. HIV care (non-ART and ART) - new and cumulative number of persons enrolled   


Location: Country:


Patients registered during quarter (dd/mm/yyyy - dd/mm/yyyy): 


Number of persons already enrolled for HIV care who transferred 
in from another facility during the previous quarter


Number of baseline CD4+ counts for persons who started ART 
during the previous quarter (optional)


Total number of persons who are enrolled and eligible for ART 
but have not been started on ART


2. ART care - new and cumulative number of persons started   


Median baseline CD4+ count for persons who started ART 
during the previous quarter (optional)


403


0


0


213


168


0


22


3450


134


187


1494


1381


22


232


3853


134


187


1707


1549


22


254


22


149


Capitol City


07-Apr-05
February, 2005 National Monthly Report:


Monthly 
month


2237 313 2550


2066 245 2311


192 0 192


274 0 274


341 26 367


26 0 26


5136 584 5720


National M&E Unit







4. ARV regimen at end of quarter Male Female


On 1st-line ARV regimen
4.1 Adults (>14 years)


d4T-3TC-NVP     a. j.
d4T-3TC-EFV     b. k.
ZDV-3TC-NVP    c. l.
ZDV-3TC-EFV    d. m.


e. n.
f. o.
g. p.
h. q.


Adults on 1st-line regimens i. r. s.
4.2 Children (0-14 years)


d4T-3TC-NVP a. k.
d4T-3TC-EFV b. l.
ZDV-3TC-NVP c. m.
ZDV-3TC-EFV d. n.


e. o.
f. p.
g. q.
h. r.


Children on 1st-line regimens i. s. u.
Adults and children on 1st-line 


regimens j. t. v. Total adults and children on 
1st-line regimens


On 2nd-Line ARV regimen
4.3 Adults (>14 years)


ZDV-ddI-LPV/r a. i.
d4T-ddI-LPV/r b. j.


c. k.
d. l.
e. m.
f. n.
g. o.


Adults on 2nd-line regimens h. p. q.
4.4 Children (0-14 years)


d4T-ddI-NFV a. k.
ZDV-ddI-LPV/r b. l.


c. m.
d. n.
e. o.
f. p.
g. q.


Children on 2nd-line regimens h. r. u.
Adults and children on 2nd-line 


regimens i. s. v. Total adults and children on 
2nd-line regimens


Adults and children on 1st- and 2nd-line 
regimens j. t. Total adults and children on 


1st- and 2nd-line regimens     


Total current on ART 


5.1 Number of persons who did not 
pick up their ARV regimens Male Female


1. For previous 1 quarter (only) a. e.
2. For previous 2 quarters (only) b. f. 1. Lost to follow-up a.
3. For previous 3 or more quarters c. g. 2. Who died b.


Subtotal d. h. 3. Who stopped ART c.
i. 4. Who transferred out d.


Total number of children on 
2nd-line regimen   


Total number of adults on   
1st-line regimen   


Total number of adults on   
2nd-line regimen   


Total number of children on 
1st-line regimen   


w.


Total number of persons who did not pick up their ART regimens


5.2 Of those who did 
not pick up regimen in 
previous 1 quarter 
(optional)


Total number of adults and 
children


1549 1730 3329


1493 1547 3040


106 183 289


117 105 225


106 83 192


11 22 33


1686 1835


3574


National M&E Unit


February, 2005
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Patient Cards 


 
 
 


Collines District 
Dassa Zoume Health Center (DZ) 


 
 
 
 
 
 
 
 


National HIV/AIDS Control Program 
Ministry of Health 







 







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0001


B


34


1a(30)01-07-04


45 B 4


Collines Dassa Zoume


July, 2004


14-09-04


01-04-04


17-05-04


07-05-04


26-06-04


4


Dassa Zoume


I







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


BDZ0001


3.5.04


1a(30)


1a(30)


DEAD


01-08-04 01-09-04


01-09-04 01-10-04


B 4


I


1a(30)01-07-04 01-08-04 45







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0002


W


24


1a(30)02-07-04


40 B 4


Collines Dassa Zoume


July, 2004


02-04-04


18-05-04


08-05-04


27-06-04


4


Dassa Zoume


U


17-07-04 1







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


WDZ0002


6.4.04


STOP


1a(30)


1a(30)A45


02-08-04 02-09-04 40.8


B 4


02-12-04 02-01-05


02-01-05 02-02-05


44.2


1a(30)02-02-05 02-03-05 45.9


U


1a(30)02-07-04 02-08-04 40







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


FG0030


J


24


1b(30)08-07-04


50 A 3


Collines Dassa Zoume


July, 2004


08-04-04


24-05-04


14-05-04


03-07-04


3


FG


Y







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0003


T


54


1a(30)10-07-04


55 A 3


Collines Dassa Zoume


July, 2004


10-04-04


26-05-04


16-05-04


05-07-04


3


Dassa Zoume


K







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


TDZ0003


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)W58 225


10-08-04 10-09-04


10-09-04 10-10-04


55.5


A 3


56.0


10-10-04 10-11-04


10-11-04 10-12-04


10-12-04 10-01-05


10-01-05 10-02-05


56.5


57.0


57.5


1a(30)10-02-05 10-03-05 59.2


K


1a(30)10-07-04 10-08-04 55







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0004


U


32


1a(30)15-07-04


50 A 3


Collines Dassa Zoume


July, 2004


26-01-05


15-04-04


31-05-04


21-05-04


10-07-04


3


Dassa Zoume


Bohicon


UI







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


UDZ0004


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)W55


15-08-04 15-09-04


15-09-04 15-10-04


50.8


A 3


51.7


15-10-04 15-11-04


15-11-04 15-12-04


15-12-04 15-01-05


15-01-05 15-02-05


52.5


53.3


54.2


T/O15-02-05 15-03-05 56.1


UI


1a(30)15-07-04 15-08-04 50







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0005


G


25


1a(30)


1c: (1) 14.12.04


2a


(8) 13.2.05


16-07-04


51 A 3


Collines Dassa Zoume


July, 2004


16-04-04


01-06-04


22-05-04


11-07-04


3


Dassa Zoume


JU


30-08-04







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


GDZ0005


1a(30)


LOST


1a(30)


LOST


1c


1cA51


16-08-04 16-09-04 51.0


A 3


16-10-04 16-11-04


16-12-04 16-01-05


16-01-05 16-02-05


51.0


51.0


2a16-02-05 16-03-05 52.0


JU


1a(30)16-07-04 16-08-04 51







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0006


S


14
185


1a(30)18-07-04


35 W 2


Collines Dassa Zoume


July, 2004


18-04-04


03-06-04


24-05-04


13-07-04


2


Dassa Zoume


F







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


SDZ0006


15.9.04


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)W40 245


18-08-04 18-09-04


18-09-04 18-10-04


35.8


W 2 185


36.7


18-10-04 18-11-04


18-11-04 18-12-04


18-12-04 18-01-05


18-01-05 18-02-05


37.5


38.3


39.2


1a(30)18-02-05 18-03-05 40.8


F


1a(30)18-07-04 18-08-04 35







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0007


G


24
180


1b(30)20-07-04


57 A 3


Collines Dassa Zoume


July, 2004


20-04-04


05-06-04


26-05-04


15-07-04


3


Dassa Zoume


I







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


GDZ0007


1b(30)


1b(30)


1b(30)


1b(30)


1b(30)


1b(30)A57 200


20-08-04 20-09-04


20-09-04 20-10-04


57.0


A 3 180


57.0


20-10-04 20-11-04


20-11-04 20-12-04


20-12-04 20-01-05


20-01-05 20-02-05


57.0


57.0


57.0


1b(30)20-02-05 20-03-05 58.1


I


1b(30)20-07-04 20-08-04 57







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


FG0031


F


39


1a(30)01-08-04


50 A 3


Collines Dassa Zoume


August, 2004


01-05-04


17-06-04


07-06-04


27-07-04


3


FG


J







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


FFG0031


1a(30)


1a(30)


1a(30)


1a(30)A51


A 3


01-11-04 01-12-04


01-12-04


01-01-05 01-02-05


01-02-05 01-03-05


50.5


50.7


50.8


J


1a(30)01-08-04 50







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0008


F


43
175


1a(30)02-08-04


49 A 3


Collines Dassa Zoume


August, 2004


02-05-04


18-06-04


08-06-04


28-07-04


3


Dassa Zoume


G







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


FDZ0008


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)A52 210


02-09-04 02-10-04


02-10-04 02-11-04


49.5


A 3 175


50.0


02-11-04 02-12-04


02-12-04 02-01-05


02-01-05 02-02-05


02-02-05 02-03-05


50.5


51.0


51.5


G


1a(30)02-08-04 02-09-04 49







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0009


S


24


1b(30)08-08-04


55 A 3


Collines Dassa Zoume


August, 2004


08-05-04


24-06-04


14-06-04


03-08-04


3


Dassa Zoume


L


22-09-04







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


SDZ0009


2.11.04


1b(30)


LOST


1b(30)


LOST


1b(30)


1b(30)A54


08-09-04 08-10-04 54.8


A 3


08-11-04 08-12-04


08-01-05 08-02-05


08-02-05 08-03-05


54.5


54.2


L


1b(30)08-08-04 08-09-04 55







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0010


F


36


1a(40)10-08-04


60 A 3


Collines Dassa Zoume


August, 2004


10-05-04


26-06-04


16-06-04


05-08-04


3


Dassa Zoume


G







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


FDZ0010


1a(40)


1a(40)


1a(40)


1a(40)


1a(40)


1a(40)A60


10-09-04 10-10-04


10-10-04 10-11-04


60.0


A 3


60.0


10-11-04 10-12-04


10-12-04 10-01-05


10-01-05 10-02-05


10-02-05 10-03-05


60.0


60.0


60.0


G


1a(40)10-08-04 10-09-04 60







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0011


U


32


1a(30)


1c: (1) 15.10.04


2a


(8) 12.1.05


15-08-04


41 B 4


Collines Dassa Zoume


August, 2004


15-05-04


01-07-04


21-06-04


10-08-04


4


Dassa Zoume


T







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


UDZ0011


3.6.04


1a(30)


1c


1c


1c


2a


2aW50 150


15-09-04 15-10-04


15-10-04 15-11-04


42.5


B 4


44.0


15-11-04 15-12-04


15-12-04 15-01-05


15-01-05 15-02-05


15-02-05 15-03-05


45.5


47.0


48.5


T


1a(30)15-08-04 15-09-04 41







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0012


E


42
185


1a(30)16-08-04


57 W 3


Collines Dassa Zoume


August, 2004


16-05-04


02-07-04


22-06-04


11-08-04


3


Dassa Zoume


T


30-09-04







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


EDZ0012


1a(30)


LOST


1a(30)


LOST


1a(30)


LOST


16-09-04 16-10-04


W 3 185


16-11-04 16-12-04


16-01-05 16-02-05


T


1a(30)16-08-04 16-09-04 57







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0013


E


13


1a(30)18-08-04


30 A 3


Collines Dassa Zoume


August, 2004


18-05-04


04-07-04


24-06-04


13-08-04


3


Dassa Zoume


Y







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


EDZ0013


22.4.04


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)W34


18-09-04 18-10-04


18-10-04 18-11-04


30.7


A 3


31.3


18-11-04 18-12-04


18-12-04 18-01-05


18-01-05 18-02-05


18-02-05 18-03-05


32.0


32.7


33.3


Y


1a(30)18-08-04 18-09-04 30







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0014


R


42
180


1b(30)20-08-04


54 A 3


Collines Dassa Zoume


August, 2004


20-05-04


06-07-04


26-06-04


15-08-04


3


Dassa Zoume


Y







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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15.5.04


1b(30)


1b(30)


1b(30)


1b(30)


1b(30)


1b(30)W57 220


20-09-04 20-10-04


20-10-04 20-11-04


54.5


A 3 180


55.0


20-11-04 20-12-04


20-12-04 20-01-05


20-01-05 20-02-05


20-02-05 20-03-05


55.5


56.0


56.5


Y
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0015


K


17
190


1a(30)22-08-04


50 A 3


Collines Dassa Zoume


August, 2004


22-05-04


08-07-04


28-06-04


17-08-04


3


Dassa Zoume


H







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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1a(30)


1a(30)


1a(30)W52 240


22-09-04 22-10-04


22-10-04 22-11-04


50.3


A 3 190


50.7


22-11-04 22-12-04


22-12-04 22-01-05


22-01-05 22-02-05


22-02-05 22-03-05


51.0


51.3


51.7


H
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0016


H


38


1a(30)01-09-04


45 B 4


Collines Dassa Zoume


September, 2004


16-10-04


01-06-04


18-07-04


08-07-04


27-08-04


4


Dassa Zoume


I







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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18.6.04


1a(30)


DEAD


01-10-04 01-11-04


B 4


I
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0017


F


25


1a(30)02-09-04


41 B 4


Collines Dassa Zoume


September, 2004


02-06-04


19-07-04


09-07-04


28-08-04


4


Dassa Zoume


T


16-11-04







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0018


R


19


1a(30)08-09-04


50 A 3


Collines Dassa Zoume


September, 2004


08-06-04


25-07-04


15-07-04


03-09-04


3


Dassa Zoume


U







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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U
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0019


H


32
195


1a(30)10-09-04


55 A 3


Collines Dassa Zoume


September, 2004


10-06-04


27-07-04


17-07-04


05-09-04


3


Dassa Zoume


Y







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


HDZ0019


3.12.04


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)


10-10-04 10-11-04


10-11-04 10-12-04


A 3 195


10-12-04 10-01-05


10-01-05 10-02-05


10-02-05 10-03-05


Y
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0020


D


38
180


1a(30)


1c: (1) 14.10.04


15-09-04


48 A 3


Collines Dassa Zoume


September, 2004


15-06-04


01-08-04


22-07-04


10-09-04


3


Dassa Zoume


B







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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1c


1c


1c


15-10-04 15-11-04


15-11-04 15-12-04


A 3 180


15-12-04 15-01-05


15-01-05 15-02-05


15-02-05 15-03-05
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0021


W


27
185


1a(30)16-09-04


50 A 3


Collines Dassa Zoume


September, 2004


16-06-04


02-08-04


23-07-04


11-09-04


3


Dassa Zoume


G







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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1a(30)


1a(30)


1a(30)


1a(30)


1a(30)


16-10-04 16-11-04


16-11-04 16-12-04


A 3 185


16-12-04 16-01-05


16-01-05 16-02-05


16-02-05 16-03-05


G
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


FG0040


S


34


1c18-09-04


50 A 3


Collines Dassa Zoume


September, 2004


31-01-05


18-06-04


04-08-04


25-07-04


13-09-04


3


FG


Tchetti


L







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other
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Drug allergies 
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other
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Drug allergies 
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
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lin
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Drug allergies 
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e
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Drug allergies 
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
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e
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Drug allergies 
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


G DZ0025
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1a(30)


1a(30)


1a(30)


02-11-04 02-12-04


02-12-04 02-01-05


A 3 185


02-01-05 02-02-05


02-02-05 02-03-05


G
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0026


T


32
190


1a(30)08-10-04


55 A 3


Collines Dassa Zoume


October, 2004


08-07-04


24-08-04


14-08-04


03-10-04


3


Dassa Zoume


G







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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A 3 190
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0027


E


17
195


1b(40)10-10-04


60 A 3


Collines Dassa Zoume


October, 2004


10-07-04


26-08-04


16-08-04


05-10-04


3


Dassa Zoume


F







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0028


U


12


1a(30)15-10-04


45 W 3


Collines Dassa Zoume


October, 2004


15-07-04


31-08-04


21-08-04


10-10-04


3


Dassa Zoume


K







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0029


M


21


1a(30)


2a


(8) 5.1.05


16-10-04


45 B 4


Collines Dassa Zoume


October, 2004


16-07-04


01-09-04


22-08-04


11-10-04


4


Dassa Zoume


D







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0030


L


38


1a(30)18-10-04


42 B 4


Collines Dassa Zoume


October, 2004


18-07-04


03-09-04


24-08-04


13-10-04


4


Dassa Zoume


S







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


FG0041


W


26


1c20-10-04


55 W 3


Collines Dassa Zoume


October, 2004


20-07-04


05-09-04


26-08-04


15-10-04


3


FG


L







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


FG0042


R


31


1a(30)22-10-04


50 A 3


Collines Dassa Zoume


October, 2004


05-01-05


22-07-04


07-09-04


28-08-04


17-10-04


3


FG


Tambura


RT







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0050


A


38


1a(30)01-11-04


50 B 4


Collines Dassa Zoume


November, 2004


16-12-04


01-08-04


17-09-04


07-09-04


27-10-04


4


FG


K







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0031


J


41


1a(30)02-11-04
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Collines Dassa Zoume


November, 2004


02-08-04


18-09-04


08-09-04


28-10-04


4


Dassa Zoume


T







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0036


D
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51 W 2


Collines Dassa Zoume


November, 2004


18-08-04


04-10-04


24-09-04


13-11-04


2


Dassa Zoume


K







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0037
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0040


N


42


1a(30)02-12-04


45 B 4


Collines Dassa Zoume


December, 2004


02-09-04


18-10-04


08-10-04


27-11-04


4


Dassa Zoume


B







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0041


D


32


1a(30)08-12-04


50 A 3


Collines Dassa Zoume


December, 2004


08-09-04


24-10-04


14-10-04


03-12-04


3


Dassa Zoume


B







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


PA0054


I


29


1a(30)10-12-04


55 A 3


Collines Dassa Zoume


December, 2004


10-09-04


26-10-04


16-10-04


05-12-04


3


FG


H







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0042


Y


19


1a(30)15-12-04


53 A 3


Collines Dassa Zoume


December, 2004


15-09-04


31-10-04


21-10-04


10-12-04


3


Dassa Zoume


D







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0043


R


28


1a(30)


1c: (1) 15.2.05


16-12-04


52 A 3


Collines Dassa Zoume


December, 2004


16-09-04


01-11-04


22-10-04


11-12-04


3


Dassa Zoume


T







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0044


F


39
195


1a(30)18-12-04


50 A 2


Collines Dassa Zoume


December, 2004


01-02-05


18-09-04


03-11-04


24-10-04


13-12-04


2


Dassa Zoume


Parakou


Y







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0045


F


27
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1a(30)20-12-04
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Collines Dassa Zoume


December, 2004


20-09-04


05-11-04


26-10-04


15-12-04


3


Dassa Zoume


E







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0046


K
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Collines Dassa Zoume


December, 2004


22-09-04


07-11-04


28-10-04


17-12-04


3


Dassa Zoume


K







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0047


B
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January, 2005
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3


Dassa Zoume


R







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  
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R
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-
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Drug allergies 
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
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Drug allergies 
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e
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Drug allergies 
 


COHORT:  


NA0061


R


45


1a(30)04-02-05


48 A 3


Collines Dassa Zoume


February, 2005


04-11-04


21-12-04


11-12-04


30-01-05


3


Dassa Zoume


K







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e
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t-l
in


e
 


Drug allergies 
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-
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e
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Drug allergies 
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


EDZ0058


A 3 180


J


1a(30)10-02-05 54







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0059


U


34
190


1a(30)15-02-05


50 A 3


Collines Dassa Zoume


February, 2005


15-11-04


01-01-05


22-12-04


10-02-05


3


Dassa Zoume


F







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


UDZ0059


A 3 190


F


1a(30)15-02-05 50







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0060


M


28


1a(30)16-02-05


49 B 3


Collines Dassa Zoume


February, 2005


16-11-04


02-01-05


23-12-04


11-02-05


3


Dassa Zoume


G







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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1.12.04
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G
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


DZ0061


J


39


1a(30)22-02-05


70 A 3


Collines Dassa Zoume


February, 2005


22-11-04


08-01-05


29-12-04


17-02-05


3


Dassa Zoume


K







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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ART Patient 
Monitoring System 


 
Patient Cards 


 
 
 


Collines District 
Glazoue Health Center (GL) 


 
 
 
 
 
 
 
 


National HIV/AIDS Control Program 
Ministry of Health 







 







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


KA0031


R


39


1a(30)01-08-04


50 A 3


Collines Glazoue


August, 2004


01-05-04


17-06-04


07-06-04


27-07-04


3


FG


F







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


RKA0031
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1a(30)


1a(30)A51


A 3


01-11-04 01-12-04


01-12-04


01-01-05 01-02-05


01-02-05 01-03-05
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50.7


50.8


F
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0001


E


43
175


1a(30)02-08-04


49 A 3


Collines Glazoue


August, 2004


02-05-04


18-06-04


08-06-04


28-07-04


3


Glazoue


KU







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


EGL0001


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)A52 210


02-09-04 02-10-04


02-10-04 02-11-04


49.5


A 3 175


50.0


02-11-04 02-12-04


02-12-04 02-01-05


02-01-05 02-02-05


02-02-05 02-03-05


50.5


51.0


51.5


KU


1a(30)02-08-04 02-09-04 49







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0002


S


24


1b(30)08-08-04


55 A 3


Collines Glazoue


August, 2004


08-05-04


24-06-04


14-06-04


03-08-04


3


Glazoue


T


22-09-04







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


SGL0002


2.11.04


1b(30)


LOST


1b(30)


LOST


1b(30)


1b(30)A54


08-09-04 08-10-04 54.8


A 3


08-11-04 08-12-04


08-01-05 08-02-05


08-02-05 08-03-05


54.5


54.2


T


1b(30)08-08-04 08-09-04 55







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0003


D


36


1a(40)10-08-04


60 A 3


Collines Glazoue


August, 2004


10-05-04


26-06-04


16-06-04


05-08-04


3


Glazoue


G







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


DGL0003


1a(40)


1a(40)


1a(40)


1a(40)


1a(40)


1a(40)A60


10-09-04 10-10-04


10-10-04 10-11-04


60.0


A 3


60.0


10-11-04 10-12-04


10-12-04 10-01-05


10-01-05 10-02-05


10-02-05 10-03-05


60.0


60.0


60.0


G


1a(40)10-08-04 10-09-04 60







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0004


H


32


1a(30)


1c: (1) 15.10.04


2a


(8) 12.1.05


15-08-04


41 B 4


Collines Glazoue


August, 2004


15-05-04


01-07-04


21-06-04


10-08-04


4


Glazoue


H







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


HGL0004


3.6.04


1a(30)


1c


1c


1c


2a


2aW50 150


15-09-04 15-10-04


15-10-04 15-11-04


42.5


B 4


44.0


15-11-04 15-12-04


15-12-04 15-01-05


15-01-05 15-02-05


15-02-05 15-03-05


45.5


47.0


48.5


H


1a(30)15-08-04 15-09-04 41







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0005


J


42
185


1a(30)16-08-04


57 W 3


Collines Glazoue


August, 2004


16-05-04


02-07-04


22-06-04


11-08-04


3


Glazoue


F


30-09-04







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


JGL0005


1a(30)


LOST


1a(30)


LOST


1a(30)


LOST


16-09-04 16-10-04


W 3 185


16-11-04 16-12-04


16-01-05 16-02-05


F


1a(30)16-08-04 16-09-04 57







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0006


Y


13


1a(30)18-08-04


30 A 3


Collines Glazoue


August, 2004


18-05-04


04-07-04


24-06-04


13-08-04


3


Glazoue


T







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


YGL0006


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)W34


18-09-04 18-10-04


18-10-04 18-11-04


30.7


A 3


31.3


18-11-04 18-12-04


18-12-04 18-01-05


18-01-05 18-02-05


18-02-05 18-03-05


32.0


32.7


33.3


T


1a(30)18-08-04 18-09-04 30







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0007


R


42
180


1b(30)20-08-04


54 A 3


Collines Glazoue


August, 2004


20-05-04


06-07-04


26-06-04


15-08-04


3


Glazoue


H







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


RGL0007


1b(30)


1b(30)


1b(30)


1b(30)


1b(30)


1b(30)W57 220


20-09-04 20-10-04


20-10-04 20-11-04


54.5


A 3 180


55.0


20-11-04 20-12-04


20-12-04 20-01-05


20-01-05 20-02-05


20-02-05 20-03-05


55.5


56.0


56.5


H


1b(30)20-08-04 20-09-04 54







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0008


W


17
190


1a(30)22-08-04


50 A 3


Collines Glazoue


August, 2004


22-05-04


08-07-04


28-06-04


17-08-04


3


Glazoue


H







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


WGL0008


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)W52 240


22-09-04 22-10-04


22-10-04 22-11-04


50.3


A 3 190


50.7


22-11-04 22-12-04


22-12-04 22-01-05


22-01-05 22-02-05


22-02-05 22-03-05


51.0


51.3


51.7


H


1a(30)22-08-04 22-09-04 50







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0009


S


38


1a(30)01-09-04


45 B 4


Collines Glazoue


September, 2004


16-10-04


01-06-04


18-07-04


08-07-04


27-08-04


4


Glazoue


Y







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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1a(30)


DEAD


01-10-04 01-11-04


B 4


Y
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0010


D


25


1a(30)02-09-04


41 B 4


Collines Glazoue


September, 2004


02-06-04


19-07-04


09-07-04


28-08-04


4


Glazoue


T


16-11-04







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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LOST
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1a(30)
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02-11-04 02-12-04
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0011


G


19


1a(30)08-09-04


50 A 3


Collines Glazoue


September, 2004


08-06-04


25-07-04


15-07-04


03-09-04


3


Glazoue


J







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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1a(30)


1a(30)


1a(30)


1a(30)


08-10-04 08-11-04
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08-12-04 08-01-05
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0012


D


32
195


1a(30)10-09-04


55 A 3


Collines Glazoue


September, 2004


10-06-04


27-07-04


17-07-04


05-09-04


3


Glazoue


F







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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10-02-05 10-03-05
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0013


A


38
180


1a(30)


1c: (1) 14.10.04


15-09-04


48 A 3


Collines Glazoue


September, 2004


15-06-04


01-08-04


22-07-04


10-09-04


3


Glazoue


V







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


AGL0013


27.05.04


1c


1c


1c


1c


1c


15-10-04 15-11-04


15-11-04 15-12-04


A 3 180


15-12-04 15-01-05


15-01-05 15-02-05


15-02-05 15-03-05


V


1a(30)15-09-04 15-10-04 48







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0014


D


27
185


1a(30)16-09-04


50 A 3


Collines Glazoue


September, 2004


16-06-04


02-08-04


23-07-04


11-09-04


3


Glazoue


LK







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


DGL0014


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)


16-10-04 16-11-04


16-11-04 16-12-04


A 3 185


16-12-04 16-01-05


16-01-05 16-02-05


16-02-05 16-03-05


LK


1a(30)16-09-04 16-10-04 50







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SY0040


G


34


1c18-09-04


50 A 3


Collines Glazoue


September, 2004


31-01-05


18-06-04


04-08-04


25-07-04


13-09-04


3


FG


Tchetti


K







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


GSY0040


1c


1c


1c


1c


T/O


18-10-04 18-11-04


18-11-04 18-12-04


A 3


18-12-04 18-01-05


18-01-05 18-02-05


18-02-05 18-03-05


K


1c18-09-04 18-10-04 50







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0015


E


12


1a(30)20-09-04


32 W 3


Collines Glazoue


September, 2004


20-06-04


06-08-04


27-07-04


15-09-04


3


Glazoue


J







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


EGL0015


15.6.04


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)


20-10-04 20-11-04


20-11-04 20-12-04


W 3


20-12-04 20-01-05


20-01-05 20-02-05


20-02-05 20-03-05


J


1a(30)20-09-04 20-10-04 32







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0016


D


30


1a(30)


2b


(8) 19.12.04


22-09-04


48 A 3


Collines Glazoue


September, 2004


22-06-04


08-08-04


29-07-04


17-09-04


3


Glazoue


D







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


DGL0016


1a(30)


1a(30)


2b


2b


2b


22-10-04 22-11-04


22-11-04 22-12-04


A 3


22-12-04 22-01-05


22-01-05 22-02-05


22-02-05 22-03-05


D


1a(30)22-09-04 22-10-04 48







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0017


H


22


1a(30)24-09-04


39 A 3


Collines Glazoue


September, 2004


24-06-04


10-08-04


31-07-04


19-09-04


3


Glazoue


F







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


HGL0017


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)


24-10-04 24-11-04


24-11-04 24-12-04


A 3


24-12-04 24-01-05


24-01-05 24-02-05


24-02-05 24-03-05


F
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


TB0032


F


32


1a(30)25-09-04


49 A 3


Collines Glazoue


September, 2004


25-06-04


11-08-04


01-08-04


20-09-04


3


FG


U







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


FTB0032


1a(30)


A 3


25-02-05 25-03-05


U


1a(30)25-09-04 49







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0018


F


14


1a(30)01-10-04


31 A 3


Collines Glazoue


October, 2004


01-07-04


17-08-04


07-08-04


26-09-04


3


Glazoue


Y







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


FGL0018


1a(30)


1a(30)


1a(30)


1a(30)


01-11-04 01-12-04


01-12-04 01-01-05


A 3


01-01-05 01-02-05


01-02-05 01-03-05


Y
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0019


S


29
185


1a(30)02-10-04


51 A 3


Collines Glazoue


October, 2004


02-07-04


18-08-04


08-08-04


27-09-04


3


Glazoue


L







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


SGL0019


12.12.04


1a(30)


1a(30)


1a(30)


1a(30)


02-11-04 02-12-04


02-12-04 02-01-05


A 3 185


02-01-05 02-02-05


02-02-05 02-03-05


L


1a(30)02-10-04 02-11-04 51







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0020


I


32
190


1a(30)


2a


(9) 12.12.04


08-10-04


55 A 3


Collines Glazoue


October, 2004


08-07-04


24-08-04


14-08-04


03-10-04


3


Glazoue


Y







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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2a


2a


2a


08-11-04 08-12-04


08-12-04 08-01-05


A 3 190


08-01-05 08-02-05


08-02-05 08-03-05


Y
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0021


I


16
195


1b(40)14-10-04


60 A 3


Collines Glazoue


October, 2004


14-07-04


30-08-04


20-08-04


09-10-04


3


Glazoue


R







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0022


D


27


1a(30)22-10-04


45 W 3


Collines Glazoue


October, 2004


22-07-04


07-09-04


28-08-04


17-10-04


3


Glazoue


K







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


KD0042


M


33


1a(30)22-10-04


50 A 3


Collines Glazoue


October, 2004


22-07-04


07-09-04


28-08-04


17-10-04


3


FG


G







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


MKD0042


1a(30)


1a(30)


1a(30)


22-11-04 22-12-04


22-12-04 22-01-05


A 3


22-01-05 22-02-05


G


1a(30)22-10-04 22-11-04 50







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0023


U


41


1a(30)27-10-04
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Collines Glazoue


October, 2004


27-07-04


12-09-04
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4
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G







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


FG0050


Z


29


1a(30)01-11-04


50 B 4


Collines Glazoue


November, 2004


16-12-04


01-08-04


17-09-04


07-09-04


27-10-04


4


FG


Y







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0024


D


41


1a(30)02-11-04


40 B 4


Collines Glazoue


November, 2004


02-08-04


18-09-04


08-09-04


28-10-04


4


Glazoue


E







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0025


K


4
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1a(30)08-11-04
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Collines Glazoue


November, 2004
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24-09-04
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T







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


KGL0025


1a(30)


1a(30)


1a(30)


08-12-04 08-01-05


08-01-05 08-02-05


A 3 175


08-02-05 08-03-05


T


1a(30)08-11-04 08-12-04 25







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0026


Y


31
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1b(30)10-11-04


58 A 3


Collines Glazoue


November, 2004


10-08-04


26-09-04
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U







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


YGL0026


1b(30)


1b(30)


1b(30)


10-12-04 10-01-05


10-01-05 10-02-05


A 3 185


10-02-05 10-03-05


U


1b(30)10-11-04 10-12-04 58







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0027


W


39


1a(30)15-11-04


50 A 3


Collines Glazoue


November, 2004


15-08-04


01-10-04


21-09-04


10-11-04


3


Glazoue


M







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


WGL0027


1a(30)


1a(30)


1a(30)


15-12-04 15-01-05


15-01-05 15-02-05


A 3


15-02-05 15-03-05


M
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0028


P


16


1a(30)16-11-04


58 W 3


Collines Glazoue


November, 2004


16-08-04


02-10-04


22-09-04


11-11-04


3


Glazoue


UY


31-12-04







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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1a(30)


LOST


1a(30)


16-12-04 16-01-05


W 3


16-02-05 16-03-05


UY
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0029


K


12
190


1a(30)


2b


(8) 9.1.05


18-11-04


51 W 2


Collines Glazoue


November, 2004


18-08-04


04-10-04


24-09-04


13-11-04


2


Glazoue


I







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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1a(30)


2b
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18-12-04 18-01-05


18-01-05 18-02-05


W 2 190


18-02-05 18-03-05


I
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0031


D


36


1a(30)01-12-04


45 B 4


Collines Glazoue


December, 2004


01-09-04


17-10-04


07-10-04


26-11-04


4


Glazoue


F







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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1a(30)
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01-02-05 01-03-05
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0032


F


31


1a(30)02-12-04


45 B 4


Collines Glazoue


December, 2004


02-09-04


18-10-04


08-10-04


27-11-04


4


Glazoue


G







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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13.3.05
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1a(30)


02-01-05 02-02-05


02-02-05 02-03-05
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G
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0033


W


24


1a(30)08-12-04


50 A 3


Collines Glazoue


December, 2004


08-09-04


24-10-04


14-10-04


03-12-04


3


Glazoue


J







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


FG0030


K


28


1a(30)10-12-04


55 A 3


Collines Glazoue


December, 2004


10-09-04


26-10-04


16-10-04


05-12-04


3


FG


J







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0034


E
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1a(30)15-12-04
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Collines Glazoue


December, 2004


15-09-04


31-10-04
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3


Glazoue


F







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


OGL0035


1a(30)


1a(30)


16-01-05 16-02-05


16-02-05 16-03-05


A 3


L


1a(30)16-12-04 16-01-05 52







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0036


W


28
195


1a(30)18-12-04


50 A 2


Collines Glazoue


December, 2004


01-02-05


18-09-04


03-11-04


24-10-04


13-12-04


2


Glazoue


Savalou


C







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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1a(30)


T/O


18-01-05 18-02-05


18-02-05 18-03-05


A 2 195
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0037


V


13
180


1a(30)20-12-04


49 A 3


Collines Glazoue


December, 2004


20-09-04


05-11-04


26-10-04


15-12-04


3


Glazoue


H







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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20-01-05 20-02-05


20-02-05 20-03-05


A 3 180
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0038


T


4
185


1a(40)22-12-04


60 A 3


Collines Glazoue


December, 2004


22-09-04


07-11-04


28-10-04


17-12-04


3


Glazoue


H







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0039


Q


24


1a(30)


1c: (1) 14.1.05


26-12-04


55 A 3


Collines Glazoue


December, 2004


26-09-04


11-11-04


01-11-04


21-12-04


3


Glazoue


J







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


FG0055


X


31


1a(30)01-01-05


50 A 3


Collines Glazoue


January, 2005


01-10-04


17-11-04


07-11-04


27-12-04


3


FG


G







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


NA0059


D


35


1a(30)01-01-05
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January, 2005
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17-11-04
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3


FG


K







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0040


V


22
195


1a(30)08-01-05


51 W 3


Collines Glazoue


January, 2005


08-10-04


24-11-04


14-11-04


03-01-05


3


Glazoue


R







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0041


N


31


1a(30)10-01-05


54 A 3


Collines Glazoue


January, 2005


10-10-04


26-11-04


16-11-04


05-01-05


3


Glazoue


Y







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s
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Drug allergies 
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e
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Drug allergies 
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e
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Drug allergies 
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-
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e
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Drug allergies 
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
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Drug allergies 
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0047


J


41


1a(30)01-02-05


50 A 3


Collines Glazoue


February, 2005


01-11-04


18-12-04


08-12-04


27-01-05


3


Glazoue


T







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0048


L


39


1a(30)02-02-05


50 A 3


Collines Glazoue


February, 2005


02-11-04


19-12-04


09-12-04


28-01-05


3


Glazoue


RT







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0049


R
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1a(30)08-02-05
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Collines Glazoue


February, 2005


08-11-04


25-12-04


15-12-04


03-02-05


2


Glazoue


F







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


RGL0049


13.10.04
W 2 185


F


1a(30)08-02-05 49







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  
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S
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27-12-04


17-12-04
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3


Glazoue


U







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


KG0023


W


31


1a(30)12-02-05


48 A 3


Collines Glazoue


February, 2005


12-11-04


29-12-04


19-12-04


07-02-05


3


KG


H







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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H
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0051


T


38
190


1a(30)15-02-05


50 A 3


Collines Glazoue


February, 2005


15-11-04


01-01-05


22-12-04


10-02-05


3


Glazoue


T







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0052


O


25


1a(30)16-02-05


49 B 3


Collines Glazoue


February, 2005


16-11-04


02-01-05


23-12-04


11-02-05


3


Glazoue


Y







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0053


P


41


1a(30)22-02-05


48 A 3


Collines Glazoue


February, 2005


22-11-04


08-01-05


29-12-04


17-02-05


3


Glazoue


R







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


GL0054


W


28


1a(30)25-02-05


48 A 3


Collines Glazoue


February, 2005


25-11-04


11-01-05


01-01-05


20-02-05


3


Glazoue


G







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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ART Patient 
Monitoring System 


 
Patient Cards 


 
 
 


Collines District 
Savalou Health Center (SA) 


 
 
 
 
 
 
 
 


National HIV/AIDS Control Program 
Ministry of Health 







 







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
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e
 


Drug allergies 
 


COHORT:  


SA0001


D
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Collines Savalou


May, 2004


01-02-04


17-03-04


07-03-04


26-04-04


3


Savalou


F







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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51.3
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
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Drug allergies 
 


COHORT:  


SA0002
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49 A 3


Collines Savalou


May, 2004
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18-03-04
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27-04-04
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
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Drug allergies 
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
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Drug allergies 
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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1a(30)
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56.2


D
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  
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U
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195
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15-02-04
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2
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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57.0
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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49.0
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53.0
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  
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L
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4
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


GSA0008


1a(30)


1a(30)


LOST


1a(30)


LOST


1a(30)A51 190


20-06-04 20-07-04


20-07-04 20-08-04


51.0


A 3 150


51.0


20-09-04 20-10-04


20-11-04 20-12-04


51.0


1a(30)


2a


2a


20-12-04 20-01-05


20-01-05 20-02-05


20-02-05 20-03-05


52.0


53.0


54.1


K


1a(30)20-05-04 20-06-04 51







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


NA0009


R


31


1a(30)


1c: (1) 3/7/04


22-05-04


50 A 3


Collines Savalou


May, 2004


03-12-04


22-02-04


07-04-04


28-03-04


17-05-04


3


NA


Abomey


E







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


RNA0009


1a(30)


1c


1c


1c


1c


1cA52


22-06-04 22-07-04


22-07-04 22-08-04


50.3


A 3


50.7


22-08-04 22-09-04


22-09-04 22-10-04


22-10-04 22-11-04


22-11-04 22-12-04


51.0


51.3


51.7


T/O22-12-04 22-01-05 53.0


E


1a(30)22-05-04 22-06-04 50







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0010


D


35
195


1a(30)01-06-04


48 A 3


Collines Savalou


June, 2004


12-01-05


01-03-04


17-04-04


07-04-04


27-05-04


3


Savalou


Kibele


R







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


DSA0010


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)W52 225


01-07-04 01-08-04


01-08-04 01-09-04


48.7


A 3 195


49.3


01-09-04 01-10-04


01-10-04 01-11-04


01-11-04 01-12-04


01-12-04 01-01-05


50.0


50.7


51.3


1a(30)


T/O


01-01-05 01-02-05


01-02-05 01-03-05


53.0


54.1


R


1a(30)01-06-04 01-07-04 48







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0011


G 


34
170


1a(30)02-06-04


49 A 2


Collines Savalou


June, 2004


02-03-04


18-04-04


08-04-04


28-05-04


2


Savalou


E







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


G SA0011


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)W53 230


02-07-04 02-08-04


02-08-04 02-09-04


49.7


A 2 170


50.3


02-09-04 02-10-04


02-10-04 02-11-04


02-11-04 02-12-04


02-12-04 02-01-05


51.0


51.7


52.3


1a(30)


1a(30)


02-01-05 02-02-05


02-02-05 02-03-05


54.1


55.1


E


1a(30)02-06-04 02-07-04 49







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0012


T


23
190


1a(30)


2b


(8) 15.10.04


08-06-04


46 A 3


Collines Savalou


June, 2004


08-03-04


24-04-04


14-04-04


03-06-04


3


Savalou


H







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


TSA0012


22.8.04


1a(30)


1a(30)


1a(30)


2b


2b


2bA50 235


08-07-04 08-08-04


08-08-04 08-09-04


46.7


A 3 190


47.3


08-09-04 08-10-04


08-10-04 08-11-04


08-11-04 08-12-04


08-12-04 08-01-05


48.0


48.7


49.3


2b


2b


08-01-05 08-02-05


08-02-05 08-03-05


51.0


52.0


H


1a(30)08-06-04 08-07-04 46







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0013


E


36
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1a(30)10-06-04


50 A 2


Collines Savalou


June, 2004


10-03-04


26-04-04


16-04-04


05-06-04


2


Savalou


IT







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


ESA0013


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)W53 225


10-07-04 10-08-04


10-08-04 10-09-04


50.5


A 2 195


51.0


10-09-04 10-10-04


10-10-04 10-11-04


10-11-04 10-12-04


10-12-04 10-01-05


51.5


52.0


52.5


1a(30)


1a(30)


10-01-05 10-02-05


10-02-05 10-03-05


54.1


55.1


IT
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0014
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15-03-04


01-05-04
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3


Savalou


I







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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1a(30)
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1a(30)


1a(30)


1a(30)W56


15-07-04 15-08-04


15-08-04 15-09-04


55.2


W 3


55.3


15-09-04 15-10-04


15-10-04 15-11-04


15-11-04 15-12-04


15-12-04 15-01-05


55.5


55.7


55.8


1a(30)


1a(30)


15-01-05 15-02-05


15-02-05 15-03-05


57.1


58.2


I
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  
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4
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Y







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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16-07-04 16-08-04


16-08-04 16-09-04


48.3


B 4


48.7


16-09-04 16-10-04


16-10-04 16-11-04


16-11-04 16-12-04


16-12-04 16-01-05


49.0


49.3


49.7


1a(30)


1a(30)


16-01-05 16-02-05


16-02-05 16-03-05


51.0


52.0


Y
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


YG0014


L


25


1a(30)18-06-04


43 B 4


Collines Savalou


June, 2004


30-12-04


18-03-04
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4
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


LYG0014


04.03.0412.6.04


1a(30)


1a(30)


1a(30)A48


B 4


18-10-04


18-11-04 18-12-04


18-12-04 18-01-05


46.3


47.2


DEAD


T


12.2.05 1a(30)18-06-04 43







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


IB0025


G


29


1a(30)


1c: (1) 4/1/05


20-06-04


51 A 3


Collines Savalou


June, 2004


20-03-04


06-05-04


26-04-04


15-06-04


3


GD


G







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


GIB0025


1a(30)


1a(30)A53


A 3


20-11-04 20-12-04


20-12-04 20-01-05


52.7


1c


1c


20-01-05 20-02-05


20-02-05 20-03-05


54.1


55.1


G
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0016


R


37


1a(30)22-06-04


50 A 3


Collines Savalou


June, 2004


22-03-04


08-05-04


28-04-04


17-06-04


3


Savalou


YT







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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22-07-04 22-08-04


22-08-04 22-09-04
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A 3
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22-11-04 22-12-04


22-12-04 22-01-05


51.0


51.3


51.7


1a(30)


1a(30)


22-01-05 22-02-05


22-02-05 22-03-05


53.0


54.1


YT
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0017


D


40


1a(30)01-07-04


45 B 4


Collines Savalou


July, 2004


14-09-04


01-04-04


17-05-04


07-05-04


26-06-04


4


Savalou


U







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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1a(30)
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U
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0018


G 


45


1a(30)02-07-04


40 B 4


Collines Savalou


July, 2004


02-04-04


18-05-04


08-05-04


27-06-04


4


Savalou


G


14-11-04
17-07-04 1







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


HY0030


T


26


1b(30)08-07-04


50 A 3


Collines Savalou


July, 2004


08-04-04


24-05-04


14-05-04


03-07-04


3


HY


R







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


THY0030


1b(30)


1b(30)


1b(30)W54 235


A 3


08-11-04


08-12-04 08-01-05


08-01-05 08-02-05


52.7


53.3


1b(30)08-02-05 08-03-05 55.1


R


1b(30)08-07-04 50







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0019


E


6


1a(30)10-07-04


25 A 3


Collines Savalou


July, 2004


10-04-04


26-05-04


16-05-04


05-07-04


3


Savalou


O







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


ESA0019


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)W30 225


10-08-04 10-09-04


10-09-04 10-10-04


25.8


A 3


26.7


10-10-04 10-11-04


10-11-04 10-12-04


10-12-04 10-01-05


10-01-05 10-02-05


27.5


28.3


29.2


1a(30)10-02-05 10-03-05 30.6


O


1a(30)10-07-04 10-08-04 25







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0020


U


28


1a(30)15-07-04


50 A 3


Collines Savalou


July, 2004


26-01-05


15-04-04


31-05-04


21-05-04


10-07-04


3


Savalou


Akwanga


T







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


USA0020


12.9.04


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)W55


15-08-04 15-09-04


15-09-04 15-10-04


50.8


A 3


51.7


15-10-04 15-11-04


15-11-04 15-12-04


15-12-04 15-01-05


15-01-05 15-02-05


52.5


53.3


54.2


T/O15-02-05 15-03-05 56.1


T


1a(30)15-07-04 15-08-04 50







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0021


M


36


1a(30)16-07-04


51 A 3


Collines Savalou


July, 2004


16-04-04


01-06-04


22-05-04


11-07-04


3


Savalou


J


30-08-04







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


MSA0021


1a(30)


LOST


1a(30)


LOST


1a(30)


1a(30)A51


16-08-04 16-09-04 51.0


A 3


16-10-04 16-11-04


16-12-04 16-01-05


16-01-05 16-02-05


51.0


51.0


1a(30)16-02-05 16-03-05 52.0


J


1a(30)16-07-04 16-08-04 51







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0022


L


38
185


1a(30)18-07-04


47 W 2


Collines Savalou


July, 2004


18-04-04


03-06-04


24-05-04


13-07-04


2


Savalou


K







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


LSA0022


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)W52 245


18-08-04 18-09-04


18-09-04 18-10-04


47.8


W 2 185


48.7


18-10-04 18-11-04


18-11-04 18-12-04


18-12-04 18-01-05


18-01-05 18-02-05


49.5


50.3


51.2


1a(30)18-02-05 18-03-05 53.0


K


1a(30)18-07-04 18-08-04 47







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0023


G


29
180


1b(30)


2a


(8) 10.11.04


20-07-04


57 A 3


Collines Savalou


July, 2004


20-04-04


05-06-04


26-05-04


15-07-04


3


Savalou


J







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


GSA0023


1b(30)


1b(30)


1b(30)


2a


2a


2aA57 200


20-08-04 20-09-04


20-09-04 20-10-04


57.0


A 3 180


57.0


20-10-04 20-11-04


20-11-04 20-12-04


20-12-04 20-01-05


20-01-05 20-02-05


57.0


57.0


57.0


2a20-02-05 20-03-05 58.1


J


1b(30)20-07-04 20-08-04 57







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0024


R


30
175


1a(30)22-07-04


49 A 3


Collines Savalou


July, 2004


22-04-04


07-06-04


28-05-04


17-07-04


3


Savalou


R







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


RSA0024


22.7.04


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)A52 210


22-08-04 22-09-04


22-09-04 22-10-04


49.5


A 3 175


50.0


22-10-04 22-11-04


22-11-04 22-12-04


22-12-04 22-01-05


22-01-05 22-02-05


50.5


51.0


51.5


1a(30)22-02-05 22-03-05 53.0


R


1a(30)22-07-04 22-08-04 49







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


YG0031


D


40


1a(30)01-08-04


50 A 3


Collines Savalou


August, 2004


01-05-04


17-06-04


07-06-04


27-07-04


3


YG


B







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


DYG0031


1a(30)


1a(30)


1a(30)


1a(30)A51


A 3


01-11-04 01-12-04


01-12-04


01-01-05 01-02-05


01-02-05 01-03-05


50.5


50.7


50.8


B


1a(30)01-08-04 50







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
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1s
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Drug allergies 
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
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lin
e


 
1s


t-l
in


e
 


Drug allergies 
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24-06-04
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-
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Drug allergies 
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other
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Drug allergies 
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other
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Drug allergies 
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


MSA0028


1a(30)


LOST


1a(30)


LOST


1a(30)


LOST


16-09-04 16-10-04


W 3 185


16-11-04 16-12-04


16-01-05 16-02-05


H


1a(30)16-08-04 16-09-04 57







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0029


L


38


1a(30)18-08-04


43 A 3


Collines Savalou


August, 2004


18-05-04


04-07-04


24-06-04


13-08-04


3


Savalou


G







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


LSA0029


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)W48


18-09-04 18-10-04


18-10-04 18-11-04


43.8


A 3


44.7


18-11-04 18-12-04


18-12-04 18-01-05


18-01-05 18-02-05


18-02-05 18-03-05


45.5


46.3


47.2


G
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0030


G


29
180


1b(30)20-08-04


54 A 3


Collines Savalou


August, 2004


20-05-04


06-07-04


26-06-04


15-08-04


3


Savalou


R







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


GSA0030


1b(30)


1b(30)


1b(30)


1b(30)


1b(30)


1b(30)W57 220


20-09-04 20-10-04


20-10-04 20-11-04


54.5


A 3 180


55.0


20-11-04 20-12-04


20-12-04 20-01-05


20-01-05 20-02-05


20-02-05 20-03-05


55.5


56.0


56.5


R
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0031


R


30
190


1a(30)22-08-04


50 A 3


Collines Savalou


August, 2004


22-05-04


08-07-04


28-06-04


17-08-04


3


Savalou


G







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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1a(30)


1a(30)W52 240


22-09-04 22-10-04


22-10-04 22-11-04


50.3


A 3 190


50.7


22-11-04 22-12-04


22-12-04 22-01-05


22-01-05 22-02-05


22-02-05 22-03-05


51.0


51.3


51.7


G
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0032


D


40


1a(30)01-09-04


45 B 4


Collines Savalou


September, 2004


16-10-04


01-06-04


18-07-04


08-07-04


27-08-04


4


Savalou


F







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0033


G 


45


1a(30)02-09-04


41 B 4


Collines Savalou


September, 2004


02-06-04


19-07-04


09-07-04


28-08-04


4


Savalou


H


16-11-04







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0037


M


36
185


1a(30)16-09-04


50 A 3


Collines Savalou


September, 2004


16-06-04


02-08-04


23-07-04


11-09-04


3


Savalou


J







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


MSA0037


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)


16-10-04 16-11-04


16-11-04 16-12-04


A 3 185


16-12-04 16-01-05


16-01-05 16-02-05


16-02-05 16-03-05


J


1a(30)16-09-04 16-10-04 50







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


IB0040


L


38


1c18-09-04


50 A 3


Collines Savalou


September, 2004


31-01-05


18-06-04


04-08-04


25-07-04


13-09-04


3


GD


Yambio


I







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


LIB0040


1c


1c


1c


1c


T/O


18-10-04 18-11-04


18-11-04 18-12-04


A 3


18-12-04 18-01-05


18-01-05 18-02-05


18-02-05 18-03-05


I


1c18-09-04 18-10-04 50







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0038


G


29


1a(30)20-09-04


55 W 3


Collines Savalou


September, 2004


20-06-04


06-08-04


27-07-04


15-09-04


3


Savalou


R







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


GSA0038


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)


20-10-04 20-11-04


20-11-04 20-12-04


W 3


20-12-04 20-01-05


20-01-05 20-02-05


20-02-05 20-03-05


R


1a(30)20-09-04 20-10-04 55







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0039


R


14


1a(30)22-09-04


35 A 3


Collines Savalou


September, 2004


22-06-04


08-08-04


29-07-04


17-09-04


3


Savalou


DF







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


RSA0039


1a(30)


1a(30)


1a(30)


1a(30)


1a(30)


22-10-04 22-11-04


22-11-04 22-12-04


A 3


22-12-04 22-01-05


22-01-05 22-02-05


22-02-05 22-03-05


DF


1a(30)22-09-04 22-10-04 35







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0040


D


40


1a(30)01-10-04


50 A 3


Collines Savalou


October, 2004


01-07-04


17-08-04


07-08-04


26-09-04


3


Savalou


L







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


DSA0040


1a(30)


1a(30)


1a(30)


1a(30)


01-11-04 01-12-04


01-12-04 01-01-05


A 3


01-01-05 01-02-05


01-02-05 01-03-05


L
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0041


G 


45
185


1a(30)02-10-04


51 A 3


Collines Savalou


October, 2004


02-07-04


18-08-04


08-08-04


27-09-04


3


Savalou


Y







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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02-01-05 02-02-05
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0042


T


14
190


1a(30)08-10-04


34 A 3


Collines Savalou


October, 2004


08-07-04


24-08-04


14-08-04


03-10-04


3


Savalou


K







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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1a(30)
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08-11-04 08-12-04


08-12-04 08-01-05


A 3 190


08-01-05 08-02-05
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0043


E


27
195


1b(40)10-10-04


60 A 3


Collines Savalou


October, 2004


10-07-04


26-08-04


16-08-04


05-10-04


3


Savalou


GR







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0044


U


28


1a(30)15-10-04


45 W 3


Collines Savalou


October, 2004


15-07-04


31-08-04


21-08-04


10-10-04


3


Savalou


Y







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0045


M


36


1a(30)16-10-04


45 B 4


Collines Savalou


October, 2004


16-07-04


01-09-04


22-08-04


11-10-04


4


Savalou


HM







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0046


L


38


1a(30)18-10-04


42 B 4


Collines Savalou


October, 2004


18-07-04


03-09-04


24-08-04


13-10-04


4


Savalou


G







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


NA0041


G


29


1c20-10-04


55 W 3


Collines Savalou


October, 2004


20-07-04


05-09-04


26-08-04


15-10-04


3


NA


T







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


IB0042


R
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1a(30)22-10-04


50 A 3


Collines Savalou


October, 2004


05-01-05
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28-08-04
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3
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


HY0050


D


40


1a(30)01-11-04


50 B 4


Collines Savalou


November, 2004


16-12-04


01-08-04


17-09-04


07-09-04


27-10-04


4


HY


F







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0047


G 


45


1a(30)02-11-04


40 B 4


Collines Savalou


November, 2004


02-08-04


18-09-04


08-09-04


28-10-04


4


Savalou


Y







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0048


T
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1a(30)08-11-04
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Collines Savalou


November, 2004


08-08-04


24-09-04


14-09-04


03-11-04


3
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Y







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0049


E
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58 A 3


Collines Savalou


November, 2004
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K







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0050


U


28


1a(30)15-11-04


50 A 3


Collines Savalou


November, 2004


15-08-04


01-10-04


21-09-04


10-11-04


3


Savalou


G







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0051


M
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


LSA0052


2.8.04


1a(30)


1a(30)


1a(30)


18-12-04 18-01-05


18-01-05 18-02-05


W 2 190


18-02-05 18-03-05


J


1a(30)18-11-04 18-12-04 51







Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0053


G


29


1a(30)
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0055
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0056
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


EYG0054
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1a(30)


10-01-05 10-02-05


10-02-05 10-03-05


A 3


L
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0058


U


34


1a(30)15-12-04


53 A 3


Collines Savalou


December, 2004


15-09-04


31-10-04


21-10-04


10-12-04


3


Savalou


KL







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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A 3
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0059


M


28


1a(30)16-12-04


52 A 3


Collines Savalou


December, 2004


16-09-04


01-11-04


22-10-04


11-12-04


3


Savalou


T







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


MSA0059


1a(30)


1a(30)


16-01-05 16-02-05


16-02-05 16-03-05


A 3


T
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0060


L


29
195


1a(30)18-12-04


50 A 2


Collines Savalou


December, 2004


01-02-05


18-09-04


03-11-04


24-10-04


13-12-04


2


Savalou


Savalou


D







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0061


G


29
180


1a(30)20-12-04


49 A 3


Collines Savalou


December, 2004


20-09-04


05-11-04


26-10-04


15-12-04


3


Savalou


R







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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A 3 180
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0062


R


13
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1a(40)22-12-04


40 A 3


Collines Savalou


December, 2004


22-09-04


07-11-04


28-10-04


17-12-04


3


Savalou


YI







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0063


T


23
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1a(30)08-01-05


51 W 3


Collines Savalou


January, 2005


08-10-04


24-11-04


14-11-04


03-01-05


3


Savalou


R







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0064


E


30


1a(30)10-01-05
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Collines Savalou


January, 2005


10-10-04


26-11-04


16-11-04


05-01-05


3


Savalou


U







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0065


U
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15-10-04


01-12-04
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4
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Y







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  
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Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0067


R


45
190


1a(30)22-01-05
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January, 2005


22-10-04


08-12-04


28-11-04


17-01-05


2
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Y







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0068


D


35


1a(30)01-02-05


50 A 3


Collines Savalou


February, 2005


01-11-04


18-12-04


08-12-04


27-01-05


3


Savalou


R







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0069


G 


40


1a(30)02-02-05


50 A 3


Collines Savalou


February, 2005


02-11-04


19-12-04


09-12-04


28-01-05


3


Savalou


J







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0070


T


23
185


1a(30)08-02-05


49 W 2


Collines Savalou


February, 2005


08-11-04


25-12-04


15-12-04


03-02-05


2


Savalou


H







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0071


E


30
180


1a(30)10-02-05


54 A 3


Collines Savalou


February, 2005


10-11-04


27-12-04


17-12-04


05-02-05


3


Savalou


E







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0072


U


34
190


1a(30)15-02-05


50 A 3


Collines Savalou


February, 2005


15-11-04


01-01-05


22-12-04


10-02-05


3


Savalou


U







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0073


M


28


1a(30)16-02-05


49 B 3


Collines Savalou


February, 2005


16-11-04


02-01-05


23-12-04


11-02-05


3


Savalou


FK







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  
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Date 
 
_______ Confirmed HIV+ test   Where__________________   HIV 1  2   Ab / PCR
 
_______ Enrolled in HIV care 


 ARV therapy 
_______ Medically eligible     Clinical stage_____ 
 
 Why eligible:       Clinical only               CD4/%_______        TLC 
 
_______ Medically eligible and ready for ART 
 
_______ Transferred in from_______________ART started_____________ 
 
_______ Start ART 1st-line initial regimen:___________________ 
  
 At start ART: Weight _____ Function_____ Clinical stage_____ 


 Substitute within 1st-line:  
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 Switch to 2nd-line (or substitute within 2nd-line):       
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______ New regimen____________________________   Why_______ 
 
_______  Dead       
 
_______ Transferred out     To where:__________________________ 


Unique #           HIV CARE/ART CARD ____ 
 
District _______________ Health unit_______________ District clinician/team__________
 
Name___________________________________ Pt clinic #________________
 
 Sex:  M    F         Age_______   DOB___________  Marital status__________ 
 
Address_____________________________________________________
 
Telephone (whose):_________________________________________________________
 


Treatment supporter/med pick-up if ill:__________________________________________
 
Address__________________________________________________________________
 
Telephone (whose):_________________________________________________________
 
Home-based care provided by:________________________________________________


Care entry point: 
 PMTCT 
 Medical 
 Under5 
 TB 
 STI 


 
 Private/Co 
 Inpatient 
 IDU 
 Adol 
 Sex 


 
 Self-refer 
 CBO 
 Other: 


 


Names of family 
members and 
partners 


Age HIV 
+/- 


HIV 
care 
Y/N 


Unique no. 


     


     


     


     


     


ART treatment interruptions 


Stop 
Lost  
(circle) 


Date Why Date if 
Restart: 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


Stop 
Lost 


(if < 18 mo)


Prior ART:  
  Transfer in with records  
  Earlier ARV but not a transfer in 
  PMTCT only 
  None Outpatient Outreach 


Why SUBSTITUTE or SWITCH codes:
1  Toxicity/side effects 
2  Pregnancy  
3  Risk of pregnancy 
4  Due to new TB 
5  New drug available 
6  Drug out of stock 
7  Other reason (specify) 
Reasons for SWITCH to 2nd-line regimen only:   
8  Clinical treatment failure 
9  Immunologic failure 
10 Virologic failure


Why STOP codes:
1  Toxicity/side effects 
2  Pregnancy 
3  Treatment failure 
4  Poor adherence 
5  Illness, hospitalization 
6  Drugs out of stock 
7  Patient lacks finances 
8  Other patient decision 
9  Planned Rx interruption 
10 Other


2n
d-


lin
e


 
1s


t-l
in


e
 


Drug allergies 
 


COHORT:  


SA0074


R


45


1a(30)22-02-05


48 A 3


Collines Savalou


February, 2005


22-11-04


08-01-05


29-12-04


17-02-05


3


Savalou


J







 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Adherence % Missed 
doses per 


month 
G(good) ≥ 95% ≤ 3 doses 


F(fair) 85-94% 4-8 doses 


P(poor) < 85% ≥ 9 doses 


Codes for potential 
side effects or other 
problems: 
Nausea 
Diarrhoea 
Fatigue 
Headache 
BN 
burning/numb/tingling 
Rash 
Anaemia 
ABdominal pain 
Jaundice 
FAT changes 
CNS: dizzy, anxiety, 
nightmare, depression 


Codes for new OI or other 
problems: 
Zoster 
Pneumonia 
DEmentia/Enceph 
Thrushoral/vaginal 
FEVER 
COUGH 
DB difficult breathing 
IRIS Immune reconstitution  
inflammatory syndrome 
Weight loss 
UD urethral discharge 
PID pelvic inflammatory disease 
GUD genital ulcer disease 
Ulcersmouth or other  


Codes for why poor/ fair 
adherence: 
1  Toxicity/side effects 
2  Share with others 
3  Forgot 
4  Felt better 
5  Too ill 
6  Stigma, disclosure or privacy 


issues 
7  Drug stock out—dispensary 
8  Patient lost/ran out of pills 
9  Delivery/travel problems 
10  Inability to pay 
11  Alcohol 
12  Depression 
13  Other_________________ 


Codes for TB status (check on each visit): 
No signs = no signs or symptoms of TB 
TB refer = TB suspected and referred for evaluation 
INH = currently on INH prophylaxis (IPT) 


TB Rx = currently on TB treatment. Record TB card # 
Sputums = TB suspected and sputum sample sent or 


record results 


Pregnancy/family planning status if woman is of 
childbearing age: 
P = Pregnant 


If pregnant, give estimated due date (EDD) and write 
PMTCT if referred to PMTCT 


FP= Not pregnant and on family planning 
If using FP, note methods (note: more than 1 method 
may be recorded) 


No FP = Not pregnant and not using FP  


Codes for ART adherence. 
Estimate adherence for twice 
daily ART using the table below: 


Unique #             HIV CARE/ART CARD                   Name________________ 
Date 
Check if  


scheduled. 
Write in 
alternate 


pick-up if ill 


Follow-
up 


date 


Duration 
in 


months 
since 
first 


starting 
ART/ 
since 


starting 
current 
regimen 


Wt 
 


If Pregnant 
EDD?PMTCT?  
FP/no FP 
If FP write 
method(s) 
 
If child write 
height 


Function
 
 


Work 
 
Amb 
 
Bed 
 


WHO 
clinical 
stage 


TB  
status 


 
 


Potential  
SIDE EFFECTS  


New OI,  
Other PROBLEMS   


Cotri-
moxazole
 
 
 
 
 
 
 
Adhere   Dose


Other meds 
dispensed 


ARV drugs 
 
 
 
 
 
Adhere/         Regimen/ 
Why         Dose dispensed 


CD4 Hgb, 
RPR, 
TLC, 
other 
lab 


Refer or  
consult or  
link/ 
provide 
 
If 
hospitalized, 
# of days  


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


                 


RSA0074


A 3


J


1a(30)22-02-05 48











RDQA Curriculum Materials/RDQA Case Study Materials/RDQA Training_Data Summary Template_ART Case Study_Facilitator.xls
Intermediate Aggregation Level

		

								Feb '05

				District				ART		Avai.		Comp.		On-time

				1		Alibori		361		Yes		Yes		No

				2		Atakora		302		Yes		Yes		No

				3		Atlantique		463		Yes		Yes		No

				4		Borgu		360		Yes		Yes		No

				5		Collines		317		Yes		Yes		No

				6		Couffo		182		Yes		Yes		No

				7		Donga		80		Yes		Yes		Yes

				8		Littoral		388		Yes		Yes		No

				9		Mono		263		Yes		Yes		No

				10		Oueme		299		Yes		Yes		No

				11		Plateau		284		Yes		Yes		No

				12		Zou		222		Yes		Yes		No

				13

				14

				15

				16

				17

				18

				19

				20

				21

				22

				23

				24

				25

						Recounted:		3,521

										12		12		1

						Reported:		3574

								98.52%		100.00%		100.00%		8.33%





Service Delivery Point Level

				DISTRICT:  Atakora

												Feb-05

				No.				Facility		Recounted		Reported		At National		Avai.		Comp.		On-time

						1		Djougou		78		81				Yes		No		Yes						= audited facility

						2		Natitingou		74		74				Yes		Yes		No

						3		Ouake		53		53				Yes		Yes		No

						4		Penjari				30				Yes		Yes		Yes

						5		Porga				67				Yes		No		No

								Total				305		0

								District Report				302

								VF				101.0%

														0.00		5		3		2

																1.00		0.60		0.40

				DISTRICT:  Borgu

												Feb-05

				No.				Facility		Recounted		Reported		At National		Avai.		Comp.		On-time

						1		Kalale		47		47				Yes		No		Yes

						2		Nikki				56				Yes		Yes		No

						3		Parakou		131		124				Yes		No		Yes

						4		Kandi		87		80				Yes		Yes		Yes

						5		Ndali				33				Yes		No		No

								Total				340		0

								District Report				360

								VF				94.4%

														0.00		5		2		3

																1.00		0.40		0.60

				DISTRICT:  Collines

												Feb-05

				No.				Facility		Recounted		Reported		At National		Avai.		Comp.		On-time

						1		Savalou		73		71				Yes		Yes		Yes

						2		Dassa Zoume		62		63				Yes		Yes		No

						3		Glazoue		57		68				Yes		Yes		No

						4		Bante				40				Yes		Yes		No

						5		Save				37				Yes		Yes		Yes

						6		Ouesse				48				Yes		Yes		No

								Total				327		0

								District Report				302

								VF				108.3%

														0.00		6		6		2

																1.00		1.00		0.33
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Intermediate Aggregation Level

		

				National Level M&E Unit

								Feb '05

				District				ART		Avai.		Comp.		On-time

				1		Alibori

				2		Atakora

				3		Atlantique

				4		Borgu

				5		Collines

				6		Couffo

				7		Donga

				8		Littoral

				9		Mono

				10		Oueme

				11		Plateau

				12		Zou

				13

				14

				15

				16

				17

				18

				19

				20

				21

				22

				23

				24

				25

						Recounted:		0

										0		0		0

						Reported:

								0.00%		0.00%		0.00%		0.00%





Service Delivery Point Level

				DISTRICT:  Atakora

												Feb-05

				No.				Facility		Recounted		Reported		At National		Avai.		Comp.		On-time

						1		Djougou		78		81				Yes		No		Yes						= audited facility

						2		Natitingou		74		74				Yes		Yes		No

						3		Ouake		53		53				Yes		Yes		No

						4		Penjari				30				Yes		Yes		Yes

						5		Porga				67				Yes		No		No

								Total				305		0

								District Report				302

								VF				101.0%

														0.00		5		3		2

																1.00		0.60		0.40

				DISTRICT:  Borgu

												Feb-05

				No.				Facility		Recounted		Reported		At National		Avai.		Comp.		On-time

						1		Kalale		47		47				Yes		No		Yes

						2		Nikki				56				Yes		Yes		No

						3		Parakou		131		124				Yes		No		Yes

						4		Kandi		87		80				Yes		Yes		Yes

						5		Ndali				33				Yes		No		No

								Total				340		0

								District Report				360

								VF				94.4%

														0.00		5		2		3

																1.00		0.40		0.60

				DISTRICT:  Collines

												Feb-05

				No.				Facility		Recounted		Reported		At National		Avai.		Comp.		On-time

						1		Savalou

						2		Dassa Zoume

						3		Glazoue

						4		Bante

						5		Save

						6		Ouesse

								Total				0		0

								District Report

								VF				0.0%

														0.00		0		0		0

																0.00		0.00		0.00
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RDQA Exercise: Data Verifications at Intermediate Level


The Global Fund has selected the Round six, HIV/AIDS Care and Prevention in Kenya


grant for a data quality audit. Your organization has been selected to conduct the DQA and you are at the Intermediate Aggregation Site in Tana River District, Coast Province. In consultation with the Global Fund you have selected the indicator ‘Number of clients counseled and tested, and received results for PMTCT’.


You have monthly report forms for the month of November, 2007 from PMTCT Service Delivery Sites in Tana River District. You also have the Tana River Intermediate Site aggregate report for the same month and year.


1. Recount the value of the indicator ‘Number of clients counseled and tested, and received results for PMTCT’ for the Intermediate Aggregation Site. Use the Excel file ‘Data Summary Template.xls’ to organize your data.


2. Find the value of the indicator reported by the Intermediate Aggregation Site and calculate the verification factor.


3. Calculate availability, timeliness and completeness for the Intermediate Aggregation Site.
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DQA Exercise: Data Verifications at M&E Unit (National) Level


The Global Fund has selected the Round six, HIV/AIDS Care and Prevention in Kenya


grant for a data quality audit. Your organization has been selected to conduct the DQA and you are at the M&E Unit for the HIV/AIDS National Program in Nairobi. In


consultation with the Global Fund you have selected the indicator ‘Number of clients


counseled and tested, and received results for PMTCT’.


You have monthly report forms for the month of November, 2007 from PMTCT


Intermediate Aggregation Sites (Districts). You also have the M&E Unit monthly


aggregate report for the same month and year.


1. Recount the value of the indicator ‘Number of clients counseled and tested, and received results for PMTCT’ for the M&E Unit. Use the Excel file ‘Data


Summary Template.xls’ to organize your data.


2. Find the value of the indicator reported by the M&E Unit and calculate the


verification factor.


3. Calculate availability, timeliness and completeness for the M&E Unit.
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How to Use this Manual

Because this curriculum is created as a template, please be mindful of the context of the country and the health system where the DQA tool will be implemented. Depending on this context, changes to the power point presentations, to the manuals and other documents to be used will be necessary. Therefore, the facilitator should be prepared, plan the session carefully and know exactly what he is going to cover. To do this he will need to read the facilitator’s notes and the training manual and to familiarize himself/herself with the exercises and the evaluation.

The purpose of this manual is not to guide word by word what the facilitator will say to the audience. Rather, it provides the platform for each session and the main messages. The facilitator manual is organized into 10 sessions based on the framework below. The curriculum includes a case study that is intended to address the needs of participants in the next following sessions at various levels of learning. Another useful workshop activity is the case study which requires participants to answer a series of questions. The case study should be a “typical” case of data collection and reporting  that highlights problems in report aggregation, double counting errors, data completeness and timeliness.


Once the power points presentations are finalized (after adjusting them to the context of the country and the M&E health system), they should be printed and placed in the appropriate places as indicated in the manual. The main key points of discussion and important questions will be emphasized for each section in this manual in order for the facilitator to take into consideration when preparing for the three day DQA workshop. These points and questions are what this facilitator's manual suggests to be used during class discussions. The facilitator can add more points and/or questions as needed.


This curriculum suggests two timelines or schedules to be considered when planning a three day DQA workshop. The first table presents the timeline where the learning will happen only in the classroom through power point presentations, discussions and exercises. 


The second table presents another version of the timeline - one where a field trip is organized in health posts or facilities where the workshop participants together with the instructors practice the skills in data verification looking at actual registrars and documents and filling out the DQA tool. Some of the topics will be taught briefly in order to make time for this exercise. If this timeline is used, this manual suggests that the presentations that will take place on the third day be delivered in a more concise way in order to be covered at a shorter time.  In case time doesn't allow for all these presentations to be covered during the workshop, they can still be included in the Participant's Manual and the workshop participants can refer to them after the workshop.


Goal of this training 


The present training curriculum is designed to develop among participants the knowledge and skills required to respond effectively and appropriately to inaccurate, incomplete and inconsistent data. The course will focus on routine information system. 


Target Audience


The course is designed for leaders, supervisors, data collectors and managers of public/private programs and operations


Learning Objectives 


At the end of the course, the participants will be able to:


· Identify the elements of data quality assessment

· Describe the standards for data quality

· Explain and interpret data quality assessment results

· Use graphs and tables for summarizing data and preparing reports


Workshop Methods


A variety of training methods are used in each of the sessions. Methods include small group work, individual work, exercises, lecture, and large group discussions. Facilitators should take care to avoid lengthy lecture or large group discussions, always remembering that individual participants learn through different methods. Adults learn best when there are ample opportunities to participate, so a number of different small and large group activities are suggested at different stages of the curriculum.

The workshop suggests two avenues for organizing and conducting the workshop. One is outlined in Table 1 and the other in Table 2. The former one includes a field trip, where the workshop participants and the trainers can visit different facilities and imitate an audit. The purpose of this field trip is to make the workshop participants comfortable with the concepts taught in the workshop but also with implementing them in their respective programs. The facilities to be visited during this field trip need to be contacted in advance and this trip should be planned carefully. 


At the end of the field trip, the trainers and the workshop participants will discuss what they learned and what they observed. In addition, they can clarify any misconceptions that might have arisen. 


At the end of the this day, when the workshop is over, workshop participants that would like to discuss with the trainers one to one on how to implement the RDQA tool to their specific program, can do so by talking to the trainers. This is a great opportunity for the workshop participants to get mentored more specifically to the needs of their health programs.


Sessions layout


Each session begins with the list of the documents to be read in advance (preparation), key points that serves as reminders to the facilitator about the important messages that should come out of the lecture/presentation and suggests a few questions to get the audience thinking beyond what they heard. 

Table 1: Suggested Timeline for the Workshop including a field trip

		

		Time Allotted

		Topic



		Day 1



		9:00 - 9:30

		30 min

		Registration & Coffee



		9:30 - 10:00

		30 min

		Welcome & Introduction



		10:00 - 11:00

		60 min

		Session 1:  What is Data Quality?



		11:00 - 12:00

		60 min

		Session 2: Examples of  Poor Data Quality



		12:00 - 1:00

		60 min

		LUNCH



		1:00 - 2:00

		60 min

		Session 3: Introduction to RDQA Tool



		2:00 - 3:00

		60 min

		Session 4: Using the RDQA tool for Data Verification



		3:00 - 4:30

		90 min

		Exercise: Data Verification at all levels



		4:30 - 5:00

		15 min

		Wrap up and Evaluation



		

		

		Steering Committee Meeting



		Day 2



		8:30 - 9:00

		30 min

		Review of Previous Day & Preview of Upcoming Day



		9:00 - 10:00

		60 min

		Session 5: Using the RDQA tool for System Assessment



		10:00 - 12:30

		150 min

		Case Study: Comprehensive Exercise to Trace and Verify Indicator Data from SDP to National



		12:30 - 1:30

		60 min

		LUNCH



		1:30 - 3:00

		90 min

		Case Study: Continuation (Discuss & Conclude)



		3:00 - 4:00

		60 min

		Session 6: Understanding and Using RDQA Output



		4:00 - 4:30

		30 min

		Wrap up and Evaluation



		

		

		Steering Committee Meeting



		Day 3



		8:30 - 9:00

		30 min

		Review of Previous Day & Preview of Upcoming Day



		9:00 - 10:00

		60 min

		Session 7: Developing Action Plans



		10:00 - 11:00

		60 min

		Session 8: Disseminating results



		11:00 - 12:00

		60 min

		Session 9: Ongoing Monitoring



		12:00 - 1:00

		60 min

		LUNCH



		1:00 - 1:30

		30 min

		Wrap up and Evaluation

RDQA Workshop Certificate Distribution



		1:30 - 5:30

		240 min

		Consultation with individual workshop participants on implementing the RDQA Tool in their respective program





Table 2: Suggested Timeline for the Workshop where no field trip is planned

		

		Time Allotted

		Topic



		Day 1



		9:00 - 9:30

		30 min

		Registration & Coffee



		9:30 - 10:00

		30 min

		Welcome & Introduction



		10:00 - 11:00

		60 min

		Session 1:  What is Data Quality?



		11:00 - 12:00

		60 min

		Session 2: Examples of Poor Data Quality



		12:00 - 1:00

		60 min

		LUNCH



		1:00 - 2:00

		60 min

		Session 3: Introduction to RDQA Tool



		2:00 - 3:00

		60 min

		Session 4: Using the RDQA tool for Data Verification



		3:00 - 4:30

		90 min

		Exercise: Data Verification at Service Delivery Level



		4:30 - 5:00

		30 min

		Wrap up and Evaluation



		

		

		Steering Committee Meeting



		Day 2



		8:30 - 9:00

		30 min

		Review of Previous Day & Preview of Upcoming Day



		9:00 - 10:00

		60 min

		Session 5: Using the RDQA tool for System Assessment



		10:00 - 12:30

		150 min

		Case Study: Comprehensive Exercise to Trace and Verify Indicator Data from SDP to National (shorter discussion)



		12:30 - 1:30

		60 min

		LUNCH



		1:30 - 2:30

		60 min

		Session 6: Understanding and using the RDQA Output



		2:30 - 3:30

		60 min

		Session 7: Developing Action Plans



		3:30 - 4:30

		60 min

		Session 8: Disseminating Results



		4:30 - 5:00

		30 min

		Wrap up & Evaluation



		

		

		Steering Committee Meeting



		Day 3



		8:00 - 2:00

		6 hrs

		Field Visit



		2:00 - 3:00

		60 min

		Debrief Field Visit and Lessons Learned



		3:00 - 4:00

		60 min

		Session 9: Ongoing Monitoring



		4:00 - 5:00

		60 min

		Wrap up & Evaluation

RDQA Workshop Certificate Distribution





Materials Needed for the Training

· Data Quality Workshop Facilitator’s Guide

· Copies of Data Quality Workshop Participant's Guide for all workshop participants (including copies of PowerPoint presentations of all sessions)

· Data Quality Workshop USB for all participants containing copies of all materials used in the workshop.

· Evaluation form for each day


· RDQA certificate of completion


· If applicable, copies of Standard Operating Procedures (SOPs) for all participants

Equipment Needed for the Training


· Laptop computer (strongly recommended)


· Microsoft Office programs 


· Projector for the laptop


· If possible, participants should bring their laptops to the training.


· It is recommended that the materials distributed in the class such as copies of presentations and participant's manual are also distributed to workshop participants in USB drives. The workshop USB drives should include the RDQA tool as well.

Reference Materials for the Workshop

· The RDQA Tool


· Data Quality Audit Tool: Guidelines for Implementation


· Data Quality Assessment Framework (DQAF)


· Data Quality Assessment and Adjustment for Routine Data


· Double Counting (Draft)

Welcome & Introduction


 In the next 30 min:

1. Participants will have introduced themselves to one another and stated their expectations of the workshop

2. You will preview the workshop objectives

3. Review briefly the  schedule and the topics of the workshop

1. Welcome


Invite all participants to introduce themselves


· Name


· Organization


· Years of experience with data management


· Expectations for this workshop


2. Objectives of the Data Quality Assurance using Routine Data Quality Assessment (RDQA) Workshop

· Raise awareness of participants on the importance of having quality data to better inform decisions, planning and policies.


· If applicable, instill a detailed understanding of the data quality Standard Operating Procedures (SOPs) in all participants. 

· Train participants in the use of the RDQA Tool for monitoring the quality of data from various health information systems.

· Implement the RDQA process.

3. Preview briefly the schedule for the next 3 days and the topics of the workshop


· Data Quality, what does it consist of?

· Data Verification


· System Assessment


· RDQA Output


· Dissemination of the RDQA results


· On-going monitoring

SESSION 1


What is Data Quality?

Learning Objective is to familiarize the workshop participants with dimensions of data quality and its importance to health programs at all levels.

Material to be reviewed when preparing for this Presentation


· Data Quality Assessment Framework (DQAF)


· Data Quality Assessment and Adjustment for Routine Data, chapter 2

· Data and information cycle


· What is data quality


· Dimensions of data quality


Key Points to Emphasize during this Session

· For good quality data to be produced by and flow through a data management system, key functional components need to be in place at all levels of the Data Management System (Conceptual Framework for DQ)

· All the dimensions of data quality are important and there are many ways to verify that they are present in data; however, resource constraints may limit what you can do.

· Due to resource limitations, three dimensions are crucial in ensuring data quality timelines, completeness, and accuracy. 

Suggested Questions for the Audience

· Why does data quality matter?


· Why is it important to ensure data quality at all levels of data management?




SESSION 2

Examples of Poor Data Quality

Learning Objective is to provide the workshop participants with examples of poor data quality, the opposite of what was discussed before, in order for them to understand better the quality of data.


Material to be reviewed when preparing for this Presentation


· Review the data quality elements.

· Review and explain the potential errors and problems which may affect the quality of data


Key Points to Emphasize in this Presentation

· Data quality required accuracy, timeliness, completeness, consistency and accessibility. 

· These elements of data quality can be affected by data collection and aggregation errors and management problems if defined effective procedures are not established.

· It is crucial to develop the guidelines, procedures for data collection, reporting and use.

· The data quality includes routine both quantitative and qualitative data control.

· The responsible in ensuring data quality throughout the system should also be provided capacity and skills to manage and process data. 

· Data collection and reporting tools should be clear and indicators well define with a common understanding to avoid inconsistency between data and sources.

· The Data Quality assessment tool should address all potential data manipulation errors and management problems.

· All data sources should be available, accessible and follow a standardized format


Suggested Questions to the Audience


· Based on what we discussed, has any of you encountered poor data quality issues when collecting and/or reporting?

· How poor data quality occurs?

· What are the consequences of poor data quality in the health system?

· What can we do identify poor data issues in our programs?



SESSION 3

Introduction to Routine Data Quality Assessment (RDQA)

Learning Objective is to familiarize the workshop participants with the methodology of the RDQA/DQA tool and how they are used to improve health program outcomes.


Material to be reviewed when preparing for this Presentation


· Review the RDQA Tool

· Review the Data Quality Audit Tool: Guidelines for Implementation, pg 10 -36

Key Points to Emphasize in this Presentation

· DQA is a standard approach to assessment used by a funding agency to conduct external audits to a data management system. 


· RDQA is an assessment tool that can be used to self-assess; it can be used to monitor progress and evaluate it when preparing for an external audit. It is a simpler version of the DQA.

· It is crucial to follow the guidelines for preparing for the DQA so everything is planned well in advance.

· The RDQA methodology includes both quantitative and qualitative assessments

· Each level of the Data Management System has a role to play and specific responsibilities in ensuring data quality throughout the system. 


· The RDQA provides a series of tools that are used at each of those levels to compile data collected during the assessment and to generate reports that inform recommendations and action planning.


· The RDQA tool should be applied regularly to monitor the trend in data quality. It is recommended to be implemented quarterly.


· MEASURE Evaluation is most interested in integrating data quality assurance into routine practices - that is, the methods should become part of routine supervision. The choice of tool is not important as long as reported data are verified against source documents regularly, the accuracy is monitored over time and other data quality performance indicators are also reported.


Suggested Questions to the Audience


· What is the usefulness of the RDQA tool?


· How does each level play a role in ensuring data quality?


· What is the difference between Data Verification and System Assessment?


· How can the Data Verification part of the RDQA tool be used to monitor progress within a program?




SESSION 4

Using the RDQA Tool for Data Verification

Learning Objective is to teach the workshop participants how to use the RDQA tool for data verification at the service point and immediate level.


Material to be reviewed when preparing for this Presentation


· Review RDQA Tool, the Data Verification section

· Review the Data Quality Audit Tool: Guidelines for Implementation, Phase 2 - 5 (pg 37 - 48)

Key Points to Emphasize in this Presentation

· Briefly describe the 6 steps of the RDQA process: Data Verification, System Assessment, Interpretation of Outputs, Development of Action Plans, Dissemination of Results, On-going Monitoring.


· Documentation review = describe answering yes/no questions to whether the source documents required for the assessment are available, completed and within the required reporting period.


· Cross checks = verification of the value of the indicator found in the periodic summary report against an alternative data source. The degree to which the two sources match is an indication of good data quality.

· Review the parts of the RDQA tool and show participants the field categories and pages that are relevant to Data Verification.


Suggested Questions to the Audience


· What documents should you be reviewing in your program for the data verification part of the RDQA tool?




Exercise: Data Verification at all Levels (90 min)

Learning Objective is to allow participants to practice the principles of Data Verification discussed in the presentation.


Instructions:


· Distribute copies of the documents below to all workshop participants:

· Cross checks with LMIS


· Data Verifications at Intermediate Level


· Data Verifications at National Level

· Divide participants in groups of 3-4 people.


		Explanations on the exercise

		10 min



		Group work

		60 min



		Plenary discussion of the exercise

		20 min





Session 5


Using the RDQA Tool for System Assessment

Learning Objective is to explain to the workshop participants how the RDQA tool can be used for System Assessment. 


Material to be reviewed when preparing for this Presentation


· Review RDQA Tool, the System Assessment section


· Review the Data Quality Audit Tool: Guidelines for Implementation, Phase 2 - 5 (pg 37 - 48)

Key Points to Emphasize in this Presentation

· The questions for the systems assessment are grouped into 6 functional areas: M&E Structures, Functions and Capabilities; Indicator Definitions and Reporting Guidelines; Data Collection and Reporting Forms and Tools; Data Management Processes; Links with National Reporting Systems


· Throughout the RDQA systems assessment, how questions are scored may vary depending on programme area, e.g. timeliness of reporting for one programme may be on a monthly basis while reporting may be quarterly for another. 

· The RDQA team must review the tool in advance of the site visits and clarify how questions are to be scored in any places where there seems to be ambiguity. 

· This should be done to ensure consistency in scoring across sites and by various team members.

· Emphasize to the workshop participants that before they start collecting data, they need to define within their teams when to code information as yes- completely, partly, or no- not at all. Definitions must be established by the RDQA team before starting site visits. For many procedure documentation questions, “completely” means the procedure is written down & implemented. If more than one staffer can explain the procedure but it’s not written, you can score “partly.”  

Suggested Questions to the Audience


· Why is it important to discuss the scoring with your team before going to site visits?




Case Study



Comprehensive Exercise to Trace & Verify Indicator Data from SDP to National


Preparation

( Ensure hard copies of all the documents below for each participant. These documents should be included in the Participant Manual file.


· Excel file Data Summary Template.xls (single indicator version) (hard copies for each participant)

· Instruction Sheet: Comprehensive Case Study (hard copy for each participant)

· ART Register for three health centers in Collines District:

· Savalou, Glazoue, Dassa Zoume


· Monthly summary reporting forms for:

· Savalou, Dassa Zoume, Glazoue, Bante, Ouesse, Save


· Twelve districts

· Littoral, Mono, Collines, Ouémé, Borgu, Atakora, Zou, Plateau, Donga, Atlantique, Alibori, Couffo


· One national M&E Unit form

· "Filling Cabinet" contains hard copies of ART patient cards for three health centers in Collines District:


· Savalou, Glazoue, Dassa zoume


Schedule for the Case Study


		Introduce the purpose of the Case Study (Plenary Session)

		5 min



		Introduce comprehensive Case Study & Review Case Study materials (Plenary Session)

		30 min



		Complete Case Study - small group work

		time varies



		Plenary Discussion

		30 min





I. Introduce the purpose of the case study - Plenary Session (5 min)

· Introduce the purpose of the case study - Plenary Session (5 min)


· Participants will gain experience by using the RDQA Tool to apply information learned to a case study


· Clarify the questions that participants have about applications of the tool


· Get the participants to think about how they will use the tool in their own programs


II.    Introduce comprehensive Case Study & Review Case Study materials - Plenary Session (30 min)


 This exercise will take 3 and a half hours. The first 2 to two and a half hours will be spent by the participants working in groups. The remaining portion of the time will be spent with the groups presenting their work and discussing it.  Note that the time dedicated to this case study exercise varies based on whether the workshop is using timeline 1 or 2.

1. Explain that this exercise is intended to replicate an assessment of data quality for the indicator 'current on ART' from an HIV/AIDS treatment program in a fictitious country.

2. Group the participants in small groups (3-4 per group).  

3. Distribute the Instructions for Comprehensive Case Study to each participant (or refer to the instructions found in their manuals). Explain that you will take a few minutes to introduce the documents that they will be using during the case study to ensure that they understand how to use the documents in conjunction with the RDQA Data Summary Template.xls.

Review process for counting the value of the indicator using the patient cards.

Note: For this step, you and the participants will need ART Patient Monitoring System Patient Cards.

Explain to the participants that they are assessment teams sent to Collines District to assess data quality in a sample of three facilities (Savalou Health Center, Dassa Zoume Health Center, and Glazoue Health Center).  The assessment teams need to recount the value of the indicator ‘current on ART’ using the source document – that is the document where the provision of service is first recorded.  In the case study, the source document is the medical record or ‘patient card’.


Lead participants through the process of counting the value of the indicator by explaining the following:


· To determine how many patients are currently on treatment, we need to evaluate the status of each patient – either still on treatment or not on treatment.  

· Those not on treatment have either died, stopped their treatment due to side-effects, transferred-out to another facility, or are lost to follow-up. Lost to follow-up means they have missed three consecutive appointments (or three consecutive months -- in most cases, those newly on treatment are required to come back monthly to refill their prescription).  


Go through the patient card briefly with participants.  Show them where to find the ART start date, HIV testing data, ART regime information and the follow-up section on page two.  The follow-up section is a record of re-visits and the regime the patient is currently taken is noted for each follow-up visit.  To count the number ‘current on ART’ it is sufficient to review the follow-up information for each patient and note if they received their ART medication in the most recent month (February, 2005).  Any patient who has not received medications in February 2005 is not counted.  


Note:  Those that started treatment in February 2005 (i.e. received their first prescription of ART during the month) are counted as currently on ART.

To check the participants’ understanding, instruct them to:


· Take case #SA0074 as an example. Do we count her as currently on ART? (Yes. She received treatment on 22 February 2005.)

· Choose one more case number to demonstrate. Ask participants to determine if that case can be counted as currently on ART and to justify their response. Then move on to the next topic.


Review cross-checks


Note: For this step, you and the participants will need ART Register for Savalou Health Center in Collines District. 

Review the ART register with the participants.  Explain:


· The ART register is a summary of the information contained in the patient cards and is typically used to compile indicators for reporting on the facility monthly report.  Each patient on ART at the facility should have a patient card and should also be entered in to the register in the appropriate ‘cohort’. 

· A cohort is a group of patients that begin treatment in the same month and year.  Each cohort is entered in a separate page in the register.  Each patient is entered into the register only once – on the page corresponding to the month and year of the treatment start date.  

· The patients’ base-line data are entered into the left side of the register while the follow-up data are entered on the right-hand side of the register.  Each month of follow-up has its own column of the register.   

· The cohorts are analyzed at 6, 12, 18 and 24 months to evaluate the effectiveness of treatment.  The % of patients still alive and on treatment is calculated for each cohort.


Explain that the participants will conduct cross-checks when they complete the upcoming case study.


Review data aggregations at district level.

Note: For this step, you and the participants will need the ART Patient Monitoring System Monthly Report Form for Service Delivery Points (Facility Level).

Review the monthly facility-based HIV Care/ART Reporting form with participants.  Explain that:


· Table 1 on the front side of the report contains information on newly enrolled and cumulative numbers of patients in HIV care (not yet on ART) as well as newly enrolled and cumulative numbers of patients on ART. 

· The value in cell ‘v’ is the number of patients ever started (cumulative on ART) in the facility and should equal the number of patient cards started in the facility.  This number will include those who have died, transferred, stopped or are lost so this is not the number of current patients on ART. 

To check understanding, ask:


· For Dasso Zoume, Collines District for February 2005, what is the number of patients ever started (cumulative number) on ART? (Answer: 105)

Continue with explanation:


· On the reverse side of the report is the breakdown of age, sex and regime (1st or 2nd-line treatment) for those currently on ART.  The total of this, in cell ‘w’, is the number currently on ART.  


Allow the participants a few minutes to try and find the appropriate cell on their own. Choose a participant to explain which cell should be used to re-aggregate the value of the indicator.


Do another demonstration. For example, use Bante, Collines District. Ask:


· Where would you find the total number of patients ever started on ART? (Answer: Cell “v”)


· What is the total number of patients ever started on ART? (Answer: 66)  


III.  Complete case study in small groups (time varies)


Once you are satisfied that participants are able to interpret/use the case study materials, briefly review the following Comprehensive Case Study Instructions with them and then allow them at least an hour and a half to complete it in their small groups. 


Circulate among the small groups to ensure that questions are answered, and to make sure that all group members are contributing to their group’s discussions. Periodically let them know how much time they have remaining so that they can pace themselves.


1. TRACE AND VERIFY– FACILITY LEVEL ART:  Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies.


a. Recount the number of people on ART (current on ART) during the reporting period by reviewing the source documents (i.e. patient records).  Look through the ‘filing cabinet’ for the facility and count the number of patients on ART from the start of the treatment program at the facility until the end of the reporting period (Feb, 2005).  Remember to subtract out those patients no longer on ART, i.e. those who have stopped, dropped, transferred out, or died. 

b. Compare the number currently on ART found during the search of patient records to the number currently on ART reported by the site during the reporting period (from the facility monthly summary reporting form for February 2005).

· Fill in the RDQA Excel template Service Point Page accordingly.  How well does the monthly report match the verified number?  What is the “verification factor“ for the indicator at the respective facilities?  What are possible reasons for discrepancies?

Answer: There should be 73 cases currently on ART.  The Report from the facility says 71.  There are two records ‘missing’ from the registers, cases SA0035 and SA0056.



Recount results from source documents, compare the verified numbers to the site 


reported numbers and explain discrepancies (if any).


4


Recount the number of people, cases or events  recorded during the reporting period 


by reviewing the  source document s. 


[A]


5


Copy the number of people, cases or events  reported by the site during the reporting 


period from the site  summary report . 


[B]


6


Calculate the ratio of recounted to reported numbers.


 


[A/B]


-


7


What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, 


arithmetic errors, missing source documents, other)? 


B - Recounting reported Results: 
















2. CROSS CHECKS - Perform cross-checks of the verified report totals with other data-sources


a. Cross check the patient records to the ART Register.  For this exercise you have ‘randomly’ selected 10 patient records from Savalou Health Center (see patient numbers below).  Verify that the patients have been appropriately entered into the ART register for Savalou Health Center.  Have all the patients been appropriately logged into the registry?  If not, what are possible explanations for the error? Fill in the RDQA Excel template accordingly.


· Random sample of patient numbers for cross check 1.1:  SA0007, SA0018, SA0021, SA0027, SA0035, SA0041, SA0047, SA0052, SA0056, SA0063


Answer: Two of these cases have been deleted from the register so this cross check should be 80%.


b. From the ART Register to Patient Treatment Cards.  Select 5% of patients listed in the ART Register (or at least 10 patients) who are listed as currently on treatment.  How many of the patients selected had a patient record?  Fill in the RDQA Excel template accordingly.

Answer: This cross check should be 100% since they can choose which ever cases from the register, and all cases in the register have a corresponding medical record. 


8List the documents used for performing the cross-checks.


9Describe the cross-checks performed?


10What are the reasons for the discrepancy (if any) observed?


C - Cross-check reported results with other data sources:


Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these 


numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy 


registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).










3. TRACE AND VERIFY -  INTERMEDIATE AGGREGATION LEVEL 
  


a. Accuracy:  Re-aggregate the reported value of the indicator from the facilities (from the monthly reports) and compare with the value submitted to the district.  Similarly, recount the totals for the districts and compare to the value calculated at the national level.  Do the figures match?  Enter the values into the RDQA Excel template accordingly. Review your results in the ‘dashboard’.  (See below)



b. Timeliness:  Assess if the facility reports were received on time.  Check the ‘date received’ field on the monthly report. If the reporting deadline is the 15th of each month, what is the percentage of reports received on-time at the district level?  Calculate the average amount of time (days/weeks) for all the facilities to report to the districts and the districts to report to the national level.  Is this a reasonable amount of time?  Fill in the RDQA Excel template accordingly.  

Answers: 


· Only two facilities reported by the 15th

· None of the districts reported by the 20th

· 11.5 days average from date of completion of the form at facility to date received by district level

· 7 days average from date of completion of the form at district to date received by national level.



c. Completeness:  Calculate the availability of reports. For each region, how many reports were received from the districts in the regions?  How many were expected?  Fill in the RDQA template as necessary. For the National, how many reports were received from the regions in the country?  How many were expected?  

Answer: All the reports were complete


Note the following errors in the data for RDQA Exercise. When discussing the case study with participants, explain that these are the types of errors that one would find in real life situations when assessing data quality.


· Record SA0035 deleted.


· Record SA0056 deleted.  


· Record SA0030 changed from male to female.  (therefore, one extra female, one fewer male)


· Result is two fewer cases in the register and on the facility monthly reports. (should be 73, but is 71 on the report)


· Glazoue facility report has an additional error on the monthly facility report for addition of Adult and Children Males on 1st line with Adult and Child Males on 2nd line.  The error is carried over to the total current on ART.  The erroneous figure is 10 more than it should be.  This error is not reported up, that is, it is not reflected on the district monthly report to national level.  Assume the district data manager caught and fixed the error.  Glazoue monthly report says 68 currently on ART, should be 58.

· Borgu District report has an additional error in adding Adults on 1st-line regimens to children on 1st-line regimens, which is carried over to the Total adults and children on 1st-line regimens and also to the Total current on ART.  The erroneous figure is 20 more than it should be.  The districts therefore add up to 1929, not 1909 as they should.

· The National Monthly Report has errors in the addition of Adults on First Line Regimen.  50 male patients are added to the total for males, which is carried over to the marginal total Adults on First Line and the current total on ART.  Also, there is an error in the addition of adults on 2nd line where 3 extra patients are added by mistake.  So add 50, 3 and 20 from the Borgu District Report error that was not found and the total should be 1982.  Verification factor is 1929/1982 = 97%.


d. Review the results of your work on the ‘Global Dashboard’ tab of the Excel protocol.  How well is the system performing for reporting the indicator currently on ART?


DIMENSIONS OF DATA QUALITY– 


Distribution of  Checklist Answers by  Dimension


(Note: The number of responses is located in each colored bar) 
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IV. Discuss Comprehensive Case Study - Plenary Discussion (30 min)


Use the answers found in the Instruction Sheet (above) to review, clarify and correct the participants’ responses to the questions in the case study. Use checking questions like, “What questions do you have about (this section or topic).


Now that participants have completed a simulated RDQA process, have them consider how Routine Data Quality Assurance and its tools could be of use to them in their own contexts. This should stimulate their thinking about the Action Planning session in which they will participate later in the workshop. 


Questions you may ask:

· What observations do you have about RDQA (both the process and the tools)?


· How could it be applied in your own context?


· What advantages do you see for using RDQA? Disadvantages?

SESSION 6

Understanding and Using the 


RDQA Output


Learning Objective is to explain to the workshop participants how the graphs are interpreted and what they mean. 


Material to be reviewed when preparing for this Presentation


· Data Quality Auditing Tool: Guidelines for Implementation, pg 49-51

· Review the RDQA Tool, particularly the output section


· Review the presentation of this session 


Key Points to Emphasize in this Presentation

· The RDQA Tool will automatically generate this output based on the information entered in the sections by level

· The RDQA Tool will summarize this information in graphs and bars. You will not need to create these visual presentations from scratch, but you will need to understand and interpret them

· Make sure you understand the scale of the axis before you start drawing conclusions

· Column/bar chart - used for comparing categories of data. It uses numbers, percentages and such to make the comparison.

· Spider graph - used for comparing categories of data too.  It is simply a different way of showing the comparison. The comparison is made based on a ranking scale.

· What matters is the point on the axis not the area.

· Over-reporting (below 90%) vs. under-reporting (over 100%).

· Line graph - track outcomes from repeat data verifications and system assessments

· Important for monitoring

· You would have to build the graph yourself using Excel


· Same principles of over-reporting and under-reporting apply to them as well.


Suggested Questions to the Audience

· Pick an indicator relevant to your program: what graph would you prefer to use to better understand its monitoring?




SESSION 7


Developing Action Plans


Learning Objective is to explain to the workshop participants how to develop action plans, what an appropriate action plan is and how they can be used to guide actions in the future. 


Material to be reviewed when preparing for this Presentation


· Review the RDQA Tool, particularly the Action Plan section


· Data Quality Auditing Tool: Guidelines for Implementation, pg 52-59


Key Points to Emphasize in this Presentation

· The purpose of developing Action Plans is to identify actions to be taken by the proper authority based on the data collected.


· At each site the team will draft recommendations for the site based on the assessment results. The recommendations from each site are summarized in the action plan generated by the tool.

· Templates are provided in each delivery site and intermediate aggregate level worksheet to summarize recommendations for the sites based on the results of the assessment.

· The final Action Plan - based on the findings and recommendations for each site and for the Programme as a whole, an overall action plan should be developed and discussed with the Programme manager(s) and relevant M&E staff.

· The recommendations template should be filled in at the end of each site visit in collaboration with site staff taking into account the findings.

Suggested Questions to the Audience

· What criteria could you use to determine which action points to include in your list of recommendations at the site?


· How would you prioritize action points?



SESSION 8

Disseminating the RDQA Results

Learning Objective is to help workshop participants understand the importance of disseminating the RDQA results and how to plan for it.


Material to be reviewed when preparing for this Presentation

· Become familiar with the PowerPoint presentation for this session

Key Points to Emphasize in this Presentation

· The results are disseminated via a final report prepared when the visit of the RDQA ends

· Based on the consolidated findings of all sites, the final report includes:


· Brief narrative summary of strengths and weaknesses within the system

· RDQA Tool summary dashboards for service delivery sites, intermediate aggregate levels, and National M&E

· Brief interpretations of the graphs from the tool

· Final action plan

· Site briefers include specific RDQA Tool board information for each site visited, brief interpretation of such dashboards, and recommendations for that particular site


· The final RDQA tool should be saved at a server previously agreed, password protected and kept in the archives for at least 5 years


Suggested Questions to the Audience

· Why is it important to disseminate the RDQA results to the site visited and stakeholders?




SESSION 9

On-going Monitoring

Learning Objective is to discuss and explain to workshop participants the important of on-going monitoring in health programs.


Material to be reviewed when preparing for this Presentation

· Become familiar with the PowerPoint presentation for this session


Key Points to Emphasize in this Presentation

· On-going supportive supervision is the last step of the RDQA process but an important one. It plays a crucial role in encouraging and supporting the implementation of the recommendations of the RDQA

· Supportive supervision should  be considered  as capacity building, not as evaluation and giving sanctions


· One of the most important characteristics of supportive supervision (among others) is to provide solutions to problems and technical assistance to matters of concern


· The purpose of supportive supervision is to monitor performance and progress, as well as train and mentor health personnel so they can implement the RDQA recommendations

Suggested Questions to the Audience

· Have you seen any examples of supportive supervision in your program? If yes, please provide examples. 


· What role do you see yourself playing in the on-going follow up to the RDQA?
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DATA QUALITY ASSURANCE USING ROUTINE DATA QUALITY ASSESSMENT (RDQA) WORKSHOP

Participant's Manual




How to use this Manual


This training has been developed for M&E professionals working on data inputs or outputs.  This workshop curriculum is a general one and needs to be adjusted to the context of the country where the training will happen. Developing Standard Operating Procedure (SOPs) in collaboration with Ministry of Health and/or other partners is an important step to initiate the implementation of the RDQA tool in the country's health system. At the conclusion of the training, M&E professionals will be better able to make informed decisions about how to ensure data quality at various steps throughout the aggregation, analysis, and submission process within the M&E system.

Materials Needed for the Training


· Data Quality Workshop Participant’s Guide

· Data Quality Workshop USB

Equipment Needed for the Training


· Laptop computer (strongly recommended)


· Microsoft Excel


Expected Training Outcomes


· Raise awareness of participants on the importance of having quality data to better inform decisions, planning and policies.


· If applicable, instill a detailed understanding of the data quality Standard Operating Procedures (SOPs) in all participants.


· Train participants in the use of the RDQA Tool for monitoring the quality of data from the various health information systems and levels in the country.

· Implement the RDQA process.

Notes to Participants


· This training is organized in the format of presentation, exercise and discussion.  The content is based on the data quality standard operating procedures, the user manual for the RDQA Tool and the tool itself, which are included in your reference materials.

· Throughout the training, participants are encouraged to ask questions and make comments.

· There is a mandatory attendance sheet that every participant must sign at the beginning of each day.  It is expected that participants will be present during the entire training and participate fully.


· The workshop uses presentations, readings, exercises, field trip and group discussions in order to assist the workshop participants better in explaining the concepts. It is recommended that participants participate often in class but also in their small group discussions.
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		· Summary Page
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		· Summary Page
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		Session 4: Using the RDQA tool for Data Verification

		



		· Summary Page
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		· Exercise: Data Verification at all Levels

		



		· GF DQA Training Exercise Data Verification at Intermediate Level
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		· Monthly summary reporting forms for (Savalou, Dassa Zoume, Glazoue, Bante, Ouesse, Save)

		



		· Twelve Districts (Littoral, Mono, Collines, Ouémé, Borgu, Atakora, Zou, Plateau, Donga, Atlantique, Alibori, Couffo)

		



		· One M&E Unit form

		



		· "Filling Cabinet" contains hard copies of ART patient cards for three health centers in Collines District (Savalou, Glazoue, Dassa Zoume)
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		· Summary Page
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		Reference Materials
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		· Data Quality Assessment Framework (DQAF)

		



		· RDQA Tool User Manual

		



		· Data Quality Assessment and Adjustment for Routine Data

		



		· Data Quality Audit Tool: Guidelines for Implementation

		



		· Double Counting Guide (draft)
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		· Evaluation form - Day 1

		



		· Evaluation form - Day 2

		



		· Evaluation form - Day 3

		





Welcome & Introduction

Introduce yourself to the workshop facilitator and the other participants:


· Name


· Organization


· Years of experience with data management


· Expectations for this workshop


Workshop Norms:


· Turn off or silence the ring of your cellphone. Please try to use your cellphone only during break.


· If you do not understand, you are encouraged to ask the workshop facilitator to repeat the statement again and explain it better.


· Be on time so, the class can start and end on time


· Attend all sessions  during the 3 day long workshop


· Show respect, all comments and questions are important


· Please fill out the evaluation form at the end of each day. Your comments help facilitators and trainers to improve the quality of the workshop.


· Lunch break is 1 hour every day. Please return to class promptly after one hour lunch break.


SESSION 1


What is Data Quality?


Learning Objective


Think about and appreciate how each dimension of data quality could be validated, i.e. how would you verify that a particular data quality dimension was present in your data?

Material relevant to this Session

· Data Quality Assessment Framework (DQAF)


· Data Quality Assessment and Adjustment for Routine Data, chapter 2


· Data and information cycle


· What is data quality


· Dimensions of data quality


Presentation "What is Data Quality?" is on the next page.


SESSION 2


Examples of Poor Data Quality


Learning Objective


During this session, the poor data quality examples will be discussed. As the facilitator goes over the main issues, try to think if you have encountered poor data quality in your program, why was it poor data quality and what can you do to improve it.

Material relevant to this Session

· Review the data quality elements.

· Review and explain the potential errors and problems which may affect the quality of data


Presentation "Example of Poor Data quality?" is on the next page.


SESSION 3


Introduction to Routine Data Quality Assessment (RDQA)

Learning Objective


Familiarize yourself with the methodology, goal and process of the RDQA Tool.


Material relevant to this Session

· Review the RDQA Tool


· Review the Data Quality Audit Tool: Guidelines for Implementation, pg 10 -36

Presentation "Introduction to the RDQA Tool" is on the next page.


SESSION 4


Using the RDQA Tool for Data Verification


Learning Objective


· Understand the data flow from the lower levels to national level and how this affects data verification.

·  Appreciate the variety of data issues that can exist at all levels of the health system. 


· Become familiar with the questions in the RDQA Tool regarding Data Verification.


Material relevant to this Session

· Review RDQA Tool, the Data Verification section


· Review the Data Quality Audit Tool: Guidelines for Implementation, Phase 2 - 5 (pg 37 - 48)

Presentation "Using the RDQA Tool for Data Verification" is on the next page.


Exercise: Data Verification at all Levels (90 min)


Learning Objective


Receive hands-on experience conducting data verifications at all levels of the health system using the RDQA Tool.


Instructions


This exercise will take 60 minutes - 90 min for group work and 20 minutes for plenary discussion.

· You will work in small groups with participants that work at the same level of the health system (health post, intermediate level, M&E national Unit). Read the instructions of the exercise carefully, ask any questions to the facilitator and discuss your ideas with your group.

· Each group will perform data verifications on the information and files provided by the facilitator


· At the end, all groups will discuss and verify their answers with each other.

SESSION 5



Using the RDQA Tool for System Assessment


Learning Objective


· Understand how system assessment works and what issues identifies.

· Familiarize yourself with the questions of the RDQA tool relevant to this topic.

Material relevant to this Session


· Review RDQA Tool, more specifically System Assessment section

· Review the Data Quality Audit Tool: Guidelines for Implementation, Phase 2 - 5 (pg 37 - 48)


Presentation "Using the RDQA Tool for System Assessment" is on the next page.


CASE STUDY


Comprehensive Exercise to Trace & Verify Indicator Data from SDP to National


Learning Objective


Receive hands-on experience conducting data verifications at all levels of the health system using the RDQA Tool. This case study helps put in practice the principles of data quality discussed so far in the workshop


Instructions

· This exercise will take two hours and a half to complete.


· Read the instructions carefully and ask any questions to clarify any points of confusion


· The instructor will provide you with all the files that you will need to use for this exercise


· You will work in a small group and at the end there will be a plenary discussion

SESSION 6

Understanding and Using the 


RDQA Output


Learning Objective


· Understand the basic concepts on how the graphs are created and how they are interpreted.


· Familiarize yourself with the variety of the graphs and bars in the RDQA Tool and what story they tell.

Material relevant to this Session

· Data Quality Auditing Tool: Guidelines for Implementation, pg 49-51


· Review the RDQA Tool, particularly the output section


· Review the presentation of this session 


Presentation "Understanding and Using the RDQA Output" is on the next page.


SESSION 7



Developing Action Plans


Learning Objective


Familiarize yourself with the forms of Actions Plans in the Tool and understand how successful and concrete action plans are developed

Material relevant to this Session

· Review the RDQA Tool, particularly the Action Plan section


· Data Quality Auditing Tool: Guidelines for Implementation, pg 52-59


Presentation "Developing Action Plans" is on the next page.


Session 8

Disseminating the RDQA Results

Learning Objective


Understand the importance of disseminating the RDQA results and how to plan for it from the initial planning phase of the RDQA implementation process.

Presentation "Disseminating the RDQA Results" is on the next page.


SESSION 9

On-going Monitoring

Learning Objective


Understand the importance of on-going monitoring and how it can help in making improvements in the collecting and reporting process of data.

Presentation "On-going Monitoring" is on the next page.
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RDQA Curriculum Materials/Session 1 - What is Data Quality.ppt


MEASURE Evaluation	

     Data Quality Assurance Workshop

Session 1: 

What is Data Quality?



*











Topics to Cover

Understand IMF Data Quality Framework

Conceptual Framework for Data Quality

Cycle of Information

Identify Seven Dimensions of Quality

Understand the Importance of Data Quality

Key Factors in Ensuring Data Quality



*











What is Data Quality?

Users have different expectations of data and statistics:

	- accurate and timely

	- comprehensive and cost effective

	- locally relevant and also comparable with other countries



Weight of different criteria depends on user needs –  "fit-for-purpose“

No unique quality ranking possible

Potentially conflicting requirements: trade-offs, e.g. accuracy versus timeliness

Perfection is unattainable

In the absence of a strong proactive effort, quality decreases over time 

Aim for a progressive improvement of data quality with constant vigilance and regular evaluation to maintain quality 



*

Why is data quality important? (Listen to responses and reinforce those that are congruent with those below. If participants mention something that does not seem to coincide with the idea, ask them to explain further and then clarify/correct.)



How do we know that data are of good quality? (Or, what are some of the characteristics of good quality data?)









Why Data Quality Matters





Policy & budget decisions impact health outcomes

Data collection	Aggregation & Analysis	Impact on Health



*











Data Quality Assessment Framework (DQAF)



*

Data Quality Assessment Framework

		A process-oriented quality assessment tool designed to improve quality of country data 

		Provides a structure for comparing existing practices against best practices

		Looks at institutional context and processes as well as statistical outputs

		Identifies key domains of quality

		Many statistical agencies at global and national levels adapting the DQAF to their own work 





Goals and Principles of the framework 

Goal: Improve the quality of data used by countries for reviews of progress and performance

Principles:

		Adhere to international standards

		Promote transparency of data and methods

		Enhance country capacity including user friendly tools

		Support to institutional mechanisms for data quality assessment

		Address underlying causes of data quality problems, especially staffing











DQAF in Detail



Prerequisites of Quality

Legal & institutional environment

Resources 

Relevant
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DQAF in Detail



Assurance of Integrity



Prerequisite of Quality

Professionalism

Integrity

Ethical Standards
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DQAF in Detail







Methodological Soundness

Assurance of Integrity

Prerequisite of Quality

Scope

Classification

Basis for recording
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DQAF in Detail









Accuracy & Reliability

Methodology Soundness

Assurance of Integrity

Prerequisites of Quality

Data sources

Statistical techniques

Assessment and validation data

Revision studies
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DQAF in Details











Serviceability

Accuracy & Reliability

Methodology Soundness

Accuracy of Integrity

Prerequisites of Quality

Periodicity & timeliness

Consistency

Revision policy & practice
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DQAF in Details













Accessibility

Serviceability

Methodology Soundness

Accuracy & Reliability

Accuracy of Integrity

Prerequisites of Quality

Data accessibility

Metadata accessibility

Assistance to users
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Purpose of DQAF

Purpose: Improve the quality of data used by countries for reviews of progress and performance



Principles

Adhere to international standards

Promote transparency of data and methods

Enhance country capacity including user friendly tools

Support to institutional mechanisms for data quality assessment



*











Data & the Information Cycle

Interpret



*

Collect

		Essential indicators

		Definitions

		Tools



Process

		Reporting: completeness

		Verification: data checks

		Adjustment



Analyze

		Error and adjustment report

		Indicator computation

		Performance assessment



Interpret

		Multiple indicators

		Context

		Overall performance



Use

		Feedback

		Program changes

		Policies

		Resource allocation

















Data Quality Matters

Strengthens effectiveness in fight against the “Three Ones” – HIV/AIDS, TB, Malaria

Helps make efficient and effective use of resources

Helps improve accountability

Helps improve program results

Increases trust in data and in their use for decision-making

Helps be prepared for audits



*











Conceptual Framework for Data Quality



*

Generally, the quality of reported data is dependent on the underlying data management and reporting systems; stronger systems should produce better quality data. In other words, for good quality data to be produced by and flow through a data management system, key functional components need to be in place at all levels of the system — the points of service delivery, the intermediate level(s) where the data are aggregated (e.g. districts, regions), and the M&E unit at the highest level to which data are reported. The DQA and RDQA tools are therefore designed to:

(1) verify the quality of the data,

(2) assess the system that produces that data, and

(3) develop action plans to improve both.









Dimensions of Quality

Accuracy - they measure what they are intended to measure 

Completeness - collected comprehensively

Reliability - repeated measurements using the same procedures get the same results

Timeliness - up-to-date & available on time

Confidentiality - clients’ data are not disseminated

Precision - have sufficient detail to use for decision-making

Integrity - protected from bias or manipulation





Make the point that there are many expectations of data, including that they should be accurate, relevant, scientifically sound, feasible, transparent, timely and many more (see Slide 2 for other characteristics).

In the real world, it is not possible to fulfill all those characteristics of good quality data. Resources don’t usually allow for it, and it isn’t always necessary. 

*









Dimensions of Data Quality in RDQA

Validity  

considered accurate -- they measure what they are intended to measure 

 Timeless

means that data are sufficiently current and frequent to inform management’s decision-making 

They are received by the established deadline

 Completeness

Comprehensive data collection 

percent of all fields on data collection form filled in 

percent of all expected reports actually received



*

When discussing validity:

Questions to keep in mind regarding validity:

		Is there a relationship between the activity or program and what we are measuring?

		What is the data transcription process? Is there potential for error?

		Are steps being taken to limit transcription error (e.g., double keying of data for large surveys, built in validation checks, random checks)?

		If there are data errors, what do you do with that information?

		If raw data need to be manipulated, are the correct formulas being applied and applied consistently (e.g. from site to site, over time)?



Give an example…

		What do I do if I have a missing/incomplete data set?

		Are final numbers reported accurately (e.g. does the total add up)?





When discussing completeness:

		percent of all fields on data collection form filled in 

		percent of all expected reports actually received











How Good does the Data Need to Be?

No data are perfect!

Use professional judgment

Data should be good enough to document performance and support decision-making 

Document decisions and supporting information

Different objectives/indicators may require different levels of measurement quality

The expected change being measured should be greater than the margin of error



*

In the real world, it is not possible to fulfill all those characteristics of good quality data. Resources don’t usually allow for it, and it isn’t always necessary. 









Functional Components of an M&E System to ensure Data Quality





*











Key Factors in Ensuring Data Quality

Standard data collection tools and reporting forms

Steps addressing quality challenges

Specific reporting timelines

Description of roles and responsibilities

Storage policy that allows to retrieve data

Functioning information systems

Clear definitions of indicators

Document data review procedures







These 8 factors affect data quality at all levels of information system







*











Questions & Answers



*
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RDQA Curriculum Materials/Session 2 - Poor Data Quality.ppt


MEASURE Evaluation

Data Quality Assurance Workshop

Session 2: 

Poor Data Quality







Topics to Cover

 Examples of bad data quality

		Unclear indicator definition

		Not clear data management guidelines

		Incomplete data source

		Double counting

		Lack of data control/checks



Good data quality summary











Unclear Indicator Definition



		No written instructions on data collection, entry and aggregation

		Self interpretation of the meaning of the Indicators 

		Designated staff for data collection, entry, aggregation and reporting are not trained









No/Unclear Data Management Guidelines



		Missing of written data management and procedures guidelines

		Self/Auto guidance on data management

		Designated staff not trained on the guidelines

		Incomplete data collection guideline









Incomplete data sources

		Data is missing or unusable

		Absence or incomplete availability of data collection tools

		Linkages between data sources are missing









Double Counting

		Type I - example

		Type II - example

		Type III - example









Lack of data control/check



		Absence or missing verification procedures

		Missing/No verification tools

		Missing/No instruction guidelines of corrective measures for errors

		Inconsistency between reports and data sources









Good Data Quality Summary







Questions & Answers
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RDQA Curriculum Materials/Session 3 - Introduction to RDQA.ppt


MEASURE Evaluation

Data Quality Assurance Workshop

Session 3

 Introduction to Routine Data Quality Assessment



*











Topics to Cover

RDQA vs DQA tools

Data quality responsibilities by level

Introduction to RDQA

Objectives

Methodology

Core components

Timeline

Preparation for conducting an RDQA



After the RDQA



*











DQA and RDQA

DQA & RDQA were developed for verifying the quality of reported data and assessing data management & reporting systems

		Data Quality Audit		Routine Data Quality Assessment

		Function		Evaluation		Monitoring

		By Whom		External audit team		Programme/project team

		Distinction		Highly structured, external audit		Simplified version of DQA for use by programmes























		Two globally used methodologies have been created through collaborative efforts of bilateral and multilateral organizations 



		Purpose is to evaluate performance of data quality



		Data Quality Audit (DQA) Tools focus exclusively on 



	(1) verifying the quality of reported data, and 

	(2) assessing data management and reporting systems

		The DQA process and tool is used by an external audit team to assess a programme’s ability to report quality data

		The DQA Tools are not intended to assess the entire M&E system of a country’s response



		The RDQA process and tool is a simplified version of the DQA

		Allows programmes / projects to assess the quality of their data and strengthen their data management and reporting systems





*









Data Quality Tools

Routine Data Quality Assessment Tools: 

The Single Indicator tool -- used to assess 1 indicator only

The Multi Indicator tool -- used when 1-4 indicators need to be assessed from the same data flow

The Longitudinal tool --  used to assess 1 indicator over 4 reporting periods

The PRISM (Performance of Routine Information System Management) Framework is another tool used for routinely assessing the strength of health information systems. One major difference is that PRISM includes a  behavioral assessment component.



		Two globally used methodologies have been created through collaborative efforts of bilateral and multilateral organizations 



		Purpose is to evaluate performance of data quality



		Data Quality Audit (DQA) Tools focus exclusively on 



	(1) verifying the quality of reported data, and 

	(2) assessing data management and reporting systems

		The DQA process and tool is used by an external audit team to assess a programme’s ability to report quality data

		The DQA Tools are not intended to assess the entire M&E system of a country’s response



		The RDQA process and tool is a simplified version of the DQA

		Allows programmes / projects to assess the quality of their data and strengthen their data management and reporting systems





Uses of the RDQA

		Routine data quality checks as part of on-going supervision

		Initial and follow up assessments of data management and reporting systems

		Strengthening program staff’s capacity in data management and reporting

		Helps prepare for formal data quality audits and external assessment by partners and other stakeholders





*









Objectives of RDQA

Verify

		Rapid verification of quality of reported data

		Capacity of information systems vs. data quality



Implement measures to:

		Strengthen data management, reporting systems

		Improve data quality



Monitor 

		Performance of data management, reporting systems

		Capacity to produce quality data









RDQA Methodology

 Data Verification: documentation reviews

 Accuracy  re-counted vs. reported results

 Reliability  cross checks

Reporting Performance

Timeliness, completeness of reporting, availability of reports

System Assessment

Are elements in place to ensure quality reporting?



*











Data Quality Responsibilities by Level

Data Quality Responsibilities





M&E Unit

		Provide lower reporting levels with clear guidelines on data collection and reporting

		Disseminate national policies related to data quality

		Conduct routine supervisory visits to lower levels

		Provide organogram of positions/data management responsibilities



For RDQAs:

		Initiate RDQAs in conjunction with other national program units

		Follow up on late, incomplete, inaccurate, or missing reports

		Capture all data quality checks not yet captured in an electronic format, including spot/cross check, validations, and updates to error logs



Intermediate Aggregate Site

		Follow appropriate procedures to compile service delivery site forms monthly and send report to the National M&E

		Ensure budget includes funds for data quality activities

		Follow up on late, incomplete or missing information

		Conduct routine supervisory visits to service delivery sites



For RDQAs:

		Initiate RDQAs for service delivery sites

		Follow up data verification checks as part of supervisory visits

		Document how discrepancies have been resolved



Service Delivery Point

		Summarize patient data & check data quality of patient registers

		Submit monthly summary reports to the Health District

		Routinely analyze & use data to improve quality of care



For RDQAs

		Health Sites do not initiate RDQAs









Steps in Conducting an Assessment

Verify and validate performance information to ensure that data are of reasonable quality 

Review data collection and processing procedures to ensure consistent application

Review program capacity and human resources 

When data quality issues are identified, take steps to address them

develop and implement a budgeted action plan for strengthening the system 







Core Components of RDQA

Data verifications

Quantitative

Compares recounted to reported data



System Assessment

Qualitative

Assesses strengths and weaknesses of functional areas of M&E system







Data Verification

Observe or Describe

		Connection between the delivery of services/commodities and the completion of the source document that records that service delivery



Review Source Documents

		Review availability and completeness of all indicator source documents for the selected reporting period



Verify reported data

Cross-checks

		Perform “cross-checks” of the verified report totals with other data-sources



Spot checks 

		verify the actual delivery of services or commodities to the target populations







Explain that, when verifying reported data, the process includes tracing and verifying reported numbers, by:

		Re-counting the reported numbers from available source documents

		Comparing the verified numbers to the number reported by the site and 

		Identifying reasons for any discrepancies 



 

Data verification also includes the critical steps of cross-checking and spot-checking data. 

		Cross-checks occur when the verified report totals are compared to other data sources, such as inventory records, lab reports, etc. to ensure that the data is being accurately and completely transferred

		Spot-checks happen when the assessor verifies the actual delivery of the services or commodities to the target populations to see whether the services indicated in reports are actually taking place. Spot-checks happen where possible and appropriate



 

Allow a couple of minutes for participants to voice any questions that they have about conducting the quantitative component of the data quality assessment, with the understanding that they will spend more time on that during the workshop.  

Ask:   What questions do you have about data verification as part of a data quality assessment? 



*









System Assessment

M&E Capabilities, Roles and Responsibilities

Training

Data Reporting Requirements

Indicator Definitions

Data-collection and Reporting Forms and Tools

Data Management Processes

Data Quality Mechanisms and Controls



Make the following points:

 

Assessment questions are asked to gain information on each of the areas above. Those questions include:



M&E Capabilities, Roles and Responsibilities: 

Are key M&E and data management staff identified and do they have clearly assigned responsibilities? 



Training

Do the majority of key M&E and data management staff receive the required training?



Data Reporting Requirements

Has the Program/Project clear written documentation about what is reported to whom, and how and when reporting is required?



Indicator Definitions

Are there operational indicator definitions meeting relevant standards and are they systematically followed by all service points?



Data Collection and Reporting Forms and Tools

Are there standard data collection and reporting forms that are systematically used?

Are source documents kept and made available in accordance with a written policy?



Data Management Processes

Does clear documentation exist of collection, aggregation and manipulation steps?



Data Quality Mechanisms and Controls

Are challenges to data quality identified and are mechanisms in place for addressing them?

Are there clearly defined procedures to identify and reconcile discrepancies in reports? Are those procedures followed?

Are there clearly defined procedures to periodically verify source data? Are those procedures followed?

*









When to Assess

Integrate data quality control mechanisms into standard operating procedures 

Integrate data quality checks into routine supervisory visits

Conduct periodic formal assessments

Full RDQA vs. Data Verification only

		Timeline can be different but this is what we suggest





It’s recommended that Service Delivery Sites and Health Districts have a complete RDQA annually or at least every two years. 



Data Verification can be used quarterly in order to assess the problem areas of the program. 

*











Determine purpose for conducting an RDQA

 Determine levels and sites 

 Identify indicators, data sources, reporting periods

 Prepare for site visit

Notify site visits two weeks in advance



Preparation for the RDQA:

		During site visits, the relevant sections of the B-RDQA Tool should be completed



		These sections are completed through interviews of relevant staff and reviews of the site documents



		It is recommended that the assessment team start the verification at the highest level



		The Programme Unit will typically require 1 day



    Each Health District will require between 0.5 – 1 day

    Each Service Delivery Site will require between 0.5-2 days





*









After the RDQA

Review the output of the RDQA



 Develop a system strengthening plan, including follow-up actions



 Plan on sharing the outcome with the levels and sites that participated in the RDQA



Preparation for the RDQA:

		During site visits, the relevant sections of the B-RDQA Tool should be completed



		These sections are completed through interviews of relevant staff and reviews of the site documents



		It is recommended that the assessment team start the verification at the highest level



		The Programme Unit will typically require 1 day



    Each Health District will require between 0.5 – 1 day

    Each Service Delivery Site will require between 0.5-2 days





*









Questions & Answers
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RDQA Curriculum Materials/Session 4 - Using RDQA tool for Data Verification.ppt


MEASURE EVALUATION

Session: 4

Using the RDQA tool for Data Verification

Data Quality Assurance Workshop



*











Topics to Cover

Review of the RDQA worksheets

Review of the RDQA process

Use of the tool for Data Verification



*











RDQA Worksheets

Sheet 1 – Start

Sheet 2 – Instructions

Sheet 3 – Information Page

Sheet 4 – Service Point 1

Sheet 5 – Service Site Summary

Sheet 6 – District Site 1

Sheet 7 – District Summary

Sheet 8 – Region Site 1

Sheet 9 – Regional Summary

Sheet 10 – M&E Unit

Sheet 11 – System assessment Summary

Sheet 12 – Global Dashboard

Sheet 13 – RDQA Final Action Plan

Sheet 14 – List of Survey questions



*

Open the RDQA Tool to show a quick overview of each worksheet









The RDQA Process















Data Verification

System Assessment

Interpret the Output

Develop Action Plans

Disseminate Results

Ongoing Monitoring & Follow up



*











Part I of RDQA Tool: 

Data Verification

Purpose

Assess if sites are collecting and reporting data to measure the selected indicator(s) accurately and on time

Cross-check the reported results with other data sources (service delivery level only)



*











Data Verification

Quantitative

Compares recounted to reported data

Observe or Describe

Connection between the delivery of services/commodities and the completion of the source document that records that service delivery

Review Source Documents

Review availability and completeness of all indicator source documents for the selected reporting period

Verify reported data

Cross-checks

Perform “cross-checks” of the verified report totals with other data-sources

Spot checks 

verify the actual delivery of services or commodities to the target populations

 



*

Documentation review = describe answering yes/no questions to whether the source documents required for the assessment are available, completed and within the required reporting period.









Data Verification



*











Cross-checks

Validate the primary data source against a secondary data source for the same reporting period

		E.g., cross-check  data in the register with inventory records for treatment drugs, test kits, ITNs, etc. to see if these numbers match the reported results

		If possible, cross-checks should be performed in both directions

		Patient Treatment Cards            Register

		Register             Patient Treatment Cards





*

Cross checks = verification of the value of the indicator found in the periodic summary report against an alternative data source. The degree to which the two sources match is an indication of good data quality. Give an example to illustrate this point.









Data Verification at Service Delivery Point

3 sub-components

Reviewing source documentation

 Verifying reported results

 Cross-checking reported results with other data sources

Each subcomponent includes questions to be answered by staff at the Service Delivery Site



*











Data Verification

Hopefully, source documents do not look like this



*











Data verification at Intermediate Aggregation Site

2 sub-components

Reviewing site reports

Verifying reported results



Each subcomponent includes questions to be answered by staff at the Intermediate Aggregation Site and M&E Unit



*











Data Verification in the RDQA Tool



Now let’s explore the data verifications sections in more detail within the RDQA tool



*











Questions & Answers

Q & A



Exercise: Data verifications at Service Delivery Level



*
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RDQA Curriculum Materials/Session 5 - Using RDQA tool for System Assessment.ppt


MEASURE EVALUATION

Session: 5

Using the RDQA tool for System Assessment

Data Quality Assurance Workshop
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Topics to Cover

Using the RDQA tool for System Assessment



*











The RDQA Process















Data Verification

System Assessment

Interpret the Output

Develop Action Plans

Disseminate Results

Ongoing Monitoring & Follow up
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Part II of RDQA – System Assessment

Purpose

Identify potential threats to data quality from the data  management and reporting system due to

		How it is designed

		How it is implemented





*

Open the RDQA Tool to show a quick overview of each worksheet









M&E Areas that Ensure Data Quality



*

The questions for the systems assessment are grouped into 5 functional areas: M&E Structures, Functions and Capabilities; Indicator Definitions and Reporting Guidelines; Data Collection and Reporting Forms and Tools; Data Management Processes; Links to the National Reporting System.









M&E Areas that Affect System Assessment

 



*











Conducting a System Assessment

Apply the system assessment questionnaire in a participatory manner with all relevant M&E staff present

 Discuss answers thoroughly

 Take detailed notes to ensure a comprehensive understanding of the responses



*











Conducting a System Assessment







Now let’s explore the system assessment sections in the RDQA tool



*











Scoring System Assessment



Why is it important to discuss the scoring with your team before conducting the RDQA?



*











Scoring System Assessment



*

Emphasize to the workshop participants that before they start collecting data, they need to define within their teams how to code information, i.e. as yes- completely, partly, or no- not at all. Definitions must be established by the RDQA team before starting site visits. For many procedure documentation questions, “completely” means the procedure is written down & implemented. If more than one staffer can explain the procedure but it’s not written, you can score “partly.”  









System Assessment Findings

~Example~



*











System Assessment Findings

~Example~



*











Questions & Answers







*
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RDQA Curriculum Materials/Session 6 - Understanding and Using the RDQA output.ppt


MEASURE EVALUATION

Session: 6

Understanding & Using the RDQA Tool Output

Data Quality Assurance Workshop
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Topics to Cover

Charts and graphs overview

How to interpret RDQA graphs

Bar charts

Spider graphs

Line graphs



*











The RDQA Process















Data Verification

System Assessment

Interpret the Output

Develop Action Plans

Disseminate Results

Ongoing Monitoring & Follow up



*











Charts & Graphs

Charts and graphs summarize information visually

		Advantage: Information is easier to understand

		Disadvantage: You might loose some of the detail





RDQA tool automatically generates summary graphs of assessment data



*

Open the RDQA Tool to show a quick overview of each worksheet









Basic Guidance for Building Graphs

Ensure graph has a title

 Label the components of your graph

 Indicate source of data with date

 Provide number of observations (n=xx) as a reference point

 Add footnote if more information is needed



*











Interpreting Graphs

The summary statistics that are calculated include the following:

Strength of the Data Management and Reporting System based on a review of the programme’s data collection and reporting system

Accuracy of Reported Data through the Calculation of Verification Factors generated from the recounting exercise performed at each level of the reporting system 

Availability, Completeness and Timeliness of Reports through percentages calculated at the Health District(s) and the national level
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Type of Graphs in the RDQA Tool

Column or bar chart – used for comparing categories of data

Spider graph – used to compare categories in an alternate format



*











Bar Charts in the RDQA Tool

Generated on the Global Dashboard, intermediate aggregation and service delivery point sheets

Include charts for both data verification and system assessment outputs

At the intermediate aggregation and Global level, data on reporting performance is also on a chart.







*











Output of Data Verification



Verification factor

Over-reporting

Under-reporting



Recommended range of acceptability:



100%+/-10%

(90-110%)

Numerator: Recounted Data

Denominator: Reported Data
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Bar Chart – Overall Average



Over-reporting



Under-reporting



*











Bar Charts – Disaggregated by Level



*

Do we have under-reporting or over-reporting in this bar chart?









Reporting Performance



*











Spider Graph

Visual display of information on various axis



What matters are the points on the axis NOT the area
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Spider Graph – How to draw one

3

2

1

Step 1 – draw the scores of each category on the graph

		Categories		Score

		M&E capabilities, roles and responsibilities		2.5

		Training		3.0

		Indicator definition		1.0

		Data reporting requirements		1.5

		Data collection, reporting forms and tools		2.0

		Data mngt process and quality control		2.5

		Links with national reporting systems		0.5
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Interpreting the Graph

M&E capabilities, roles and responsibilities

Training

Indicator Definition

Data reporting requirements

Data collection, reporting forms and tools

Data mngt process and quality control

Links with national reporting systems

Step 2 – Connect the dots. Focus on the points/scores not on the area

















*











Line Graphs

Track outcomes from repeat data verifications and system assessments

Important for routine monitoring

Chart data by service delivery site and by district

Require you to build the graph yourself



*











Routine Monitor Line Graph



*

How would you interpret this graph?









Routine Monitor Line Graph



Over-reporting



Under-reporting



*











Questions & Answers







*
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RDQA Curriculum Materials/Session 7- Developing Action Plans.ppt


MEASURE EVALUATION

Session: 7

Developing Action Plans Based on Results

     Data Quality Assurance Workshop
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Topics to Cover

How to link the results with actions for improvement

How to compile the final action plan using the RDQA tool template



*











The RDQA Process















Data Verification

System Assessment

Interpret the Output

Develop Action Plans

Disseminate Results

Ongoing Monitoring & Follow up



*











Linking Results to Action

When the RDQA Tool is filled out electronically, it uses the information entered to produce dashboards for each level and site, as well as dashboards that aggregate the 	results from all levels and sites included in the assessment.







At each site, the team will draft recommendations for the site based on the assessment results

The recommendations from each site are summarized in the action plan generated by the tool 



*

Open the RDQA Tool to show a quick overview of each worksheet









Recommendation Templates

(Service Delivery Point & Intermediate Aggregate)

Templates are provided in each delivery site and intermediate aggregate worksheet to summarize recommendations for the sites based on the results of the assessment
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Compiling the Final Action Plan

The final output of the RDQA is an action plan for improving data quality



*











Compiling the Final Action Plan

Decisions on where to invest resources for system strengthening should be based on:

		the relative strengths and weaknesses of the different functional areas of the reporting system identified by the RDQA

		consideration of problem magnitude, feasibility, cost, resources needed, and capacity



Include the following

		identified strengthening measures

		the staff responsible

		the timeline for completion

		resources required

		follow-up
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Discussion

What criteria could you use to determine which action points to include in your list of recommendations at the site?



*











Action Plan at the National M&E Unit

The recommendations template should be filled in at the end of a site visit in collaboration with site staff, taking into account the findings



The National M&E Action Plan should include directions to summarize key issues that it should follow-up at various levels of the system



*











Action Plan Templates



*

Note that the recommendations from all the sites are automatically entered at the bottom of the template to make it easier to develop an overall action plan.









Prioritizing Potential Action Points

		What is the magnitude of the problem?  (small/big)

		How feasible is the solution?  (not feasible/feasible)

		How much will it cost? (low/high cost)

		What other resources are needed? (minimal/substantial)

		What capacity exists to implement the solution? (little capacity/excellent capacity)



	



*

Do we have under-reporting or over-reporting in this bar chart?









Questions & Answers







*
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MEASURE EVALUATION

Session: 8

Disseminating Results

Data Quality Assurance Workshop



*











Topics to Cover

How to prepare the final reports

Disseminating results

Storage and archiving of RDQA files



*











The RDQA Process















Data Verification

System Assessment

Interpret the Output

Develop Action Plans

Disseminate Results

Ongoing Monitoring & Follow up



*











Final RDQA Tool

A final RDQA Tool file must be compiled

		Lock and password protect it to prevent any accidental or intentional changes being made to the archived files

		Three simple steps in Excel





*

Open the RDQA Tool to show a quick overview of each worksheet









Final RDQA Tool – Step 1

On the “Review” tab in Excel, click on “Protect Workbook”



*











Final RDQA Tool – Step 2

		A small pop-up window will appear

		Leave the default box checked for “Protect workbook for Structure”





*











Final RDQA Tool – Step 3

		Carefully enter the password to be used to lock the workbook and then click OK





*











RDQA Summary Report

Based on the consolidated findings of all sites

the final report includes:

		Brief narrative summary of strengths and weaknesses within the system

		RDQA Tool summary dashboards for service delivery points, intermediate aggregation site and M&E Unit

		Brief interpretations of the graphs from the tool

		Final action plan





*











Site Briefers

Unique to each site visited

Includes:

		 Site specific RDQA Tool dashboard for service delivery points and intermediate aggregation site

		 Brief interpretations of the graphs from the tool

		 Site specific recommendations





*











Copy & Pasting Graphs

		To maintain the formatting of the graphs generated by the tool, use “paste as picture”

		First, select the dashboard you want to copy/paste

		Copy using CTRL+C and pasting CTRL+V









Copy & Pasting Graphs

Next, open your summary report or site briefer word document. 

To paste the dashboard as a picture:

Click where the dashboard should appear on the document

Click on the “Paste” dropdown from the upper left

Select “Paste Special” from the dropdown







Copy & Pasting Graphs

		From the window that appears, select “Picture” to paste the dashboard









Copy & Pasting Graphs

As a shortcut, copy the dashboard (CTRL+C) and right click where you want the image to appear



On the drop down menu that appears, select the small picture icon (a mountain with a sun) from the options displayed







Timeline for Disseminating Results

(A recommendation)

Each country can have a different timeline to disseminate results. The picture below is a recommended timeline. 







National Stakeholder Presentation

Done at the discretion of the M&E Unit

Decision to require a stakeholder presentation should be made before commencing an RDQA



Present RDQA results to stakeholders and allow for feedback on the findings







Storage & Archiving the RDQA Files 

(A recommended approach)

While conducting an RDQA, save the files on the server at Ministry of Health

Recommended file naming convention 

Upload daily – usually by the end of the day

Archiving of RDQA files to the server should be conducted in accordance with national policy guidelines

All RDQA files should be kept on the server for at least 5 years



Ask the participants: what are the policies that should be taken into consideration when planning on the logistics of storing and archiving the RDQA files?

*









Questions & Answers







*
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MEASURE EVALUATION

Session: 9

On-going Monitoring & Follow Up

Data Quality Assurance Workshop



*











Topics to Cover

The benefits of Supportive Supervision after the RDQA

Monitoring trends and performances



*











The RDQA Process















Data Verification

System Assessment

Interpret the Output

Develop Action Plans

Disseminate Results

Ongoing Monitoring & Follow up



*











What is Supportive Supervision?

Focus on problem solving, encouragement and learning

Validate and improve data collection process

Identify problems and difficulties

Assist region/district/village health worker in implementing solutions

Joint problem solving

Provide technical assistance and guide program development

Focus on follow up, actions items, etc…



*

Open the RDQA Tool to show a quick overview of each worksheet









Purpose of Supportive Supervision

		Monitoring                   assess implementation of 					recommendations

		Training                 teach/focus on competency development/group approach

		Mentoring                  coach/focus on 					moral/competency 						development/individual approach





*











What does Supportive Supervision Consist of?

Supportive supervision should be considered as capacity building, not as evaluation and giving sanctions

Assessment of practices (through observations, discussions, records and outputs review). 

A participatory discussion of observations, highlighting both positive and negative findings. 

A discussion on a small number of weaker areas that everyone agrees they can improve. 

A discussion of the strategy and steps for implementation, including what each level of the system staff must perform. 

 A written record of the joint agreements on changes (improvements) that all are committed to, to be followed-up afterwards. 



*











Data Management Principles related to Supportive Supervision



Data Quality

Collect what is needed

Make good use of what you collect

Empower staff to both collect and use data

Promote data quality so that staff produce accurate, reliable, complete and on time data/reports

Provide feedback on data collected and outputs / outcomes



*











Follow up Data Verification

 Recommended that they be conducted at all sites included in the RDQA

 Additional sites may be included at M&E Officer’s discretion

		Dependent on time and resources available





*











Track Progress Over Time

Plot verification factors for the indicators accessed on a line graph to see whether or not they have improved

		Can do the same for reporting performance





*











The RDQA Process















Data Verification

System Assessment

Interpret the Output

Develop Action Plans

Disseminate Results

Ongoing Monitoring & Follow up



*











Questions & Answers







*
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1 - ANTECEDENTES


Os Programas Nacionais e os projectos financiados por doadores estão a desenvolver esforços no sentido de alcançar metas ambiciosas no combate a doenças como o Síndrome de Imunodeficiência Adquirida (SIDA), Tuberculose (TB) e Malária. A mensuração do sucesso e o melhoramento da gestão destas iniciativas implica a necessidade de se recorrer ao uso de sistemas eficazes de Monitoria e Avaliação (M&A) que produzam dados de qualidade relacionados com a implementação do programa.

Tendo em mente os mesmos objetivos dos “Three Ones” (“Três Princípios”), da iniciativa “Estratégia para Acabar com a TB” e do Plano Estratégico Global para Redução da Incidência da Malária  (RBM Global Strategic Plan), um número de organizações multilaterais e bilaterais colaborou no sentido de desenvolver uma Ferramenta de Avaliação da Qualidade dos Dados (AQD). Esta iniciativa harmonizada de cooperação tem como objetivo proporcionar uma abordagem comum para avaliação e melhoramento geral da qualidade dos dados. Uma simples ferramenta ajuda a assegurar a aplicação de padrões harmonizados e permite uma implementação universal entre os parceiros e os Programas Nacionais.

A Ferramenta AQD enfoca exclusivamente na (1) verificação da qualidade de dados divulgados e  (2) avaliação dos sistemas de gestão e divulgação de dados fundamentais para indicadores de resultados padrão ao nível do programa. A Ferramenta AQD não se destina a avaliar na íntegra o sistema de M&A (Monitoria e Avaliação) da resposta de um país ao HIV/SIDA, Tuberculose e Malária.  No contexto do HIV/SIDA, a AQD relaciona-se ao componente 10 (isto é, Supervisão de apoio e auditoria de dados) da “Estructura Organizacional do Sistema Funcional de Monitoria e Avaliação do HIV a nível Nacional”.

Foram desenvolvidas duas versões da Ferramenta para Avaliação da Qualidade dos Dados: (1) A Ferramenta de Auditoria da Qualidade de Dados (AQD), a qual oferece diretrizes a serem usadas por uma equipa externa de auditoria a fim de avaliar a capacidade de um programa/projeto para divulgação de dados de qualidade e (2) a Ferramenta de Avaliação de Rotina da Qualidade dos Dados (ARQD) que é uma versão simplificada da Auditoria da Qualidade de Dados, permitindo que os programas e projetos avaliem rapidamente a qualidade dos respectivos dados e intensifiquem a sua gestão de dados e dos sistemas de divulgação.

		

		Diferenças entre AQD e ARQD

		



		

		A Ferramenta AQD foi concebida para ser usada por equipas de auditoria externas, ao passo que a Ferramenta ARQD foi concebida para um uso mais flexível, particularmente por Programas e Projetos

		



		

		AQD

		ARQD

		



		

		· Avaliação pela agência financiadora

· Abordagem padrão para implementação


· Usada por uma equipa de auditoria externa


· Entrada limitada em recomendações por programas




		· Programa de auto-avaliação


· Uso flexível pelo programa para monitorar e supervisionar ou em preparação para uma auditoria externa


· O programa executa e implementa o seu próprio plano de ação

		



		

		

		





2 - MODELO CONCEITUAL 


O modelo conceitual para as ferramentas AQD e ARQD encontra-se ilustrado na Figura 1 (abaixo). Normalmente, a qualidade dos dados apresentados depende dos sistemas de gestão e divulgação de dados; os sistemas mais fortes deverão produzir dados de melhor qualidade. Em outras palavras, os componentes operacionais chave terão que estar implementados a todos os níveis do sistema para que se possam produzir dados e um fluxo de boa qualidade através de um sistema de gestão de dados – os pontos de prestação de serviços, o(s) nível(eis) intermediários onde os dados estão agregados (por exemplo, distritos, regiões) e a unidade de M&A ao nível mais elevado ao qual os dados são divulgados. As ferramentas AQD e ARQD são por conseguinte designadas para (1) verificar a qualidade dos dados, (2) avaliar o sistema que produz tais dados e (3) desenvolver planos de ação para aperfeiçoar ambos.




3 - OBJETIVOS 

Os objetivos da ferramenta ARQD são, a saber:


· VERIFICAR rapidamente 1) a qualidade dos dados divulgados relativamente aos indicadores chave em centros selecionados e 2) a capacidade de sistemas de gestão de dados para recolher, administrar e divulgar dados de qualidade.

· DESENVOLVER um plano de ação a fim de implementar medidas corretivas para o sistema de gestão e divulgação de dados no sentido de reforçar o sistema de gestão e divulgação de dados, melhorando a sua qualidade.

· MONITORAR, com o decorrer do tempo, o progresso da capacidade e do desempenho do sistema de gestão e divulgação de dados a fim de produzir dados de qualidade (especialmente através do uso repetido da ferramenta ARQD).


4 - UTILIZAÇÃO 

A ferramenta ARQD foi concebida para oferecer uma utilização flexível, podendo ser usada para várias finalidades.  Abaixo indicam-se algumas das potenciais utilizações da ferramenta, embora esta seja mais eficaz quando utilizada rotineiramente.  

· Verificações de rotina para avaliar a qualidade de dados como parte de uma supervisão contínua:  Por exemplo, as verificações de rotina para avaliar a qualidade de dados podem ser incluídas nas visitas de supervisão já planeadas aos centros de prestação de serviços.

· Avaliações iniciais e de seguimento dos sistemas de gestão e divulgação de dados:  Por exemplo, as avaliações repetidas (ou seja, semestral ou anualmente) da capacidade de um sistema de recolher e divulgar dados de qualidade a todos os níveis podem ser usadas para identificar lacunas e monitorar os aperfeiçoamentos necessários.

· Capacitação do pessoal do programa de gestão e divulgação de dados:  Por exemplo, o pessoal de M&A pode receber formação no sentido de tirar o melhor proveito da ferramenta ARQD e ser sensibilizado no que respeita à necessidade de solidificar as áreas funcionais chave relacionadas com a gestão e divulgação de dados para assim produzir dados de qualidade.  

· Preparação para uma auditoria formal da qualidade de dados:  A ferramenta ARQD pode ajudar a identificar problemas relativos à qualidade de dados e os pontos fracos do sistema de gestão e divulgação de dados que necessitem de ser reforçados para facilitar a preparação para uma auditoria formal da qualidade de dados.

· Avaliação externa da qualidade dos dados:  Este uso da ARQD para avaliações externas por doadores ou outras partes interessadas pode ser mais frequente, mais eficiente e menos dependente de recursos do que as auditorias abrangentes da qualidade de dados que usam a versão AQD para auditorias.  

Os potenciais utilizadores da ferramenta ARQD incluem gestores de programas, supervisores e pessoal de M&A a níveis nacionais e sub-nacionais, bem como doadores e partes interessadas. 

5 - METODOLOGIA 

A ARQD contém 10 sub-componentes, ou folhas, correspondendo a páginas numa folha de cálculo Microsoft Excel (descrito abaixo):  

Páginas de Trabalho num Ficheiro da Microsoft Excel ARQD

Página 1- Cabeçalho: para selecionar o número dos Pontos de Prestação de Serviços e pontos intermediários de agregação (por exemplo, postos regionais e distritais) a serem incluídos na ARQD.

Página 2- Instruções:  para informar os utilizadores como usar as folhas de cálculo Excel.

Página 3- Informações:  para registar o país, programa/projeto, indicadores e períodos de divulgação de dados avaliados, documentação analisada e composição da equipa de avaliação. 

Página 4- Pontos de Prestação de Serviços (PPS):
- para registar os resultados de 1) verificação de dados e 2) avaliação do sistema no ponto de prestação de serviços;
- para exibir um painel de resultados para o ponto de prestação de serviços (mais detalhes indicados abaixo);
- para capturar recomendações para o ponto de prestação de serviços.


Página 5- Nível Intermediário de Agregação: 

- para registar os resultados de 1) verificação de dados e 2) avaliação do sistema no centro intermediário de agregação (CIA);
- para exibir um painel de resultados para o centro intermediário de agregação (CIA);
- para capturar recomendações para o centro intermediário agregação (CIA).


Página 6- Unidade de M&A:


- para registar os resultados de 1) verificação de dados e 2) avaliação do sistema na unidade de M&A;
- para exibir um painel de resultados para a unidade M&A;
- para capturar recomendações para a unidade M&A.


Página 7- Painel Global:  para exibir num formato gráfico os resultados agregados de todos os pontos de prestação de serviços e níveis visitados na ferramenta ARQD (mais detalhes indicados abaixo).  

Página 8- Plano de Ação Final da ARQD:  para consolidar as recomendações de cada nível num plano de acção global baseado na ARQD (mais detalhes indicados abaixo).  

Página 9- Dimensões da Qualidade dos Dados: uma página de referência para mapear as áreas funcionais avaliadas na parte de avaliação de sistemas da ARQD com componentes de qualidade dos dados.

Página 10- Formulário de Comentários:  Para que os utilizadores da ARQD possam apresentar os seus comentários aos programadores da ferramenta ARQD.  

A ferramenta ARQD é composta por dois componentes: (1) verificação de dados apresentados para indicadores chave em centros selecionados; e (2) avaliação dos sistemas de gestão e divulgação de dados.

Por conseguinte, os questionários da ARQD contêm duas partes para recolha de dados:


· Parte 1 – Verificação de Dados: comparação quantitativa entre os dados recontados e os dados divulgados e revisão da pontualidade, totalidade e disponibilidades de relatórios;

· Parte 2 – Avaliação do Sistema: Avaliação qualitativa dos relativos pontos fracos e pontos fortes das áreas funcionais do sistema de gestão e divulgação de dados.

A ferramenta ARQD contém três grupos de folhas de recolhas de dados; estes incluem folhas a serem preenchidas (1) nos pontos de prestação de serviços, (2) nos centros intermediários de agregação (por exemplo, postos regionais e distritais) e (3) na unidade de M&A.


Parte 1 – Verificação dos Dados Divulgados para Indicadores Chave:


A Parte 1 da ARQD tem como objetivo avaliar, numa escala limitada, se os pontos de prestação de serviços e os centros intermediários de agregação estão a recolher e a divulgar dados para mensuração precisa e pontual do(s) indicador(es) auditados — e efetuar uma verificação cruzada dos resultados apresentados com outras fontes de dados. Para executar esta acção a ARQD determinará se uma amostra dos Pontos de Prestação de Serviços registou corretamente a atividade relacionada com o(s) indicador(es) selecionado(a) nos documentos fonte. Em seguida, realizará um rastreio dos dados para averiguar se estes foram agregados corretamente e/ou de outro modo manipulados quando submetidos pelos Pontos de Prestação de Serviços iniciais através dos níveis intermediários para a Unidade M&A do programa/projeto.

Verificação de Dados nos Pontos de Prestação de Serviços (PPS):


Nos Pontos de Prestação de Serviços, a parte referente à verificação dos dados do protocolo Excel ARQD (Parte 1) possui três sub-componentes (como mostrado na Figura 2):  

1. Revisão da Documentação Original: Examine se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.

2. Verificação dos Resultados Divulgados: Reconte os valores divulgados nos documentos-fonte disponíveis, compare a contagem verificada aos valores indicados pelo centro e identifique as razões das diferenças.

3. Verificação Cruzada dos Resultados Divulgados com outras Fontes de Dados: Realize verificações cruzadas dos totais apresentados verificados com outras fontes de dados (por exemplo, registos do stock, relatórios de laboratório, registos, etc.).

		Figura 2- Parte 1:   Verificação de dados



		A – Revisão da documentação:



		 

		Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.

		(Sim- completamente, parcialmente, nada)

		Comentários da Equipa de Avaliação



		1

		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que documentos fonte estão em falta?

		 

		 



		

		Caso sim, identifique como isso poderia ter afetado os números divulgados.

		 

		 



		2

		Os documentos-fonte disponíveis estão todos completos?

		 

		 



		

		Caso não, identifique como isso poderia ter afetado os valores divulgados.

		 

		 



		3

		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?

		 

		 



		

		Caso não, identifique como isso poderia ter afetado os valores divulgados.

		 

		 



		B – Recontagem dos resultados divulgados: 



		 

		Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais  discrepâncias.

		 



		4

		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos fonte. [A]

		 

		 



		5

		Copie o número de pessoas, casos ou eventos registados pela unidade durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		 

		 



		6

		Calcule a proporção entre os valores recontados e os valores divulgados. [A/B]

		-

		 



		7

		Quais os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)? 

		 

		 



		C – Verificação cruzada dos resultados divulgados com outras fontes de dados:



		

		As verificações cruzadas podem ser realizadas examinando-se os registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de testes ou mosquiteiros tratados com insecticida (MTI) comprados e entregues durante o período do relatório para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se estes foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento dos Pacientes para o Registo e deste para às Fichas de Tratamento de Pacientes).



		8

		Relacione os documentos utilizados nas verificações cruzadas.

		 

		 



		9

		Descreva as verificações cruzadas realizadas.

		 

		 



		10

		Quais são os motivos da eventual discrepância? 

		 

		 






Verificação de Dados nos Centros Intermediários de Agregação (CIA) e na Unidade de M&A:


Nos Centros Intermediários de Agregação e na Unidade de M&A, a parte de verificação de dados do protocolo Excel ARQD (Parte1) contem dois sub-componentes, mostrados na Figura 3:  

1. Verificação dos Resultados Divulgados: Volte a agregar os números dos relatórios submetidos pelos Pontos de Prestação de Serviços, compare as contagens verificadas aos valores submetidos até ao nível seguinte imediato (por exemplo, Unidade de M&A) e identifique as razões de qualquer discrepância.

2. Revisão dos Relatórios dos Pontos de Prestação de Serviços: Reveja a disponibilidade, pontualidade e totalidade dos relatórios previstos dos Pontos de Prestação de Serviços para o período de divulgação de relatório selecionado.

		Figura 3 - Parte 1:   Verificação de dados



		A – Recontagem dos resultados divulgados:



		 

		Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pelo centro intermediário de agregação e explicar as eventuais  discrepâncias.

		(Sim- completamente, parcialmente, nada)

		Comentários da Equipa de Avaliação



		1

		Consolidar os valores dos relatórios recebidos de todos os Pontos de Prestação de Serviços. Qual é o valor consolidado? [A]

		 

		 



		2

		Que resultado consolidado constava do relatório resumido elaborado pelo Centro Intermediário de Agregação (e apresentado ao próximo nível de divulgação de dados) ? [B]

		 

		 



		3

		Calcule a proporção entre os valores recontados e os divulgados. [A/B]

		-

		 



		4

		Quais são os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)? 

		 

		 



		B – Desempenho na divulgação de dados:



		

		Examinar se os relatórios de todos os pontos divulgadores de dados estão disponíveis e completos e se foram apresentados pontualmente. Quantos relatórios deveriam ter sido apresentados por todos os pontos divulgadores de dados?  Quantos há?  Foram recebidos pontualmente? Estão completos?



		5

		Quantos relatórios deveriam ter sido apresentados por todos os pontos divulgadores de dados (p.ex., regiões, distritos, pontos de prestação de serviços)? [A]

		 

		 



		6

		Quantos relatórios há? [B]

		 

		 



		7

		Calcule a % de Relatórios disponíveis [B/A]

		-

		



		8

		Verifique as datas dos relatórios recebidos.  Quantos relatórios foram recebidos pontualmente? (isto é, recebidos dentro do prazo). [C]

		

		



		9

		Calcule a % de Relatórios pontuais [C/A]

		-

		



		10

		Quantos relatórios estavam completos?  (ou seja, relatórios com todos os dados necessários sobre os indicadores). [D]   

		

		



		11

		Calcule a % de Relatórios completos [D/A]

		 -

		 





Parte 2 – Avaliação do Sistema de Gestão e Divulgação de Dados:


A Parte 2 da ferramenta ARQD tem como objetivo identificar potenciais ameaças à qualidade de dados representadas pela concepção e implementação dos sistemas de gestão e divulgação de dados a três níveis: (1) a Unidade de M&A do programa/projeto, (2) os Pontos  de Prestação de Serviços e (3) qualquer Centro Intermediário de Agregação (por exemplo, postos regionais ou distritais) aos quais os relatórios dos Pontos  de Prestação de Serviços se encontram agregados antes de serem enviados à Unidade de M&A do programa/projeto (ou outro nível relevante).

As questões para avaliação dos sistemas estão agrupadas segundo as cinco áreas operacionais a seguir indicadas:


1. Estruturas, Funções e Capacidades de M&A.


2. Definições dos Indicadores e Diretrizes de Divulgação de Dados 


3. Formulários e Ferramentas de Recolha e Divulgação de Dados


4. Processos de Gestão de Dados


5. Ligações com o Sistema Nacional de Divulgação de Dados

O Quadro 3 (Anexo 1) apresenta uma listagem de questões para a avaliação dos sistemas, os níveis do sistema de divulgação de dados com os quais as perguntas se relacionam e os componentes da qualidade de dados abordados por cada questão. (Consulte o Anexo 1 para obter mais detalhes sobre a relação entre o sistema de gestão e a divulgação de dados e os componentes da qualidade de dados). 

Recomenda-se a aplicação do questionário de avaliação do sistema de uma maneira participativa com todo o pessoal relevante de M&A presente e discutindo as respostas exaustivamente.  À medida que as questões são respondidas, devem ser tomadas notas detalhadas para assegurar uma assimilação abrangente das respostas. Isto é igualmente necessário para que as visitas de seguimento possam assegurar que foram efetuados os melhoramentos de forma adequada.

As Partes 1 (verificação de dados) e 2 (avaliação do sistema) da ferramenta ARQD podem ser implementadas em qualquer ou em todos os níveis do sistema de gestão de divulgação de dados: Unidade de M&A; Centros Intermediários de Agregação; e/ou Pontos de Prestação de Serviços.  Embora se recomende o uso de ambas as partes da ferramenta ARQD para uma avaliação completa da qualidade dos dados, especialmente quando implementada pela primeira vez, dependendo dos objetivos da avaliação, é possível aplicar e adaptar um ou ambos protocolos aos contextos locais. Todavia recomenda-se que a parte da ferramenta de verificação de dados seja executada mais frequentemente a fim de monitorar e garantir a qualidade dos dados divulgados. O protocolo de avaliação do sistema poderá ser aplicado menos frequentemente (isto é, semestral ou anualmente).

6 - PRODUTOS                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                        


Apresentação gráfica dos resultados de avaliação:


A ferramenta ARQD existe no formato Microsoft Excel. As listas de verificação podem ser impressas e preenchidas manualmente ou, opcionalmente, as respostas podem ser introduzidas diretamente nas folhas de cálculo num computador. Quando preenchidas eletronicamente, um número de painéis produz diagramas das estatísticas sumarizadas para cada centro ou nível do sistema de divulgação de dados, bem como um painel global que reúne os resultados de todos os níveis e centros incluídos na avaliação (Figura 4).  

Figura 4 – Painel de Estatísticas Sumarizadas na Unidade de M&A [Quando se usa o ficheiro MS Excel]
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As estatísticas sumarizadas que são calculadas incluem o seguinte:


1. Eficiência do Sistema de Gestão e Divulgação de Dados tendo como base uma revisão do sistema de divulgação e recolha de dados do programa/projeto, incluindo respostas a perguntas sobre o grau de eficiência da concepção e implementação do sistema.


2. Precisão dos Dados Divulgados através do cálculo dos Fatores de Verificação produzidos pela realização da recontagem a cada nível do sistema e divulgação de dados (por exemplo, a proporção entre o valor recontado do indicador e o valor apresentado); e


3. Disponibilidade, Totalidade e Pontualidade dos Relatórios através de percentagens calculadas a(os) Nível(eis) Intermediários de Agregação e a Unidade de M&A.


Os painéis específicos apresentam dois diagramas para cada unidade (PPS, CIA e Unidade de M&A) visitada:  

· O diagrama radar no lado esquerdo apresenta os dados qualitativos originados da avaliação do sistema de gestão e divulgação de dados e pode ser usado para dar prioridade a áreas a reforçar

· O diagrama de barras no lado direito exibe dados quantitativos produzidos pelas verificações de dados; estes podem ser usados para planear e estabelecer metas para melhoramento da qualidade dos dados.


Interpretação do Diagrama Radar


A pontuação obtida para cada área funcional no diagrama radar representa uma média das respostas codificadas como 3 para “Sim, completamente”, 2 para “Parcialmente” e 1 para “Não, nada”. As respostas codificadas como “N/A” ou “Não Aplicável” não influenciam a pontuação. O valor numérico da pontuação não é importante; a pontuação destina-se a ser comparada através das áreas funcionais como um meio para dar prioridade a atividades de reforço do sistema. Isto é, as pontuações estão relacionadas umas com as outras e têm mais relevância quando se compara o desempenho de uma área funcional com outra. Por exemplo, se o sistema apresentar uma pontuação média de 2,5 para a ‘Estrutura, Funções e Capacidades da Unidade de M&A e 1,5 para a ‘Formulários/Ferramentas de Recolha e Divulgação de Dados’ pode-se chegar a uma conclusão racional em que os recursos seriam usados de modo mais eficaz para reforçar as ‘Ferramentas/Formulários de Recolha e Divulgação de Dados’ em vez das ‘Estrutura, Funções e Capacidades da Unidade de M&A’ . Consequentemente, a pontuação não deve ser usada exclusivamente para avaliação do sistema de gestão e divulgação de dados. Preferivelmente, as mesmas devem ser interpretadas no contexto de entrevistas, revisões da documentação, verificações dos dados e observações feitas durante o exercício da ARQD.

As decisões a tomar sobre onde investir recursos para reforçar o sistema devem ser baseadas nos relativos pontos fracos e pontos fortes das diferentes áreas funcionais do sistema de divulgação de dados identificados através da ferramenta ARQD, bem como a consideração da exequibilidade e viabilidade. 

É igualmente produzido um painel global para mostrar os resultados agregados da (1) verificação de dados e (2) avaliação do sistema de gestão de dados.   Paralelamente, é produzido um painel para mostrar as conclusões resultantes da avaliação dos sistemas pelos componentes da qualidade dos dados.  Os painéis Globais são mostrados na Figura 5.

Figura 5 – Painéis Globais [Quando se usa o ficheiro MS Excel]

DIMENSÕES DA QUALIDADE DE DADOS –  Distribuição das respostas à lista de verificação por dimensão


(Nota: O número de respostas está localizado em cada barra colorida) 
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Planos de Ação para Reforçar o Sistema:


A ferramenta ARQD proporciona modelo (Figura 6) para listar as recomendações para os pontos de prestação de serviços, centros intermediários de agregação incluídos na avaliação e Unidade de M&A. Para a Unidade de M&A recomenda-se sumarizar as questões chave que o programa / projeto deve seguir a vários níveis do sistema (por exemplo, casos encontrados a nível do ponto de prestação de serviço e/ou a nível intermediário de agregação).    

		Figura 6- Modelo de Plano de Ação para o CIA (num ficheiro MS Excel ARQD) 



		 

		Com base nas conclusões da verificação do sistema e dos dados do centro intermediário de agregação, descreva as eventuais necessidades de observância e as medidas de reforço recomendadas, com uma estimativa do tempo que poderia ser necessário para implementar o aperfeiçoamento.  Examine as funções de avaliação do sistema por área funcional. Os pontos de ação deverão ser discutidos com o Programa/Projeto.  



		 

		Descrição do Ponto de Ação

		Responsável

		Prazo



		1

		 

		 

		 



		2

		 

		 

		 



		3

		 

		 

		 



		4

		 

		 

		 





O resultado final da ARQD é um plano de ação para aperfeiçoamento da qualidade dos dados que descreve as medidas de reforço identificadas, o pessoal responsável, o prazo de tempo estabelecido para conclusão, recursos requeridos e seguimento. O modelo para o plano de ação é mostrado na Figura 7.   
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7 - FASES DE IMPLEMENTAÇÃO PARA A ARQD


Geralmente, a implantação da ARQD pode ser subdividida em sete fases: 

1. Determine a finalidade da ARQD .  Conforme previamente indicado, a ARQD pode ser usada para diferentes finalidades:

- Verificações de rotina da qualidade dos dados como parte de supervisão contínua e de apoio
- Avaliações iniciais e de seguimento dos sistemas de gestão e de divulgação de dados
- Reforço da capacidade do pessoal do programa no que respeita a gestão e divulgação de dados
- Preparação para uma auditoria formal da qualidade dos dados
- Avaliação externa da qualidade dos dados (por doadores ou outras partes interessadas).

2. Identifique indicadores e o período de divulgação de dados. Uma decisão importante na execução da ARQD é determinar: (1) qual/quais o(s) indicador(s) a serem verificados; e (2) que período(s) de divulgação de relatórios serão abrangidos pela avaliação. A decisão sobre qual/quais indicador(es) a incluir pode ser baseada num número de critérios incluindo uma análise dos níveis de financiamento a várias áreas dos programas (por exemplo, ARV, PTMPF (Prevenção de Transmissão de Mãe para Filho), MTI (Mosquiteiros tratados com inseticida), DOTS (Tratamento diretamente observado), CMC (Comunicação de Mudança de Comportamento) e os resultados apresentados para o(s) indicador(es) relacionado(s). Além disso, o fator decisivo pode igualmente incidir sobre as áreas preocupantes do programa (por exemplo, programas comunitários que podem ser mais difíceis de monitoriar do que os programas baseados num posto de saúde). É igualmente importante identificar claramente o período de divulgação de dados associado com o(s) indicador(es) a serem verificados. Usando um período específico de divulgação de dados oferece uma referência a partir da qual se podem comparar os dados “recontados”. O ideal seria que o período de tempo correspondesse ao período mais recente de divulgação de dados. Se as circunstâncias tal justifiquem, o período de tempo para a avaliação poderia ser inferior (por exemplo, uma fração do período de divulgação de dados, como o último trimestre ou mês do período de divulgação de dados). Por exemplo, o número de documentos-fonte num centro bastante ativo de ATV (Aconselhamento e Testagem Voluntária) poderia ser volumoso, os recursos de pessoal de avaliação podem ser limitados e os Pontos  de Prestação de Serviços podem produzir relatórios mensais ou trimestrais. Noutros casos, o período de tempo poderia corresponder ao um período de divulgação de dados anterior em que foram divulgados resultados volumosos pelo(s) programa(s)/projeto(s).

3. Descreva o sistema de divulgação e de recolha de dados relacionados com o(s) indicador(es).  Antes de selecionar os centros e planear as visitas de campo, é essencial que a equipa de avaliação compreenda (1) qual é o documento fonte para o(s) indicador(es) selecionado(s); (2) como é que a Prestação de Serviços é registada naquele documento fonte e (3) como é que os dados são divulgados desde os Pontos de Prestação de Serviços até à Unidade de M&A central. É especialmente importante identificar o documento fonte correto pois trata-se da documentação que será analisada e recontada para calcular a precisão da divulgação de dados. No que respeita à atividade de recontagem, apenas poderá existir um documento fonte; este é normalmente o primeiro documento onde a Prestação de Serviços é registada (por exemplo, ficha de tratamento do paciente, formulário de admissão de um cliente, etc.). É igualmente importante para a equipa de avaliação determinar se os dados dos Pontos  de Prestação de Serviços estão agregados a níveis intermediários (por exemplo, postos regionais ou distritais) antes de serem apresentados à Unidade de M&A. Em alguns casos, o fluxo de dados incluirá mais de um nível intermediário (por exemplo, regiões, províncias ou estados ou múltiplos níveis de organizações de programas). Noutros casos, os Pontos de Prestação de Serviços podem apresentar dados diretamente à Unidade de M&A central, sem passar através dos Níveis Intermediários de Agregação. Recomenda-se que a equipa de avaliação visite todos os níveis aos quais os dados se encontram agregados.

Ilustração das Áreas do Programa, Indicadores, Fontes de Dados e Documentos-Fonte


Para cada área do programa, é mensurado um número de indicadores através de diversas fontes de dados. Por exemplo, para a tuberculose no Tratamento da área do programa, a comunidade internacional aceitou o indicador harmonizado: “Número de casos de TB com escarro positivo que tenham sido tratados com êxito”. A fonte de dados para este indicador é geralmente baseada nos postos de saúde e o documento fonte é representado pela ficha de tratamento do paciente. Como um outro exemplo relacionado com a SIDA, sob o PEPFAR, uma área do programa abrange Crianças Órfãs e Vulneráveis e um indicador é: “Número de Crianças Órfãs e Vulneráveis (COV) servido pelos programas COV (separados por masculino, feminino, direto primário e direto suplementar)”.  A fonte de dados para este indicador será a nível de organizações comunitárias que servem as COV e o documento fonte será a nível de registos estabelecidos na comunidade.  As discussões com o pessoal de M&A ajudarão a identificar o documento a usar para verificações de dados. 

4. Selecione os centros a serem incluídos.  Não é necessário visitar todos os centros de divulgação de dados num determinado programa/projeto para determinar a qualidade dos dados.  Podem-se aplicar técnicas de amostragem aleatória para selecionar um grupo representativo dos centros cuja qualidade de dados seja indicativa da qualidade dos dados para todo o programa. Dependendo do volume de serviços (por exemplo, o número de pessoas com tratamento anti-retroviral [ART]) e o número de Pontos de Prestação de Serviços, podendo ser um número tão pequeno como uma dúzia de centros, podem ser avaliados para obter uma estimativa razoável da qualidade de dados para o programa/projeto. Consulte o Anexo 2 para obter instruções sobre como rastrear centros usando amostragem por conglomerado em duas fases. As mensurações precisas da exatidão dos dados são difíceis de obter para todo um  programa/projeto usando estes métodos.  As “estimativas razoáveis” da exatidão dos dados são geralmente suficientes para fins de reforço da qualidade dos dados, desenvolvimento da capacidade ou preparação para auditoria externa. Para um a metodologia de amostragem mais rigorosa resultando em estimativas mais precisas da qualidade dos dados, consulte a Ferramenta de Auditoria da Qualidade dos Dados (AQD) e Directrizes no Website da MEASURE Evaluation
.

5. Realização de visitas aos centros.  Os centros deverão ser notificados antes da visita para avaliação da qualidade dos dados. Esta notificação é importante a fim de se disponibilizar o pessoal apropriado para responder a questões contidas na lista de verificações e para facilitar a verificação dos dados, proporcionando acesso a documentos-fonte pertinentes. No entanto, é igualmente importante não informar os centros com demasiada antecedência e limitar a informação indicada no(s) indicador(es) verificados e o período de divulgação de dados avaliado. Estas precauções são tomadas tendo como objetivo evitar que os centros cedam à tentação de corrigir ou falsificar os dados antes da chegada da equipa de avaliação. Durante estas visitas aos centros, as seções relevantes  das listas de verificação apropriadas no ficheiro Excel são preenchidas (isto é, a lista de verificação do centro de serviços nos centros de serviços, etc.). Estas listas de verificação são preenchidas por meio de entrevistas com o quadro de pessoal mais importante e das revisões da documentação do centro. Recomenda-se que a equipa de avaliação inicie as verificações nas Unidades de M&A antes de prosseguirem para os Níveis Intermediários de Agregação relevantes (por exemplo, postos regionais ou distritais) e, seguidamente, para os Pontos de Prestação de Serviços. Procedendo deste modo, a equipa de avaliação dispõe dos números recebidos, agregados e apresentados pela Unidade de M&A e, portanto, um ponto de referência para os números que a equipa prevê recontar a níveis inferiores. O período de tempo necessário para efectuar as verificações dos dados e a avaliação dos sistemas é normalmente como segue:

· A Unidade de M&A requererá, tipicamente, um dia (incluindo a apresentação do objetivo e a abordagem da ARQD);


· Cada Nível Intermediário de Agregação (por exemplo, postos provinciais ou distritais) requererá entre meio-dia e um dia;


· Cada Ponto de Prestação de Serviços necessitará entre meio-dia e dois dias (por exemplo, pode ser necessário mais de metade de um dia para centros grandes com números divulgados que atingem várias centenas ou centros que incluem centros satélite).


As equipas de avaliação devem contudo prever uma certa flexibilidade nos seus itinerários de viagens para acomodar qualquer ocorrência e atrasos imprevistos.  

6. Examine os resultados e as conclusões.  Os resultados obtidos através da ferramenta ARQD devem ser estudados para cada centro visitado e, como um todo, no que respeita ao programa/projeto. As conclusões sucintas e as recomendações específicas ao centro devem ser anotadas após a visita ao centro e, seguidamente, consolidadas para todo o programa/projeto quando se estiver prestes a chegar ao final da ARQD. As conclusões deverão salientar os aspectos positivos do sistema de M&A do programa/projeto em relação à gestão e divulgação de dados, bem como quaisquer pontos fracos identificados pela equipa de avaliação. É importante realçar que uma conclusão não significa necessariamente que o Programa/projeto contém deficiências na sua recolha e divulgação de dados. O programa/projeto pode ter estabelecido um número de controlos inovadores e passos eficazes para assegurar que os dados sejam recolhidos de modo uniforme e seguro. Não obstante, a ARQD tem como finalidade melhorar a qualidade dos dados. Assim, conforme a equipa de avaliação termina as suas revisões do sistema de gestão de dados e de verificação de dados, deverá identificar claramente provas e conclusões que indiquem a necessidade de melhoramentos para reforçar a concepção e a implementação do sistema de M&A. É igualmente fundamental que todas as conclusões sejam suportadas por provas documentadas.

7. Desenvolva um plano de reforço do sistema, incluindo ações de seguimento.  Tendo como base as conclusões e recomendações para cada centro e para o programa/projeto como um todo, deverá ser desenvolvido um plano de ação global (consulte o modelo acima) e discutido  com o(s) gestor(es) do programa/projeto e pessoal relevante de M&A.

8 - CONSIDERAÇÕES ÉTICAS


As avaliações da qualidade dos dados devem ser efetuadas em estrita conformidade com os padrões éticos do país. Embora as equipas de avaliação possam requerer acesso a informações  pessoais (por exemplo fichas médicas) tendo como objetivo uma recontagem e uma verificação cruzada dos resultados divulgados, sob nenhumas circunstâncias deverá qualquer informação pessoal ser divulgada relativamente à realização da avaliação ou do relatório das conclusões e recomendações. A equipa de avaliação não deve fazer fotocópias nem remover documentos dos centros.


9 - Anexo 1 – Relação Entre o Sistema de Divulgação de Dados e a Qualidade dos    Dados


O enquadramento conceitual da AQD e ARQD é baseado em três (3) dimensões:


1. níveis de divulgação de dados (isto é, Pontos de Prestação de Serviços, Distritos, Regiões, etc.);


2. dimensões da qualidade dos dados (isto é, .Precisão, Fiabilidade, Pontualidade, etc.);


3. componentes operacionais dos sistemas de gestão de dados (isto é, Processos de Gestão de Dados, etc.).


1- Níveis de Divulgação de Dados


Os dados usados para mensuração do fluxo dos resultados indicadores através de um sistema de recolha e divulgação de dados que começa com o registo da prestação de um serviço a um paciente/cliente. Os dados são recolhidos nos documentos-fonte (por exemplo, fichas de pacientes, formulários de admissão de clientes, registos, cadernetas de registo de distribuição de materiais e produtos essenciais, etc.). Através do sistema de relatórios do programa/projeto, os dados do documento-fonte são agregados e enviados para níveis intermediários (por exemplo, um distrito) para posterior agregação antes de serem enviados ao nível mais elevado de um programa/projeto (por exemplo, a Unidade de M&A de um Programa Nacional, o Destinatário Primário para o Fundo Global ou a Unidade IE de um programa do governo dos EUA). Os dados de países são frequentemente enviados às instituições internacionais para agregação global a fim de demonstrar o progresso efetuado, satisfazendo os objetivos e atingindo as metas relacionadas com as iniciativas de saúde.  

A Figura 1 ilustra este fluxo de dados passando por todos os níveis de um sistema de recolha e divulgação de dados e que inclui centros de serviços, distritos e uma Unidade nacional de M&A. Cada país e programa/projeto pode ter um fluxo de dados diferente. Podem ocorrer problemas de qualidade de dados em cada um destes níveis.     



2- Dimensões da Qualidade dos Dados


A ARQD fundamenta-se em componentes de qualidade de dados, nomeadamente, Programas e projetos que necessitam de relatórios de dados exatos, sólidos, precisos, completos e oportunos que os gestores podem usar para atribuir de modo eficaz recursos disponíveis e avaliar o progresso com vista às metas estabelecidas. Além disso, os dados devem garantir a sua integridade para serem considerados credíveis e devem ser produzidos garantindo os padrões de confidencialidade.

		Anexo 1 - Quadro 1.  Dimensões da Qualidade dos Dados 



		Dimensões da qualidade dos dados 

		
Definição Operacional 



		Exatidão

		Também conhecida como validade.  Os dados exatos são considerados corretos: os dados mensuram o que se pretende que mensurem.  Os dados corretos minimizam erros (por exemplo, tendenciosidade dos registos ou por parte do entrevistador, erros de transcrição, erros de amostragem) ao ponto de serem considerados insignificantes.



		Fiabilidade

		Os dados produzidos pelo sistema de informação dos programas baseiam-se nos protocolos e procedimentos que não mudam segundo a pessoa que os utiliza, nem com a frequência de uso ou quando são usados.  Os dados são fiáveis pois são mensurados e recolhidos uniformemente.



		Precisão 

		Isto significa que os dados apresentam detalhes suficientes.  Por exemplo, um indicador requer o número de pessoas que recebem aconselhamento e testes de HIV e que recebem os respectivos resultados dos testes registados segundo o sexo da pessoa.  Um sistema de informação carece de precisão se não tiver sido concebido para registar o sexo da pessoa que recebeu aconselhamento e testes.



		Totalidade

		A totalidade significa que um sistema de informação de onde originam os resultados é apropriadamente inclusivo: Este representa a lista completa de pessoas ou de unidades que cumprem os requisitos e não apenas uma fração da lista. 



		Pontualidade

		Os dados são oportunos quando estão atualizados (correntes) e quando a informação está disponível no momento oportuno.  A actualidade é afectada pelos seguintes fatores: (1) a taxa à qual o sistema de informação do programa é atualizado; (2) a taxa de mudança efetiva das atividades do programa e (3) quando a informação é na realidade usada ou requerida.



		Integridade

		Os dados possuem integridade quando o sistema usado para os produzir está protegido contra tendenciosidade ou manipulação deliberada por razões políticas ou pessoais.



		Confidencialidade

		Confidencialidade significa que foi garantido aos clientes que os seus dados são mantidos de acordo com os padrões nacionais e/ou internacionais para a proteção de dados.  Isto significa que os dados pessoais não são divulgados inapropriadamente e que os dados contidos em cópia impressa ou em formato eletrónico são tratados aplicando-se os níveis de segurança apropriados (por exemplo, mantidos em armários fechados e em ficheiros protegidos por senhas).   





3- Componentes Funcionais dos Sistemas de Gestão de Dados


A qualidade dos dados divulgados depende dos sistemas subjacentes de gestão e de divulgação de dados; sistemas mais fortes deverão produzir uma melhor qualidade de dados. Por outras palavras, para se obterem dados e um fluxo de boa qualidade através de um sistema de gestão de dados, devem estar estabelecidos componentes funcionais chave a todos os níveis do sistema. O Quadro 2 mostra as áreas funcionais e questões relacionadas a serem abordadas na determinação da eficiência e eficácia do sistema de divulgação e gestão de dados.

		Anexo 1 - Quadro 2.  Área Funcional da Gestão de Dados e Questões Chave para Abordar a Qualidade dos Dados 



		Áreas Funcionais

		Questões

		Dimensões da Qualidade dos Dados



		I

		Capacidades, Funções e Responsabilidades de M&A

		1

		Os técnicos/profissionais de M&A e de gestão de dados estão familiarizados com as responsabilidades que lhe foram expressamente atribuídas?

		Exatidão, 

Fiabilidade 



		II

		Formação

		2

		A maioria dos técnicos/profissionais de M&A e de gestão de dados receberam a formação exigida?

		Exatidão,

Fiabilidade



		III

		Definições de Indicadores

		3

		Existem definições de indicadores operacionais que satisfaçam aos padrões relevantes que são sistematicamente observados por todos os pontos de prestação de serviços?

		Exatidão, 

Fiabilidade



		IV

		Requisitos para Divulgação de Dados

		4

		O programa/projeto documentou claramente (por escrito) o que é divulgado e a quem, e como e quando os relatórios são requeridos?  

		Exatidão, Fiabilidade, Pontualidade, Totalidade



		V

		Formulários e Ferramentas de Recolha e Divulgação de Dados

		5

		Existem formulários padrão de recolha e divulgação de dados que sejam usados regularmente?

		Exatidão, 

Fiabilidade



		

		

		6

		Os dados são registados com precisão/detalhe suficiente para mensuração dos indicadores relevantes?  

		Exatidão,

Precisão



		

		

		7

		Os dados são mantidos em conformidade com as normas nacionais ou internacionais de confidencialidade?

		Confidencialidade



		

		

		8

		Os documentos-fontes são mantidos e disponibilizados de acordo com as políticas definidas por escrito? 

		Capacidade para avaliar:


Exatidão,

Precisão, Fiabilidade, Pontualidade, Integridade e Confidencialidade



		VI




		Processos de Gestão de Dados e Controlos da Qualidade de Dados 



		9

		Existe documentação clara quanto às fases de recolha, consolidação e manuseio dos dados?  

		Exatidão,Fiabilidade



		

		

		10

		Os problemas de qualidade dos dados estão identificados e existem mecanismos estabelecidos para identificá-los e corrigí-los?  

		Exatidão, 

Fiabilidade



		

		

		11

		Existem procedimentos claramente definidos, documentados e seguidos para identificar e conciliar discrepâncias nos relatórios?   

		Exatidão,

Fiabilidade



		

		

		12

		Existem procedimentos claramente definidos e seguidos para se verificar periodicamente os dados na fonte?  

		Capacidade para avaliar:


Exatidão,

Precisão, Fiabilidade, Pontualidade, Integridade e Confidencialidade



		VII

		Ligações com o Sistema Nacional de Divulgação de Dados 

		13

		O sistema de recolha e divulgação de dados do Programa/projeto tem ligações com o Sistema Nacional de Divulgação de Dados?

		Para evitar sistemas paralelos e sobrecarregar o pessoal com a divulgação de dados múltiplos e excessivos a fim de aumentar a qualidade dos dados.  





As respostas a estas 13 questões podem ajudar a identificar os problemas relacionados à qualidade dos dados e os aspectos relacionados ao sistema de divulgação e gestão de dados que requerem atenção.  Por exemplo, se a exatidão dos dados representa um problema, a ARQD pode ajudar a avaliar se as unidades que registam e/ou consolidam os dados estão a usar as mesmas definições de indicadores, se estão a recolher os mesmos elementos de dados, nos mesmos formulários, usando as mesmas instruções.  A ARQD pode ajudar a avaliar se as funções e responsabilidades estão claramente definidas (por exemplo, se todo o pessoal sabe quais os dados que está a recolher e a divulgar, quando, a quem e como) e se o pessoal recebeu a formação apropriada.  

O Quadro 3 indica todas as questões postas no componente de Avaliação do Sistema de ARQD e para cada questão, o nível ao qual a questão é posta, bem como as dimensões da qualidade de dados abordadas.  Este quadro é útil para interpretar o gráfico “Dimensões da Qualidade dos Dados” no Quadro Global da ARQD.


		Anexo 1 - Quadro 3.  Questões de Avaliação do Sistema e Ligações a Dimensões da Qualidade dos Dados
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Componentes da Avaliação de Sistemas que Contribuem para as Dimensões da Qualidade 


de Dados


Área funcional


Nível


Dimensões da qualidade de 


dados





I - Capacidades, Funções e Responsabilidades de M&A


Há um organograma documentado que identifique claramente os cargos que 


têm responsabilidades pela gestão de dados na Unidade de M&A. (para 


especificar qual Unidade: p.ex. MS, CNS, FG, Banco Mundial)


Todos os cargos dedicados à M&A e aos sistemas de gestão de dados estão 


preenchidos.


Um profissional em posição superior (p.ex., o Gestor de Programa/Projeto) é 


responsável por examinar os valores agregados antes da 


apresentação/divulgação dos relatórios da Unidade de M&A.


Há técnicos responsáveis especificamente por examinar a qualidade dos 


dados (ou seja, exatidão, totalidade, pontualidade e confidencialidade) 


recebidos dos subníveis de divulgação de dados (p.ex., regiões, distritos, 


pontos de prestação de serviços).


Há técnicos responsáveis especificamente por examinar os valores 


agregados antes de encaminhá-los ao próximo nível (p.ex., à Unidade 


Central de M&A).


A responsabilidade pelo registo dos serviços prestados em documentos-


fonte está claramente atribuída a um técnico / profissional pertinente.


II - Formação





Há um plano de formação que inclui os técnicos/profissionais envolvidos na 


recolha e divulgação de dados a todos os níveis do processo de divulgação.


Todos os técnicos/profissionais pertinentes receberam formação sobre os 


processos e as ferramentas de gestão de dados.


III - Definição de indicadores





A Unidade de M&A documentou e partilhou a definição do(s) indicador(es) 


com todos os níveis relevantes do sistema de divulgação de dados (p.ex., 


regiões, distritos, pontos de prestação de serviços).


Há uma descrição dos serviços que estão relacionados a cada indicador 


medido pelo Programa/Projeto.
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IV - Requisitos para divulgação de dados





A Unidade de M&A deu instruções claras e por escrito a todos os pontos  


divulgadores de dados (p.ex., regiões, distritos, pontos de prestação de 


serviços) sobre os requisitos e os prazos para divulgação dos dados.


V - Formulários e ferramentas de recolha e divulgação de dados


Se existirem múltiplas organizações envolvidas na implementação de 


atividades do Programa/Projeto, todas utilizam os mesmos formulários e 


prazos de divulgação de dados.


A Unidade de M&A identificou um documento-fonte padrão (p.ex., prontuário 


médico, ficha de admissão de pacientes, registo, etc.) a ser utilizado por 


todos os pontos de prestação de serviços para registar a prestação de 


serviços.


A Unidade de M&A identificou formulários/ferramentas padrão a serem 


utilizados em todos os níveis de divulgação de dados / os 


formulários/ferramentas são utilizados com uniformidade por todos os níveis 


de divulgação de dados.


A Unidade de M&A deu instruções claras sobre como preencher os 


formulários/ferramentas de recolha e divulgação de dados.


Os dados recolhidos pelo sistema de M&A têm exatidão suficiente para 


medir o(s) indicador(es) (ou seja, são recolhidos dados relevantes, com 


distribuição por sexo, faixa etária, etc., quando o indicador especifica a 


desagregação de acordo com estas características).


Há uma política por escrito que estabelece o tempo de retenção dos 


documentos-fontes e formulários de divulgação de dados.


Todos os documentos-fontes e formulários de divulgação de dados 


pertinentes à medição do(s) indicador(es) estão disponíveis para fins de 


auditoria (incluindo os relatórios impressos e datados, no caso de um 


sistema informatizado).
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Caso sim, a data da última cópia de segurança é compatível com a 


frequência da actualização do sistema informatizado (p.ex., as cópias de 


segurança são realizadas semanal ou mensalmente).


Os dados pessoais relevantes são mantidos de acordo com as normas 


nacionais ou internacionais de confidencialidade.  


Se aplicável, existem controlos de qualidade implementados para os casos 


em que os dados são transferidos de formulários impressos para um 


computador (p.ex., introdução duplicada, verificação posterior à introdução 


dos dados, etc.)


Se aplicável, há um procedimento por escrito para a produção de cópias de 


segurança para os casos em que a introdução ou o processamento dos 


dados é informatizado.


VI - Processos de gestão de dados e controlos de qualidade de dados


A Unidade de M&A tem claramente documentado os passos para 


consolidação, análise e/ou manuseio de dados em cada nível do sistema de 


divulgação de dados.  


Todos os subníveis de divulgação de dados recebem comentários de forma 


sistemática sobre a qualidade da sua divulgação de dados (ou seja, exatidão, 


totalidade e pontualidade).


O sistema regista informações sobre o local da prestação dos serviços (ou 


seja, região, distrito, unidade, etc.)


….caso sim, os nomes dos locais são registados de acordo com convenções 


padronizadas para os nomes.


VII - Ligações com o Sistema Nacional de Divulgação de Dados 


O sistema de registo e divulgação de dados impede a contagem repetida de 


pessoas no âmbito de e entre Pontos de Prestação de Serviços (p.ex., uma 


pessoa que receba o mesmo serviço duas vezes no período de um relatório, 


uma pessoa com registo de recebimento do mesmo serviço em dois locais 


diferentes, etc.).


O sistema de divulgação de dados permite a identificação e o registo de uma 


pessoa "desistente", "perdida para seguimento" ou falecida.


Há um procedimento por escrito sobre como lidar com relatórios atrasados, 


incompletos, inexatos e em falta, incluindo o seguimento a ser feito junto aos 


subníveis de divulgação de dados no tocante a questões de qualidade dos 


dados.


Ao identificar discrepâncias dos dados nos relatórios recebidos dos subníveis 


de divulgação de dados, a Unidade de M&A (p.ex., distritos ou regiões) 


documentou a resolução dada a tais discrepâncias.   


A Unidade de M&A pode demonstrar que ocorreram visitas de supervisão 


aos centros regularmente e que a qualidade dos dados foi examinada.


Quando aplicável, os dados são divulgados por meio de um único canal do 


sistema nacional de divulgação de dados.   




10 - Anexo 2:  Instruções para o uso da amostragem por conglomerados em 2 fases

1. Determine o número de agrupamentos e centros.  A Equipa de Avaliação deverá colaborar com as partes interessadas relevantes (CNS, MS, Equipa IE, CCM etc.) para determinar o número de agrupamentos e centros no âmbito dos agrupamentos.  O número de centros ou agrupamentos apropriados depende dos objetivos de avaliação; as estimativas concisas da qualidade dos dados requerem um vasto número de agrupamentos e centros.  Frequentemente não é necessário obter uma estimativa estatisticamente sólida de precisão.  Isto é, considera-se como suficiente obter uma estimativa razoável da precisão da divulgação dos dados para orientar as medidas de fortalecimento do sistema e desenvolvimento das capacidades técnicas.  Uma estimativa razoável requer muito menos centros e é mais prática em termos de recursos.  Normalmente, a amostragem de 12 centros dentro de 4 agrupamentos (3 centros cada) é suficiente para obter uma interpretação da qualidade dos dados e as medidas corretivas requeridas.


2. Mais do que um nível intermediário.  Caso exista mais de que um Nível Intermediário de Agregação (por exemplo, os dados fluem de distrito para região antes de entrarem no nível nacional dados) deve-se obter uma amostra de agrupamento de três-fases.  Isto é, devem ser recolhidas amostras de duas regiões e em seguida de dois distritos de cada região (4 distritos no total).  


3. Sem nível intermediário.  Se os dados forem divulgados diretamente do ponto de prestação de serviços para o nível nacional (por exemplo, sem Centros Intermediários de Agregação) a seleção do centro será efetuada como acima (amostragem por conglomerado do distrito como a unidade primária de amostragem) mas os dados não serão analisados para o nível intermediário e os resultados dos centros de prestação de serviços serão combinados para chegar ao total nacional.

4. Preparação do enquadramento da amostragem.  O primeiro passo na seleção dos conglomerados para a avaliação será a preparação de um enquadramento de amostragem ou uma lista de todos os distritos (ou conglomerados) onde a atividade está a ser efetuada (por exemplo, distritos com centros de tratamento ART).  A metodologia requer a seleção de conglomerados em proporção com o tamanho, isto é, ao volume de serviços.  Com muita frequência torna-se útil expandir o enquadramento da amostragem para que cada conglomerado figure em proporção ao tamanho do programa no conglomerado.  Por exemplo, se um determinado conglomerado for responsável por 15% dos clientes servidos, aquele conglomerado deve abranger 15% dos elementos do enquadramento da amostragem.  Consulte o Exemplo Ilustrativo da Estratégia de Amostragem D (Anexo 4, Quadro 3) das Diretrizes de Auditoria da Qualidade de Dados1 para obter mais detalhes.  Tenha cuidado para não consultar o enquadramento de amostragem de modo a originar polarização na seleção dos conglomerados.  A disposição dos conglomerados pode introduzir periodicidade; por exemplo, cada 3o.. distrito é rural.  A disposição por ordem alfabética é normalmente uma maneira inócua de dispor os conglomerados. 


5. Calcule o intervalo de amostragem.  O intervalo de amostragem é obtido dividindo o número de elementos no enquadramento da amostragem pelo número de elementos sujeitos a amostragem.  Usando uma tabela de números aleatórios ou um método semelhante, escolha aleatoriamente um ponto de início no enquadramento da amostragem.  Este é o primeiro distrito sujeito a amostragem.  Seguidamente avance através do enquadramento de amostragem selecionando distritos que coincidam com múltiplos do intervalo de amostragem.  O número de inicialização + intervalo de amostragem = 2o.. conglomerado.  O número de inicialização + 2 (intervalos de amostragem) = 3o.. conglomerado, etc.



6. Estratifique os Pontos de Prestação de Serviços.  Ordene os pontos de prestação de serviços dentro de cada um dos distritos sujeitos a amostragem segundo o volume de serviços, isto é, o valor do indicador para o período de divulgação que está a ser avaliado.  Divida a lista por estratos de acordo com o número de centros a serem selecionados.  Se possível, selecione um número igual de centros de cada estrato. Por exemplo, se estiver a selecionar três centros, crie três estratos (pequeno, médio e grande).  Se selecionar dois centros, crie dois estratos.  Para seis centros crie três estratos e selecione dois centros por estrato, etc.  Divida esta ordem (subtraia o menor valor do valor mais elevado) pelo número de estratos para estabelecer os pontos de corte do estrato.  Se os centros não forem distribuídos igualmente entre os estratos use o seu critério para atribuir centros ao estrato.  


7. Selecione os Pontos de Prestação de Serviços.  Para um amplo número de centros por distrito pode-se usar um quadro de números aleatórios e selecione centros sistematicamente como acima.  Para um número reduzido de centros, pode ser usada uma simples amostragem aleatória para selecionar os centros dentro dos conglomerados.


8. Selecione centros de ‘segurança’.  Se possível, selecione um centro de “segurança” para cada conglomerado. Use este centro apenas se não lhe for possível visitar os centros originalmente selecionados devido a questões de segurança e outros fatores.  Recomece com um novo enquadramento de amostragem para selecionar este centro (excluindo os centros já selecionados).  Não substitua os centros por uma questão de conveniência.  A substituição os centros deve ser discutida com a organização financiadora e outras partes interessadas relevantes, se possível.


9. Conheça a sua metodologia de amostragem.  Os centros destinam-se a ser selecionados para a avaliação de modo mais aleatório (e equitativamente) possível beneficiando simultaneamente da conveniência e economia associadas com a amostragem por conglomerado.  Poderá ser solicitado que se explique a razão porque um determinado centro foi selecionado.  Esteja preparado para descrever os métodos de amostragem e explique a seleção equitativa dos centros.



























































































































































































































































Distrito 1





Relatório Mensal





PPS 1





45





PPS 2





20





TOTAL





65





Distrito 3





Relatório Mensal





PPS 4





50





PPS 5





200





TOTAL





250





Distrito 2





Relatório Mensal


Relatório Mensal Report





PPS 4





75





TOTAL





75





NACIONAL





Relatório Mensal





Região 1





65





Região 2





75





TOTAL





390





Região 3
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Figura 1.  Ilustração do Fluxo de Dados 
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OUTIL De l’ASSURANCE DE LA QUALITE DES DONNEES DE ROUTINE (RDQA) 


 
Fiche documentaire- novembre 1, 2007  
 
1 HISTORIQUE 
 
Les programmes nationaux et les donateurs travaillent ensemble vers la réalisation de buts 
ambitieux liés à la lutte contre les maladies telles que le  HIV/SIDA, la tuberculose (TB) et le 
paludisme. Les succès et l’amélioration de la gestion de ces initiatives sont mesurés par des 
indicateurs provenant de systèmes forts de suivi et d'évaluation (S&E) qui produisent des 
données de qualité liées à l'exécution de ces programmes. 
 
Dans l'esprit des "trois principes directeurs",  la "stratégie Stop TB" et la "stratégie faire reculer 
le paludisme (RBM)", un certain nombre d'organismes multilatéraux et bilatéraux ont collaboré 
pour développer conjointement un outil de l’assurance de la qualité des données (DQA). 
L'objectif de cette initiative harmonisée est de fournir une approche commune pour évaluer et 
améliorer la qualité globale de données. Un seul outil aide à s'assurer que des normes sont 
harmonisées et permet l'exécution commune entre les partenaires et avec les programmes 
nationaux.  
L’outil de DQA se concentre exclusivement sur (1) vérification de la qualité des données 
rapportées, et (2) l’évaluation de la gestion des données de base et les systèmes rapportant les 
indicateurs standards des programmes. L'outil de DQA n'est pas prévu pour évaluer le système 
de S&E de la réponse d'un pays au HIV/SIDA, à la tuberculose ou au paludisme. Dans le 
contexte du HIV/SIDA, la DQA se relie à la composante 10 (c.-à-d. surveillance et l’audit des 
donnés) du Cadre organisationnel pour un système National de S&E fonctionnel du HIV. 
 
Deux versions de l'outil de l’assurance de la qualité des données ont été développées: (1) l'outil 
de l’audit de la qualité des données fournit des directives qui peuvent être utilisées par une 
équipe externe d’audit des donnés pour évaluer la capacité de Programme/projet de rapportage 
des données de qualité; et (2) l'outil de l’assurance de la qualité des données de routine est une 
version simplifiée du DQA, permet à des programmes et à des projets d'évaluer la qualité de 
leurs données et de renforcer la gestion des données et les systèmes de rapportage. 
 
 


Différences entre DQA et RDQA 


La DQA est conçue pour l'usage des équipes externes d'audit tandis que la RDQA est conçue 
pour un usage plus flexible, notamment par des programmes et projets. 


DQA RDQA 


- évaluation par les LFA 
- approche standardisée de la mise en 


œuvre 
- conduit par une équipe externe d'audit 
- entrée limitée recommandée par des 


programmes 
 


 
- auto- évaluation du programme 
- utilisation flexible par programmes pour la 


surveillance et la supervision ou pour se 
préparer un audit  externe 


- Programme développe et met en œuvre 
son propre plan d’action 
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2 CADRE CONCEPTUEL  
 
Le cadre conceptuel pour le DQA et le RDQA est illustré sur le schéma 1 (ci-dessous). 
Généralement, la qualité des données rapportées dépend de la gestion des données de base et 
des systèmes de reportage ; des systèmes plus forts devraient produire des données de 
meilleure qualité. En d'autres termes, pour que les données de bonne qualité soient produites 
par un circuit d’informations à travers un système de données de gestion, les composantes 
fonctionnelles clé doivent être mises en place à tous les niveaux du système - les points de 
prestations de services, le (s) niveau (x) intermédiaire(s) où les données sont agrégées (par 
exemple les districts, les régions) au niveau le plus élevé de l'unité de S&E auquel des données 
sont rapportées. Les outils de DQA et de RDQA sont donc conçus pour  (1) vérifier la qualité 
des données, (2) évaluer le système qui produit ces données, et (3) développer des plans 
d'action pour améliorer les deux.  
 
Le schéma 1. Cadre conceptuel pour (R) DQA : Gestion des données et qualité systèmes de 
collecte et de transmission, secteurs fonctionnels et qualité des données. 
 
 
 


 
 
 
 
3 OBJECTIFS DE RDQA 
 
Les objectifs de l'outil de RDQA (le volume 2) sont de:  
 
VÉRIFIER rapidement 1) la qualité des données rapportées pour les indicateurs 
principaux dans des sites choisis ; et 2) la capacité des systèmes de gestion des 
données de collecter,  contrôler et rapporter des données de qualité  
 
METTRE en œuvre des mesures pour des plans d'action appropriés afin de renforcer la 
gestion des données et le système de transmission et améliorer la qualité de données. 
 
SUIVRE les améliorations de capacité et la performance de la gestion des données 
ainsi que le système de transmission afin de produire des données de qualité. 
 


Points de Prestation 


Niveaux intermédiaires 
d'agrégation (district,régions) 


Unité S&E 


Qualité des 
données 


Exactitude, Perfection, Fiabilité, Opportunité, 
Confidentialité, Précision, Intégrité 


Dimensions de la qualité 


G
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Mécanismes et contrôles de qualité de données VII 


Processus de gestion des données VI 


Outils de collecte et reportage de données V 


Liens avec le système de reportage national VIII 


Definitions de l'Indicateur IV 


Conditions de reportage de données III 


Formation II 


Capacités, rôles et responsabilités de S&E I 


Les composants fonctionnels d'un système de gestion des données 
sont nécessaires pour assurer la qualité de données 


N
iv
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u 
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4 UTILISATIONS DE LA RDQA  
 
La RDQA est conçue pour une utilisation flexible afin d’atteindre multiples objectifs :  
 
Contrôles de la qualité de données en tant qu'élément de surveillance en cours : Par 
exemple, des contrôles de qualité de données peuvent être inclus dans des visites de 
supervision déjà prévues des sites de prestation de services. 
 
Evaluations initiales et suivi de la gestion des données ainsi que les systèmes de 
transmission. Par exemple, des évaluations répétées (par exemple, semestriellement 
ou annuellement) de la capacité du système de collecter des données de qualité et de 
les rapporter à tous les niveaux, peuvent être employées pour identifier des défaillances 
et pour surveiller des améliorations nécessaires.  
 
Renforçant la formation du personnel dans la gestion et le reportage des données : Par 
exemple, le personnel de S&E peut être formé sur la RDQA et être sensibilisé à la 
nécessité de renforcer les secteurs fonctionnels principaux liés à la gestion des 
données et au reportage afin de produire des données de qualité.  
 
Préparation pour un audit formel de la qualité de données : L'outil de RDQA peut aider 
à identifier des problèmes de qualité de données et des faiblesses dans la gestion des 
données et le système de transmission qui devrait être renforcé pour améliorer la 
promptitude. 
 
Évaluation externe de la qualité des données par des partenaires: Une telle utilisation 
de RDQA pour des évaluations externes pourrait être plus fréquente, plus restructurée 
avec moins de ressources intensives que l’assurance de la qualité des données qui 
utilisent la version de DQA. 
 
Les utilisateurs potentiels du RDQA incluent des directeurs des programmes, des 
superviseurs et le personnel de S&E aux niveaux nationaux et périphériques, aussi bien 
que des donateurs et d'autres commanditaires. 
 
 
5 METHODOLOGIE DE LA RDQA  
 
La RDQA inclut deux protocoles : 
  
1.  Vérifications de données : Comparaison quantitative de la vérification des  données 
rapportées et la révision de l'opportunité, de la performance et de la disponibilité des 
rapports complets; et/ou  
 
2.  La gestion des données et l'évaluation des systèmes de rapportage : Évaluation 
qualitative des forces et des faiblesses de la qualité de la qualité de la  gestion des 
données et du système de transmission.  En plus, la RDQA inclut une liste de contrôle 
simplifiée (de 13 questions) qui peut être utilisée pour évaluer rapidement la gestion des 
données et des systèmes de transmission et pour sensibiliser le personnel des 
programmes sur la qualité de données.   
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Cependant il est recommandé que les deux protocoles soient utilisés pour accéder 
entièrement à la qualité de données, selon l'utilisation prévue, un ou tous les deux 
protocoles peuvent être appliqués - et adapté aux contextes locaux. Chaque protocole 
peut être mis en œuvre à n'importe quel niveau de gestion des données et de système 
de transmission: Unité de M&E ; Niveaux Intermédiaires d’Agrégation ; et/ou points de 
prestations des services. 
  
 
6 ÉTAPES DE MISE EN ŒUVRE DE LA RDQA  
 
Typiquement, la mise en œuvre de la RDQA peut être subdivisée en six (6) étapes :  
 
1. Déterminer le but de la RDQA (voir sections sur l’utilisation et la méthodologie ci-
dessus).  
 
2. Choisir les niveaux et les emplacements (sites) à inclure (selon le but et les 
ressources disponibles).  
Une fois que le but a été déterminé, la deuxième étape dans la mise en œuvre de la 
RDQA est de décider quels niveaux de la gestion des données et du système de 
transmission seront inclus dans l'évaluation – sites de prestation de services, niveaux 
intermédiaires d'agrégation, et/ou l'unité centrale de M&E. Les niveaux devraient être 
déterminés une fois que les niveaux de transmission appropriés ont été identifiés et 
"être tracés" (par exemple, il y a 100 sites fournissant les services dans 10 districts. Des 
rapports des sites sont envoyés aux districts, qui envoient alors des rapports agrégés à 
l'unité de S&E). Dans certains cas, les circuits des données incluront plus d'un niveau 
intermédiaire (par exemple régions, provinces ou états ou niveaux multiples des 
organismes de programme). 
  
3. Identifier les indicateurs, les sources de données et la période d’envoi. Le RDQA est 
conçu pour évaluer la qualité des données et des systèmes de base liés aux indicateurs 
qui sont rapportés aux programmes ou aux donateurs pendant des périodes d’envoi 
spécifiques. Par exemple, un programme peut se concentrer à satisfaire les besoins 
des orphelins ou des enfants vulnérables, donc les indicateurs de ce programme se 
relieraient à OVC. Un programme de malaria pourrait se concentrer à fournir 
moustiquaires imprégnées d’insecticides (ITN) et/ou traiter des personnes malades du 
paludisme. Pour mesurer des indicateurs les données viennent de diverses sources, le 
plus souvent des services de base, communauté de base, et les sources des données. 
En planifiant le RDQA, il est important de déterminer les sources de données qui 
devront être évaluées et reliées à l'indicateur(s) choisi(s), et de déterminer la période de 
temps pour évaluer les données rapportées. Par exemple, si des données sont 
rapportées semestriellement, la période d’envoi pour le RDQA pourrait être Janvier-
Juin, 2007. L’utilisation d’une période spécifique donne une référence qui permet de 
comparer des données déjà dénombrées.  
 
4. Visites des points de prestation de services. Pendant les visites, les sections 
importantes des listes de contrôle sont remplies dans un fichier Excel (par exemple la 
liste de contrôle est remplie au niveau du point de contact). Ces listes de contrôle sont 
complétées à partir des interviews effectuées auprès du personnel approprié et à 
l’examen des documents.  
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5. Vérification des résultats et des conclusions. Les résultats RDQA sont décrits ci-
dessous. Les résultats doivent être vérifiés pour chaque point de prestation visité. Les 
résultats récapitulatifs de chaque point de prestation spécifiques sous forme de 
recommandations sont notés.  
 
6. Développer un système renforçant le plan d’action incluant le suivi de ces actions. 
Etant donné les résultats et les recommandations pour chaque point de contact, un plan 
d'action global est développé (voir modèle ci-dessous). 
 
7 RESULTATS DE LA RDQA  
 
Les listes de contrôle de la RDQA existent dans le format MS Excel. Les listes de 
contrôle peuvent être imprimées et complétées à la main ; alternativement, des 
réponses peuvent être écrites directement dans les tableurs  sur ordinateur. Une fois 
accompli électroniquement, un tableau de bord produit les graphiques des statistiques 
sommaires pour chaque point de contact ou le niveau du système  d’envoi  (voir le 
schéma 2 ci-dessous). 
 
 
Figure 2 Tableau de bord des statistiques récapitulatives (quand on utilise le fichier Excel MS) 


Partie 4 : TABLEAU DE BORD : Niveau Intermédiaire d'Agrégation


Évaluation de Gestion des données - Niveau Intermédiaire 
d'Agrégation 
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Capacités, rôles et
responsabilités de M&E


Formation


Conditions de Rapporter des
Données


Collecte des Données rapportées
formes et des outils


Processus de gestion des
nées et contrôles de qualité 


ens avec le système national
des données


Données et vérifications de rapports 
- niveau intermédiaire d'agrégation 
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20%
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Vérification


% Disponible %   À l'heure % Complet


 
 
Le tableau de bord montre deux (2) graphiques pour chaque site visité :  
 
- Du côté gauche du graphique toile d'araignée, les données qualitatives produites de 
l'évaluation de la gestion des données et du système d’envoi  peut être utilisé pour donner la 
priorité à des secteurs pour l'amélioration de leur performance. 
- les graphiques en barres situés du côté droit montrent les données quantitatives produites de 
données des vérifications; celles-ci peuvent être employées pour projeter l'amélioration de la 
qualité de données. Le résultat  final du RDQA est un plan d'action pour améliorer la qualité de 
données qui décrit les mesures identifiées de renforcement, le personnel responsable, la 
chronologie de l'accomplissement, des ressources exigées et le suivi. Le modèle pour le 
plan d'action est montré ci-dessous. 
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Les directives pour l’implantation, qui inclura plus de détail sur la méthodologie et les 
utilisations de l'outil de RDQA, vont être publiées prochainement. 
Pour plus d'information, veuillez contacter :  
 
MEASURE Evaluation/JSI  
David Boone 
dboone@jsi.com  
 
The Global Fund . 
Ronald Tranbahuy 
Ronald.Tranbahuy@Theglobalfund.org  
 
WHO, HIV/ OST 
Cyril Pervilhac 
pervilhacc@who.int  
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1 - BACKGROUND

National Programs and donor-funded projects are working towards achieving ambitious goals related to the fight against diseases such as Acquired Immunodeficiency Syndrome (AIDS), Tuberculosis (TB) and Malaria. Measuring the success and improving the management of these initiatives is predicated on strong Monitoring and Evaluation (M&E) systems that produce quality data related to program implementation.


In the spirit of the “Three Ones”, the “Stop TB Strategy” and the “RBM Global Strategic Plan”, a number of multilateral and bilateral organizations have collaborated to jointly develop a Data Quality Assessment (DQA) Tool. The objective of this harmonized initiative is to provide a common approach for assessing and improving overall data quality. A single tool helps to ensure that standards are harmonized and allows for joint implementation between partners and with National Programs.


The DQA Tool  focuses exclusively on (1) verifying the quality of reported data, and (2) assessing the underlying data management and reporting systems for standard program-level output indicators. The DQA Tool is not intended to assess the entire M&E system of a country’s response to HIV/AIDS, Tuberculosis or Malaria.  In the context of HIV/AIDS, the DQA relates to component 10 (i.e. Supportive supervision and data auditing) of the “Organizing Framework for a Functional National HIV M&E System”.


Two versions of the DQA Tool have been developed: (1) The Data Quality Assessment Tool for Auditing provides guidelines to be used by an external audit team to assess a Program/project’s ability to report quality data; and (2) The Routine Data Quality Assessment Tool is a simplified version of the DQA for auditing, allows Programs and projects to assess the quality of their data and strengthen their data management and reporting systems.


		

		Distinctions between DQA and RDQA

		



		

		The DQA is designed for use by external audit teams while the RDQA is designed for a more flexible use, notably by Programs and projects

		



		

		DQA

		RDQA

		



		

		· Assessment by funding agency


· Standard approach to implementation


· Conducted by external audit team


· Limited input into recommendations by programs




		· Self-assessment by program


· Flexible use by programs for monitoring and supervision or to prepare for an external audit


· Program makes and implements own action plan

		



		

		

		





2 - CONCEPTUAL FRAMEWORK


The conceptual framework for the DQA and RDQA is illustrated in the Figure 1 (below). Generally, the quality of reported data is dependent on the underlying data management and reporting systems; stronger systems should produce better quality data. In other words, for good quality data to be produced by and flow through a data-management system, key functional components need to be in place at all levels of the system - the points of service delivery, the intermediate level(s) where the data are aggregated (e.g. districts, regions) and the M&E unit at the highest level to which data are reported. The DQA and RDQA tools are therefore designed to (1) verify the quality of the data, (2) assess the system that produces that data, and (3) develop action plans to improve both.



3 - OBJECTIVES 

The objectives of the RDQA Tool are to:

· VERIFY rapidly 1) the quality of reported data for key indicators at selected sites; and 2) the ability of data-management systems to collect, manage and report quality data.

· IMPLEMENT corrective measures with action plans for strengthening the data management and reporting system and improving data quality.

· MONITOR capacity improvements and performance of the data management and reporting system to produce quality data.

4 - USES 

The RDQA is designed to be flexible in use and can serve multiple purposes.  Some potential uses of the tool are listed below, though it is most effective when used routinely.  


· Routine data quality checks as part of on-going supervision:  For example, routine data quality checks can be included in already planned supervision visits at the service delivery sites.


· Initial and follow-up assessments of data management and reporting systems:  For example, repeated assessments (e.g., biannually or annually) of a system’s ability to collect and report quality data at all levels can be used to identify gaps and monitor necessary improvements.

· Strengthening program staff’s capacity in data management and reporting:  For example, M&E staff can be trained on the RDQA and be sensitized to the need to strengthen the key functional areas linked to data management and reporting in order to produce quality data.  

· Preparation for a formal data quality audit:  The RDQA tool can help identify data quality issues and areas of weakness in the data management and reporting system that would need to be strengthened to increase readiness for a formal data quality audit.


· External assessment by partners of the quality of data:  Such use of the RDQA for external assessments could be more frequent, more streamlined and less resource intensive than comprehensive data quality audits that use the DQA version for auditing.  


The potential users of the RDQA include program managers, supervisors and M&E staff at National and sub-national levels, as well as donors and other stakeholders. 


5 - METHODOLOGY 

The RDQA Tool includes 10 sub-components, or sheets, corresponding to pages in a Microsoft Excel spreadsheet (described below).  


Worksheets in the RDQA MS Excel File


Sheet 1- Header: to select the number of service sites and intermediate aggregation level sites to be included in the RDQA.

Sheet 2- Instructions:  to inform users how to use the Excel spreadsheet.

Sheet 3- Information: to record the country, program/project, indicator reviewed, reporting period reviewed, and the assessment team. 

Sheet 4- Service Delivery Point: to record results of the assessment on data verifications, systems assessment and cross-checks at the service delivery level and to record recommendations for the service site and a dashboard of results of the data verification and systems assessment for the service site (more detail provided below). 

Sheet 5- Intermediate Aggregation Site: to record results of the assessment on data verifications and systems assessment at the intermediate aggregation level site and to record recommendations for the intermediate aggregation level site and a dashboard of results of the data verification and systems assessment for the intermediate aggregation level site. 


Sheet 6- M&E Unit:  to record results of the assessment on data verifications and systems assessment at the M&E Unit, to record follow up recommendations and an action plan based on the RDQA, and to show a dashboard of results of the data verification and systems assessment for the M&E Unit.  

Sheet 7- Global Dashboard:  to present in graphic form aggregated results from all levels of the assessment (more detail provided below).  


Sheet 8- RDQA Final Action Plan:  to consolidate recommendations from each level into an overall action plan based on the RDQA (more detail provided below).  . 


Sheet 9- Dimensions of Data Quality: a reference page to map the functional areas assessed in the systems assessment part of the RDQA with components of data quality.


Sheet 10- Feedback Form:  For users of the RDQA to provide feedback to the developers of the RDQA tool.  

The three main “data collection” sheets of the RDQA Tool are the service delivery site, intermediate aggregation site and M&E Unit sheets.  Each of these sheets contains two parts for data collection:  



Part 1:  Data Verifications



Part 2:  Systems Assessment


1.
Data verifications:  Part 1 of the RDQA Tool enables a quantitative comparison of recounted to reported data and a review of the timeliness, completeness and availability of reports.  The purpose of this part of the RDQA is to assess if 1) service delivery and intermediate aggregation sites are collecting and reporting data accurately, completely and on time, and 2) whether the data agrees with reported results from other data sources.  

At the service delivery level, Part 1, Data Verification of the RQDA Excel protocol has three sub-parts, shown in Figure 2:  


1. Documentation Review


2. Recounting Reported Results


3. Cross-check reported results with other data sources

		Figure 2- Part 1:   Data Verifications



		A - Documentation Review:



		 

		Review availability and completeness of all indicator source documents for the selected reporting period.

		(Yes- completely, partly, no-not at all)

		Reviewer Comments



		1

		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?

		 

		 



		

		If yes, determine how this might have affected reported numbers.

		 

		 



		2

		Are all available source documents complete?

		 

		 



		

		If no, determine how this might have affected reported numbers.

		 

		 



		3

		Review the dates on the source documents.  Do all dates fall within the reporting period?

		 

		 



		

		If no, determine how this might have affected reported numbers.

		 

		 



		B - Recounting reported Results: 



		 

		Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		 



		4

		Recount the number of people, cases or events recorded during the reporting period by reviewing the source documents. [A]

		 

		 



		5

		Copy the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		 

		 



		6

		Calculate the ratio of recounted to reported numbers. [A/B]

		-

		 



		7

		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)? 

		 

		 



		C - Cross-check reported results with other data sources:



		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).



		8

		List the documents used for performing the cross-checks.

		 

		 



		9

		Describe the cross-checks performed?

		 

		 



		10

		What are the reasons for the discrepancy (if any) observed?

		 

		 





The sheets for intermediate aggregation level sites and the M&E unit are found in the MS Excel spreadsheet. 

2.
Data management and reporting system assessment:  Part 2 of the RDQA Tool enables qualitative assessment of the relative strengths and weaknesses of functional areas of a data management and reporting system.  Figure 3 (Annex 2) lists the questions posed for the systems assessment, the levels to which the questions pertain, and the components of data quality addressed by each question.  The purpose of assessing the data management and reporting system is to identify potential threats to data quality posed by the design and implementation of data management and reporting systems.  The seven functional areas of a data management and reporting system are as follows:


1. M&E Capabilities, Roles and Responsibilities


2. Training


3. Indicator Definitions


4. Data Reporting Requirements


5. Data Collection and Reporting Forms and Tools


6. Data Management Processes and Data Quality Controls 


7. Links with National Reporting System



(See Annex 1 for more detail on the link between a data management and reporting system and the components of data quality.)    


While it is recommended that both parts of the RDQA Tool – data verification and system assessment – be used to fully assess data quality, and depending on the assessment objectives, one or both of these protocols can be applied and adapted to local contexts.  Parts 1 and 2 of the RDQA Tool can be implemented at any or all levels of the data management and reporting system: M&E Unit; Intermediate Aggregation Levels; and/or Service Delivery Points.  However, the data verification aspect of the tool is vital and should be conducted regularly.  The system assessment protocol, which verifies the presence and adequacy of program inputs, could be applied less often.

6 - OUTPUTS                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                        


1) Graphic display of assessment results


The RDQA exits in Microsoft Excel format.  The checklists can be printed and completed by hand or, alternately, responses can be entered directly into the spreadsheets on a computer.    When completed electronically, a number of dashboards produce graphics of summary statistics for each site or level of the reporting system and a “global” dashboard that aggregates the results from all levels and sites included in the assessment (Figure 4).  


Figure 1.  Conceptual Framework for the RDQA:  Data Management a nd Reporting 
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Figure 4 – Dashboard of Summary Statistics at the M&E Unit [When using the MS Excel file]

The dashboard displays two graphs for each site visited:  


· The spider-graph on the left displays qualitative data generated from the assessment of the data management and reporting system and can be used to prioritize areas for improvement.


· The bar-chart on the right shows the quantitative data generated from the data verifications; these can be used to plan for data quality improvement.


Decisions on where to invest resources for system strengthening should be based on the relative strengths and weakness of the different functional areas of the reporting system identified via the RDQA, as well as consideration of practicality and feasibility. 

A “Global” summary dashboard is produced to show the aggregate results from the data verification and data management system assessment.   In addition, a dashboard is produced to show findings from the systems assessment by the components of data quality.  The Global dashboards are shown in Figure 5.

Figure 5 – Global Dashboards [When using the MS Excel file]
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2) Action Plans for System Strengthening


The RDQA Tool provides templates for recommendations for service delivery sites and intermediate aggregation level sites included in the assessment.  Figure 6 shows the recommendations template for service delivery sites.  The same template is used at the intermediate aggregation level.  A similar template is used at the M&E Unit, with directions to summarize key issues that the Program should follow up at various levels of the system (e.g. issues found at site level and/or at intermediate aggregation site level).    


		Figure 6- Template for Recommendations for the Service Site (in MS Excel RDQA file) 



		 

		Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.






		 

		Description of Action Point

		Person Responsible

		Time Line



		1

		 

		 

		 



		2

		 

		 

		 



		3

		 

		 

		 



		4

		 

		 

		 





The final output of the RDQA is an action plan for improving data quality which describes the identified strengthening measures, the staff responsible, the timeline for completion, resources required and follow-up. The template for the action plan is shown in Figure 7.   

		Figure 7- RDQA Final Action Plan



		



		Country:

		 



		Program/project

		 



		Date of RDQA:

		 



		Date of Proposed Follow-up

		 



		Description of Action Point

		Person Responsible

		Time Line

		Technical assistance needs

		Follow-up date and comments



		

		

		

		

		



		

		

		

		

		



		 

		 

		 

		 

		 



		 

		 

		 

		 

		 



		 

		 

		 

		 

		 



		 

		 

		 

		 

		 



		 

		 

		 

		 

		 



		 

		 

		 

		 

		 



		 

		 

		 

		 

		 



		 

		 

		 

		 

		 



		Add rows as needed

		 

		 

		 

		 





7 - IMPLEMENTATION STEPS FOR THE RDQA


Typically, the implementation of the RDQA can be sub-divided in six steps: 

1. Determine purpose of the RDQA (see sections on objectives uses above).


2. Select levels and sites to be included (depending on the purpose and resources available).  Once the purpose has been determined, the second step in the RDQA is to decide what levels of the data management and reporting system will be included in the assessment - service sites, intermediate aggregation levels, and/or central M&E unit.  The levels should be determined once the appropriate reporting levels have been identified and “mapped” (e.g., there are 100 sites providing the services in 10 districts. Reports from sites are sent to districts, which then send aggregated reports to the M&E Unit). In some cases, the data flow will include more than one intermediate level (e.g. regions, provinces or states or multiple levels of program organizations).  

It is not necessary to visit all the reporting sites in a given Program to determine the quality of the data.  Random sampling techniques can be utilized to select a representative group of sites whose data quality is indicative of data quality for the whole program.  Depending on the volume of service of the program (e.g. number of people treated with ART), the number of service delivery sites and the quality of the data, as few as a dozen sites can be assessed to obtain a reasonable estimate of data quality for the program.  Please see Annex 2 for instructions on how to sample sites using 2-stage cluster sampling. 

Precise measures of data accuracy are difficult to obtain for an entire program using these methods.  “Reasonable estimates” of data accuracy are generally sufficient for the purposes of strengthening data quality, capacity building or preparing for external auditing.   For a more rigorous sampling methodology leading to more precise estimates of data quality please see the Data Quality Audit Tool and Guidelines on the MEASURE Evaluation website


3.
Identify indicators, data sources and reporting period.  The RDQA is designed to assess the quality of data and underlying systems related to indicators that are reported to programs or donors to measure success in program areas related to specific diseases during specific reporting periods.  

For each program area, a number of indicators are measured through various data sources.   For example, for tuberculosis, in the program area Treatment, the international community has agreed to the harmonized indicator: Number of new smear positive TB cases that successfully complete treatment.  The data source for this indicator is facility-based and the source documents are the district TB register along with the facility register and patient treatment cards.   As another example related to AIDS, under the U.S. President’s Initiative for AIDS Relief (PEPFAR), a program area is Orphans and Vulnerable Children, and an indicator is: Number of OVC served by OVC programs (disaggregated by male, female, primary direct and supplemental direct).   The data source for this indicator will be at community-based organizations that serve OVC and the source documents will be client records (intake forms, daily logs, registers, etc).  

When planning the RDQA, it is important to determine the data sources for the indicator(s) selected, and to determine the time period for assessing the reported data.  For example, if data are reported every six months, the reporting period for the RDQA could be January-June, 2007.  Using a specified reporting period gives a reference from which to compare the “recounted” data.

4.
Conduct site visits.  Sites should be notified prior to the visit for the data quality assessment.  This notification is important in order for appropriate staff to be available to answer the questions in the checklist and to facilitate the data verification by providing access to relevant source documents.   During the site visits, the relevant sections of the appropriate checklists in the Excel file are completed (e.g. the service site checklist at service sites, etc). These checklists are completed during or immediately following interviews of relevant staff and reviews of site documentation.   


5.
Review outputs and findings.  The outputs from the RDQA described above should be reviewed for each site visited. Site-specific summary findings in the form of recommendations are noted at each site visited. 

6. 
Develop a system strengthening plan, including follow-up actions.  Given the findings and recommendations for each site, an overall action plan is developed (see template above). 

8 - ETHICAL CONSIDERATIONS


Data quality assessments must be conducted with the utmost adherence to the ethical standards of the country.  Though assessment personnel may require access to personal information (e.g. medical records), this should not be shared with non-assessment staff or disclosed in any way during the conduct of the assessment.   


9 - Annex 1 – The Link Between the Reporting System and Data Quality

The RDQA has been developed based on a multidimensional concept of data flows through a Program/project data management and reporting system that operates at three (or more) levels and the seven dimensions of data quality that can pose challenges at each level of the system.  Furthermore, the RDQA identifies seven functional areas that should be assessed to strengthen the data management and reporting system and improve the quality of data the system produces.  


A- Levels of the Data Management and Reporting System


Data collected, aggregated and reported to measure indicators flow through a data management and reporting system that begins with the recording of an encounter between a client and a program staff member, a commodity distributed, or a person trained.  Data are collected on source documents (e.g. patient records, client intake sheets, registers, training registers, commodity distribution logs, etc.)  Through the data management and reporting system, the data from source documents are aggregated and sent to a higher level (e.g. a district, a partner or principal recipient or a sub-partner or a sub-recipient) for further aggregation before being sent to the next level, culminating in aggregation at the highest level of a program (e.g. the M&E Unit of a National Program, the Principle Recipient of a Global Fund grant, or the SI Unit of a USG program).   The data from countries is frequently sent to international offices for global aggregation to show progress in meeting goals related to health initiatives.  


Figure 1 illustrates this data flow of data through the data management and reporting system that includes service sites, districts and national M&E Unit.  Each country and program/project may have a different data flow.  Challenges to data quality can occur at each of these levels.     




B- Data Quality Dimensions


The RDQA is grounded in the components of data quality, namely, that Programs/projects need accurate and reliable data that are complete, timely, precise, credible and maintained under conditions of confidentiality, when appropriate (see Table 1).  

		Annex 1 - Table 1.  Data Quality Dimensions



		Dimensions of data quality 

		
Operational Definition



		Main dimensions of data quality



		Accuracy

		Also known as validity.  Accurate data are considered correct: the data measure what they are intended to measure.  Accurate data minimize error (e.g., recording or interviewer bias, transcription error, sampling error) to a point of being negligible.



		Reliability

		The data generated by a program’s information system are based on protocols and procedures that do not change according to who is using them and when or how often they are used.  The data are reliable because they are measured and collected consistently.



		Sub dimensions of data quality



		Precision 

		This means that the data have sufficient detail.  For example, an indicator requires the number of individuals who received HIV counseling & testing and received their test results by sex of the individual.  An information system lacks precision if it is not designed to record the sex of the individual who received counseling and testing.



		Completeness

		Completeness means that an information system from which the results are derived is appropriately inclusive: it represents the complete list of eligible persons or units and not just a fraction of the list. 



		Timeliness

		Data are timely when they are up-to-date (current), and when the information is available on time.  Timeliness is affected by: (1) the rate at which the program’s information system is updated; (2) the rate of change of actual program activities; and (3) when the information is actually used or required.



		Integrity

		Data have integrity when the system used to generate them are protected from deliberate bias or manipulation for political or personal reasons.



		Confidentiality

		Confidentiality means that clients are assured that their data will be maintained according to national and/or international standards for data.  This means that personal data are not disclosed inappropriately, and that data in hard copy and electronic form are treated with appropriate levels of security (e.g. kept in locked cabinets and in password protected files.   





C- Functional Areas to Strengthen Data Management and Reporting and Data Quality


To address data quality challenges throughout the data management and reporting system, it is important to focus on the key functional areas that programs/projects.  Table 2 shows these functional areas and related questions to be answered in determining the strength of the data management and reporting system.  


		Annex 1 - Table 2.  Data Management Functional Area and Key Questions to Address Data Quality 



		Functional Areas

		Questions

		Dimension of Data Quality



		I

		M&E Capabilities, Roles and Responsibilities

		1

		Are key M&E and data-management staff identified with clearly assigned responsibilities?

		Accuracy, Reliability 



		II

		Training

		2

		Have the majority of key M&E and data-management staff received the required training?

		Accuracy,


Reliability



		III

		Indicator Definitions

		3

		Are there operational indicator definitions meeting relevant standards that are systematically followed by all service points?

		Accuracy, Reliability



		IV

		Data Reporting Requirements

		4

		Has the Program/project clearly documented (in writing) what is reported to who, and how and when reporting is required?  

		Accuracy, Reliability, Timeliness,  Completeness



		V

		Data Collection and Reporting Forms and Tools

		5

		Are there standard data-collection and reporting forms that are systematically used?

		Accuracy, Reliability



		

		

		6

		Are data recorded with sufficient precision/detail to measure relevant indicators?  

		Accuracy, Precision



		

		

		7

		Are data maintained in accordance with international or national confidentiality guidelines?

		Confidentiality



		

		

		8

		Are source documents kept and made available in accordance with a written policy? 

		Ability to assess Accuracy, Precision, Reliability, Timeliness, and Integrity, and Confidentiality



		VI




		Data Management Processes and Data Quality Controls 




		9

		Does clear documentation of collection, aggregation and manipulation steps exist?  

		Accuracy, Reliability



		

		

		10

		Are data quality challenges identified and are mechanisms in place for addressing them?  

		Accuracy, Reliability



		

		

		11

		Are there clearly defined and followed procedures to identify and reconcile discrepancies in reports?   

		Accuracy, Reliability



		

		

		12

		Are there clearly defined and followed procedures to periodically verify source data?  

		Ability to assess Accuracy, Precision, Reliability, Timeliness, and Integrity, and Confidentiality



		VII

		Links with National Reporting System 

		13

		Does the data collection and reporting system of the Program/project link to the National Reporting System?

		To avoid parallel systems and undue multiple reporting burden on staff in order to increase data quality.  





Answers to these 13 questions can help highlight threats to data quality and the related aspects of the data management and reporting system that require attention.  For example, if data accuracy is an issue, the RDQA can help assess if reporting entities are using the same indicator definitions, if they are collecting the same data elements, on the same forms, using the same instructions.  The RDQA can help assess if roles and responsibilities are clear (e.g. all staff know what data they are collecting and reporting, when, to who and how) and if staff have received relevant training.  


D- System Assessment Questions and Links to Dimensions of Data Quality


Table 3 lists all the questions posed in the RDQA System Assessment component and for each question, the level at which the question is asked as well as the dimensions of data quality addressed.  This table is helpful for interpreting the graphic “Dimensions of Data Quality” on the Global Dashboard of the RDQA.


		Annex 1 - Table 3.  System Assessment Questions and Links to Dimensions of Data Quality



		Functional Area

		Level

		Dimension of Data Quality



		

		M&E Unit

		Aggregation Levels

		Service Points

		Accuracy 

		Reliability

		Timeliness

		Completeness

		Precision

		Confidentiality

		Integrity



		I - M&E Capacities, Roles and Responsibilities



		There is a documented organizational structure/chart that clearly identifies positions that have data management responsibilities at the M&E Unit. (to specify which Unit: e.g. MoH, NAP, GF, World Bank)

		

		

		

		

		

		

		

		

		

		



		All staff positions dedicated to M&E and data management systems are filled.

		

		

		

		

		

		

		

		

		

		



		A senior staff member (e.g., the Program Manager) is responsible for reviewing the aggregated numbers prior to the submission/release of reports from the M&E Unit.

		

		

		

		

		

		

		

		

		

		



		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness,  timeliness and confidentiality ) received from sub-reporting levels (e.g., regions, districts, service points).

		

		

		

		

		

		

		

		

		

		



		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to the central M&E Unit).

		

		

		

		

		

		

		

		

		

		



		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.

		

		

		

		

		

		

		

		

		

		



		II – Training

		 

		 

		 



		There is a training plan which includes staff involved in data-collection and reporting at all levels in the reporting process.

		

		 

		 

		

		

		

		

		 

		

		 



		All relevant staff have received training on the data management processes and tools.

		

		

		

		

		

		

		

		

		

		 



		III - Indictor Definitions

		 

		 

		 



		The M&E Unit has documented and shared the definition of the indicator(s) with all relevant levels of the reporting system (e.g., regions, districts, service points).

		

		 

		 

		

		

		 

		 

		 

		 

		 



		There is a description of the services that are related to each indicator measured by the Program/project. 

		

		 

		 

		

		

		 

		 

		 

		 

		 



		IV - Data Reporting Requirements

		 

		 

		 



		The M&E Unit has provided written guidelines to all reporting entities (e.g., regions, districts, service points) on reporting requirements and deadlines.

		

		

		

		

		

		

		

		 

		 

		 



		V - Data-collection and Reporting Forms and Tools



		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.

		

		 

		 

		

		

		 

		 

		 

		 

		 



		The M&E Unit has identified a standard source document (e.g., medical record, client intake form, register, etc.) to be used by all service delivery points to record service delivery.

		

		 

		 

		

		

		 

		 

		 

		 

		 



		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels / the forms/tools are consistently used by all levels.

		

		

		

		

		

		 

		 

		 

		 

		 



		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.

		

		

		

		

		

		 

		 

		 

		 

		 



		The data collected by the M&E system has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies disaggregation by these characteristics).

		

		 

		

		 

		 

		 

		 

		

		 

		 



		There is a written policy that states for how long source documents and reporting forms need to be retained.

		

		 

		 

		

		

		

		

		

		 

		



		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).

		

		

		

		

		

		

		

		

		 

		



		VI - Data Management Processes and Data Quality Controls



		The M&E Unit has clearly documented data aggregation, analysis and/or manipulation steps performed at each level of the reporting system.

		

		 

		 

		

		

		

		

		

		 

		 



		Feedback is systematically provided to all sub-reporting levels on the quality of their reporting (i.e., accuracy, completeness and timeliness).

		

		

		 

		

		

		

		

		

		 

		 



		[If applicable] There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).

		

		

		

		

		

		

		

		

		 

		



		[If applicable] There is a written back-up procedure for when data entry or data processing is computerized.

		

		

		

		

		

		

		

		

		 

		



		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).

		

		

		

		

		

		

		

		

		 

		



		Relevant personal data are maintained according to national or international confidentiality guidelines.  

		

		

		

		 

		 

		 

		 

		 

		

		 



		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).

		

		

		

		

		

		 

		 

		 

		 

		 



		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.

		

		

		

		

		

		 

		 

		 

		 

		 



		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with sub-reporting levels on data quality issues.

		

		

		 

		

		

		

		

		

		 

		



		If data discrepancies have been uncovered in reports from sub-reporting levels, the M&E Unit (e.g., districts or regions) has documented how these inconsistencies have been resolved.   

		

		

		 

		

		

		

		

		

		 

		



		The M&E Unit can demonstrate that regular supervisory site visits have taken place and that data quality has been reviewed.

		

		 

		 

		

		

		

		

		

		

		



		VII - Links with National Reporting System 

		 

		 

		 



		When applicable, the data are reported through a single channel of the national reporting system.   

		

		

		

		 

		 

		 

		 

		 

		 

		 



		The system records information about where the service is delivered (i.e. region, district, ward, etc.)

		

		

		

		 

		 

		 

		 

		

		 

		 



		….if yes, place names are recorded using standarized naming conventions.

		

		

		

		 

		 

		 

		 

		

		 

		 





10 - Annex 2:  Instructions for sampling sites using 2-stage cluster sampling

1. Determine the number of clusters and sites.  The Assessment Team should work with the relevant stakeholders (NACA, MoH, SI Team, CCM etc.) to determine the number of clusters and sites within clusters.  The appropriate number of sites and clusters depends on the objectives of the assessment; precise estimates of data quality require a large number of clusters and sites.  Often it isn’t necessary to have a statistically robust estimate of accuracy.  That is, it is sufficient to have a reasonable estimate of the accuracy of reporting to direct system strengthening measures and build capacity.  A reasonable estimate requires far fewer sites and is more practical in terms of resources.  Generally, 12 sites sampled from within 4 clusters (3 sites each) is sufficient to gain an understanding of the quality of the data and the corrective measures required.



2. More than one intermediate level.  In the event there is more than one Intermediate Aggregation Level (i.e. the data flows from district to region before going to national level) a three-stage cluster sample should be drawn.  That is, two regions should be sampled and then two districts sampled from each region (4 total districts).  



3. No intermediate level.  If the data is reported directly from service delivery point to the national level (i.e. no Intermediate Aggregation Sites) the site selection will be conducted as above (cluster sampling with the district as the primary sampling unit) but the data will not be reviewed for the intermediate level and results from service delivery sites will be aggregated to derive the national total.

4. Prepare the sampling frame.  The first step in the selection of clusters for the assessment will be to prepare a sampling frame, or a listing of all districts (or clusters) where the activity is being conducted (e.g. districts with ART treatment sites).  The methodology calls for selecting clusters proportionate to size, i.e. the volume of service.  Often it is helpful to expand the sampling frame so that each cluster is listed proportionate to the size of the program in the cluster.  For example, if a given cluster is responsible for 15% of the clients served, that cluster should comprise 15% of the elements in the sampling frame.  See the Illustrative Example Sampling Strategy D (Annex 4, Table 3) from the Data Quality Audit Guidelines1 for more details.  Be careful not to order the sampling frame in a way that will bias the selection of the clusters.  Ordering the clusters can introduce periodicity; e.g. every 3rd district is rural.  Ordering alphabetically is generally a harmless way of ordering the clusters. 



5. Calculate the sampling interval.  The sampling interval is obtained by dividing the number of elements in the sampling frame by the number of elements to be sampled.  Using a random number table or similar method, randomly choose a starting point on the sampling frame.  This is the first sampled district.  Then proceed through the sampling frame selecting districts which coincide with multiples of the sample interval.  The starting number + sampling interval = 2nd cluster.  The starting number + 2(sampling interval) = 3rd cluster etc.



6. Stratify Service Delivery Points.  Order the service delivery points within each of the sampled districts by volume of service, i.e. the value of the indicator for the reporting period being assessed.  Divide the list into strata according to the number of sites to be selected.  If possible, select an equal number of sites from each strata.  For example, if you are selecting three sites, create three strata (small, medium and large).  If selecting two sites, create two strata.  For six sites create three strata and select two sites per stratum and so on.  Divide the range (subtract the smallest value from the largest) by the number of strata to establish the cut points of the strata.  If the sites are not equally distributed among the strata use your judgment to assign sites to strata.  


7. Select Service Delivery Points.  For a large number of sites per district you can use a random number table and select sites systematically as above.  For a small number of sites, simple random sampling can be used to select sites within clusters.


8. Select ‘back up’ sites.  If possible, select a back up site for each stratum.  Use this site only if you are unable to visit the originally selected sites due to security concerns or other factors.  Start over with a fresh sampling frame to select this site (excluding the sites already selected).  Do not replace sites based on convenience.  The replacement of sites should be discussed with the funding organization and other relevant stakeholders if possible.


9. Know your sampling methodology.  The sites are intended to be selected for the assessment as randomly (and equitably) as possible while benefiting from the convenience and economy associated with cluster sampling.  You may be asked to explain why a given site has been selected.  Be prepared to describe the sampling methods and explain the equitable selection of sites.
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Figure 1.  Illustration of Data Flow 
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INSTRUCTIONS

		B – INSTRUCTIONS POUR L'USAGE DU RDQA

		1. Déterminer le but:  Le check-list de RDQA peut être utilisée pour :  L'évaluation initiale des systèmes de S&E établis par de nouveaux partenaires (ou dans les systèmes décentralisés) pour collecter, contrôler et rapporter des données;  Supervision routiniere de gestion des données et de rapporter la qualité de systèmes et de données à de divers niveaux. Par exemple, les visites de supervision routiniere peuvent inclure la vérification de la valeur d'une indicaateur pour une certaine période de temps (par exemple un jour, une semaine ou un mois) au niveau des sites de service, tandis que des évaluations périodiques (par exemple par trimestre, semestre ou année) pourraient être effectuées à tous les niveaux pour évaluer le fonctionnement du système entier du Programme/projet M&E.  L'évaluation périodique de la qualité des données par des donateurs leur étant fournie (cette utilisation du DQA pourrait être plus fréquente et plus profilée que les audits de qualité officiels de données qui utilisent le DQA pour auditer) mais moins fréquente que la surveillance routiniere des données.  Préparation pour un audit formel de la qualité de données. Le RDQA est flexible à toutes ces utilisations. Des pays et des programmes sont encouragés à adapter la liste de contrôle convenablement  pour des contextes des programme locaux.

		2. Niveaux de selection des sites : la selections du niveau /Site sont inclus (selon le but et les ressources disponibles). Une fois que le but a été déterminé, la deuxième étape dans le RDQA est de décider quels niveaux de collecte et d'envoi des données seront inclus dans l'évaluation - Sites des services, les niveaux intermédiaires d'agrégation, et/ou l'unité centrale de M&E. Les niveaux devraient être déterminés une fois que les niveaux d'envoi appropriés ont été identifiés et "être tracés" (par exemple, il y a 100 sites  fournissant les services dans 10 districts. Des rapports des site sont envoyés aux districts, qui envoient alors des rapports agrégés à l'unité de M&E). Dans certains cas, le flux des données incluront plus d'un niveau intermédiaire (par exemple régions, provinces ou états ou niveaux multiples des organisations des programmes).

		3. Identification des indicateurs, les sources de données et la période d'envoi . Le RDQA est conçu pour évaluer la qualité des données et des systèmes de base liés aux indicateurs qui sont rapportés aux programmes ou aux donateurs. Il est nécessaire de choisir un ou plusieurs indicateurs - ou au moins secteurs de programme - pour servir comme sujet de RDQA. Ce choix sera basé sur la liste d'indicateurs reportés. Par exemple, un programme se concentrant sur le traitement du SIDA peut repporter des indicateurs de nombres de personnes dans le programme ART. Un autre programme peut se concentrer a satisfaire les besoins des orphelins ou des enfants vulnérables, donc les indicateurs de ce programme seraient du domaine du programme d'OVC. Un programme de malaria pourrait se concentrer a fournir les filets pour les lits et les insecticides-traités  (ITN) ou a traiter des personnes qui ont la malaria - ou ces deux activités au meme temps..

		4. Mener des visites des sites. Pendant les visites des sites, les sections pertinentes des listes de contrôle appropriées dans le fichier Excel sont complétées (par exemple la liste de contrôle de service du site dans les sites de service, etc..). Ces listes de contrôle sont complètes a partir des interviews de personnel approprié et des examens de documentation du site . En utilisant la liste déroulante à l'EN-TÊTE du tableur, selectionner le nombre approprié du niveau d'agrégation intermédiaire  (IAL) et de points de livraison de service (SDP) à passer en revue. Le nombre approprié de feuilles de travail apparaîtra automatiquement dans le tableur de travail de RDQA (jusqu'à 12 SDP et 4 IALs).

5. Revue des résultats et conclusions . Les résultats RDQA ont besoin d'être passé en revue pour chaque site visité. des résultats récapitulatifs spécifiques  du site de recommandations sont notés à chaque site visité.

		Les listes de contrôle de RDQA existent sous le format Excel MS et les réponses peuvent être saisies directement dans le tableur sur l'ordinateur. Alternativement, les listes de contrôle peuvent être imprimées et complètées à la main. Une fois accompli électroniquement, un tableau de bord produit les graphiques des statistiques sommaires pour chaque site niveau du système d'envoi. Le tableau de bord montre deux (2) graphiques pour chaque site visité :

		- Un graphique-araignée montre des données qualitatives produites de l'évaluation du système de collecte et d'envoi et peut être utilisé à donner la priorité à des secteurs pour l'amélioration.
 - Un graphique à barres montre les données quantitatives produites par des vérifications de données ; celles-ci peuvent être employées pour projeter pour l'amélioration de la qualité de données.

		En plus , 'un tableau de bord global 'montre des statistiques agrégées à travers et entre niveaux pour souligner des points forts et des faiblesses dans le système d'envoi. Le tableau de bord global montre un graphique d'araignée pour des évaluations qualitatives et un diagramme à barres pour des évaluations quantitatives comme ci-dessus. En outre, les puissances et faiblesses du système d'envoi sont montrés comme dimensions de qualité de données dans un diagramme à barres empilé par 100%. Pour cette analyse les questions sont groupées par la dimension applicable de la qualité de données (par exemple exactitude ou fiabilité) et le nombre de réponses par type de  réponse (par exemple 'oui - complètement ', 'en partie 'etc...) sont tracés comme pourcentage de toutes les réponses. Une table des questions de l'enquete et de leurs dimensions associées de qualité de données peut être trouvée sur la table des 'dimensions de qualitéde données'  dans le tableur.

		6. Développer le plan du renforcement d'un système, y compris des actions de suivi. Le rendement final du RDQA est un plan d'action pour améliorer la qualité de données qui décrit les mesures identifiées de renforcement, le personnel responsable, la chronologie de l'accomplissement, des ressources exigées et le suivi. En utilisant les graphiques et les commentaires détaillés pour chaque question, des secteurs fonctionnels d'exécution faibles du système systeme d'envoi peuvent être identifiés. Le personnel de programme peut alors décrire renforcer des mesures (par exemple formation, revues de données), assigner des responsabilités et des chronologies et identifier des ressources en utilisant le tableau du  plan d'action dans le tableur .

		Annex:   Data Analysis and interpretation
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Page_Information

		C – INFORMATION de Base – RDQA

		Pays:

		Nom de Programme/projet:

		Indicateur Revue:

		Période de reportage vérifiée:

		Équipe d'évaluation:												Nom								Titre				Adresse email

								Contact pricipale:

		Unité de S&É au niveau national

		Nom de Site																Code de l'etablissement										Date (dd/mm/yy)

		1-

		Sites d'agrégation de niveau régional

		Nom de Site																Code de l'etablissement						Région		Code de région		Date (dd/mm/yy)

		1

		2

		3

		4

		Sites d'agrégation de niveau de District

		Nom de Site																Code de l'etablissement		District		Code de district		Région		Code de région		Date (dd/mm/yy)

		1

		2

		3

		4

		5

		6

		7

		8

		Sites de prestation de service

		Nom de Site																Code de l'etablissement		District		Code de district		Région		Code de région		Date (mm/dd/yy)

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10

		11

		12

		13

		14

		15

		16

		17

		18

		19

		20

		21

		22

		23

		24
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Site de Service 1

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-

		Region et/ou district:						-																																						Data Management Assessment - Service Delivery Point

		Indicateur revue:						-																																						1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-																																						2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-																																						3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																				4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																														5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																												-		Exactitude

		2		Est-ce que tous les documents source disponibles sont complets ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

				Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Des contre-vérifications peuvent être exécutées en examinant les enregistrements des inventaires séparés documentant les quantités de médicaments de traitement , les matériel de test, d'ITNs achetés et délivrés pendant la période d'envoi pour voir si ces nombres corroborent les résultats rapportés. D'autres vérifications pourraient inclure, par exemple, choisir aléatoirement 20 cartes patientes et vérifier si ces patients étaient enregistrés dans les registres d'unité, de laboratoire ou de pharmacie. Jusqu'au degré approprié, les vérifications devraient être performées dans les deux directions (par exemple, des cartes de traitements des patients au registre et à partir du registre aux cartes de traitement des patients).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement

		9		Décrivez les vérifications (ou recoupement) performées ?

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A				0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A				0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		6		… à qui les rapports devraient-ils être soumis.		N/A				0

		7		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A				0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A				0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A				0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A				0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A				0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A				0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A				0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A				0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Selons les résultats de vérification de système et la revue des données du site du service, décrivez svp tous les faiblesses identifiée et recommander des mesures de renforcement, y compris une estimation de la durée du temps qu'elle pourrait prendre. Celles-ci seront discutées avec le programme.

				Faiblesses Identifiés		Description of Action Point		Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Site de Service 1

		



Data and Reporting Verifications - Service Delivery Point

Vérification des données - 
Site de prestation de service



Site de Service 2

		



Data Management Assessment - Service Delivery Point

Évaluation de Système de gestion de données -
Site de prestation de service



Site de Service 3

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-

		Region et/ou district:						-																																						Data Management Assessment - Service Delivery Point

		Indicateur revue:						-																																						1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-																																						2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-																																						3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																				4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																														5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																												-		Exactitude

		2		Est-ce que tous les documents source disponibles sont complets ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

				Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Des contre-vérifications peuvent être exécutées en examinant les enregistrements des inventaires séparés documentant les quantités de médicaments de traitement , les matériel de test, d'ITNs achetés et délivrés pendant la période d'envoi pour voir si ces nombres corroborent les résultats rapportés. D'autres vérifications pourraient inclure, par exemple, choisir aléatoirement 20 cartes patientes et vérifier si ces patients étaient enregistrés dans les registres d'unité, de laboratoire ou de pharmacie. Jusqu'au degré approprié, les vérifications devraient être performées dans les deux directions (par exemple, des cartes de traitements des patients au registre et à partir du registre aux cartes de traitement des patients).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement

		9		Décrivez les vérifications (ou recoupement) performées ?

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A				0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A				0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		6		… à qui les rapports devraient-ils être soumis.		N/A				0

		7		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A				0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A				0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A				0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A				0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A				0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A				0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A				0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A				0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Selons les résultats de vérification de système et la revue des données du site du service, décrivez svp tous les faiblesses identifiée et recommander des mesures de renforcement, y compris une estimation de la durée du temps qu'elle pourrait prendre. Celles-ci seront discutées avec le programme.

				Faiblesses Identifiés		Description of Action Point		Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service



&A&RPage &P



Site de Service 3

		Facteur de Verification

		0

		0

		0



Data and Reporting Verifications - Service Delivery Point

Vérification des données - 
Site de prestation de service

0



Site de Service 4

		0

		0

		0

		0

		0



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service



Site de Service 5

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-

		Region et/ou district:						-																																						Data Management Assessment - Service Delivery Point

		Indicateur revue:						-																																						1		N/A		I - Capacités, rôles et 
responsabilités de S&É		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-																																						2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage		II- Définitions de 
l'Indicateur et 
Directives de 
Réportage

		Période de reportage vérifiée:						-																																						3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																				4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																														5		N/A		V - Liens avec le 
système national		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																												-		Exactitude

		2		Est-ce que tous les documents source disponibles sont complets ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

				Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Des contre-vérifications peuvent être exécutées en examinant les enregistrements des inventaires séparés documentant les quantités de médicaments de traitement , les matériel de test, d'ITNs achetés et délivrés pendant la période d'envoi pour voir si ces nombres corroborent les résultats rapportés. D'autres vérifications pourraient inclure, par exemple, choisir aléatoirement 20 cartes patientes et vérifier si ces patients étaient enregistrés dans les registres d'unité, de laboratoire ou de pharmacie. Jusqu'au degré approprié, les vérifications devraient être performées dans les deux directions (par exemple, des cartes de traitements des patients au registre et à partir du registre aux cartes de traitement des patients).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement

		9		Décrivez les vérifications (ou recoupement) performées ?

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A				0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A				0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		6		… à qui les rapports devraient-ils être soumis.		N/A				0

		7		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A				0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A				0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A				0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A				0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A				0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A				0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A				0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A				0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Selons les résultats de vérification de système et la revue des données du site du service, décrivez svp tous les faiblesses identifiée et recommander des mesures de renforcement, y compris une estimation de la durée du temps qu'elle pourrait prendre. Celles-ci seront discutées avec le programme.

				Faiblesses Identifiés		Description of Action Point		Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Site de Service 5

		Facteur de Verification

		0

		0

		0



Data and Reporting Verifications - Service Delivery Point

Vérification des données - 
Site de prestation de service

0



Site de Service 6

		0

		0

		0

		0

		0



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service



Site de Service 7

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-

		Region et/ou district:						-																																						Data Management Assessment - Service Delivery Point

		Indicateur revue:						-																																						1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-																																						2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-																																						3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																				4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																														5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																												-		Exactitude

		2		Est-ce que tous les documents source disponibles sont complets ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

				Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Des contre-vérifications peuvent être exécutées en examinant les enregistrements des inventaires séparés documentant les quantités de médicaments de traitement , les matériel de test, d'ITNs achetés et délivrés pendant la période d'envoi pour voir si ces nombres corroborent les résultats rapportés. D'autres vérifications pourraient inclure, par exemple, choisir aléatoirement 20 cartes patientes et vérifier si ces patients étaient enregistrés dans les registres d'unité, de laboratoire ou de pharmacie. Jusqu'au degré approprié, les vérifications devraient être performées dans les deux directions (par exemple, des cartes de traitements des patients au registre et à partir du registre aux cartes de traitement des patients).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement

		9		Décrivez les vérifications (ou recoupement) performées ?

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A				0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A				0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		6		… à qui les rapports devraient-ils être soumis.		N/A				0

		7		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A				0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A				0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A				0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A				0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A				0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A				0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A				0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A				0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Selons les résultats de vérification de système et la revue des données du site du service, décrivez svp tous les faiblesses identifiée et recommander des mesures de renforcement, y compris une estimation de la durée du temps qu'elle pourrait prendre. Celles-ci seront discutées avec le programme.

				Faiblesses Identifiés		Description of Action Point		Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Site de Service 7

		Facteur de Verification



Data and Reporting Verifications - Service Delivery Point

Vérification des données - 
Site de prestation de service

0



Site de Service 8

		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service

0

0

0

0

0



Site de Service 9

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-

		Region et/ou district:						-																																						Data Management Assessment - Service Delivery Point

		Indicateur revue:						-																																						1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-																																						2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-																																						3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																				4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																														5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																												-		Exactitude

		2		Est-ce que tous les documents source disponibles sont complets ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

				Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Des contre-vérifications peuvent être exécutées en examinant les enregistrements des inventaires séparés documentant les quantités de médicaments de traitement , les matériel de test, d'ITNs achetés et délivrés pendant la période d'envoi pour voir si ces nombres corroborent les résultats rapportés. D'autres vérifications pourraient inclure, par exemple, choisir aléatoirement 20 cartes patientes et vérifier si ces patients étaient enregistrés dans les registres d'unité, de laboratoire ou de pharmacie. Jusqu'au degré approprié, les vérifications devraient être performées dans les deux directions (par exemple, des cartes de traitements des patients au registre et à partir du registre aux cartes de traitement des patients).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement

		9		Décrivez les vérifications (ou recoupement) performées ?

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A				0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A				0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		6		… à qui les rapports devraient-ils être soumis.		N/A				0

		7		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A				0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A				0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A				0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A				0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A				0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A				0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A				0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A				0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Selons les résultats de vérification de système et la revue des données du site du service, décrivez svp tous les faiblesses identifiée et recommander des mesures de renforcement, y compris une estimation de la durée du temps qu'elle pourrait prendre. Celles-ci seront discutées avec le programme.

				Faiblesses Identifiés		Description of Action Point		Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Site de Service 11

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-

		Region et/ou district:						-																																						Data Management Assessment - Service Delivery Point

		Indicateur revue:						-																																						1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-																																						2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-																																						3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																				4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																														5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																												-		Exactitude

		2		Est-ce que tous les documents source disponibles sont complets ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

				Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Des contre-vérifications peuvent être exécutées en examinant les enregistrements des inventaires séparés documentant les quantités de médicaments de traitement , les matériel de test, d'ITNs achetés et délivrés pendant la période d'envoi pour voir si ces nombres corroborent les résultats rapportés. D'autres vérifications pourraient inclure, par exemple, choisir aléatoirement 20 cartes patientes et vérifier si ces patients étaient enregistrés dans les registres d'unité, de laboratoire ou de pharmacie. Jusqu'au degré approprié, les vérifications devraient être performées dans les deux directions (par exemple, des cartes de traitements des patients au registre et à partir du registre aux cartes de traitement des patients).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement

		9		Décrivez les vérifications (ou recoupement) performées ?

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A				0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A				0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		6		… à qui les rapports devraient-ils être soumis.		N/A				0

		7		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A				0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A				0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A				0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A				0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A				0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A				0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A				0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A				0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Selons les résultats de vérification de système et la revue des données du site du service, décrivez svp tous les faiblesses identifiée et recommander des mesures de renforcement, y compris une estimation de la durée du temps qu'elle pourrait prendre. Celles-ci seront discutées avec le programme.

				Faiblesses Identifiés		Description of Action Point		Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service



&A&RPage &P



Site de Service 11

		Facteur de Verification



Data and Reporting Verifications - Service Delivery Point

Vérification des données - 
Site de prestation de service

0



Site de Service 12

		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service

0

0

0

0

0



Site de Service 13

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-

		Region et/ou district:						-																																						Data Management Assessment - Service Delivery Point

		Indicateur revue:						-																																						1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-																																						2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-																																						3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																				4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																														5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																												-		Exactitude

		2		Est-ce que tous les documents source disponibles sont complets ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

				Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Des contre-vérifications peuvent être exécutées en examinant les enregistrements des inventaires séparés documentant les quantités de médicaments de traitement , les matériel de test, d'ITNs achetés et délivrés pendant la période d'envoi pour voir si ces nombres corroborent les résultats rapportés. D'autres vérifications pourraient inclure, par exemple, choisir aléatoirement 20 cartes patientes et vérifier si ces patients étaient enregistrés dans les registres d'unité, de laboratoire ou de pharmacie. Jusqu'au degré approprié, les vérifications devraient être performées dans les deux directions (par exemple, des cartes de traitements des patients au registre et à partir du registre aux cartes de traitement des patients).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement

		9		Décrivez les vérifications (ou recoupement) performées ?

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A				0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A				0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		6		… à qui les rapports devraient-ils être soumis.		N/A				0

		7		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A				0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A				0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A				0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A				0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A				0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A				0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A				0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A				0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Selons les résultats de vérification de système et la revue des données du site du service, décrivez svp tous les faiblesses identifiée et recommander des mesures de renforcement, y compris une estimation de la durée du temps qu'elle pourrait prendre. Celles-ci seront discutées avec le programme.

				Faiblesses Identifiés		Description of Action Point		Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Site de Service 15

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-

		Region et/ou district:						-																																						Data Management Assessment - Service Delivery Point

		Indicateur revue:						-																																						1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-																																						2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-																																						3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																				4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																														5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																												-		Exactitude

		2		Est-ce que tous les documents source disponibles sont complets ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

				Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Des contre-vérifications peuvent être exécutées en examinant les enregistrements des inventaires séparés documentant les quantités de médicaments de traitement , les matériel de test, d'ITNs achetés et délivrés pendant la période d'envoi pour voir si ces nombres corroborent les résultats rapportés. D'autres vérifications pourraient inclure, par exemple, choisir aléatoirement 20 cartes patientes et vérifier si ces patients étaient enregistrés dans les registres d'unité, de laboratoire ou de pharmacie. Jusqu'au degré approprié, les vérifications devraient être performées dans les deux directions (par exemple, des cartes de traitements des patients au registre et à partir du registre aux cartes de traitement des patients).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement

		9		Décrivez les vérifications (ou recoupement) performées ?

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A				0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A				0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		6		… à qui les rapports devraient-ils être soumis.		N/A				0

		7		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A				0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A				0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A				0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A				0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A				0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A				0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A				0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A				0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Selons les résultats de vérification de système et la revue des données du site du service, décrivez svp tous les faiblesses identifiée et recommander des mesures de renforcement, y compris une estimation de la durée du temps qu'elle pourrait prendre. Celles-ci seront discutées avec le programme.

				Faiblesses Identifiés		Description of Action Point		Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Site de Service 16

		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
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0



Site de Service 17

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-

		Region et/ou district:						-																																						Data Management Assessment - Service Delivery Point

		Indicateur revue:						-																																						1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-																																						2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-																																						3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																				4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																														5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																												-		Exactitude

		2		Est-ce que tous les documents source disponibles sont complets ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

				Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Des contre-vérifications peuvent être exécutées en examinant les enregistrements des inventaires séparés documentant les quantités de médicaments de traitement , les matériel de test, d'ITNs achetés et délivrés pendant la période d'envoi pour voir si ces nombres corroborent les résultats rapportés. D'autres vérifications pourraient inclure, par exemple, choisir aléatoirement 20 cartes patientes et vérifier si ces patients étaient enregistrés dans les registres d'unité, de laboratoire ou de pharmacie. Jusqu'au degré approprié, les vérifications devraient être performées dans les deux directions (par exemple, des cartes de traitements des patients au registre et à partir du registre aux cartes de traitement des patients).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement

		9		Décrivez les vérifications (ou recoupement) performées ?

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A				0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A				0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		6		… à qui les rapports devraient-ils être soumis.		N/A				0

		7		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A				0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A				0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A				0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A				0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A				0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A				0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A				0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A				0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Selons les résultats de vérification de système et la revue des données du site du service, décrivez svp tous les faiblesses identifiée et recommander des mesures de renforcement, y compris une estimation de la durée du temps qu'elle pourrait prendre. Celles-ci seront discutées avec le programme.

				Faiblesses Identifiés		Description of Action Point		Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Site de Service 19

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-

		Region et/ou district:						-																																						Data Management Assessment - Service Delivery Point

		Indicateur revue:						-																																						1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-																																						2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-																																						3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																				4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																														5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																												-		Exactitude

		2		Est-ce que tous les documents source disponibles sont complets ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

				Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Des contre-vérifications peuvent être exécutées en examinant les enregistrements des inventaires séparés documentant les quantités de médicaments de traitement , les matériel de test, d'ITNs achetés et délivrés pendant la période d'envoi pour voir si ces nombres corroborent les résultats rapportés. D'autres vérifications pourraient inclure, par exemple, choisir aléatoirement 20 cartes patientes et vérifier si ces patients étaient enregistrés dans les registres d'unité, de laboratoire ou de pharmacie. Jusqu'au degré approprié, les vérifications devraient être performées dans les deux directions (par exemple, des cartes de traitements des patients au registre et à partir du registre aux cartes de traitement des patients).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement

		9		Décrivez les vérifications (ou recoupement) performées ?

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A				0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A				0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		6		… à qui les rapports devraient-ils être soumis.		N/A				0

		7		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A				0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A				0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A				0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A				0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A				0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A				0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A				0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A				0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Selons les résultats de vérification de système et la revue des données du site du service, décrivez svp tous les faiblesses identifiée et recommander des mesures de renforcement, y compris une estimation de la durée du temps qu'elle pourrait prendre. Celles-ci seront discutées avec le programme.

				Faiblesses Identifiés		Description of Action Point		Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Site de Service 19

		Facteur de Verification



Data and Reporting Verifications - Service Delivery Point

Vérification des données - 
Site de prestation de service

0



Site de Service 20

		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service

0

0

0

0

0



Site de Service 21

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-

		Region et/ou district:						-																																						Data Management Assessment - Service Delivery Point

		Indicateur revue:						-																																						1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-																																						2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-																																						3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																				4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																														5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																												-		Exactitude

		2		Est-ce que tous les documents source disponibles sont complets ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

				Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Des contre-vérifications peuvent être exécutées en examinant les enregistrements des inventaires séparés documentant les quantités de médicaments de traitement , les matériel de test, d'ITNs achetés et délivrés pendant la période d'envoi pour voir si ces nombres corroborent les résultats rapportés. D'autres vérifications pourraient inclure, par exemple, choisir aléatoirement 20 cartes patientes et vérifier si ces patients étaient enregistrés dans les registres d'unité, de laboratoire ou de pharmacie. Jusqu'au degré approprié, les vérifications devraient être performées dans les deux directions (par exemple, des cartes de traitements des patients au registre et à partir du registre aux cartes de traitement des patients).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement

		9		Décrivez les vérifications (ou recoupement) performées ?

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A				0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A				0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		6		… à qui les rapports devraient-ils être soumis.		N/A				0

		7		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A				0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A				0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A				0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A				0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A				0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A				0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A				0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A				0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Selons les résultats de vérification de système et la revue des données du site du service, décrivez svp tous les faiblesses identifiée et recommander des mesures de renforcement, y compris une estimation de la durée du temps qu'elle pourrait prendre. Celles-ci seront discutées avec le programme.

				Faiblesses Identifiés		Description of Action Point		Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Site de Service 21

		Facteur de Verification



Data and Reporting Verifications - Service Delivery Point

Vérification des données - 
Site de prestation de service

0



Site de Service 22

		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service

0

0

0

0

0



Site de Service 23

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-

		Region et/ou district:						-																																						Data Management Assessment - Service Delivery Point

		Indicateur revue:						-																																						1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-																																						2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-																																						3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																				4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																														5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																												-		Exactitude

		2		Est-ce que tous les documents source disponibles sont complets ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

				Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Des contre-vérifications peuvent être exécutées en examinant les enregistrements des inventaires séparés documentant les quantités de médicaments de traitement , les matériel de test, d'ITNs achetés et délivrés pendant la période d'envoi pour voir si ces nombres corroborent les résultats rapportés. D'autres vérifications pourraient inclure, par exemple, choisir aléatoirement 20 cartes patientes et vérifier si ces patients étaient enregistrés dans les registres d'unité, de laboratoire ou de pharmacie. Jusqu'au degré approprié, les vérifications devraient être performées dans les deux directions (par exemple, des cartes de traitements des patients au registre et à partir du registre aux cartes de traitement des patients).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement

		9		Décrivez les vérifications (ou recoupement) performées ?

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A				0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A				0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		6		… à qui les rapports devraient-ils être soumis.		N/A				0

		7		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A				0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A				0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A				0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A				0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A				0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A				0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A				0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A				0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Selons les résultats de vérification de système et la revue des données du site du service, décrivez svp tous les faiblesses identifiée et recommander des mesures de renforcement, y compris une estimation de la durée du temps qu'elle pourrait prendre. Celles-ci seront discutées avec le programme.

				Faiblesses Identifiés		Description of Action Point		Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Site de Service 23

		Facteur de Verification

		0

		0

		0



Data and Reporting Verifications - Service Delivery Point

Vérification des données - 
Site de prestation de service

0



Site de Service 24

		0

		0

		0

		0

		0



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service



Service Site Summary

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-

		Region et/ou district:						-																																						Data Management Assessment - Service Delivery Point

		Indicateur revue:						-																																						1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-																																						2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-																																						3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																				4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																														5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																												-		Exactitude

		2		Est-ce que tous les documents source disponibles sont complets ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

				Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Des contre-vérifications peuvent être exécutées en examinant les enregistrements des inventaires séparés documentant les quantités de médicaments de traitement , les matériel de test, d'ITNs achetés et délivrés pendant la période d'envoi pour voir si ces nombres corroborent les résultats rapportés. D'autres vérifications pourraient inclure, par exemple, choisir aléatoirement 20 cartes patientes et vérifier si ces patients étaient enregistrés dans les registres d'unité, de laboratoire ou de pharmacie. Jusqu'au degré approprié, les vérifications devraient être performées dans les deux directions (par exemple, des cartes de traitements des patients au registre et à partir du registre aux cartes de traitement des patients).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement

		9		Décrivez les vérifications (ou recoupement) performées ?

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A				0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A				0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		6		… à qui les rapports devraient-ils être soumis.		N/A				0

		7		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A				0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A				0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A				0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A				0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A				0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A				0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A				0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A				0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Selons les résultats de vérification de système et la revue des données du site du service, décrivez svp tous les faiblesses identifiée et recommander des mesures de renforcement, y compris une estimation de la durée du temps qu'elle pourrait prendre. Celles-ci seront discutées avec le programme.

				Faiblesses Identifiés		Description of Action Point		Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Service Site Summary

		0

		0

		0

		0



Data and Reporting Verifications - Service Delivery Point

Vérification des données - 
Site de prestation de service



Site de district 1

		0

		0

		0

		0

		0



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service



Site de district 2

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-

		Region et/ou district:						-																																						Data Management Assessment - Service Delivery Point

		Indicateur revue:						-																																						1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-																																						2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-																																						3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																				4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																														5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																												-		Exactitude

		2		Est-ce que tous les documents source disponibles sont complets ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

				Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Des contre-vérifications peuvent être exécutées en examinant les enregistrements des inventaires séparés documentant les quantités de médicaments de traitement , les matériel de test, d'ITNs achetés et délivrés pendant la période d'envoi pour voir si ces nombres corroborent les résultats rapportés. D'autres vérifications pourraient inclure, par exemple, choisir aléatoirement 20 cartes patientes et vérifier si ces patients étaient enregistrés dans les registres d'unité, de laboratoire ou de pharmacie. Jusqu'au degré approprié, les vérifications devraient être performées dans les deux directions (par exemple, des cartes de traitements des patients au registre et à partir du registre aux cartes de traitement des patients).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement

		9		Décrivez les vérifications (ou recoupement) performées ?

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A				0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A				0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		6		… à qui les rapports devraient-ils être soumis.		N/A				0

		7		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A				0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A				0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A				0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A				0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A				0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A				0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A				0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A				0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Selons les résultats de vérification de système et la revue des données du site du service, décrivez svp tous les faiblesses identifiée et recommander des mesures de renforcement, y compris une estimation de la durée du temps qu'elle pourrait prendre. Celles-ci seront discutées avec le programme.

				Faiblesses Identifiés		Description of Action Point		Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Site de district 2

		Facteur de Verification

		0

		0

		0



Data and Reporting Verifications - Service Delivery Point

Vérification des données - 
Site de prestation de service

0



Site de district 3

		0

		0

		0

		0

		0



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service



Site de district 4

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-

		Region et/ou district:						-																																						Data Management Assessment - Service Delivery Point

		Indicateur revue:						-																																						1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-																																						2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-																																						3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																				4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																														5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																												-		Exactitude

		2		Est-ce que tous les documents source disponibles sont complets ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

				Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Des contre-vérifications peuvent être exécutées en examinant les enregistrements des inventaires séparés documentant les quantités de médicaments de traitement , les matériel de test, d'ITNs achetés et délivrés pendant la période d'envoi pour voir si ces nombres corroborent les résultats rapportés. D'autres vérifications pourraient inclure, par exemple, choisir aléatoirement 20 cartes patientes et vérifier si ces patients étaient enregistrés dans les registres d'unité, de laboratoire ou de pharmacie. Jusqu'au degré approprié, les vérifications devraient être performées dans les deux directions (par exemple, des cartes de traitements des patients au registre et à partir du registre aux cartes de traitement des patients).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement

		9		Décrivez les vérifications (ou recoupement) performées ?

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A				0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A				0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		6		… à qui les rapports devraient-ils être soumis.		N/A				0

		7		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A				0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A				0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A				0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A				0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A				0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A				0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A				0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A				0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Selons les résultats de vérification de système et la revue des données du site du service, décrivez svp tous les faiblesses identifiée et recommander des mesures de renforcement, y compris une estimation de la durée du temps qu'elle pourrait prendre. Celles-ci seront discutées avec le programme.

				Faiblesses Identifiés		Description of Action Point		Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Site de district 4

		Facteur de Verification

		0

		0

		0



Data and Reporting Verifications - Service Delivery Point

Vérification des données - 
Site de prestation de service

0



Site de district 5

		0

		0

		0

		0

		0



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service



Site de district 6

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-

		Region et/ou district:						-																																						Data Management Assessment - Service Delivery Point

		Indicateur revue:						-																																						1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-																																						2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-																																						3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																				4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																														5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																												-		Exactitude

		2		Est-ce que tous les documents source disponibles sont complets ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

				Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Des contre-vérifications peuvent être exécutées en examinant les enregistrements des inventaires séparés documentant les quantités de médicaments de traitement , les matériel de test, d'ITNs achetés et délivrés pendant la période d'envoi pour voir si ces nombres corroborent les résultats rapportés. D'autres vérifications pourraient inclure, par exemple, choisir aléatoirement 20 cartes patientes et vérifier si ces patients étaient enregistrés dans les registres d'unité, de laboratoire ou de pharmacie. Jusqu'au degré approprié, les vérifications devraient être performées dans les deux directions (par exemple, des cartes de traitements des patients au registre et à partir du registre aux cartes de traitement des patients).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement

		9		Décrivez les vérifications (ou recoupement) performées ?

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A				0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A				0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		6		… à qui les rapports devraient-ils être soumis.		N/A				0

		7		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A				0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A				0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A				0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A				0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A				0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A				0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A				0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A				0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Selons les résultats de vérification de système et la revue des données du site du service, décrivez svp tous les faiblesses identifiée et recommander des mesures de renforcement, y compris une estimation de la durée du temps qu'elle pourrait prendre. Celles-ci seront discutées avec le programme.

				Faiblesses Identifiés		Description of Action Point		Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service



&A&RPage &P



Site de district 6

		Facteur de Verification

		0

		0

		0



Data and Reporting Verifications - Service Delivery Point

Vérification des données - 
Site de prestation de service

0



Site de district 7

		0

		0

		0

		0

		0



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service



Site de district 8

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-

		Region et/ou district:						-																																						Data Management Assessment - Service Delivery Point

		Indicateur revue:						-																																						1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-																																						2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-																																						3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																				4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																														5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																												-		Exactitude

		2		Est-ce que tous les documents source disponibles sont complets ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

				Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Des contre-vérifications peuvent être exécutées en examinant les enregistrements des inventaires séparés documentant les quantités de médicaments de traitement , les matériel de test, d'ITNs achetés et délivrés pendant la période d'envoi pour voir si ces nombres corroborent les résultats rapportés. D'autres vérifications pourraient inclure, par exemple, choisir aléatoirement 20 cartes patientes et vérifier si ces patients étaient enregistrés dans les registres d'unité, de laboratoire ou de pharmacie. Jusqu'au degré approprié, les vérifications devraient être performées dans les deux directions (par exemple, des cartes de traitements des patients au registre et à partir du registre aux cartes de traitement des patients).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement

		9		Décrivez les vérifications (ou recoupement) performées ?

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A				0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A				0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		6		… à qui les rapports devraient-ils être soumis.		N/A				0

		7		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A				0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A				0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A				0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A				0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A				0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A				0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A				0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A				0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Selons les résultats de vérification de système et la revue des données du site du service, décrivez svp tous les faiblesses identifiée et recommander des mesures de renforcement, y compris une estimation de la durée du temps qu'elle pourrait prendre. Celles-ci seront discutées avec le programme.

				Faiblesses Identifiés		Description of Action Point		Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Site de district 8

		Facteur de Verification

		0

		0

		0



Data and Reporting Verifications - Service Delivery Point

Vérification des données - 
Site de prestation de service

0



Sommaire de district

		0

		0

		0

		0

		0



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service



Site de région 1

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-

		Region et/ou district:						-																																						Data Management Assessment - Service Delivery Point

		Indicateur revue:						-																																						1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-																																						2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-																																						3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																				4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																														5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																												-		Exactitude

		2		Est-ce que tous les documents source disponibles sont complets ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

				Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Des contre-vérifications peuvent être exécutées en examinant les enregistrements des inventaires séparés documentant les quantités de médicaments de traitement , les matériel de test, d'ITNs achetés et délivrés pendant la période d'envoi pour voir si ces nombres corroborent les résultats rapportés. D'autres vérifications pourraient inclure, par exemple, choisir aléatoirement 20 cartes patientes et vérifier si ces patients étaient enregistrés dans les registres d'unité, de laboratoire ou de pharmacie. Jusqu'au degré approprié, les vérifications devraient être performées dans les deux directions (par exemple, des cartes de traitements des patients au registre et à partir du registre aux cartes de traitement des patients).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement

		9		Décrivez les vérifications (ou recoupement) performées ?

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A				0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A				0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		6		… à qui les rapports devraient-ils être soumis.		N/A				0

		7		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A				0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A				0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A				0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A				0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A				0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A				0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A				0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A				0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Selons les résultats de vérification de système et la revue des données du site du service, décrivez svp tous les faiblesses identifiée et recommander des mesures de renforcement, y compris une estimation de la durée du temps qu'elle pourrait prendre. Celles-ci seront discutées avec le programme.

				Faiblesses Identifiés		Description of Action Point		Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service



&A&RPage &P



Site de région 1

		0

		0

		0

		0



Data and Reporting Verifications - Service Delivery Point

Vérification des données - 
Site de prestation de service



Site de région 2

		0

		0

		0

		0

		0



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service



Site de région 3

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-

		Region et/ou district:						-																																						Data Management Assessment - Service Delivery Point

		Indicateur revue:						-																																						1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-																																						2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-																																						3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																				4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																														5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																												-		Exactitude

		2		Est-ce que tous les documents source disponibles sont complets ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

				Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Des contre-vérifications peuvent être exécutées en examinant les enregistrements des inventaires séparés documentant les quantités de médicaments de traitement , les matériel de test, d'ITNs achetés et délivrés pendant la période d'envoi pour voir si ces nombres corroborent les résultats rapportés. D'autres vérifications pourraient inclure, par exemple, choisir aléatoirement 20 cartes patientes et vérifier si ces patients étaient enregistrés dans les registres d'unité, de laboratoire ou de pharmacie. Jusqu'au degré approprié, les vérifications devraient être performées dans les deux directions (par exemple, des cartes de traitements des patients au registre et à partir du registre aux cartes de traitement des patients).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement

		9		Décrivez les vérifications (ou recoupement) performées ?

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A				0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A				0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		6		… à qui les rapports devraient-ils être soumis.		N/A				0

		7		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A				0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A				0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A				0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A				0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A				0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A				0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A				0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A				0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Selons les résultats de vérification de système et la revue des données du site du service, décrivez svp tous les faiblesses identifiée et recommander des mesures de renforcement, y compris une estimation de la durée du temps qu'elle pourrait prendre. Celles-ci seront discutées avec le programme.

				Faiblesses Identifiés		Description of Action Point		Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Site de région 3

		0

		0

		0

		0



Data and Reporting Verifications - Service Delivery Point

Vérification des données - 
Site de prestation de service



Site de région 4

		0

		0

		0

		0

		0



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service



Sommaire de région

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-

		Region et/ou district:						-																																						Data Management Assessment - Service Delivery Point

		Indicateur revue:						-																																						1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-																																						2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-																																						3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																				4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																														5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																												-		Exactitude

		2		Est-ce que tous les documents source disponibles sont complets ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

				Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Des contre-vérifications peuvent être exécutées en examinant les enregistrements des inventaires séparés documentant les quantités de médicaments de traitement , les matériel de test, d'ITNs achetés et délivrés pendant la période d'envoi pour voir si ces nombres corroborent les résultats rapportés. D'autres vérifications pourraient inclure, par exemple, choisir aléatoirement 20 cartes patientes et vérifier si ces patients étaient enregistrés dans les registres d'unité, de laboratoire ou de pharmacie. Jusqu'au degré approprié, les vérifications devraient être performées dans les deux directions (par exemple, des cartes de traitements des patients au registre et à partir du registre aux cartes de traitement des patients).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement

		9		Décrivez les vérifications (ou recoupement) performées ?

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A				0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A				0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		6		… à qui les rapports devraient-ils être soumis.		N/A				0

		7		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A				0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A				0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A				0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A				0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A				0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A				0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A				0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A				0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Selons les résultats de vérification de système et la revue des données du site du service, décrivez svp tous les faiblesses identifiée et recommander des mesures de renforcement, y compris une estimation de la durée du temps qu'elle pourrait prendre. Celles-ci seront discutées avec le programme.

				Faiblesses Identifiés		Description of Action Point		Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Sommaire de région

		0

		0

		0

		0



Data and Reporting Verifications - Service Delivery Point

Vérification des données - 
Site de prestation de service



Unité de S&É au niveau national

		0

		0

		0

		0

		0



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service



Sommaire Évaluation de Système 

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-

		Region et/ou district:						-																																						Data Management Assessment - Service Delivery Point

		Indicateur revue:						-																																						1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-																																						2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-																																						3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																				4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																														5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																												-		Exactitude

		2		Est-ce que tous les documents source disponibles sont complets ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

				Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Des contre-vérifications peuvent être exécutées en examinant les enregistrements des inventaires séparés documentant les quantités de médicaments de traitement , les matériel de test, d'ITNs achetés et délivrés pendant la période d'envoi pour voir si ces nombres corroborent les résultats rapportés. D'autres vérifications pourraient inclure, par exemple, choisir aléatoirement 20 cartes patientes et vérifier si ces patients étaient enregistrés dans les registres d'unité, de laboratoire ou de pharmacie. Jusqu'au degré approprié, les vérifications devraient être performées dans les deux directions (par exemple, des cartes de traitements des patients au registre et à partir du registre aux cartes de traitement des patients).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement

		9		Décrivez les vérifications (ou recoupement) performées ?

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A				0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A				0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		6		… à qui les rapports devraient-ils être soumis.		N/A				0

		7		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A				0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A				0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A				0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A				0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A				0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A				0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A				0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A				0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Selons les résultats de vérification de système et la revue des données du site du service, décrivez svp tous les faiblesses identifiée et recommander des mesures de renforcement, y compris une estimation de la durée du temps qu'elle pourrait prendre. Celles-ci seront discutées avec le programme.

				Faiblesses Identifiés		Description of Action Point		Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Plan d'action final du RDQA 

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-

		Region et/ou district:						-																																						Data Management Assessment - Service Delivery Point

		Indicateur revue:						-																																						1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-																																						2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-																																						3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																				4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																														5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																												-		Exactitude

		2		Est-ce que tous les documents source disponibles sont complets ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

				Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Des contre-vérifications peuvent être exécutées en examinant les enregistrements des inventaires séparés documentant les quantités de médicaments de traitement , les matériel de test, d'ITNs achetés et délivrés pendant la période d'envoi pour voir si ces nombres corroborent les résultats rapportés. D'autres vérifications pourraient inclure, par exemple, choisir aléatoirement 20 cartes patientes et vérifier si ces patients étaient enregistrés dans les registres d'unité, de laboratoire ou de pharmacie. Jusqu'au degré approprié, les vérifications devraient être performées dans les deux directions (par exemple, des cartes de traitements des patients au registre et à partir du registre aux cartes de traitement des patients).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement

		9		Décrivez les vérifications (ou recoupement) performées ?

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A				0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A				0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		6		… à qui les rapports devraient-ils être soumis.		N/A				0

		7		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A				0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A				0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A				0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A				0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A				0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A				0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A				0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A				0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Selons les résultats de vérification de système et la revue des données du site du service, décrivez svp tous les faiblesses identifiée et recommander des mesures de renforcement, y compris une estimation de la durée du temps qu'elle pourrait prendre. Celles-ci seront discutées avec le programme.

				Faiblesses Identifiés		Description of Action Point		Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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		0
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Data Export

		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-

		Region et/ou district:						-																																						Data Management Assessment - Service Delivery Point

		Indicateur revue:						-																																						1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-																																						2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-																																						3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																				4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																														5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																												-		Exactitude

		2		Est-ce que tous les documents source disponibles sont complets ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

				Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Des contre-vérifications peuvent être exécutées en examinant les enregistrements des inventaires séparés documentant les quantités de médicaments de traitement , les matériel de test, d'ITNs achetés et délivrés pendant la période d'envoi pour voir si ces nombres corroborent les résultats rapportés. D'autres vérifications pourraient inclure, par exemple, choisir aléatoirement 20 cartes patientes et vérifier si ces patients étaient enregistrés dans les registres d'unité, de laboratoire ou de pharmacie. Jusqu'au degré approprié, les vérifications devraient être performées dans les deux directions (par exemple, des cartes de traitements des patients au registre et à partir du registre aux cartes de traitement des patients).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement

		9		Décrivez les vérifications (ou recoupement) performées ?

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A				0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A				0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		6		… à qui les rapports devraient-ils être soumis.		N/A				0

		7		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A				0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A				0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A				0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A				0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A				0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A				0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A				0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A				0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Selons les résultats de vérification de système et la revue des données du site du service, décrivez svp tous les faiblesses identifiée et recommander des mesures de renforcement, y compris une estimation de la durée du temps qu'elle pourrait prendre. Celles-ci seront discutées avec le programme.

				Faiblesses Identifiés		Description of Action Point		Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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Data Export
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		0



Data and Reporting Verifications - Service Delivery Point

Vérification des données - 
Site de prestation de service



Données

		0

		0

		0

		0

		0



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service



		Fiche de vérification de données et évaluation du système  -                                                      
Site de prestation de service

		Site de prestation de service /Organisation :						-

		Region et/ou district:						-																																						Data Management Assessment - Service Delivery Point

		Indicateur revue:						-																																						1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Date de revue:						-																																						2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Période de reportage vérifiée:						-																																						3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																				4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

																																														5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données

		A - Revue de documentation :

				Verifiez la disponibilité et la complétude de tous les documents source de l'indicateur pour la période de réportage choisie.

		1		Passez en revue les documents source disponibles pour la période de réportage étant vérifiée. Y a-t-il une indication que les documents de source sont absents ?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				Si oui, déterminez comment ceci pourrait avoir affecté des nombres rapportés.																																												-		Exactitude

		2		Est-ce que tous les documents source disponibles sont complets ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		3		Passez en revue les dates sur les documents source. Toutes les dates font-elles partie de la période d'envoi ?		-				0

				Si non, déterminez comment ceci pourrait avoir affecté des nombres rapportés.

		B - Recomtage des résultats rapportés :

				Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).

		4		Recomptez le nombre de personnes, de cas ou d'événements enregistrés pendant la période d'envoi en passant en revue les documents de source. [ A]

		5		Copiez  le nombre de personnes, de cas ou d'événements rapportés par le site pendant la période d'envoi du compte rendu du site [ B]

		6		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-

		7		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		C - Résultats rapportés par vérification avec d'autres sources de données :

		Des contre-vérifications peuvent être exécutées en examinant les enregistrements des inventaires séparés documentant les quantités de médicaments de traitement , les matériel de test, d'ITNs achetés et délivrés pendant la période d'envoi pour voir si ces nombres corroborent les résultats rapportés. D'autres vérifications pourraient inclure, par exemple, choisir aléatoirement 20 cartes patientes et vérifier si ces patients étaient enregistrés dans les registres d'unité, de laboratoire ou de pharmacie. Jusqu'au degré approprié, les vérifications devraient être performées dans les deux directions (par exemple, des cartes de traitements des patients au registre et à partir du registre aux cartes de traitement des patients).

		8		Liste des documents utilisée pour performer des vérifications ou recoupement

		9		Décrivez les vérifications (ou recoupement) performées ?

		10		Quelles sont les raisons de l'anomalie (s'il y en a) observée ?

		Partie 2. Évaluation de système :

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A				0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A				0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		6		… à qui les rapports devraient-ils être soumis.		N/A				0

		7		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A				0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A				0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A				0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A				0

		12		Les données collectées sur le document de source ont la précision suffisante pour mesurer l'indicator(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur specifie la désagrégation par ces caractéristiques).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A				0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A				0

		15		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).		N/A				0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		17		Le système d'enregistrement et  de rapport évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		18		Le système de rapport permet l'identification et l'enregistrement de personne qui renonce  "perdue du vue" et de personne qui est morte.		N/A				0

		V - Liens avec le système national				N/A

		19		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		20		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		21		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0

		22		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour le site de prestation de service

				Selons les résultats de vérification de système et la revue des données du site du service, décrivez svp tous les faiblesses identifiée et recommander des mesures de renforcement, y compris une estimation de la durée du temps qu'elle pourrait prendre. Celles-ci seront discutées avec le programme.

				Faiblesses Identifiés		Description of Action Point		Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de prestation de service
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		0

		0

		0

		0



Data and Reporting Verifications - Service Delivery Point

Vérification des données - 
Site de prestation de service



		0

		0

		0

		0

		0



Data Management Assessment - Service Delivery Point

Évaluation de système de gestion de données -
Site de prestation de service



		Statistiques sommaires des sites de prestation de service

																																																												Service Site Summary

																																																												-		-

																																																												-		-

																																																												-		-

																																																												-		-

																																																												-		-

																																																												-		-

																																																												-		-

																																																												-		-

																																																												-		-

																																																												-		-

																																																												-		-

																																																												-		-

																																																												-		-

																																																												Data Management Assessment - Service Delivery Point																				yes -completely		partly		no, not at all		N/A

																																																												1		-		I - Capacités, rôles et 
responsabilités de S&É														accuracy		0		0		0		0

																																																												2		-		II- Définitions de 
l'Indicateur et 
directives de 
réportage														reliability		0		0		0		0

																																																												3		-		III- Formulaires/Outils 
de collecte de données 
et de reporting														timeliness		0		0		0		0

																																																												4		-		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données														completeness		0		0		0		0

																																																												5		-		V - Liens avec le 
système national														precision		0		0		0		0

																																																												6		0.00		Links with National Reporting System														confidentiality		0		0		0		0

																																																																														integrity		0		0		0		0
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		<=70

		71-80

		81-90

		91-100

		101-110

		111-120

		121-130

		>130



Accuracy of Reporting

Exactitude en pourcentage

Nombre de 
sites

Vérification des données - 
Site de prestation de service

0

0

0

0

0

0

0

0



		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Systems Assessment and Data Verifications

Évaluation de système de gestion de données -
Site de prestation de service

0

0

0

0

0



		Fiche de vérification de données et d'évaluation du système - niveau de district

		Nom de site de district/Organisation :						-																																						Data Management Assessment - District Site 1

		Region et/ou district:						-																																						1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Indicateur revue:						-																																						2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Date de revue:						-																																						3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Période de reportage vérifiée:						-																																						4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																				5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données																																														-		Exactitude

		A - Recomtage des résultats rapportés :																																														-		% Disponible

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).																																														-		%  À temps

		1		Re-agrégez le valeur de l'indicateur des rapports reçus de tous les points de prestation de service. Quel est le nombre re-agrégé ? [ A ]																																												-		% Complète

		2		Quel est le valeur de l'indicateur soumis par l'unité au prochain niveau  dans le rapport périodique pour la période choisie? [ B ]

		3		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-

		4		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		B - La performance de reportage:

		Voir si les les rapports sont disponibles, complets et viennent à temps de toutes les etablissements . Combien de rapports devraient etre envoyés des etablissements? Combien y a-t-il ? Ont-ils été reçus à temps ? Sont-ils complets ?

		5		Combien de rapports devraient etre de toutes les sites de prestation de service ? [ A ]

		6		Combien de rapports y a-t-il ? [ B ]

		7		Calculez  le % des Rapports Disponibles [ B/A ]				-

		8		Vérifiez les dates sur les rapports reçus. Combien de rapports ont été reçus à temps ? (c.-à-d., reçu à la date due).  [ C ]

		9		Calculez  %  des rapports reçu à la date due [C/A]				-

		10		Combien de rapports étaient complets ? (c.-à-d.,complet veut dire que le rapport contient toutes les données exigées d'indicateur *). [ D ]

		11		Calculez  % des rapports Complets [D/A]				-

						0

		Partie 2. Évaluation de Système

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A				0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A				0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		6		… à qui les rapports devraient-ils être soumis.		N/A				0

		7		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A				0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A				0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A				0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		12		Le Feedback est systématiquement fourni à tous les points de service sur la qualité d'envoyer les données  (c.-à-d., exactitude, perfection et opportunité).		N/A				0

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A				0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A				0

		15		Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuelles).		N/A				0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		17		Le système d'enregistrement et de réportage évite le double comptage des personnes dans et à travers les points de prestation de service (par exemple, une personne recevant le même service deux fois dans une période de report, ou une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		18		Le système de réportage permet l'identification et l'enregistrement de personne qui renonce  "perdue au suivi" et de personne qui est morte.		N/A				0

		19		Il y a une procédure écrite à l'adresse  des rapports en retard, inachevés, imprécis et absents ; y compris le suivi avec le point de service sur des questions de qualité de données.		N/A				0

		20		Si des anomalies de données ont été découvertes dans les rapports des points de service, les niveaux intermédiaires d'agrégation (par exemple, des districts ou des régions) ont documenté comment ces contradictions ont été résolues.		N/A				0

		V - Liens avec le système national				N/A

		17		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		21		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		22		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0

		23		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour le site de district

		Selons les résultats de vérification de système et la revue des données du site du service, décrivez svp tous les faiblesses identifiée et recommander des mesures de renforcement, y compris une estimation de la durée du temps qu'elle pourrait prendre. Celles-ci seront discutées avec le programme.

				Faiblesses Identifiés				Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de District
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Data Management Assessment - District Site 1

Évaluation de système de gestion de données -
Site de district



		



Vérification des données - 
Site de District



		Fiche de vérification de données et d'évaluation du système - niveau de district

		Nom de site de district/Organisation :						-																																						Data Management Assessment - District Site 2

		Region et/ou district:						-																																						1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Indicateur revue:						-																																						2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Date de revue:						-																																						3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Période de reportage vérifiée:						-																																						4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																				5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données																																														-		Exactitude

		A - Recomtage des résultats rapportés :																																														-		% Disponible

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).																																														-		%  À temps

		1		Re-agrégez le valeur de l'indicateur des rapports reçus de tous les points de prestation de service. Quel est le nombre re-agrégé ? [ A ]																																												-		% Complète

		2		Quel est le valeur de l'indicateur soumis par l'unité au prochain niveau  dans le rapport périodique pour la période choisie? [ B ]

		3		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-

		4		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		B - La performance de reportage:

		Voir si les les rapports sont disponibles, complets et viennent à temps de toutes les etablissements . Combien de rapports devraient etre envoyés des etablissements? Combien y a-t-il ? Ont-ils été reçus à temps ? Sont-ils complets ?

		5		Combien de rapports devraient etre de toutes les sites de prestation de service ? [ A ]

		6		Combien de rapports y a-t-il ? [ B ]

		7		Calculez  le % des Rapports Disponibles [ B/A ]				-

		8		Vérifiez les dates sur les rapports reçus. Combien de rapports ont été reçus à temps ? (c.-à-d., reçu à la date due).  [ C ]

		9		Calculez  %  des rapports reçu à la date due [C/A]				-

		10		Combien de rapports étaient complets ? (c.-à-d.,complet veut dire que le rapport contient toutes les données exigées d'indicateur *). [ D ]

		11		Calculez  % des rapports Complets [D/A]				-

						0

		Partie 2. Évaluation de Système

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A				0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A				0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		6		… à qui les rapports devraient-ils être soumis.		N/A				0

		7		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A				0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A				0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A				0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		12		Le Feedback est systématiquement fourni à tous les points de service sur la qualité d'envoyer les données  (c.-à-d., exactitude, perfection et opportunité).		N/A				0

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A				0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A				0

		15		Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuelles).		N/A				0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		17		Le système d'enregistrement et  d'envoi évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période de report, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		18		Le système de réportage permet l'identification et l'enregistrement de personne qui renonce  "perdue au suivi" et de personne qui est morte.		N/A				0

		19		Il y a une procédure écrite à l'adresse  des rapports en retard, inachevés, imprécis et absents ; y compris le suivi avec le point de service sur des questions de qualité de données.		N/A				0

		20		Si des anomalies de données ont été découvertes dans les rapports des points de service, les niveaux intermédiaires d'agrégation (par exemple, des districts ou des régions) ont documenté comment ces contradictions ont été résolues.		N/A				0

		V - Liens avec le système national				N/A

		17		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		21		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		22		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0

		23		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour le site de district

		Récapitulez les questions clés que le programme devrait continuer à suivre à divers niveaux du système (par exemple problèmes  trouvées au niveau du site et/ou au niveau d'agrégation intermédiaire du site ).

				Faiblesses Identifiés				Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de District
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		1.33

		1.75

		2

		1.67

		1.5



Data Management Assessment - District Site 2

Évaluation de système de gestion de données -
Site de district



		1.1555555556

		0.9

		0.4444444444

		0.8888888889



Vérification des données - 
Site de District



		Fiche de vérification de données et d'évaluation du système - niveau de district

		Nom de site de district/Organisation :						-																																						Data Management Assessment - District Site 3

		Region et/ou district:						-																																						1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Indicateur revue:						-																																						2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Date de revue:						-																																						3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Période de reportage vérifiée:						-																																						4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																				5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données																																														-		Exactitude

		A - Recomtage des résultats rapportés :																																														-		% Disponible

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).																																														-		%  À temps

		1		Re-agrégez le valeur de l'indicateur des rapports reçus de tous les points de prestation de service. Quel est le nombre re-agrégé ? [ A ]																																												-		% Complète

		2		Quel est le valeur de l'indicateur soumis par l'unité au prochain niveau  dans le rapport périodique pour la période choisie? [ B ]

		3		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-

		4		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		B - La performance de reportage:

		Voir si les les rapports sont disponibles, complets et viennent à temps de toutes les etablissements . Combien de rapports devraient etre envoyés des etablissements? Combien y a-t-il ? Ont-ils été reçus à temps ? Sont-ils complets ?

		5		Combien de rapports devraient etre de toutes les sites de prestation de service ? [ A ]

		6		Combien de rapports y a-t-il ? [ B ]

		7		Calculez  le % des Rapports Disponibles [ B/A ]				-

		8		Vérifiez les dates sur les rapports reçus. Combien de rapports ont été reçus à temps ? (c.-à-d., reçu à la date due).  [ C ]

		9		Calculez  %  des rapports reçu à la date due [C/A]				-

		10		Combien de rapports étaient complets ? (c.-à-d.,complet veut dire que le rapport contient toutes les données exigées d'indicateur *). [ D ]

		11		Calculez  % des rapports Complets [D/A]				-

						0

		Partie 2. Évaluation de Système

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A				0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A				0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		6		… à qui les rapports devraient-ils être soumis.		N/A				0

		7		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A				0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A				0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A				0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		12		Le Feedback est systématiquement fourni à tous les points de service sur la qualité d'envoyer les données  (c.-à-d., exactitude, perfection et opportunité).		N/A				0

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A				0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A				0

		15		Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuelles).		N/A				0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		17		Le système d'enregistrement et  d'envoi évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période de report, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		18		Le système de réportage permet l'identification et l'enregistrement de personne qui renonce  "perdue au suivi" et de personne qui est morte.		N/A				0

		19		Il y a une procédure écrite à l'adresse  des rapports en retard, inachevés, imprécis et absents ; y compris le suivi avec le point de service sur des questions de qualité de données.		N/A				0

		20		Si des anomalies de données ont été découvertes dans les rapports des points de service, les niveaux intermédiaires d'agrégation (par exemple, des districts ou des régions) ont documenté comment ces contradictions ont été résolues.		N/A				0

		V - Liens avec le système national				N/A

		17		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		21		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		22		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0

		23		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour le site de district

		Récapitulez les questions clés que le programme devrait continuer à suivre à divers niveaux du système (par exemple problèmes  trouvées au niveau du site et/ou au niveau d'agrégation intermédiaire du site ).

				Faiblesses Identifiés				Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de District
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		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Data Management Assessment - District Site 3

Évaluation de système de gestion de données -
Site de district

0

0

0

0

0



		Exactitude

		% Disponible

		%  À temps

		% Complète



Vérification des données - 
Site de District

0

0

0

0



		Fiche de vérification de données et d'évaluation du système - niveau de district

		Nom de site de district/Organisation :						-																																						Data Management Assessment - District Site 4

		Region et/ou district:						-																																						1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Indicateur revue:						-																																						2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Date de revue:						-																																						3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Période de reportage vérifiée:						-																																						4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																				5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données																																														-		Exactitude

		A - Recomtage des résultats rapportés :																																														-		% Disponible

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).																																														-		%  À temps

		1		Re-agrégez le valeur de l'indicateur des rapports reçus de tous les points de prestation de service. Quel est le nombre re-agrégé ? [ A ]																																												-		% Complète

		2		Quel est le valeur de l'indicateur soumis par l'unité au prochain niveau  dans le rapport périodique pour la période choisie? [ B ]

		3		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-

		4		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		B - La performance de reportage:

		Voir si les les rapports sont disponibles, complets et viennent à temps de toutes les etablissements . Combien de rapports devraient etre envoyés des etablissements? Combien y a-t-il ? Ont-ils été reçus à temps ? Sont-ils complets ?

		5		Combien de rapports devraient etre de toutes les sites de prestation de service ? [ A ]

		6		Combien de rapports y a-t-il ? [ B ]

		7		Calculez  le % des Rapports Disponibles [ B/A ]				-

		8		Vérifiez les dates sur les rapports reçus. Combien de rapports ont été reçus à temps ? (c.-à-d., reçu à la date due).  [ C ]

		9		Calculez  %  des rapports reçu à la date due [C/A]				-

		10		Combien de rapports étaient complets ? (c.-à-d.,complet veut dire que le rapport contient toutes les données exigées d'indicateur *). [ D ]

		11		Calculez  % des rapports Complets [D/A]				-

						0

		Partie 2. Évaluation de Système

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A				0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A				0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		6		… à qui les rapports devraient-ils être soumis.		N/A				0

		7		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A				0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A				0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A				0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		12		Le Feedback est systématiquement fourni à tous les points de service sur la qualité d'envoyer les données  (c.-à-d., exactitude, perfection et opportunité).		N/A				0

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A				0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A				0

		15		Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuelles).		N/A				0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		17		Le système d'enregistrement et  d'envoi évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période de report, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		18		Le système de réportage permet l'identification et l'enregistrement de personne qui renonce  "perdue au suivi" et de personne qui est morte.		N/A				0

		19		Il y a une procédure écrite à l'adresse  des rapports en retard, inachevés, imprécis et absents ; y compris le suivi avec le point de service sur des questions de qualité de données.		N/A				0

		20		Si des anomalies de données ont été découvertes dans les rapports des points de service, les niveaux intermédiaires d'agrégation (par exemple, des districts ou des régions) ont documenté comment ces contradictions ont été résolues.		N/A				0

		V - Liens avec le système national				N/A

		17		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		21		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		22		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0

		23		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour le site de district

		Récapitulez les questions clés que le programme devrait continuer à suivre à divers niveaux du système (par exemple problèmes  trouvées au niveau du site et/ou au niveau d'agrégation intermédiaire du site ).

				Faiblesses Identifiés				Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de District
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		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Data Management Assessment - District Site 4

Évaluation de système de gestion de données -
Site de district

0

0

0

0

0



		Exactitude

		% Disponible

		%  À temps

		% Complète



Vérification des données - 
Site de District

0

0

0

0



		Fiche de vérification de données et d'évaluation du système - niveau de district

		Nom de site de district/Organisation :						-																																						Data Management Assessment - District Site 1

		Region et/ou district:						-																																						1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Indicateur revue:						-																																						2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Date de revue:						-																																						3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Période de reportage vérifiée:						-																																						4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																				5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données																																														-		Exactitude

		A - Recomtage des résultats rapportés :																																														-		% Disponible

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).																																														-		%  À temps

		1		Re-agrégez le valeur de l'indicateur des rapports reçus de tous les points de prestation de service. Quel est le nombre re-agrégé ? [ A ]																																												-		% Complète

		2		Quel est le valeur de l'indicateur soumis par l'unité au prochain niveau  dans le rapport périodique pour la période choisie? [ B ]

		3		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-

		4		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		B - La performance de reportage:

		Voir si les les rapports sont disponibles, complets et viennent à temps de toutes les etablissements . Combien de rapports devraient etre envoyés des etablissements? Combien y a-t-il ? Ont-ils été reçus à temps ? Sont-ils complets ?

		5		Combien de rapports devraient etre de toutes les sites de prestation de service ? [ A ]

		6		Combien de rapports y a-t-il ? [ B ]

		7		Calculez  le % des Rapports Disponibles [ B/A ]				-

		8		Vérifiez les dates sur les rapports reçus. Combien de rapports ont été reçus à temps ? (c.-à-d., reçu à la date due).  [ C ]

		9		Calculez  %  des rapports reçu à la date due [C/A]				-

		10		Combien de rapports étaient complets ? (c.-à-d.,complet veut dire que le rapport contient toutes les données exigées d'indicateur *). [ D ]

		11		Calculez  % des rapports Complets [D/A]				-

						0

		Partie 2. Évaluation de Système

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A				0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A				0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		6		… à qui les rapports devraient-ils être soumis.		N/A				0

		7		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A				0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A				0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A				0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		12		Le Feedback est systématiquement fourni à tous les points de service sur la qualité d'envoyer les données  (c.-à-d., exactitude, perfection et opportunité).		N/A				0

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A				0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A				0

		15		Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuelles).		N/A				0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		17		Le système d'enregistrement et  d'envoi évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période de report, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		18		Le système de réportage permet l'identification et l'enregistrement de personne qui renonce  "perdue au suivi" et de personne qui est morte.		N/A				0

		19		Il y a une procédure écrite à l'adresse  des rapports en retard, inachevés, imprécis et absents ; y compris le suivi avec le point de service sur des questions de qualité de données.		N/A				0

		20		Si des anomalies de données ont été découvertes dans les rapports des points de service, les niveaux intermédiaires d'agrégation (par exemple, des districts ou des régions) ont documenté comment ces contradictions ont été résolues.		N/A				0

		V - Liens avec le système national				N/A

		17		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		21		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		22		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0

		23		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour le site de district

		Récapitulez les questions clés que le programme devrait continuer à suivre à divers niveaux du système (par exemple problèmes  trouvées au niveau du site et/ou au niveau d'agrégation intermédiaire du site ).

				Faiblesses Identifiés				Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de District
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		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Data Management Assessment - District Site 1

Data Management Assessment - 
District Site

0

0

0

0

0



		Exactitude

		% Disponible

		%  À temps

		% Complète



Data and Reporting Verifications - 
District Site

0

0

0

0



		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Data Management Assessment - District Site 1

Évaluation de système de gestion de données -
Site de district

0

0

0

0

0



		Exactitude

		% Disponible

		%  À temps

		% Complète



Vérification des données - 
Site de District

0

0

0

0



		Fiche de vérification de données et d'évaluation du système - niveau de district

		Nom de site de district/Organisation :						-																																						Data Management Assessment - District Site 1

		Region et/ou district:						-																																						1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Indicateur revue:						-																																						2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Date de revue:						-																																						3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Période de reportage vérifiée:						-																																						4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																				5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données																																														-		Exactitude

		A - Recomtage des résultats rapportés :																																														-		% Disponible

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).																																														-		%  À temps

		1		Re-agrégez le valeur de l'indicateur des rapports reçus de tous les points de prestation de service. Quel est le nombre re-agrégé ? [ A ]																																												-		% Complète

		2		Quel est le valeur de l'indicateur soumis par l'unité au prochain niveau  dans le rapport périodique pour la période choisie? [ B ]

		3		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-

		4		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		B - La performance de reportage:

		Voir si les les rapports sont disponibles, complets et viennent à temps de toutes les etablissements . Combien de rapports devraient etre envoyés des etablissements? Combien y a-t-il ? Ont-ils été reçus à temps ? Sont-ils complets ?

		5		Combien de rapports devraient etre de toutes les sites de prestation de service ? [ A ]

		6		Combien de rapports y a-t-il ? [ B ]

		7		Calculez  le % des Rapports Disponibles [ B/A ]				-

		8		Vérifiez les dates sur les rapports reçus. Combien de rapports ont été reçus à temps ? (c.-à-d., reçu à la date due).  [ C ]

		9		Calculez  %  des rapports reçu à la date due [C/A]				-

		10		Combien de rapports étaient complets ? (c.-à-d.,complet veut dire que le rapport contient toutes les données exigées d'indicateur *). [ D ]

		11		Calculez  % des rapports Complets [D/A]				-

						0

		Partie 2. Évaluation de Système

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A				0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A				0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		6		… à qui les rapports devraient-ils être soumis.		N/A				0

		7		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A				0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A				0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A				0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		12		Le Feedback est systématiquement fourni à tous les points de service sur la qualité d'envoyer les données  (c.-à-d., exactitude, perfection et opportunité).		N/A				0

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A				0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A				0

		15		Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuelles).		N/A				0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		17		Le système d'enregistrement et  d'envoi évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période de report, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		18		Le système de réportage permet l'identification et l'enregistrement de personne qui renonce  "perdue au suivi" et de personne qui est morte.		N/A				0

		19		Il y a une procédure écrite à l'adresse  des rapports en retard, inachevés, imprécis et absents ; y compris le suivi avec le point de service sur des questions de qualité de données.		N/A				0

		20		Si des anomalies de données ont été découvertes dans les rapports des points de service, les niveaux intermédiaires d'agrégation (par exemple, des districts ou des régions) ont documenté comment ces contradictions ont été résolues.		N/A				0

		V - Liens avec le système national				N/A

		17		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		21		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		22		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0

		23		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour le site de district

		Récapitulez les questions clés que le programme devrait continuer à suivre à divers niveaux du système (par exemple problèmes  trouvées au niveau du site et/ou au niveau d'agrégation intermédiaire du site ).

				Faiblesses Identifiés				Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de District
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données et contrôles 
de qualité des  données
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système national



Data Management Assessment - District Site 1

Data Management Assessment - 
District Site

0

0

0

0

0



		Exactitude

		% Disponible

		%  À temps

		% Complète



Data and Reporting Verifications - 
District Site

0

0

0

0



		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Data Management Assessment - District Site 1

Évaluation de système de gestion de données -
Site de district

0

0

0

0

0



		Exactitude

		% Disponible

		%  À temps

		% Complète



Vérification des données - 
Site de District

0

0

0

0



		Fiche de vérification de données et d'évaluation du système - niveau de district

		Nom de site de district/Organisation :						-																																						Data Management Assessment - District Site 1

		Region et/ou district:						-																																						1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Indicateur revue:						-																																						2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Date de revue:						-																																						3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Période de reportage vérifiée:						-																																						4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																				5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données																																														-		Exactitude

		A - Recomtage des résultats rapportés :																																														-		% Disponible

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).																																														-		%  À temps

		1		Re-agrégez le valeur de l'indicateur des rapports reçus de tous les points de prestation de service. Quel est le nombre re-agrégé ? [ A ]																																												-		% Complète

		2		Quel est le valeur de l'indicateur soumis par l'unité au prochain niveau  dans le rapport périodique pour la période choisie? [ B ]

		3		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-

		4		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		B - La performance de reportage:

		Voir si les les rapports sont disponibles, complets et viennent à temps de toutes les etablissements . Combien de rapports devraient etre envoyés des etablissements? Combien y a-t-il ? Ont-ils été reçus à temps ? Sont-ils complets ?

		5		Combien de rapports devraient etre de toutes les sites de prestation de service ? [ A ]

		6		Combien de rapports y a-t-il ? [ B ]

		7		Calculez  le % des Rapports Disponibles [ B/A ]				-

		8		Vérifiez les dates sur les rapports reçus. Combien de rapports ont été reçus à temps ? (c.-à-d., reçu à la date due).  [ C ]

		9		Calculez  %  des rapports reçu à la date due [C/A]				-

		10		Combien de rapports étaient complets ? (c.-à-d.,complet veut dire que le rapport contient toutes les données exigées d'indicateur *). [ D ]

		11		Calculez  % des rapports Complets [D/A]				-

						0

		Partie 2. Évaluation de Système

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A				0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A				0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		6		… à qui les rapports devraient-ils être soumis.		N/A				0

		7		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A				0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A				0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A				0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		12		Le Feedback est systématiquement fourni à tous les points de service sur la qualité d'envoyer les données  (c.-à-d., exactitude, perfection et opportunité).		N/A				0

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A				0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A				0

		15		Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuelles).		N/A				0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		17		Le système d'enregistrement et  d'envoi évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période de report, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		18		Le système de réportage permet l'identification et l'enregistrement de personne qui renonce  "perdue au suivi" et de personne qui est morte.		N/A				0

		19		Il y a une procédure écrite à l'adresse  des rapports en retard, inachevés, imprécis et absents ; y compris le suivi avec le point de service sur des questions de qualité de données.		N/A				0

		20		Si des anomalies de données ont été découvertes dans les rapports des points de service, les niveaux intermédiaires d'agrégation (par exemple, des districts ou des régions) ont documenté comment ces contradictions ont été résolues.		N/A				0

		V - Liens avec le système national				N/A

		17		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		21		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		22		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0

		23		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour le site de district

		Récapitulez les questions clés que le programme devrait continuer à suivre à divers niveaux du système (par exemple problèmes  trouvées au niveau du site et/ou au niveau d'agrégation intermédiaire du site ).

				Faiblesses Identifiés				Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de District
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de qualité des  données
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système national



Data Management Assessment - District Site 1
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District Site

0
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0
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Data and Reporting Verifications - 
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0

0

0
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		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Data Management Assessment - District Site 1

Évaluation de système de gestion de données -
Site de district

0

0

0

0

0



		Exactitude

		% Disponible

		%  À temps

		% Complète



Vérification des données - 
Site de District

0

0

0

0



		Fiche de vérification de données et d'évaluation du système - niveau de district

		Nom de site de district/Organisation :						-																																						Data Management Assessment - District Site 1

		Region et/ou district:						-																																						1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Indicateur revue:						-																																						2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Date de revue:						-																																						3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Période de reportage vérifiée:						-																																						4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																				5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données																																														-		Exactitude

		A - Recomtage des résultats rapportés :																																														-		% Disponible

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).																																														-		%  À temps

		1		Re-agrégez le valeur de l'indicateur des rapports reçus de tous les points de prestation de service. Quel est le nombre re-agrégé ? [ A ]																																												-		% Complète

		2		Quel est le valeur de l'indicateur soumis par l'unité au prochain niveau  dans le rapport périodique pour la période choisie? [ B ]

		3		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-

		4		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		B - Performance de reportage:

		Voir si les les rapports sont disponibles, complets et viennent à temps de toutes les etablissements . Combien de rapports devraient etre envoyés des etablissements? Combien y a-t-il ? Ont-ils été reçus à temps ? Sont-ils complets ?

		5		Combien de rapports devraient etre de toutes les sites de prestation de service ? [ A ]

		6		Combien de rapports y a-t-il ? [ B ]

		7		Calculez  le % des Rapports Disponibles [ B/A ]				-

		8		Vérifiez les dates sur les rapports reçus. Combien de rapports ont été reçus à temps ? (c.-à-d., reçu à la date due).  [ C ]

		9		Calculez  %  des rapports reçu à la date due [C/A]				-

		10		Combien de rapports étaient complets ? (c.-à-d.,complet veut dire que le rapport contient toutes les données exigées d'indicateur *). [ D ]

		11		Calculez  % des rapports Complets [D/A]				-

						0

		Partie 2. Évaluation de Système

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A				0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A				0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		6		… à qui les rapports devraient-ils être soumis.		N/A				0

		7		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A				0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A				0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A				0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		12		Le Feedback est systématiquement fourni à tous les points de service sur la qualité d'envoyer les données  (c.-à-d., exactitude, perfection et opportunité).		N/A				0

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A				0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A				0

		15		Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuelles).		N/A				0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		17		Le système d'enregistrement et  d'envoi évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période de report, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		18		Le système de réportage permet l'identification et l'enregistrement de personne qui renonce  "perdue au suivi" et de personne qui est morte.		N/A				0

		19		Il y a une procédure écrite à l'adresse  des rapports en retard, inachevés, imprécis et absents ; y compris le suivi avec le point de service sur des questions de qualité de données.		N/A				0

		20		Si des anomalies de données ont été découvertes dans les rapports des points de service, les niveaux intermédiaires d'agrégation (par exemple, des districts ou des régions) ont documenté comment ces contradictions ont été résolues.		N/A				0

		V - Liens avec le système national				N/A

		17		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		21		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		22		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0

		23		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour le site de district

		Récapitulez les questions clés que le programme devrait continuer à suivre à divers niveaux du système (par exemple problèmes  trouvées au niveau du site et/ou au niveau d'agrégation intermédiaire du site ).

				Faiblesses Identifiés				Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de District
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		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Data Management Assessment - District Site 1

Évaluation de système de gestion de données -
Site de district

0

0

0

0

0



		Exactitude

		% Disponible

		%  À temps

		% Complète



Vérification des données - 
Site de District

0

0

0

0



		Statistiques sommaires de niveau de district
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		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Systems Assessment

Évaluation de système de gestion de données -
Sommaire de niveau de District

0

0

0

0

0



		% Disponible

		%  À temps

		% Complète

		Exactitude



Data Verifications

Vérification des données - 
Sommaire de niveau de District

0

0

0

0



		Fiche de vérification de données et d'évaluation du système - Site de région

		Nom de site de région/Organisation :						-																																						Data Management Assessment - District Site 1

		Région:						-																																						1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Indicateur revue:						-																																						2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Date de revue:						-																																						3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Période de reportage vérifiée:						-																																						4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																				5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données																																														-		Exactitude

		A - Recomtage des résultats rapportés :																																														-		% Disponible

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).																																														-		%  À temps

		1		Re-agrégez le valeur de l'indicateur des rapports reçus de tous les districts dans la région. Quel est le nombre re-agrégé ? [ A ]																																												-		% Complète

		2		Quel est le valeur de l'indicateur soumis par l'unité au prochain niveau  dans le rapport périodique pour la période choisie? [ B ]

		3		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-

		4		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		B - Performance de reportage:

		Voir si les les rapports sont disponibles, complets et viennent à temps de toutes les etablissements . Combien de rapports devraient etre envoyés des etablissements? Combien y a-t-il ? Ont-ils été reçus à temps ? Sont-ils complets ?

		5		Combien de rapports devraient etre de toutes les districts dans la région ? [ A ]

		6		Combien de rapports y a-t-il ? [ B ]

		7		Calculez  le % des Rapports Disponibles [ B/A ]				-

		8		Vérifiez les dates sur les rapports reçus. Combien de rapports ont été reçus à temps ? (c.-à-d., reçu à la date due).  [ C ]

		9		Calculez  %  des rapports reçu à la date due [C/A]				-

		10		Combien de rapports étaient complets ? (c.-à-d.,complet veut dire que le rapport contient toutes les données exigées d'indicateur *). [ D ]

		11		Calculez  % des rapports Complets [D/A]				-

						0

		Partie 2. Évaluation de Système

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A				0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A				0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		6		… à qui les rapports devraient-ils être soumis.		N/A				0

		7		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A				0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A				0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A				0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		12		Le Feedback est systématiquement fourni à tous les points de service sur la qualité d'envoyer les données  (c.-à-d., exactitude, perfection et opportunité).		N/A				0

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A				0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A				0

		15		Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuelles).		N/A				0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		17		Le système d'enregistrement et  d'envoi évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période de report, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		18		Le système de réportage permet l'identification et l'enregistrement de personne qui renonce  "perdue au suivi" et de personne qui est morte.		N/A				0

		19		Il y a une procédure écrite à l'adresse  des rapports en retard, inachevés, imprécis et absents ; y compris le suivi avec le point de service sur des questions de qualité de données.		N/A				0

		20		Si des anomalies de données ont été découvertes dans les rapports des points de service, les niveaux intermédiaires d'agrégation (par exemple, des districts ou des régions) ont documenté comment ces contradictions ont été résolues.		N/A				0

		V - Liens avec le système national				N/A

		17		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		21		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		22		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0

		23		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour le site de région

		Récapitulez les questions clés que le programme devrait continuer à suivre à divers niveaux du système (par exemple problèmes trouvées au niveau du site et/ou au niveau d'agrégation intermédiaire du site ).

				Faiblesses Identifiés				Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de région
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		0

		0

		0

		0

		0



Data Management Assessment - District Site 1

Évaluation de système de gestion de données -
Site de région



		0

		0

		0

		0



Vérification des données - 
Site de région



		Fiche de vérification de données et d'évaluation du système - Site de région

		Nom de site de région/Organisation :						-																																						Data Management Assessment - District Site 1

		Région:						-																																						1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Indicateur revue:						-																																						2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Date de revue:						-																																						3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Période de reportage vérifiée:						-																																						4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																				5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données																																														-		Exactitude

		A - Recomtage des résultats rapportés :																																														-		% Disponible

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).																																														-		%  À temps

		1		Re-agrégez le valeur de l'indicateur des rapports reçus de tous les districts dans la région. Quel est le nombre re-agrégé ? [ A ]																																												-		% Complète

		2		Quel est le valeur de l'indicateur soumis par l'unité au prochain niveau  dans le rapport périodique pour la période choisie? [ B ]

		3		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-

		4		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		B - Performance de reportage:

		Voir si les les rapports sont disponibles, complets et viennent à temps de toutes les etablissements . Combien de rapports devraient etre envoyés des etablissements? Combien y a-t-il ? Ont-ils été reçus à temps ? Sont-ils complets ?

		5		Combien de rapports devraient etre de toutes les districts dans la région ? [ A ]

		6		Combien de rapports y a-t-il ? [ B ]

		7		Calculez  le % des Rapports Disponibles [ B/A ]				-

		8		Vérifiez les dates sur les rapports reçus. Combien de rapports ont été reçus à temps ? (c.-à-d., reçu à la date due).  [ C ]

		9		Calculez  %  des rapports reçu à la date due [C/A]				-

		10		Combien de rapports étaient complets ? (c.-à-d.,complet veut dire que le rapport contient toutes les données exigées d'indicateur *). [ D ]

		11		Calculez  % des rapports Complets [D/A]				-

						0

		Partie 2. Évaluation de Système

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A				0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A				0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		6		… à qui les rapports devraient-ils être soumis.		N/A				0

		7		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A				0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A				0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A				0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		12		Le Feedback est systématiquement fourni à tous les points de service sur la qualité d'envoyer les données  (c.-à-d., exactitude, perfection et opportunité).		N/A				0

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A				0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A				0

		15		Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuelles).		N/A				0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		17		Le système d'enregistrement et  d'envoi évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période de report, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		18		Le système de réportage permet l'identification et l'enregistrement de personne qui renonce  "perdue au suivi" et de personne qui est morte.		N/A				0

		19		Il y a une procédure écrite à l'adresse  des rapports en retard, inachevés, imprécis et absents ; y compris le suivi avec le point de service sur des questions de qualité de données.		N/A				0

		20		Si des anomalies de données ont été découvertes dans les rapports des points de service, les niveaux intermédiaires d'agrégation (par exemple, des districts ou des régions) ont documenté comment ces contradictions ont été résolues.		N/A				0

		V - Liens avec le système national				N/A

		17		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		21		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		22		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0

		23		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour le site de région

		Récapitulez les questions clés que le programme devrait continuer à suivre à divers niveaux du système (par exemple problèmes trouvées au niveau du site et/ou au niveau d'agrégation intermédiaire du site ).

				Faiblesses Identifiés				Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de région
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		I - M&E Structure, 
Functions and Capabilities

		II- Indicator 
Definitions and 
Reporting 
Guidelines

		III - Data-collection 
and Reporting Forms 
and Tools

		IV- Data Management 
Processes

		V - Links with 
National 
Reporting System



Data Management Assessment - District Site 1

Évaluation de système de gestion de données -
Site de région

0

0

0

0

0



		Verification factor

		% Available

		%  On Time

		% Complete



Vérification des données - 
Site de région

0

0

0

0



		Fiche de vérification de données et d'évaluation du système - Site de région

		Nom de site de région/Organisation :						-																																						Data Management Assessment - District Site 1

		Région:						-																																						1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Indicateur revue:						-																																						2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Date de revue:						-																																						3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Période de reportage vérifiée:						-																																						4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																				5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données																																														-		Exactitude

		A - Recomtage des résultats rapportés :																																														-		% Disponible

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).																																														-		%  À temps

		1		Re-agrégez le valeur de l'indicateur des rapports reçus de tous les districts dans la région. Quel est le nombre re-agrégé ? [ A ]																																												-		% Complète

		2		Quel est le valeur de l'indicateur soumis par l'unité au prochain niveau  dans le rapport périodique pour la période choisie? [ B ]

		3		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-

		4		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		B - Performance de reportage:

		Voir si les les rapports sont disponibles, complets et viennent à temps de toutes les etablissements . Combien de rapports devraient etre envoyés des etablissements? Combien y a-t-il ? Ont-ils été reçus à temps ? Sont-ils complets ?

		5		Combien de rapports devraient etre de toutes les districts dans la région ? [ A ]

		6		Combien de rapports y a-t-il ? [ B ]

		7		Calculez  le % des Rapports Disponibles [ B/A ]				-

		8		Vérifiez les dates sur les rapports reçus. Combien de rapports ont été reçus à temps ? (c.-à-d., reçu à la date due).  [ C ]

		9		Calculez  %  des rapports reçu à la date due [C/A]				-

		10		Combien de rapports étaient complets ? (c.-à-d.,complet veut dire que le rapport contient toutes les données exigées d'indicateur *). [ D ]

		11		Calculez  % des rapports Complets [D/A]				-

						0

		Partie 2. Évaluation de Système

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A				0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A				0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		6		… à qui les rapports devraient-ils être soumis.		N/A				0

		7		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A				0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A				0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A				0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		12		Le Feedback est systématiquement fourni à tous les points de service sur la qualité d'envoyer les données  (c.-à-d., exactitude, perfection et opportunité).		N/A				0

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A				0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A				0

		15		Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuelles).		N/A				0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		17		Le système d'enregistrement et  d'envoi évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période de report, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		18		Le système de réportage permet l'identification et l'enregistrement de personne qui renonce  "perdue au suivi" et de personne qui est morte.		N/A				0

		19		Il y a une procédure écrite à l'adresse  des rapports en retard, inachevés, imprécis et absents ; y compris le suivi avec le point de service sur des questions de qualité de données.		N/A				0

		20		Si des anomalies de données ont été découvertes dans les rapports des points de service, les niveaux intermédiaires d'agrégation (par exemple, des districts ou des régions) ont documenté comment ces contradictions ont été résolues.		N/A				0

		V - Liens avec le système national				N/A

		17		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		21		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		22		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0

		23		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour le site de région

		Récapitulez les questions clés que le programme devrait continuer à suivre à divers niveaux du système (par exemple problèmes trouvées au niveau du site et/ou au niveau d'agrégation intermédiaire du site ).

				Faiblesses Identifiés				Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de région
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		0

		0

		0

		0

		0



Data Management Assessment - District Site 1

Évaluation de système de gestion de données -
Site de région



		Exactitude

		% Disponible

		%  À temps

		% Complète



Vérification des données - 
Site de région

0

0

0

0



		Fiche de vérification de données et d'évaluation du système - Site de région

		Nom de site de région/Organisation :						-																																						Data Management Assessment - District Site 1

		Région:						-																																						1		N/A		I - Capacités, rôles et 
responsabilités de S&É

		Indicateur revue:						-																																						2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		Date de revue:						-																																						3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting

		Période de reportage vérifiée:						-																																						4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)																																				5		N/A		V - Liens avec le 
système national

		Partie 1 : Vérifications de données																																														-		Exactitude

		A - Recomtage des résultats rapportés :																																														-		% Disponible

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté du site et expliquez les anomalies (sil y en a).																																														-		%  À temps

		1		Re-agrégez le valeur de l'indicateur des rapports reçus de tous les districts dans la région. Quel est le nombre re-agrégé ? [ A ]																																												-		% Complète

		2		Quel est le valeur de l'indicateur soumis par l'unité au prochain niveau  dans le rapport périodique pour la période choisie? [ B ]

		3		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-

		4		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?

		B - Performance de reportage:

		Voir si les les rapports sont disponibles, complets et viennent à temps de toutes les etablissements . Combien de rapports devraient etre envoyés des etablissements? Combien y a-t-il ? Ont-ils été reçus à temps ? Sont-ils complets ?

		5		Combien de rapports devraient etre de toutes les districts dans la région ? [ A ]

		6		Combien de rapports y a-t-il ? [ B ]

		7		Calculez  le % des Rapports Disponibles [ B/A ]				-

		8		Vérifiez les dates sur les rapports reçus. Combien de rapports ont été reçus à temps ? (c.-à-d., reçu à la date due).  [ C ]

		9		Calculez  %  des rapports reçu à la date due [C/A]				-

		10		Combien de rapports étaient complets ? (c.-à-d.,complet veut dire que le rapport contient toutes les données exigées d'indicateur *). [ D ]

		11		Calculez  % des rapports Complets [D/A]				-

						0

		Partie 2. Évaluation de Système

		I - Capacités, rôles et responsabilités de S&É

		1		Il existe un personnel désigné responsable de la révision des chiffres cumulés avant leur soumission au niveau suivant (ex: aux districts, aux bureaux régionaux, à l'Unité centrale de S&E).		N/A				0

		2		La responsabilité d'enregistrer les prestations de services sur les documents sources est clairement assignée au personnel approprié.		N/A				0

		3		Tout le personnel approprié a reçu la formation sur les procédés et outils de la gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		L'Unité de S&É a fourni des directives écrites à chacun des niveaux inférieurs sur …

		4		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		5		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		6		… à qui les rapports devraient-ils être soumis.		N/A				0

		7		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		8		Des instructions claires ont été données par l'Unité de S&E sur la manière de remplir les formulaires/Outils de collecte des données et d'information.		N/A				0

		9		L'unité de S&E a identifié des formes/outils de collecte et reportage standard à employer par tous les niveaux de reportage		N/A				0

		10		Les documents de source et les supports /outils de collecte de données indiqués par l'unité de S&E sont uniformément utilisés par le point de prestation de service.		N/A				0

		11		Tous les documents sources et formulaires de communication relatifs à la mesure de(s) l'indicateur(s) sont disponibles pour les besoins de la vérification (y compris les dates de sortie des rapports dans le cas d'un système informatisé).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		12		Le Feedback est systématiquement fourni à tous les points de service sur la qualité d'envoyer les données  (c.-à-d., exactitude, perfection et opportunité).		N/A				0

		13		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).		N/A				0

		14		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.		N/A				0

		15		Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuelles).		N/A				0

		16		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		17		Le système d'enregistrement et  d'envoi évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période de report, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		18		Le système de réportage permet l'identification et l'enregistrement de personne qui renonce  "perdue au suivi" et de personne qui est morte.		N/A				0

		19		Il y a une procédure écrite à l'adresse  des rapports en retard, inachevés, imprécis et absents ; y compris le suivi avec le point de service sur des questions de qualité de données.		N/A				0

		20		Si des anomalies de données ont été découvertes dans les rapports des points de service, les niveaux intermédiaires d'agrégation (par exemple, des districts ou des régions) ont documenté comment ces contradictions ont été résolues.		N/A				0

		V - Liens avec le système national				N/A

		17		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		21		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		22		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0

		23		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour le site de région

		Selons les résultats de vérification de système et la revue des données du site du service, décrivez svp tous les faiblesses identifiée et recommander des mesures de renforcement, y compris une estimation de la durée du temps qu'elle pourrait prendre. Celles-ci seront discutées avec le programme.

				Faiblesses Identifiés				Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD : Site de région
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Data Management Assessment - District Site 1

Évaluation de système de gestion de données -
Site de région



		Exactitude

		% Disponible

		%  À temps

		% Complète



Vérification des données - 
Site de région

0

0

0

0



		Statistiques sommaires de niveau régional
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		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Systems Assessment

Évaluation de système de gestion de données -
Sommaire des sites régional

0

0

0

0

0



		% Disponible

		%  À temps

		% Complète

		Exactitude



Data Verifications

Vérification des données - 
Sommaire des sites régional

0

0

0

0



		Fiche de vérification de données et d'évaluation du système - Unité de S&É au niveau national

		National Level M&E Unit/Organization:						-

		Indicator Reviewed:						-

		Date of Review:						-

		Reporting Period Verified:						-

		Composantes du système de S&É				Calculations		Codes réponse:      Oui - complètement      En partie seulement         Non - pas du tout 
N/A		Commentaires de l'enquêteur
(SVP fournir détail pour chaque réponse non codée "oui - complètement". Les réponses détaillées aideront à guider les mesures de renforcement de système.)

																																														Data Management Assessment - M&E Unit																								yes -completely		partly		no, not at all		N/A

		Partie 1 : Vérifications de données																																												1		N/A		I - Capacités, rôles et 
responsabilités de S&É				I - Capacités, rôles et 
responsabilités de S&É														accuracy		0		0		0		0

		A - Recomtage des résultats rapportés :																																												2		N/A		II- Définitions de 
l'Indicateur et 
directives de 
réportage				II- Définitions de 
l'Indicateur et 
directives de 
réportage														reliability		0		0		0		0

		Recomptez les résultats des documents source, comparez les nombres vérifiés au nombre rapporté par le site et expliquez les anomalies (sil y en a).																																												3		N/A		III- Formulaires/Outils 
de collecte de données 
et de reporting				III- Formulaires/Outils 
de collecte de données 
et de reporting														timeliness		0		0		0		0

		1		Re-agrégez le valeur de l'indicateur des rapports reçus de tous les sous-entités de reportage (c.-à-d. districts ou régions) . Quel est le nombre re-agrégé ? [ A ]																																										4		N/A		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données				IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données														completeness		0		0		0		0

		2		Quel est le valeur de l'indicateur soumis par l'unité au bailleur de fonds ou publié dans le rapport périodique pour la période choisie? [ B ]																																										5		N/A		V - Liens avec le 
système national				V - Liens avec le 
système national														precision		0		0		0		0

		3		Calculez le rapport de recomptés aux nombres rapportés. [ A/B ]				-																																																												confidentiality		0		0		0		0

		4		Quelles sont les raisons de l'anomalie (s'il y en a) observée (c.-à-d., des erreurs de saisie de données, des erreurs arithmétiques, des documents de source absents, autre) ?																																																																integrity		0		0		0		0

		B - Performance de reportage:

		Voir si les les rapports sont disponibles, complets et viennent à temps de toutes les etablissements . Combien de rapports devraient etre envoyés des etablissements? Combien y a-t-il ? Ont-ils été reçus à temps ? Sont-ils complets ?

		5		Combien de rapports devraient etre de tous les sous-entités de reportage (c.à d. districts ou régions)  dans le pays ? [ A ]																																										Data and Reporting Verifications - M&E Unit

		6		Combien de rapports y a-t-il ? [ B ]																																										1		-		Exactitude

		7		Calculez  le % des Rapports Disponibles [ B/A ]				-																																						2		-		% Disponible

		8		Vérifiez les dates sur les rapports reçus. Combien de rapports ont été reçus à temps ? (c.-à-d., reçu à la date due).  [ C ]																																										3		-		%  À temps

		9		Calculez  %  des rapports reçu à la date due [C/A]				-																																						4		-		% Complète

		10		Combien de rapports étaient complets ? (c.-à-d.,complet veut dire que le rapport contient toutes les données exigées d'indicateur *). [ D ]

		11		Calculez  % des rapports Complets [D/A]				-

		Part 2.  Systems Assessment

		I - Capacités, rôles et responsabilités de S&É

		1		Il y a un diagramme /structure d'organisation documenté qui identifie clairement les positions qui ont des responsabilités de gestion des données à l'unité de M&E. (pour spécifier quelle unité : par exemple MSP CNLS banque mondiale)		N/A				0

		2		Toutes les positions de personnel consacrées à M&E et au système de gestion des données sont remplies.		N/A				0

		3		Un membre de cadres superieur (par exemple, le directeur de programme) est responsable de passer en revue les nombres agrégés avant la soumission des rapports de l'unité de M&E.		N/A				0

		4		Il y a un personnel responsable  désigné de passer en revue la qualité des données (c.-à-d., exactitude, perfection et promptitude et confidentialité) reçues des sous-niveaux d'envoi (par exemple, régions, districts, points de service).		N/A				0

		5		Il y a un plan de formation qui inclut le personnel impliqué dans la collecte des données à tous les niveaux dans le processus d'envois.		N/A				0

		6		Tout le personnel approprié ont reçu la formation sur les processus et les outils de gestion des données.		N/A				0

		II- Définitions de l'indicateur et directives de réportage				N/A

		7		L'unité de M&E a documenté et a partagé la définition de l'indicateur(s) avec tous les niveaux appropriés du système de rappoort (par exemple, régions, districts, points de service).		N/A				0

		8		Il y a une description des services qui sont liés à chaque indicateur mesuré par le Programme/projet.		N/A				0

		9		Il y a une politique écrite qui énonce pour combien de temps des documents de source et les formes d'envoi doivent être maintenus.		N/A				0

		10		L'unité de M&E a fourni les directives écrites à toutes les entités d'envoi (par exemple, régions, districts, points de service) sur des conditions et des dates-limites.		N/A				0

		L'Unité de S&E a fourni des directives écrites à chacun des niveaux de  inférieurs sur …

		11		,,, ce quoi ils doivent inclure dans les rapports.		N/A				0

		12		… comment (ex: dans quel format spécifique) les rapports sont soumis.		N/A				0

		13		… à qui les rapports devraient-ils être soumis.		N/A				0

		14		… Quand les rapports doivent-ils être soumis?		N/A				0

		III- Formulaires/Outils de collecte de données et de reporting				N/A

		15		Si les multiples organismes  mettent en application des activités sous le programme/projet, ils utilisent tous les mêmes formes et rapports selon les mêmes chronologies ou dates-limites.		N/A				0

		16		L'unité de S&É a identifié un document de source standard (par exemple, disque, forme de prise de client, registre, etc.. médicaux.) être utilisé par tous les points de livraison de service pour enregistrer le service .		N/A				0

		17		L'unité de S&É a identifié des formes/outils standard (par exemple, rapport mensuel) à etre utilisée  par tous les niveaux d'agrégation.		N/A				0

		18		L'unité de S&É a identifié la norme rapportant formes/outils à etre utilisée  par tous les niveaux d'envoi.		N/A				0

		19		Des instructions claires ont été fournies par l'unité de M&E sur la façon de completer la collecte de données et supports /outils d'envoi.		N/A				0

		20		Les données collectées par le systeme M&E ont une précision suffisante pour mesurer l'indicateur(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur spécifie la désagrégation par ces caractéristiques).		N/A				0

		21		Tous les documents de source et formes d'envoi appropriés pour mesurer l'indicateur(s) sont disponibles pour le but d'apurement  (l y compris des imprimées datées en cas de système automatisé).		N/A				0

		IV - Processus de gestion des données et contrôles de qualité des  données				N/A

		22		L'unité de M&E a clairement documenté l'agrégation de données, l'analyse et/ou les étapes de manipulation exécutées à chaque niveau du système d'envoi.		N/A				0

		23		Le Feedback est systématiquement fourni à tous les sous-niveaux sur la qualité des données (c.-à-d., exactitude, perfection et promptitude).		N/A				0

		24		Il y a des contrôles de qualité en place quand des données sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres une saisie posterieure de données, etc..).		N/A				0

		25		Il y a une procédure de sauvegarde écrite quand la saisie ou le traitement de données est informatisée.		N/A				0

		26		si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuelles).		N/A				0

		27		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.		N/A				0

		28		Le système d'enregistrement et d'envoi évite le double comptage des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).		N/A				0

		29		Le système de réportage permet l'identification et l'enregistrement des personnes qui deviennent "perdue de vue" et les personnes qui sont mortes.		N/A				0

		30		Il y a une procédure écrite à l'adresse  des rapports en retard, inachevés, imprécis et absents ; y compris le suivi avec le point de service sur des questions de qualité de données.		N/A				0

		31		Si des anomalies de données ont été détectées dans les rapports des sous-niveaux de réportage (par exemple, des districts ou des régions), l'unité de S&É a documenté comment ces contradictions ont été résolues.		N/A				0

		32		L'unité de S&É peut démontrer que les visites de supervision régulières ont eu lieu et que la qualité de données a été passée en revue.		N/A				0

		V - Liens avec le système national				N/A

		33		Si c'est applicable, les données sont rapportées par un seul canal du système de report national.		N/A				0

		34		Si disponibles, les formes/outils nationaux appropriés sont utilisés pour la collecte de données et le reportage.		N/A				0

		35		Les dates-limites de reportage sont harmonisées avec celles du programme national		N/A				0

		36		Les sites de prestation de service sont identifiés utilisant un système de codes (numéros d'identité) qui suit le système national (s'il existe).		N/A				0

		37		Le système d'enregistrement collecte des informations concernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)		N/A				0																																				System Assessment

		38		si oui, des noms de lieux sont enregistrés utilisant un nom standardisé par le programme.		N/A				0

						N/A

		Partie 3 : Recommandations pour l'unité de S&É au niveau national

		Selons les résultats de vérification de système et la revue des données du site du service, décrivez svp tous les faiblesses identifiée et recommander des mesures de renforcement, y compris une estimation de la durée du temps qu'elle pourrait prendre. Celles-ci seront discutées avec le programme.

				Faiblesses Identifiés				Description de point d'action				Personne responsible		Date-limite

		1

		2

		3

		4

		Partie 4 : TABLEAU DE BORD :  Unité de S&É au niveau national
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Data Management Assessment - M&E Unit

Évaluation de système de gestion de données -
Unité de S&É au niveau national



		



Data and Reporting Verifications - M&E Unit

Vérification des données -
Unité de S&É au niveau national



		TALEAU RECAPITULATIF

Évaluation des Systèmes de Gestion des Données et d'Information								I		II		III		IV		V		Moyenne
(par site)				Couleur de la clé du Code

										Structure de S&E , Fonctions et Aptitudes		Définitions de l'Indicateur et Directives de Communication		Formulaires/Outils de collecte de données et de communication		Processus de Gestion des Données		Liens avec le Système d'Information National						vert		2.5 - 3.0		Oui - 
complètement

		Unité de S&E																						jaune		1.5 - 2.5		En partie 
seulement

		-		-						N/A		N/A		N/A		N/A		N/A		N/A				rouge		< 1.5		Non - 
pas du tout

		Sites d'agrégation de région:

		1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2		-						N/A		N/A		N/A		N/A		N/A		N/A

		3		-						N/A		N/A		N/A		N/A		N/A		N/A

		4		-						N/A		N/A		N/A		N/A		N/A		N/A

		Sites d'agrégation de district:

		1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2		-						N/A		N/A		N/A		N/A		N/A		N/A

		3		-						N/A		N/A		N/A		N/A		N/A		N/A

		4		-						N/A		N/A		N/A		N/A		N/A		N/A

		5		-						N/A		N/A		N/A		N/A		N/A		N/A

		6		-						N/A		N/A		N/A		N/A		N/A		N/A

		7		-						N/A		N/A		N/A		N/A		N/A		N/A

		8		-						N/A		N/A		N/A		N/A		N/A		N/A

		Sites de Prestation de Service

		1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2		-						N/A		N/A		N/A		N/A		N/A		N/A

		3		-						N/A		N/A		N/A		N/A		N/A		N/A

		4		-						N/A		N/A		N/A		N/A		N/A		N/A

		5		-						N/A		N/A		N/A		N/A		N/A		N/A

		6		-						N/A		N/A		N/A		N/A		N/A		N/A

		7		-						N/A		N/A		N/A		N/A		N/A		N/A

		8		-						N/A		N/A		N/A		N/A		N/A		N/A

		9		-						N/A		N/A		N/A		N/A		N/A		N/A

		10		-						N/A		N/A		N/A		N/A		N/A		N/A

		11		-						N/A		N/A		N/A		N/A		N/A		N/A

		12		-						N/A		N/A		N/A		N/A		N/A		N/A

		13		-						N/A		N/A		N/A		N/A		N/A		N/A

		14		-						N/A		N/A		N/A		N/A		N/A		N/A

		15		-						N/A		N/A		N/A		N/A		N/A		N/A

		16		-						N/A		N/A		N/A		N/A		N/A		N/A

		17		-						N/A		N/A		N/A		N/A		N/A		N/A

		18		-						N/A		N/A		N/A		N/A		N/A		N/A

		19		-						N/A		N/A		N/A		N/A		N/A		N/A

		20		-						N/A		N/A		N/A		N/A		N/A		N/A

		21		-						N/A		N/A		N/A		N/A		N/A		N/A

		22		-						N/A		N/A		N/A		N/A		N/A		N/A

		23		-						N/A		N/A		N/A		N/A		N/A		N/A

		24		-						N/A		N/A		N/A		N/A		N/A		N/A

		Moyenne (par domaine fonctionnel)								N/A		N/A		N/A		N/A		N/A		N/A
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		Tableau de Bord Global
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		I - Capacités, rôles et 
responsabilités de S&É

		II- Définitions de 
l'Indicateur et 
directives de 
réportage

		III- Formulaires/Outils 
de collecte de données 
et de reporting

		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données

		V - Liens avec le 
système national



Systems Assessment

Évaluation de système de gestion de données -
Sommaire de toutes les sites évaluées

0

0

0

0

0



		% Disponible

		%  À temps

		% Complète

		Exactitude



Data Verifications

Vérification des données -  
Sommaire de toutes les sites évaluées

0

0

0

0



		Plan d'action final du RDQA

		Pays:

		Programme/projet

		Date d'évaluation :

		Date de Suivi Proposé

		Faiblesse identifiée						Mesures à renforçer le système		Responsable(s)		Date-limite		Commentaires

		Add rows as needed

		Summary of Site Specific Action Plans

		Site				Faiblesse identifiée		Mesures à renforçer le système		Responsible(s)		Date-Limite		Commentaires

		National Level - M&E Unit		1		-				-		-

		-		2		-				-		-

				3		-		-		-		-

				4		-		-		-		-

		Site Régional  1		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site Régional 2		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site Régional 3		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site Régional 4		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de District  1		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de District 2		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de District 3		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de District 4		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de District 5		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de District 6		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de District 7		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de District 8		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 1		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 2		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 3		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 4		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 5		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 6		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 7		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 8		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 9		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 10		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 11		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 12		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 13		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 14		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 15		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 16		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 17		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 18		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 19		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 20		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 21		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 22		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 23		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Site de Service 24		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-
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		Composants d'évaluation de systèmes contribuant aux dimensions de qualité de données

		Secteur Fonctionnel						Niveau						Dimension de la qualité des données

								M&E Unité		Niveau d'Agréegation		Points de Service		Exactitude		Fiabilité		Promptitude		Perfection		Précision		Confidentialié		Integrité

		I - Capacités, rôles et responsabilités de M&E

		Il y a un diagramme /structure d'organisation documenté qui identifie clairement les positions qui ont des responsabilités de gestion des données à l'unité de M&E. (pour spécifier quelle unité : par exemple MSP CNLS banque mondiale)				0		P						�		�		�

		Toutes les positions de personnel consacrées à M&E et au système de gestion des données sont remplies.				0		P						�		�		�

		Un membre de cadres Seigneur (par exemple, le directeur de programme) est responsable de passer en revue les nombres agrégés avant la soumission des rapports de l'unité de M&E.				0		P						�		�				�		�

		Il y a un personnel responsable  désigné de passer en revue la qualité des données (c.-à-d., exactitude, perfection et promptitude et confidentialité) reçues des sous-niveaux d'envoi (par exemple, régions, districts, points de service).						P		P				�		�		�		�		�		�

		Il y a un personnel responsable  désigné de passer en revue des nombres agrégés antérieurement à la soumission au prochain niveau (par exemple, à l'unité centrale de M&E).								P		P		�		�

		La responsabilité d'enregistrer la livraison des services sur des documents de source est clairement assignée au personnel approprié.										P		�		�

		II - Formation

		Il y a un plan de formation qui inclut le personnel impliqué dans la collecte des données à tous les niveaux dans le processus d'envois.						P						�		�		�		�				�

		Tout le personnel approprié ont reçu la formation sur les processus et les outils de gestion des données.				0		P		P		P		�		�		�		�		�		�

		III - Définitions d'indicateurs

		L'unité de M&E a documenté et a partagé la définition de l'indicateur(s) avec tous les niveaux appropriés du système de rappoort (par exemple, régions, districts, points de service).				0		P						�		�

		Il y a une description des services qui sont liés à chaque indicateur mesuré par le Programme/projet.				0		P						�		�

		IV -Les exigences d'envoi des données

		L'unité de M&E a fourni les directives écrites à toutes les entités d'envoi (par exemple, régions, districts, points de service) sur des conditions et des dates-limites.				0		P		P		P		�		�		�		�

		V - Collecte des données rapports et outils

		Si les multiples organismes  mettent en application des activités sous le Programme/projet, ils utilisent tous les mêmes formes, rapports selon  les mêmes chronologies ou promptitude.				0		P						�		�

		L'unité de M&E a identifié un document de source standard (par exemple, disque, forme de prise de client, registre, etc.. médicaux.) être utilisé par tous les points de livraison de service pour enregistrer le service .				0		P						�		�

		L'unité de M&E a identifié la norme rapportant formes/outils à utiliser par tous les niveaux d'envoi/formes/outils sont uniformément employées par tous les niveaux.				0		P		P		P		�		�

		Des instructions claires ont été fournies par l'unité de M&E sur la façon de completer la collecte de données et supports /outils d'envoi.				0		P		P		P		�		�

		Les données collectées par le systeme M&E ont une précision suffisante pour mesurer l'indicateur(s) (c.-à-d., des données appropriées sont collectées par sexe, âge, etc. si l'indicateur spécifie la désagrégation par ces caractéristiques).				0		P				P										�

		Il y a une politique écrite qui énonce pour combien de temps des documents de source et les formes d'envoi doivent être maintenus.				0		P						�		�		�		�		�				�

		Tous les documents de source et formes d'envoi appropriés pour mesurer l'indicateur(s) sont disponibles pour le but d'apurement  (l y compris des imprimées datées en cas de système automatisé).				0		P		P		P		�		�		�		�		�				�

		VI - Processus de gestion des données et contrôles de qualité des  données

		L'unité de M&E a clairement documenté l'agrégation de données, l'analyse et/ou les étapes de manipulation exécutées à chaque niveau du système d'envoi.				0		P						�		�		�		�		�

		Le Feedback est systématiquement fourni à tous les sous-niveaux sur la qualité des données (c.-à-d., exactitude, perfection et promptitude).				0		P		P				�		�		�		�		�

		Si c'est applicable, il y a des contrôles de qualité en place pour que des données des supports sur papier sont saisies dans un ordinateur (par exemple, double entrée, vérification d'entrée apres la saisie des données, etc..).				0		P		P		P		�		�		�		�		�				�

		Si c'est applicable, il y a un  procédé de sauvegarde pour la saisie ou le traitement de données sur l'ordinateur.				0		P		P		P		�		�		�		�		�				�

		….Si oui, la dernière date de sauvegarde est appropriée donne la fréquence de la mise à jour du système automatisé (par exemple, les sauvegardes sont hebdomadaires ou mensuels).				0		P		P		P		�		�		�		�		�				�

		Des données personnelles et pertinentes sont maintenues selon les directives nationales ou internationales de confidentialité.				0		P		P		P												�

		Le système d'enregistrement et  d'envoi évite  le double compte des personnes dans et à travers les points de livraison de service (par exemple, une personne recevant le même service deux fois dans une période d'envoi, une personne enregistrée en tant que réceptrice du même service dans deux endroits différents, etc..).				0		P		P		P		�		�

		Le système d'envoi permet l'identification et l'enregistrement de personne qui renonce  "perdue au suivi" et de personne qui est morte.				0		P		P		P		�		�

		Il y a une procédure écrite à l'adresse  des rapports en retard, inachevés, imprécis et absents ; y compris le suivi avec le point de service sur des questions de qualité de données.				0		P		P				�		�		�		�		�				�

		Si des anomalies de données ont été détectées dans les rapports des sous-niveaux d'envoiage, l'unité de M&E (par exemple, des districts ou des régions) a documenté comment ces contradictions ont été résolues.				0		P		P				�		�		�		�		�				�

		L'unité de M&E peut démontrer que les visites de supervision régulières ont eu lieu et que la qualité de données a été passée en revue.				0		P						�		�		�		�		�		�		�

		VII - Liens avec le système d'envoi national

		Si applicables, les données sont rapportées par un seul canal du système d'envoi national.				0		P		P		P

		Le système d'enregistrement des informations cernant où le service est fourni (c.-à-d. région, district, sous-district, etc...)				0		P		P		P										�

		if oui, des noms de lieux sont enregistrés utilisant un nom standardisé de conventions.				0		P		P		P										�

																																																System Assessment
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		Facility		Level		fac_code		district		dis_code		region		reg_code		date		qual1		qual2		qual3		qual4		qual5		qual_avg		vf		recount1		report1		avail		time		compl

		Overall		1														-		-		-		-		-				-						-		-		-

		-		2		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		-		-

		-		3		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		-		-

		-		3		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		-		-

		-		3		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		-		-

		-		3		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-





		

		Systems Assessment and Data Verifications

						SDP		DAL		RAL		M&E Unit		aggregate																Documentation Review

		Systems Assessment		I - Capacités, rôles et 
responsabilités de S&É		-		-		-		-		-																Indicator 1

				II- Définitions de 
l'Indicateur et 
directives de 
réportage		-		-		-		-		-																Documents Available		Documents Complete		In Reporting Period

				III- Formulaires/Outils 
de collecte de données 
et de reporting		-		-		-		-		-																-		-		-

				IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données		-		-		-		-		-																-		-		-

				V - Liens avec le 
système national		-		-		-		-		-																-		-		-

																														-		-		-

																														-		-		-

						SDP		DAL		RAL		M&E Unit		aggregate																-		-		-

		Data Verifications		% Disponible		-		-		-		-		-																-		-		-

				%  À temps		-		-		-		-		-																-		-		-

				% Complète		-		-		-		-		-																-		-		-

				Exactitude		-		-		-		-		-																-		-		-

																														-		-		-

																														-		-		-

																														-		-		-

		Service Site Statistics		I - Capacités, rôles et 
responsabilités de S&É		II- Définitions de 
l'Indicateur et 
directives de 
réportage		III- Formulaires/Outils 
de collecte de données 
et de reporting		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données		V - Liens avec le 
système national		Site Average		Accuracy of Reporting				Color Code Key										-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130		green		2.5 - 3.0		Yes, completely						-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130		yellow		1.5 - 2.5		Partly						-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130		red		< 1.5		No - not at all						-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130												-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130												-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130												-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130												-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130		Accuracy Recoded						Accuracy Recode				-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130		<=70		0								-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130		71-80		0								-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130		81-90		0								0		0		0

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130		91-100		0								0		0		0

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130		101-110		0								0		0		0

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130		111-120		0								-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130		121-130		0

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130		>130		0

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130		total sites		0

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130

		Average		-		-		-		-		-		-		-

		Aggregation Level Summary Statistics		I - Capacités, rôles et 
responsabilités de S&É		II- Définitions de 
l'Indicateur et 
directives de 
réportage		III- Formulaires/Outils 
de collecte de données 
et de reporting		IV - Processus 
de gestion des 
données et contrôles 
de qualité des  données		V - Liens avec le 
système national		Site Average		Availability		Timeliness		Completeness

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-

		District Average		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-

		Regional Average		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-

		Overall Average		-		-		-		-		-		-		-		-		-
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INSTRUÇÕES

		B – INSTRUÇÕES DE UTILIZAÇÃO DA ARQD

		1.  Identificar a finalidade

A lista de verificação da ARQD pode ser utilizada para:  

 Avaliação inicial dos sistemas de M&A criados pelos novos parceiros de implementação (ou em sistemas descentralizados) para recolher, gerir e divulgar dados. 

 Supervisão de rotina dos sistemas de gestão e divulgação de dados e da qualidade dos dados em vários níveis.  Por exemplo, as visitas de supervisão de rotina poderiam incluir a verificação de dados de um determinado período (p.ex., um dia, uma semana ou um mês) a nível de ponto de prestação de serviços, enquanto que as avaliações periódicas (p.ex., as trimestrais, semestrais ou anuais) poderiam ser realizadas a todos os níveis para avaliar o funcionamento do sistema de M&A de todo o programa/projeto. 

 Avaliação periódica, pelos doadores, da qualidade dos dados que lhes estão a ser fornecidos (esta utilização da ARQD poderia ser mais frequente e mais simples do que as auditorias oficiais da qualidade de dados que utilizam a AQD para Auditoria) mas menos frequentes do que a monitorização de rotina dos dados.  

 Preparação para uma auditoria formal da qualidade de dados.

A ARQD é flexível para todas estas utilizações.  Os países e programas são incentivados a adaptar a lista de verificação de acordo com os contextos locais dos programas.

		2. Seleção de nível/local
Selecione os níveis e locais a serem incluídos (dependendo da finalidade e dos recursos disponíveis).  Uma vez identificada a finalidade, a segunda etapa da ARQD é decidir que níveis do sistema de recolha e divulgação de dados serão incluídos na avaliação - pontos de prestação de serviços, níveis intermediários de agregação e/ou unidade central de M&A.  Os níveis devem ser determinados após a identificação e o “mapeamento” dos níveis apropriados de divulgação de dados (p.ex., há 100 unidades que prestam serviços em 10 distritos. Os relatórios das unidades são enviados aos distritos, os quais, por sua vez, enviam relatórios agregados para a Unidade de M&A). Em alguns casos, o fluxo de dados incluirá mais de um nível intermediário (p.ex., regiões, províncias ou estados, ou múltiplos níveis de organizações dos programas).

		3. Identificar indicadores, fontes de dados e periodicidade dos relatórios.                                                                                                                                                                                           A ARQD foi concebida para avaliar a qualidade de dados e dos sistemas subjacentes relacionados com os indicadores que são divulgados aos programas ou doadores. É necessário selecionar um ou mais indicadores – ou pelo menos as áreas dos programas – para servir como objeto da ARQD. Esta escolha basear-se-á na lista dos indicadores divulgados. Por exemplo, um programa voltado ao tratamento do HIV poderia divulgar indicadores de números de pessoas que estão a receber TARV. Outro programa poderia concentrar-se no atendimento às necessidades de órfãos ou crianças vulneráveis e, portanto, os indicadores deste programa seriam pertinentes à área de programas de COV.  Um programa de malária poderia dedicar-se ao fornecimento de mosquiteiros tratados com insecticida (MTI) ou ao tratamento de pessoas com malária – ou a ambas as atividades.

		4. Realizar visitas as unidades.  Durante as visitas as unidades, são preenchidas as seções pertinentes das respectivas listas de verificação no ficheiro Excel (p.ex., a lista de verificação de pontos de prestação de serviços no caso de pontos de prestação de serviços, etc.). Estas listas de verificação são preenchidas após entrevistar os quadros pertinentes e examinar a documentação da unidade.   Utilizando as listas pendentes na página CABEÇALHO deste livro de trabalho, selecione o número apropriado de Níveis Intermediários de Agregação (NIA) e Pontos de Prestação de Serviços (PPS) a serem examinados.  O número apropriado de fichas de trabalho aparecerá automaticamente no livro de trabalho da ARQD (até 12 PPS e 4 NIA).

5. Examinar os resultados e as conclusões.   Os resultados da ARQD devem ser examinados para cada unidade visitada. As conclusões resumidas específicas a unidade, expostas na forma de recomendações, são destacadas em cada unidade visitada.

		As listas de verificação da ARQD existem no formato do MS Excel e as respostas podem ser introduzidas diretamente nas folhas de cálculo no computador.  Para além disso, as listas de verificação podem ser impressas e preenchidas à mão.   Quando preenchidas eletronicamente, um painel produz gráficos das estatísticas resumidas para cada unidade e nível do sistema de divulgação de dados. O painel apresenta dois (2) gráficos para cada unidade visitada:

		- Um gráfico radar apresenta os dados qualitativos gerados pela avaliação do sistema de recolha e divulgação de dados e pode ser utilizado para definir a prioridade das áreas que precisam de melhoria.
 - Um gráfico de barras mostra os dados quantitativos gerados pelas verificações dos dados e pode ser utilizado para planear a melhoria da qualidade dos dados.

		Para além disso, um 'Painel Global' mostra as estatísticas agregadas entre vários níveis ou num nível específico para destacar os pontos fortes e fracos do sistema de divulgação de dados em geral.   O Painel Global mostra um gráfico radar para as avaliações qualitativas e um gráfico de barras para as avaliações quantitativas, conforme descritos acima.  Para além disso, os pontos fortes e fracos do sistema de divulgação de dados são apresentados como dimensões da qualidade destes num gráfico de barras empilhadas que totalizam 100%.  Para esta análise, as perguntas são agrupadas de acordo com a dimensão pertinente da qualidade de dados (p.ex., exatidão ou fiabilidade), e o número de respostas por tipo de resposta (p.ex., 'Sim - completamente', 'Parcialmente', etc.) é indicado como percentagem de todas as respostas.  Uma tabela de perguntas do levantamento  e das respectivas dimensões de qualidade de dados encontra-se no separador 'Dimensões de qualidade de dados' neste livro de trabalho.

		6. Elaborar um plano de fortalecimento do sistema, incluindo medidas de seguimento.  O resultado final da ARQD é um plano de ação para melhorar a qualidade de dados, o qual descreve as medidas de reforço identificadas, os quadros responsáveis, o cronograma de execução, os recursos necessários e o seguimento.  Utilizando os gráficos e os comentários detalhados para cada pergunta, podem-se identificar as áreas funcionais com desempenho inadequado no sistema de divulgação de dados.  Em seguida, os quadros do programa poderão descrever as medidas de reforço (p.ex., formação, análises de dados), atribuir responsabilidades, definir cronogramas e identificar recursos utilizando o separador Plano de Ação neste livro de trabalho.

		Anexo:   Análise e interpretação de dados





Página de Informações

		C – INFORMAÇÕES BÁSICAS – ARQD

		País:

		Nome do Programa/Projeto:

		Indicador examinado:

		Período do relatório verificado:

		Equipa de avaliação:												Nome						Cargo						E-mail

								Contacto principal:





Ponto de Serviço 1

		Página de Verificação de Dados e Avaliação do Sistema - Ponto de Prestação de Serviços

		Data da revisão:

		Ponto de Prestação de Serviços/Organização:																																												Avaliação da Gestão de Dados - Ponto de Prestação de Serviços																				Sim - Completamente		Parcialmente		Não - Nada		N/A

		Divulga dados a (níveis intermediário e subsequentes):																																												1		N/A		Capacidades, 
Funções e 
Responsabilidades 
de M&A														Exatidão		0		0		0		0

		Documentos examinados:																																												2		N/A		Formação														Fiabilidade		0		0		0		0

		Componentes do Sistema de M&A				Calculations		Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                 N/A		COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço. )																																				3		N/A		Requisitos para 
divulgação de 
dados														Pontualidade		0		0		0		0

																																														4		N/A		Formulários e 
ferramentas 
de recolha e 
divulgação 
de dados														Totalidade		0		0		0		0

																																														5		N/A		Gestão de dados 
e controlos de 
qualidade														Precisão		0		0		0		0

		Parte 1:   Verificação de dados																																												6		N/A		Ligações com o 
Sistema Nacional														Confidencialidade		0		0		0		0

		A - Revisão da documentação:																																																														Integridade		0		0		0		0

				Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.

		1		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que há documentos-fonte em falta?		-				0																																				Verificações de Dados e Relatórios - Ponto de Prestação de Serviços

				Caso sim, identifique como isso poderia ter afetado os números divulgados.																																												-		Fator de verificação

		2		Os documentos-fonte disponíveis estão todos completos?		-				0

				Caso não, identifique como isso poderia ter afetado os valores divulgados.

		3		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?		-				0

				Caso não, identifique como isso poderia ter afetado os valores divulgados.

		B - Recontagem dos resultados divulgados:																																																				0

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais discrepâncias.

		4		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos-fonte. [A]

		5		Copie o número de pessoas, casos ou eventos registados pela unidade durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		6		Calcule a proporção entre os valores recontados e os divulgados. [A/B]				-

		7		Quais são os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		C - Verificação cruzada dos resultados divulgados com outras fontes de dados:

		As verificações cruzadas podem ser realizadas examinando-se registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de teste ou MTIs comprados e entregues durante o período do relatório, para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento de Pacientes para o Registo e deste para as Fichas de Tratamento de Pacientes).

		8		Relacione os documentos utilizados nas verificações cruzadas.

		9		Descreva as verificações cruzadas realizadas.

		10		Quais são os motivos da eventual discrepância?

		Parte 2.  Avaliação do Sistema

		I - Capacidades, Funções e Responsabilidades de M&A

		1		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., aos distritos, aos gabinetes regionais, à Unidade Central de M&A).		N/A				0		0

		2		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.		N/A				0		0

		II - Formação				N/A

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A				0		0

		III - Requisitos para divulgação de dados				N/A

		4		A Unidade de M&A deu instruções claras e por escrito aos Pontos de Prestação de Serviços sobre os requisitos e os prazos para divulgação dos dados.		N/A				0		0

		IV - Formulários e ferramentas de recolha e divulgação de dados				N/A

		5		A Unidade de M&A deu instruções claras sobre como preencher os formulários/ferramentas de recolha e divulgação de dados.		N/A				0		0

		6		Os documentos-fonte e os formulários/ferramentas de divulgação de dados especificados pela Unidade de M&A são utilizados com uniformidade pelo Ponto de Prestação de Serviços.		N/A				0		0

		7		Todos os documentos-fonte e formulários de divulgação de dados pertinentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A				0		0

		8		Os dados recolhidos no documento-fonte têm exatidão suficiente para medir o(s) indicador(es) (ou seja, são recolhidos dados relevantes, com distribuição por sexo, faixa etária, etc., quando o indicador especifica a desagregação de acordo com estas características).		N/A				0		0

		V - Processos de gestão de dados e controlos de qualidade de dados				N/A

		9		Se aplicável, existem controlos de qualidade implementados para os casos em que os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A				0		0

		10		Se aplicável, há um procedimento por escrito para a produção de cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A				0		0

		11		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são realizadas semanal ou mensalmente).		N/A				0		0

		12		Os dados pessoais relevantes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A				0		0

		13		O sistema de registo e divulgação de dados impede a contagem repetida de pessoas no âmbito de e entre os Pontos de Prestação de Serviços (p.ex., uma pessoa que receba o mesmo serviço duas vezes no período de um relatório, uma pessoa com registo de recebimento do mesmo serviço em dois locais diferentes, etc.).		N/A				0		0

		14		O sistema de divulgação de dados permite a identificação e o registo de "abandono", pessoa "perdida para seguimento" ou "falecida".		N/A				0		0

		VI - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		15		Quando aplicável, os dados são divulgados por meio de um único canal do sistema nacional de divulgação de dados.		N/A				0		0

		16		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A				0		0

		17		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A				0		0

						N/A

		Parte 3:   Recomendações para o Ponto de Prestação de Serviços

				Com base nas conclusões da verificação do sistema e dos dados do ponto de prestação de serviços, descreva os eventuais problemas identificados na qualidade dos dados e as medidas de reforço recomendadas, com uma estimativa do tempo que poderia ser necessário para implementar o aperfeiçoamento.  Estas medidas deverão ser discutidas com o Programa/Projeto.

				Descrição do ponto de ação				Responsável				Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL:  Ponto de Prestação de Serviços





Ponto de Serviço 1
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		0



Verificações de Dados e Relatórios - Ponto de Prestação de Serviços

Verificação de Dados e Relatórios - 
Ponto de Prestação de Serviços



Ponto de Serviço 2

		0

		0

		0

		0

		0

		0



Avaliação da Gestão de Dados - Ponto de Prestação de Serviços

Avaliação da Gestão de Dados - Ponto de 
Prestação de Serviços



Ponto de Serviço 3

		Página de Verificação de Dados e Avaliação do Sistema - Ponto de Prestação de Serviços

		Data da revisão:

		Ponto de Prestação de Serviços/Organização:																																												Avaliação da Gestão de Dados - Ponto de Prestação de Serviços																				Sim - Completamente		Parcialmente		Não - Nada		N/A

		Divulga dados a (níveis intermediário e subsequentes):																																												1		N/A		Capacidades, 
Funções e 
Responsabilidades 
de M&A														Exatidão		0		0		0		0

		Documentos examinados:																																												2		N/A		Formação														Fiabilidade		0		0		0		0

		Componentes do Sistema de M&A				Calculations		Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                 N/A		COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço. )																																				3		N/A		Requisitos para 
divulgação de 
dados														Pontualidade		0		0		0		0

																																														4		N/A		Formulários e 
ferramentas 
de recolha e 
divulgação 
de dados														Totalidade		0		0		0		0

																																														5		N/A		Gestão de dados 
e controlos de 
qualidade														Precisão		0		0		0		0

		Parte 1:   Verificação de dados																																												6		N/A		Ligações com o 
Sistema Nacional														Confidencialidade		0		0		0		0

		A - Revisão da documentação:																																																														Integridade		0		0		0		0

				Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.

		1		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que há documentos-fonte em falta?		-				0																																				Verificações de Dados e Relatórios - Ponto de Prestação de Serviços

				Caso sim, identifique como isso poderia ter afetado os números divulgados.																																												-		Fator de verificação

		2		Os documentos-fonte disponíveis estão todos completos?		-				0

				Caso não, identifique como isso poderia ter afetado os valores divulgados.

		3		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?		-				0

				Caso não, identifique como isso poderia ter afetado os valores divulgados.

		B - Recontagem dos resultados divulgados:																																																				0

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais discrepâncias.

		4		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos-fonte. [A]

		5		Copie o número de pessoas, casos ou eventos registados pela unidade durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		6		Calcule a proporção entre os valores recontados e os divulgados. [A/B]				-

		7		Quais são os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		C - Verificação cruzada dos resultados divulgados com outras fontes de dados:

		As verificações cruzadas podem ser realizadas examinando-se registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de teste ou MTIs comprados e entregues durante o período do relatório, para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento de Pacientes para o Registo e deste para as Fichas de Tratamento de Pacientes).

		8		Relacione os documentos utilizados nas verificações cruzadas.

		9		Descreva as verificações cruzadas realizadas.

		10		Quais são os motivos da eventual discrepância?

		Parte 2.  Avaliação do Sistema

		I - Capacidades, Funções e Responsabilidades de M&A

		1		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., aos distritos, aos gabinetes regionais, à Unidade Central de M&A).		N/A				0		0

		2		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.		N/A				0		0

		II - Formação				N/A

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A				0		0

		III - Requisitos para divulgação de dados				N/A

		4		A Unidade de M&A deu instruções claras e por escrito aos Pontos de Prestação de Serviços sobre os requisitos e os prazos para divulgação dos dados.		N/A				0		0

		IV - Formulários e ferramentas de recolha e divulgação de dados				N/A

		5		A Unidade de M&A deu instruções claras sobre como preencher os formulários/ferramentas de recolha e divulgação de dados.		N/A				0		0

		6		Os documentos-fonte e os formulários/ferramentas de divulgação de dados especificados pela Unidade de M&A são utilizados com uniformidade pelo Ponto de Prestação de Serviços.		N/A				0		0

		7		Todos os documentos-fonte e formulários de divulgação de dados pertinentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A				0		0

		8		Os dados recolhidos no documento-fonte têm exatidão suficiente para medir o(s) indicador(es) (ou seja, são recolhidos dados relevantes, com distribuição por sexo, faixa etária, etc., quando o indicador especifica a desagregação de acordo com estas características).		N/A				0		0

		V - Processos de gestão de dados e controlos de qualidade de dados				N/A

		9		Se aplicável, existem controlos de qualidade implementados para os casos em que os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A				0		0

		10		Se aplicável, há um procedimento por escrito para a produção de cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A				0		0

		11		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são realizadas semanal ou mensalmente).		N/A				0		0

		12		Os dados pessoais relevantes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A				0		0

		13		O sistema de registo e divulgação de dados impede a contagem repetida de pessoas no âmbito de e entre os Pontos de Prestação de Serviços (p.ex., uma pessoa que receba o mesmo serviço duas vezes no período de um relatório, uma pessoa com registo de recebimento do mesmo serviço em dois locais diferentes, etc.).		N/A				0		0

		14		O sistema de divulgação de dados permite a identificação e o registo de "abandono", pessoa "perdida para seguimento" ou "falecida".		N/A				0		0

		VI - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		15		Quando aplicável, os dados são divulgados por meio de um único canal do sistema nacional de divulgação de dados.		N/A				0		0

		16		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A				0		0

		17		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A				0		0

						N/A

		Parte 3:   Recomendações para o Ponto de Prestação de Serviços

				Com base nas conclusões da verificação do sistema e dos dados do ponto de prestação de serviços, descreva os eventuais problemas identificados na qualidade dos dados e as medidas de reforço recomendadas, com uma estimativa do tempo que poderia ser necessário para implementar o aperfeiçoamento.  Estas medidas deverão ser discutidas com o Programa/Projeto.

				Descrição do ponto de ação				Responsável				Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL:  Ponto de Prestação de Serviços





Ponto de Serviço 3

		Fator de verificação



Verificações de Dados e Relatórios - Ponto de Prestação de Serviços

Verificações de Dados e Relatórios - 
Ponto de Prestação de Serviços

0
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		Formação

		Requisitos para 
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e controlos de 
qualidade

		Ligações com o 
Sistema Nacional



Avaliação da Gestão de Dados - Ponto de Prestação de Serviços

Avaliação da Gestão de Dados - Ponto de 
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0



Ponto de Serviço 5

		Fator de verificação



Verificações de Dados e Relatórios - Ponto de Prestação de Serviços

Verificação de Dados e Relatórios - 
Ponto de Prestação de Serviços

0



Ponto de Serviço 6
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Avaliação da Gestão de Dados - Ponto de Prestação de Serviços
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0



Ponto de Serviço 7

		Página de Verificação de Dados e Avaliação do Sistema - Ponto de Prestação de Serviços

		Data da revisão:

		Ponto de Prestação de Serviços/Organização:																																												Avaliação da Gestão de Dados - Ponto de Prestação de Serviços																				Sim - Completamente		Parcialmente		Não - Nada		N/A

		Divulga dados a (níveis intermediário e subsequentes):																																												1		N/A		Capacidades, 
Funções e 
Responsabilidades 
de M&A														Exatidão		0		0		0		0

		Documentos examinados:																																												2		N/A		Formação														Fiabilidade		0		0		0		0

		Componentes do Sistema de M&A				Calculations		Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                 N/A		COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço. )																																				3		N/A		Requisitos para 
divulgação de 
dados														Pontualidade		0		0		0		0

																																														4		N/A		Formulários e 
ferramentas 
de recolha e 
divulgação 
de dados														Totalidade		0		0		0		0

																																														5		N/A		Gestão de dados 
e controlos de 
qualidade														Precisão		0		0		0		0

		Parte 1:   Verificação de dados																																												6		N/A		Ligações com o 
Sistema Nacional														Confidencialidade		0		0		0		0

		A - Revisão da documentação:																																																														Integridade		0		0		0		0

				Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.

		1		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que há documentos-fonte em falta?		-				0																																				Verificações de Dados e Relatórios - Ponto de Prestação de Serviços

				Caso sim, identifique como isso poderia ter afetado os números divulgados.																																												-		Fator de verificação

		2		Os documentos-fonte disponíveis estão todos completos?		-				0

				Caso não, identifique como isso poderia ter afetado os valores divulgados.

		3		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?		-				0

				Caso não, identifique como isso poderia ter afetado os valores divulgados.

		B - Recontagem dos resultados divulgados:																																																				0

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais discrepâncias.

		4		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos-fonte. [A]

		5		Copie o número de pessoas, casos ou eventos registados pela unidade durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		6		Calcule a proporção entre os valores recontados e os divulgados. [A/B]				-

		7		Quais são os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		C - Verificação cruzada dos resultados divulgados com outras fontes de dados:

		As verificações cruzadas podem ser realizadas examinando-se registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de teste ou MTIs comprados e entregues durante o período do relatório, para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento de Pacientes para o Registo e deste para as Fichas de Tratamento de Pacientes).

		8		Relacione os documentos utilizados nas verificações cruzadas.

		9		Descreva as verificações cruzadas realizadas.

		10		Quais são os motivos da eventual discrepância?

		Parte 2.  Avaliação do Sistema

		I - Capacidades, Funções e Responsabilidades de M&A

		1		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., aos distritos, aos gabinetes regionais, à Unidade Central de M&A).		N/A				0		0

		2		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.		N/A				0		0

		II - Formação				N/A

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A				0		0

		III - Requisitos para divulgação de dados				N/A

		4		A Unidade de M&A deu instruções claras e por escrito aos Pontos de Prestação de Serviços sobre os requisitos e os prazos para divulgação dos dados.		N/A				0		0

		IV - Formulários e ferramentas de recolha e divulgação de dados				N/A

		5		A Unidade de M&A deu instruções claras sobre como preencher os formulários/ferramentas de recolha e divulgação de dados.		N/A				0		0

		6		Os documentos-fonte e os formulários/ferramentas de divulgação de dados especificados pela Unidade de M&A são utilizados com uniformidade pelo Ponto de Prestação de Serviços.		N/A				0		0

		7		Todos os documentos-fonte e formulários de divulgação de dados pertinentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A				0		0

		8		Os dados recolhidos no documento-fonte têm exatidão suficiente para medir o(s) indicador(es) (ou seja, são recolhidos dados relevantes, com distribuição por sexo, faixa etária, etc., quando o indicador especifica a desagregação de acordo com estas características).		N/A				0		0

		V - Processos de gestão de dados e controlos de qualidade de dados				N/A

		9		Se aplicável, existem controlos de qualidade implementados para os casos em que os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A				0		0

		10		Se aplicável, há um procedimento por escrito para a produção de cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A				0		0

		11		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são realizadas semanal ou mensalmente).		N/A				0		0

		12		Os dados pessoais relevantes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A				0		0

		13		O sistema de registo e divulgação de dados impede a contagem repetida de pessoas no âmbito de e entre os Pontos de Prestação de Serviços (p.ex., uma pessoa que receba o mesmo serviço duas vezes no período de um relatório, uma pessoa com registo de recebimento do mesmo serviço em dois locais diferentes, etc.).		N/A				0		0

		14		O sistema de divulgação de dados permite a identificação e o registo de "abandono", pessoa "perdida para seguimento" ou "falecida".		N/A				0		0

		VI - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		15		Quando aplicável, os dados são divulgados por meio de um único canal do sistema nacional de divulgação de dados.		N/A				0		0

		16		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A				0		0

		17		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A				0		0

						N/A

		Parte 3:   Recomendações para o Ponto de Prestação de Serviços

				Com base nas conclusões da verificação do sistema e dos dados do ponto de prestação de serviços, descreva os eventuais problemas identificados na qualidade dos dados e as medidas de reforço recomendadas, com uma estimativa do tempo que poderia ser necessário para implementar o aperfeiçoamento.  Estas medidas deverão ser discutidas com o Programa/Projeto.

				Descrição do ponto de ação				Responsável				Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL:  Ponto de Prestação de Serviços
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Ponto de Serviço 11

		Página de Verificação de Dados e Avaliação do Sistema - Ponto de Prestação de Serviços

		Data da revisão:

		Ponto de Prestação de Serviços/Organização:																																												Avaliação da Gestão de Dados - Ponto de Prestação de Serviços																				Sim - Completamente		Parcialmente		Não - Nada		N/A

		Divulga dados a (níveis intermediário e subsequentes):																																												1		N/A		Capacidades, 
Funções e 
Responsabilidades 
de M&A														Exatidão		0		0		0		0

		Documentos examinados:																																												2		N/A		Formação														Fiabilidade		0		0		0		0

		Componentes do Sistema de M&A				Calculations		Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                 N/A		COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço. )																																				3		N/A		Requisitos para 
divulgação de 
dados														Pontualidade		0		0		0		0

																																														4		N/A		Formulários e 
ferramentas 
de recolha e 
divulgação 
de dados														Totalidade		0		0		0		0

																																														5		N/A		Gestão de dados 
e controlos de 
qualidade														Precisão		0		0		0		0

		Parte 1:   Verificação de dados																																												6		N/A		Ligações com o 
Sistema Nacional														Confidencialidade		0		0		0		0

		A - Revisão da documentação:																																																														Integridade		0		0		0		0

				Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.

		1		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que há documentos-fonte em falta?		-				0																																				Verificações de Dados e Relatórios - Ponto de Prestação de Serviços

				Caso sim, identifique como isso poderia ter afetado os números divulgados.																																												-		Fator de verificação

		2		Os documentos-fonte disponíveis estão todos completos?		-				0

				Caso não, identifique como isso poderia ter afetado os valores divulgados.

		3		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?		-				0

				Caso não, identifique como isso poderia ter afetado os valores divulgados.

		B - Recontagem dos resultados divulgados:																																																				0

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais discrepâncias.

		4		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos-fonte. [A]

		5		Copie o número de pessoas, casos ou eventos registados pela unidade durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		6		Calcule a proporção entre os valores recontados e os divulgados. [A/B]				-

		7		Quais são os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		C - Verificação cruzada dos resultados divulgados com outras fontes de dados:

		As verificações cruzadas podem ser realizadas examinando-se registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de teste ou MTIs comprados e entregues durante o período do relatório, para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento de Pacientes para o Registo e deste para as Fichas de Tratamento de Pacientes).

		8		Relacione os documentos utilizados nas verificações cruzadas.

		9		Descreva as verificações cruzadas realizadas.

		10		Quais são os motivos da eventual discrepância?

		Parte 2.  Avaliação do Sistema

		I - Capacidades, Funções e Responsabilidades de M&A

		1		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., aos distritos, aos gabinetes regionais, à Unidade Central de M&A).		N/A				0		0

		2		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.		N/A				0		0

		II - Formação				N/A

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A				0		0

		III - Requisitos para divulgação de dados				N/A

		4		A Unidade de M&A deu instruções claras e por escrito aos Pontos de Prestação de Serviços sobre os requisitos e os prazos para divulgação dos dados.		N/A				0		0

		IV - Formulários e ferramentas de recolha e divulgação de dados				N/A

		5		A Unidade de M&A deu instruções claras sobre como preencher os formulários/ferramentas de recolha e divulgação de dados.		N/A				0		0

		6		Os documentos-fonte e os formulários/ferramentas de divulgação de dados especificados pela Unidade de M&A são utilizados com uniformidade pelo Ponto de Prestação de Serviços.		N/A				0		0

		7		Todos os documentos-fonte e formulários de divulgação de dados pertinentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A				0		0

		8		Os dados recolhidos no documento-fonte têm exatidão suficiente para medir o(s) indicador(es) (ou seja, são recolhidos dados relevantes, com distribuição por sexo, faixa etária, etc., quando o indicador especifica a desagregação de acordo com estas características).		N/A				0		0

		V - Processos de gestão de dados e controlos de qualidade de dados				N/A

		9		Se aplicável, existem controlos de qualidade implementados para os casos em que os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A				0		0

		10		Se aplicável, há um procedimento por escrito para a produção de cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A				0		0

		11		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são realizadas semanal ou mensalmente).		N/A				0		0

		12		Os dados pessoais relevantes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A				0		0

		13		O sistema de registo e divulgação de dados impede a contagem repetida de pessoas no âmbito de e entre os Pontos de Prestação de Serviços (p.ex., uma pessoa que receba o mesmo serviço duas vezes no período de um relatório, uma pessoa com registo de recebimento do mesmo serviço em dois locais diferentes, etc.).		N/A				0		0

		14		O sistema de divulgação de dados permite a identificação e o registo de "abandono", pessoa "perdida para seguimento" ou "falecida".		N/A				0		0

		VI - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		15		Quando aplicável, os dados são divulgados por meio de um único canal do sistema nacional de divulgação de dados.		N/A				0		0

		16		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A				0		0

		17		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A				0		0

						N/A

		Parte 3:   Recomendações para o Ponto de Prestação de Serviços

				Com base nas conclusões da verificação do sistema e dos dados do ponto de prestação de serviços, descreva os eventuais problemas identificados na qualidade dos dados e as medidas de reforço recomendadas, com uma estimativa do tempo que poderia ser necessário para implementar o aperfeiçoamento.  Estas medidas deverão ser discutidas com o Programa/Projeto.

				Descrição do ponto de ação				Responsável				Prazo
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		Parte 4:  PAINEL:  Ponto de Prestação de Serviços
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Nível Intermediário 3

		Página de Verificação de Dados e Avaliação do Sistema - Ponto de Prestação de Serviços

		Data da revisão:

		Ponto de Prestação de Serviços/Organização:																																												Avaliação da Gestão de Dados - Ponto de Prestação de Serviços																				Sim - Completamente		Parcialmente		Não - Nada		N/A

		Divulga dados a (níveis intermediário e subsequentes):																																												1		N/A		Capacidades, 
Funções e 
Responsabilidades 
de M&A														Exatidão		0		0		0		0

		Documentos examinados:																																												2		N/A		Formação														Fiabilidade		0		0		0		0

		Componentes do Sistema de M&A				Calculations		Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                 N/A		COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço. )																																				3		N/A		Requisitos para 
divulgação de 
dados														Pontualidade		0		0		0		0

																																														4		N/A		Formulários e 
ferramentas 
de recolha e 
divulgação 
de dados														Totalidade		0		0		0		0

																																														5		N/A		Gestão de dados 
e controlos de 
qualidade														Precisão		0		0		0		0

		Parte 1:   Verificação de dados																																												6		N/A		Ligações com o 
Sistema Nacional														Confidencialidade		0		0		0		0

		A - Revisão da documentação:																																																														Integridade		0		0		0		0

				Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.

		1		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que há documentos-fonte em falta?		-				0																																				Verificações de Dados e Relatórios - Ponto de Prestação de Serviços

				Caso sim, identifique como isso poderia ter afetado os números divulgados.																																												-		Fator de verificação

		2		Os documentos-fonte disponíveis estão todos completos?		-				0

				Caso não, identifique como isso poderia ter afetado os valores divulgados.

		3		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?		-				0

				Caso não, identifique como isso poderia ter afetado os valores divulgados.

		B - Recontagem dos resultados divulgados:																																																				0

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais discrepâncias.

		4		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos-fonte. [A]

		5		Copie o número de pessoas, casos ou eventos registados pela unidade durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		6		Calcule a proporção entre os valores recontados e os divulgados. [A/B]				-

		7		Quais são os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		C - Verificação cruzada dos resultados divulgados com outras fontes de dados:

		As verificações cruzadas podem ser realizadas examinando-se registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de teste ou MTIs comprados e entregues durante o período do relatório, para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento de Pacientes para o Registo e deste para as Fichas de Tratamento de Pacientes).

		8		Relacione os documentos utilizados nas verificações cruzadas.

		9		Descreva as verificações cruzadas realizadas.

		10		Quais são os motivos da eventual discrepância?

		Parte 2.  Avaliação do Sistema

		I - Capacidades, Funções e Responsabilidades de M&A

		1		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., aos distritos, aos gabinetes regionais, à Unidade Central de M&A).		N/A				0		0

		2		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.		N/A				0		0

		II - Formação				N/A

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A				0		0

		III - Requisitos para divulgação de dados				N/A

		4		A Unidade de M&A deu instruções claras e por escrito aos Pontos de Prestação de Serviços sobre os requisitos e os prazos para divulgação dos dados.		N/A				0		0

		IV - Formulários e ferramentas de recolha e divulgação de dados				N/A

		5		A Unidade de M&A deu instruções claras sobre como preencher os formulários/ferramentas de recolha e divulgação de dados.		N/A				0		0

		6		Os documentos-fonte e os formulários/ferramentas de divulgação de dados especificados pela Unidade de M&A são utilizados com uniformidade pelo Ponto de Prestação de Serviços.		N/A				0		0

		7		Todos os documentos-fonte e formulários de divulgação de dados pertinentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A				0		0

		8		Os dados recolhidos no documento-fonte têm exatidão suficiente para medir o(s) indicador(es) (ou seja, são recolhidos dados relevantes, com distribuição por sexo, faixa etária, etc., quando o indicador especifica a desagregação de acordo com estas características).		N/A				0		0

		V - Processos de gestão de dados e controlos de qualidade de dados				N/A

		9		Se aplicável, existem controlos de qualidade implementados para os casos em que os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A				0		0

		10		Se aplicável, há um procedimento por escrito para a produção de cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A				0		0

		11		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são realizadas semanal ou mensalmente).		N/A				0		0

		12		Os dados pessoais relevantes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A				0		0

		13		O sistema de registo e divulgação de dados impede a contagem repetida de pessoas no âmbito de e entre os Pontos de Prestação de Serviços (p.ex., uma pessoa que receba o mesmo serviço duas vezes no período de um relatório, uma pessoa com registo de recebimento do mesmo serviço em dois locais diferentes, etc.).		N/A				0		0

		14		O sistema de divulgação de dados permite a identificação e o registo de "abandono", pessoa "perdida para seguimento" ou "falecida".		N/A				0		0

		VI - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		15		Quando aplicável, os dados são divulgados por meio de um único canal do sistema nacional de divulgação de dados.		N/A				0		0

		16		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A				0		0

		17		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A				0		0

						N/A

		Parte 3:   Recomendações para o Ponto de Prestação de Serviços

				Com base nas conclusões da verificação do sistema e dos dados do ponto de prestação de serviços, descreva os eventuais problemas identificados na qualidade dos dados e as medidas de reforço recomendadas, com uma estimativa do tempo que poderia ser necessário para implementar o aperfeiçoamento.  Estas medidas deverão ser discutidas com o Programa/Projeto.

				Descrição do ponto de ação				Responsável				Prazo
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Plano de Acção Final da ARQD

		Página de Verificação de Dados e Avaliação do Sistema - Ponto de Prestação de Serviços

		Data da revisão:

		Ponto de Prestação de Serviços/Organização:																																												Avaliação da Gestão de Dados - Ponto de Prestação de Serviços																				Sim - Completamente		Parcialmente		Não - Nada		N/A

		Divulga dados a (níveis intermediário e subsequentes):																																												1		N/A		Capacidades, 
Funções e 
Responsabilidades 
de M&A														Exatidão		0		0		0		0

		Documentos examinados:																																												2		N/A		Formação														Fiabilidade		0		0		0		0

		Componentes do Sistema de M&A				Calculations		Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                 N/A		COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço. )																																				3		N/A		Requisitos para 
divulgação de 
dados														Pontualidade		0		0		0		0

																																														4		N/A		Formulários e 
ferramentas 
de recolha e 
divulgação 
de dados														Totalidade		0		0		0		0

																																														5		N/A		Gestão de dados 
e controlos de 
qualidade														Precisão		0		0		0		0

		Parte 1:   Verificação de dados																																												6		N/A		Ligações com o 
Sistema Nacional														Confidencialidade		0		0		0		0

		A - Revisão da documentação:																																																														Integridade		0		0		0		0

				Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.

		1		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que há documentos-fonte em falta?		-				0																																				Verificações de Dados e Relatórios - Ponto de Prestação de Serviços

				Caso sim, identifique como isso poderia ter afetado os números divulgados.																																												-		Fator de verificação

		2		Os documentos-fonte disponíveis estão todos completos?		-				0

				Caso não, identifique como isso poderia ter afetado os valores divulgados.

		3		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?		-				0

				Caso não, identifique como isso poderia ter afetado os valores divulgados.

		B - Recontagem dos resultados divulgados:																																																				0

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais discrepâncias.

		4		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos-fonte. [A]

		5		Copie o número de pessoas, casos ou eventos registados pela unidade durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		6		Calcule a proporção entre os valores recontados e os divulgados. [A/B]				-

		7		Quais são os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		C - Verificação cruzada dos resultados divulgados com outras fontes de dados:

		As verificações cruzadas podem ser realizadas examinando-se registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de teste ou MTIs comprados e entregues durante o período do relatório, para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento de Pacientes para o Registo e deste para as Fichas de Tratamento de Pacientes).

		8		Relacione os documentos utilizados nas verificações cruzadas.

		9		Descreva as verificações cruzadas realizadas.

		10		Quais são os motivos da eventual discrepância?

		Parte 2.  Avaliação do Sistema

		I - Capacidades, Funções e Responsabilidades de M&A

		1		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., aos distritos, aos gabinetes regionais, à Unidade Central de M&A).		N/A				0		0

		2		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.		N/A				0		0

		II - Formação				N/A

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A				0		0

		III - Requisitos para divulgação de dados				N/A

		4		A Unidade de M&A deu instruções claras e por escrito aos Pontos de Prestação de Serviços sobre os requisitos e os prazos para divulgação dos dados.		N/A				0		0

		IV - Formulários e ferramentas de recolha e divulgação de dados				N/A

		5		A Unidade de M&A deu instruções claras sobre como preencher os formulários/ferramentas de recolha e divulgação de dados.		N/A				0		0

		6		Os documentos-fonte e os formulários/ferramentas de divulgação de dados especificados pela Unidade de M&A são utilizados com uniformidade pelo Ponto de Prestação de Serviços.		N/A				0		0

		7		Todos os documentos-fonte e formulários de divulgação de dados pertinentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A				0		0

		8		Os dados recolhidos no documento-fonte têm exatidão suficiente para medir o(s) indicador(es) (ou seja, são recolhidos dados relevantes, com distribuição por sexo, faixa etária, etc., quando o indicador especifica a desagregação de acordo com estas características).		N/A				0		0

		V - Processos de gestão de dados e controlos de qualidade de dados				N/A

		9		Se aplicável, existem controlos de qualidade implementados para os casos em que os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A				0		0

		10		Se aplicável, há um procedimento por escrito para a produção de cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A				0		0

		11		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são realizadas semanal ou mensalmente).		N/A				0		0

		12		Os dados pessoais relevantes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A				0		0

		13		O sistema de registo e divulgação de dados impede a contagem repetida de pessoas no âmbito de e entre os Pontos de Prestação de Serviços (p.ex., uma pessoa que receba o mesmo serviço duas vezes no período de um relatório, uma pessoa com registo de recebimento do mesmo serviço em dois locais diferentes, etc.).		N/A				0		0

		14		O sistema de divulgação de dados permite a identificação e o registo de "abandono", pessoa "perdida para seguimento" ou "falecida".		N/A				0		0

		VI - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		15		Quando aplicável, os dados são divulgados por meio de um único canal do sistema nacional de divulgação de dados.		N/A				0		0

		16		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A				0		0

		17		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A				0		0

						N/A

		Parte 3:   Recomendações para o Ponto de Prestação de Serviços

				Com base nas conclusões da verificação do sistema e dos dados do ponto de prestação de serviços, descreva os eventuais problemas identificados na qualidade dos dados e as medidas de reforço recomendadas, com uma estimativa do tempo que poderia ser necessário para implementar o aperfeiçoamento.  Estas medidas deverão ser discutidas com o Programa/Projeto.
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Data

		Página de Verificação de Dados e Avaliação do Sistema - Ponto de Prestação de Serviços

		Data da revisão:

		Ponto de Prestação de Serviços/Organização:																																												Avaliação da Gestão de Dados - Ponto de Prestação de Serviços																				Sim - Completamente		Parcialmente		Não - Nada		N/A

		Divulga dados a (níveis intermediário e subsequentes):																																												1		N/A		Capacidades, 
Funções e 
Responsabilidades 
de M&A														Exatidão		0		0		0		0

		Documentos examinados:																																												2		N/A		Formação														Fiabilidade		0		0		0		0

		Componentes do Sistema de M&A				Calculations		Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                 N/A		COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço. )																																				3		N/A		Requisitos para 
divulgação de 
dados														Pontualidade		0		0		0		0

																																														4		N/A		Formulários e 
ferramentas 
de recolha e 
divulgação 
de dados														Totalidade		0		0		0		0

																																														5		N/A		Gestão de dados 
e controlos de 
qualidade														Precisão		0		0		0		0

		Parte 1:   Verificação de dados																																												6		N/A		Ligações com o 
Sistema Nacional														Confidencialidade		0		0		0		0

		A - Revisão da documentação:																																																														Integridade		0		0		0		0

				Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.

		1		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que há documentos-fonte em falta?		-				0																																				Verificações de Dados e Relatórios - Ponto de Prestação de Serviços

				Caso sim, identifique como isso poderia ter afetado os números divulgados.																																												-		Fator de verificação

		2		Os documentos-fonte disponíveis estão todos completos?		-				0

				Caso não, identifique como isso poderia ter afetado os valores divulgados.

		3		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?		-				0

				Caso não, identifique como isso poderia ter afetado os valores divulgados.

		B - Recontagem dos resultados divulgados:																																																				0

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais discrepâncias.

		4		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos-fonte. [A]

		5		Copie o número de pessoas, casos ou eventos registados pela unidade durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		6		Calcule a proporção entre os valores recontados e os divulgados. [A/B]				-

		7		Quais são os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		C - Verificação cruzada dos resultados divulgados com outras fontes de dados:

		As verificações cruzadas podem ser realizadas examinando-se registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de teste ou MTIs comprados e entregues durante o período do relatório, para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento de Pacientes para o Registo e deste para as Fichas de Tratamento de Pacientes).

		8		Relacione os documentos utilizados nas verificações cruzadas.

		9		Descreva as verificações cruzadas realizadas.

		10		Quais são os motivos da eventual discrepância?

		Parte 2.  Avaliação do Sistema

		I - Capacidades, Funções e Responsabilidades de M&A

		1		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., aos distritos, aos gabinetes regionais, à Unidade Central de M&A).		N/A				0		0

		2		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.		N/A				0		0

		II - Formação				N/A

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A				0		0

		III - Requisitos para divulgação de dados				N/A

		4		A Unidade de M&A deu instruções claras e por escrito aos Pontos de Prestação de Serviços sobre os requisitos e os prazos para divulgação dos dados.		N/A				0		0

		IV - Formulários e ferramentas de recolha e divulgação de dados				N/A

		5		A Unidade de M&A deu instruções claras sobre como preencher os formulários/ferramentas de recolha e divulgação de dados.		N/A				0		0

		6		Os documentos-fonte e os formulários/ferramentas de divulgação de dados especificados pela Unidade de M&A são utilizados com uniformidade pelo Ponto de Prestação de Serviços.		N/A				0		0

		7		Todos os documentos-fonte e formulários de divulgação de dados pertinentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A				0		0

		8		Os dados recolhidos no documento-fonte têm exatidão suficiente para medir o(s) indicador(es) (ou seja, são recolhidos dados relevantes, com distribuição por sexo, faixa etária, etc., quando o indicador especifica a desagregação de acordo com estas características).		N/A				0		0

		V - Processos de gestão de dados e controlos de qualidade de dados				N/A

		9		Se aplicável, existem controlos de qualidade implementados para os casos em que os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A				0		0

		10		Se aplicável, há um procedimento por escrito para a produção de cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A				0		0

		11		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são realizadas semanal ou mensalmente).		N/A				0		0

		12		Os dados pessoais relevantes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A				0		0

		13		O sistema de registo e divulgação de dados impede a contagem repetida de pessoas no âmbito de e entre os Pontos de Prestação de Serviços (p.ex., uma pessoa que receba o mesmo serviço duas vezes no período de um relatório, uma pessoa com registo de recebimento do mesmo serviço em dois locais diferentes, etc.).		N/A				0		0

		14		O sistema de divulgação de dados permite a identificação e o registo de "abandono", pessoa "perdida para seguimento" ou "falecida".		N/A				0		0

		VI - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		15		Quando aplicável, os dados são divulgados por meio de um único canal do sistema nacional de divulgação de dados.		N/A				0		0

		16		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A				0		0

		17		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A				0		0

						N/A

		Parte 3:   Recomendações para o Ponto de Prestação de Serviços

				Com base nas conclusões da verificação do sistema e dos dados do ponto de prestação de serviços, descreva os eventuais problemas identificados na qualidade dos dados e as medidas de reforço recomendadas, com uma estimativa do tempo que poderia ser necessário para implementar o aperfeiçoamento.  Estas medidas deverão ser discutidas com o Programa/Projeto.
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		Página de Verificação de Dados e Avaliação do Sistema - Ponto de Prestação de Serviços

		Data da revisão:

		Ponto de Prestação de Serviços/Organização:																																												Avaliação da Gestão de Dados - Ponto de Prestação de Serviços																				Sim - Completamente		Parcialmente		Não - Nada		N/A

		Divulga dados a (níveis intermediário e subsequentes):																																												1		N/A		Capacidades, 
Funções e 
Responsabilidades 
de M&A														Exatidão		0		0		0		0

		Documentos examinados:																																												2		N/A		Formação														Fiabilidade		0		0		0		0

		Componentes do Sistema de M&A				Calculations		Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                 N/A		COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço. )																																				3		N/A		Requisitos para 
divulgação de 
dados														Pontualidade		0		0		0		0

																																														4		N/A		Formulários e 
ferramentas 
de recolha e 
divulgação 
de dados														Totalidade		0		0		0		0

																																														5		N/A		Gestão de dados 
e controlos de 
qualidade														Precisão		0		0		0		0

		Parte 1:   Verificação de dados																																												6		N/A		Ligações com o 
Sistema Nacional														Confidencialidade		0		0		0		0

		A - Revisão da documentação:																																																														Integridade		0		0		0		0

				Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.

		1		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que há documentos-fonte em falta?		-				0																																				Verificações de Dados e Relatórios - Ponto de Prestação de Serviços

				Caso sim, identifique como isso poderia ter afetado os números divulgados.																																												-		Fator de verificação

		2		Os documentos-fonte disponíveis estão todos completos?		-				0

				Caso não, identifique como isso poderia ter afetado os valores divulgados.

		3		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?		-				0

				Caso não, identifique como isso poderia ter afetado os valores divulgados.

		B - Recontagem dos resultados divulgados:																																																				0

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais discrepâncias.

		4		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos-fonte. [A]

		5		Copie o número de pessoas, casos ou eventos registados pela unidade durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		6		Calcule a proporção entre os valores recontados e os divulgados. [A/B]				-

		7		Quais são os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		C - Verificação cruzada dos resultados divulgados com outras fontes de dados:

		As verificações cruzadas podem ser realizadas examinando-se registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de teste ou MTIs comprados e entregues durante o período do relatório, para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento de Pacientes para o Registo e deste para as Fichas de Tratamento de Pacientes).

		8		Relacione os documentos utilizados nas verificações cruzadas.

		9		Descreva as verificações cruzadas realizadas.

		10		Quais são os motivos da eventual discrepância?

		Parte 2.  Avaliação do Sistema

		I - Capacidades, Funções e Responsabilidades de M&A

		1		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., aos distritos, aos gabinetes regionais, à Unidade Central de M&A).		N/A				0		0

		2		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.		N/A				0		0

		II - Formação				N/A

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A				0		0

		III - Requisitos para divulgação de dados				N/A

		4		A Unidade de M&A deu instruções claras e por escrito aos Pontos de Prestação de Serviços sobre os requisitos e os prazos para divulgação dos dados.		N/A				0		0

		IV - Formulários e ferramentas de recolha e divulgação de dados				N/A

		5		A Unidade de M&A deu instruções claras sobre como preencher os formulários/ferramentas de recolha e divulgação de dados.		N/A				0		0

		6		Os documentos-fonte e os formulários/ferramentas de divulgação de dados especificados pela Unidade de M&A são utilizados com uniformidade pelo Ponto de Prestação de Serviços.		N/A				0		0

		7		Todos os documentos-fonte e formulários de divulgação de dados pertinentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A				0		0

		8		Os dados recolhidos no documento-fonte têm exatidão suficiente para medir o(s) indicador(es) (ou seja, são recolhidos dados relevantes, com distribuição por sexo, faixa etária, etc., quando o indicador especifica a desagregação de acordo com estas características).		N/A				0		0

		V - Processos de gestão de dados e controlos de qualidade de dados				N/A

		9		Se aplicável, existem controlos de qualidade implementados para os casos em que os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A				0		0

		10		Se aplicável, há um procedimento por escrito para a produção de cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A				0		0

		11		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são realizadas semanal ou mensalmente).		N/A				0		0

		12		Os dados pessoais relevantes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A				0		0

		13		O sistema de registo e divulgação de dados impede a contagem repetida de pessoas no âmbito de e entre os Pontos de Prestação de Serviços (p.ex., uma pessoa que receba o mesmo serviço duas vezes no período de um relatório, uma pessoa com registo de recebimento do mesmo serviço em dois locais diferentes, etc.).		N/A				0		0

		14		O sistema de divulgação de dados permite a identificação e o registo de "abandono", pessoa "perdida para seguimento" ou "falecida".		N/A				0		0

		VI - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		15		Quando aplicável, os dados são divulgados por meio de um único canal do sistema nacional de divulgação de dados.		N/A				0		0

		16		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A				0		0

		17		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A				0		0

						N/A

		Parte 3:   Recomendações para o Ponto de Prestação de Serviços

				Com base nas conclusões da verificação do sistema e dos dados do ponto de prestação de serviços, descreva os eventuais problemas identificados na qualidade dos dados e as medidas de reforço recomendadas, com uma estimativa do tempo que poderia ser necessário para implementar o aperfeiçoamento.  Estas medidas deverão ser discutidas com o Programa/Projeto.
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		Ponto de Prestação de Serviços/Organização:																																												Avaliação da Gestão de Dados - Ponto de Prestação de Serviços																				Sim - Completamente		Parcialmente		Não - Nada		N/A

		Divulga dados a (níveis intermediário e subsequentes):																																												1		N/A		Capacidades, 
Funções e 
Responsabilidades 
de M&A														Exatidão		0		0		0		0

		Documentos examinados:																																												2		N/A		Formação														Fiabilidade		0		0		0		0

		Componentes do Sistema de M&A				Calculations		Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                 N/A		COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço. )																																				3		N/A		Requisitos para 
divulgação de 
dados														Pontualidade		0		0		0		0

																																														4		N/A		Formulários e 
ferramentas 
de recolha e 
divulgação 
de dados														Totalidade		0		0		0		0

																																														5		N/A		Gestão de dados 
e controlos de 
qualidade														Precisão		0		0		0		0

		Parte 1:   Verificação de dados																																												6		N/A		Ligações com o 
Sistema Nacional														Confidencialidade		0		0		0		0

		A - Revisão da documentação:																																																														Integridade		0		0		0		0

				Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.

		1		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que há documentos-fonte em falta?		-				0																																				Verificações de Dados e Relatórios - Ponto de Prestação de Serviços

				Caso sim, identifique como isso poderia ter afetado os números divulgados.																																												-		Fator de verificação

		2		Os documentos-fonte disponíveis estão todos completos?		-				0

				Caso não, identifique como isso poderia ter afetado os valores divulgados.

		3		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?		-				0

				Caso não, identifique como isso poderia ter afetado os valores divulgados.

		B - Recontagem dos resultados divulgados:																																																				0

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais discrepâncias.

		4		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos-fonte. [A]

		5		Copie o número de pessoas, casos ou eventos registados pela unidade durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		6		Calcule a proporção entre os valores recontados e os divulgados. [A/B]				-

		7		Quais são os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		C - Verificação cruzada dos resultados divulgados com outras fontes de dados:

		As verificações cruzadas podem ser realizadas examinando-se registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de teste ou MTIs comprados e entregues durante o período do relatório, para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento de Pacientes para o Registo e deste para as Fichas de Tratamento de Pacientes).

		8		Relacione os documentos utilizados nas verificações cruzadas.

		9		Descreva as verificações cruzadas realizadas.

		10		Quais são os motivos da eventual discrepância?

		Parte 2.  Avaliação do Sistema

		I - Capacidades, Funções e Responsabilidades de M&A

		1		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., aos distritos, aos gabinetes regionais, à Unidade Central de M&A).		N/A				0		0

		2		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.		N/A				0		0

		II - Formação				N/A

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A				0		0

		III - Requisitos para divulgação de dados				N/A

		4		A Unidade de M&A deu instruções claras e por escrito aos Pontos de Prestação de Serviços sobre os requisitos e os prazos para divulgação dos dados.		N/A				0		0

		IV - Formulários e ferramentas de recolha e divulgação de dados				N/A

		5		A Unidade de M&A deu instruções claras sobre como preencher os formulários/ferramentas de recolha e divulgação de dados.		N/A				0		0

		6		Os documentos-fonte e os formulários/ferramentas de divulgação de dados especificados pela Unidade de M&A são utilizados com uniformidade pelo Ponto de Prestação de Serviços.		N/A				0		0

		7		Todos os documentos-fonte e formulários de divulgação de dados pertinentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A				0		0

		8		Os dados recolhidos no documento-fonte têm exatidão suficiente para medir o(s) indicador(es) (ou seja, são recolhidos dados relevantes, com distribuição por sexo, faixa etária, etc., quando o indicador especifica a desagregação de acordo com estas características).		N/A				0		0

		V - Processos de gestão de dados e controlos de qualidade de dados				N/A

		9		Se aplicável, existem controlos de qualidade implementados para os casos em que os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A				0		0

		10		Se aplicável, há um procedimento por escrito para a produção de cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A				0		0

		11		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são realizadas semanal ou mensalmente).		N/A				0		0

		12		Os dados pessoais relevantes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A				0		0

		13		O sistema de registo e divulgação de dados impede a contagem repetida de pessoas no âmbito de e entre os Pontos de Prestação de Serviços (p.ex., uma pessoa que receba o mesmo serviço duas vezes no período de um relatório, uma pessoa com registo de recebimento do mesmo serviço em dois locais diferentes, etc.).		N/A				0		0

		14		O sistema de divulgação de dados permite a identificação e o registo de "abandono", pessoa "perdida para seguimento" ou "falecida".		N/A				0		0

		VI - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		15		Quando aplicável, os dados são divulgados por meio de um único canal do sistema nacional de divulgação de dados.		N/A				0		0

		16		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A				0		0

		17		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A				0		0

						N/A

		Parte 3:   Recomendações para o Ponto de Prestação de Serviços

				Com base nas conclusões da verificação do sistema e dos dados do ponto de prestação de serviços, descreva os eventuais problemas identificados na qualidade dos dados e as medidas de reforço recomendadas, com uma estimativa do tempo que poderia ser necessário para implementar o aperfeiçoamento.  Estas medidas deverão ser discutidas com o Programa/Projeto.
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		Ponto de Prestação de Serviços/Organização:																																												Avaliação da Gestão de Dados - Ponto de Prestação de Serviços																				Sim - Completamente		Parcialmente		Não - Nada		N/A

		Divulga dados a (níveis intermediário e subsequentes):																																												1		N/A		Capacidades, 
Funções e 
Responsabilidades 
de M&A														Exatidão		0		0		0		0

		Documentos examinados:																																												2		N/A		Formação														Fiabilidade		0		0		0		0

		Componentes do Sistema de M&A				Calculations		Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                 N/A		COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço. )																																				3		N/A		Requisitos para 
divulgação de 
dados														Pontualidade		0		0		0		0

																																														4		N/A		Formulários e 
ferramentas 
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divulgação 
de dados														Totalidade		0		0		0		0

																																														5		N/A		Gestão de dados 
e controlos de 
qualidade														Precisão		0		0		0		0

		Parte 1:   Verificação de dados																																												6		N/A		Ligações com o 
Sistema Nacional														Confidencialidade		0		0		0		0

		A - Revisão da documentação:																																																														Integridade		0		0		0		0

				Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.

		1		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que há documentos-fonte em falta?		-				0																																				Verificações de Dados e Relatórios - Ponto de Prestação de Serviços

				Caso sim, identifique como isso poderia ter afetado os números divulgados.																																												-		Fator de verificação

		2		Os documentos-fonte disponíveis estão todos completos?		-				0

				Caso não, identifique como isso poderia ter afetado os valores divulgados.

		3		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?		-				0

				Caso não, identifique como isso poderia ter afetado os valores divulgados.

		B - Recontagem dos resultados divulgados:																																																				0

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais discrepâncias.

		4		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos-fonte. [A]

		5		Copie o número de pessoas, casos ou eventos registados pela unidade durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		6		Calcule a proporção entre os valores recontados e os divulgados. [A/B]				-

		7		Quais são os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		C - Verificação cruzada dos resultados divulgados com outras fontes de dados:

		As verificações cruzadas podem ser realizadas examinando-se registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de teste ou MTIs comprados e entregues durante o período do relatório, para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento de Pacientes para o Registo e deste para as Fichas de Tratamento de Pacientes).

		8		Relacione os documentos utilizados nas verificações cruzadas.

		9		Descreva as verificações cruzadas realizadas.

		10		Quais são os motivos da eventual discrepância?

		Parte 2.  Avaliação do Sistema

		I - Capacidades, Funções e Responsabilidades de M&A

		1		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., aos distritos, aos gabinetes regionais, à Unidade Central de M&A).		N/A				0		0

		2		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.		N/A				0		0

		II - Formação				N/A

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A				0		0

		III - Requisitos para divulgação de dados				N/A

		4		A Unidade de M&A deu instruções claras e por escrito aos Pontos de Prestação de Serviços sobre os requisitos e os prazos para divulgação dos dados.		N/A				0		0

		IV - Formulários e ferramentas de recolha e divulgação de dados				N/A

		5		A Unidade de M&A deu instruções claras sobre como preencher os formulários/ferramentas de recolha e divulgação de dados.		N/A				0		0

		6		Os documentos-fonte e os formulários/ferramentas de divulgação de dados especificados pela Unidade de M&A são utilizados com uniformidade pelo Ponto de Prestação de Serviços.		N/A				0		0

		7		Todos os documentos-fonte e formulários de divulgação de dados pertinentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A				0		0

		8		Os dados recolhidos no documento-fonte têm exatidão suficiente para medir o(s) indicador(es) (ou seja, são recolhidos dados relevantes, com distribuição por sexo, faixa etária, etc., quando o indicador especifica a desagregação de acordo com estas características).		N/A				0		0

		V - Processos de gestão de dados e controlos de qualidade de dados				N/A

		9		Se aplicável, existem controlos de qualidade implementados para os casos em que os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A				0		0

		10		Se aplicável, há um procedimento por escrito para a produção de cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A				0		0

		11		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são realizadas semanal ou mensalmente).		N/A				0		0

		12		Os dados pessoais relevantes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A				0		0

		13		O sistema de registo e divulgação de dados impede a contagem repetida de pessoas no âmbito de e entre os Pontos de Prestação de Serviços (p.ex., uma pessoa que receba o mesmo serviço duas vezes no período de um relatório, uma pessoa com registo de recebimento do mesmo serviço em dois locais diferentes, etc.).		N/A				0		0

		14		O sistema de divulgação de dados permite a identificação e o registo de "abandono", pessoa "perdida para seguimento" ou "falecida".		N/A				0		0

		VI - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		15		Quando aplicável, os dados são divulgados por meio de um único canal do sistema nacional de divulgação de dados.		N/A				0		0

		16		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A				0		0

		17		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A				0		0

						N/A

		Parte 3:   Recomendações para o Ponto de Prestação de Serviços

				Com base nas conclusões da verificação do sistema e dos dados do ponto de prestação de serviços, descreva os eventuais problemas identificados na qualidade dos dados e as medidas de reforço recomendadas, com uma estimativa do tempo que poderia ser necessário para implementar o aperfeiçoamento.  Estas medidas deverão ser discutidas com o Programa/Projeto.
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		Página de Verificação de Dados e Avaliação do Sistema - Ponto de Prestação de Serviços

		Data da revisão:

		Ponto de Prestação de Serviços/Organização:																																												Avaliação da Gestão de Dados - Ponto de Prestação de Serviços																				Sim - Completamente		Parcialmente		Não - Nada		N/A

		Divulga dados a (níveis intermediário e subsequentes):																																												1		N/A		Capacidades, 
Funções e 
Responsabilidades 
de M&A														Exatidão		0		0		0		0

		Documentos examinados:																																												2		N/A		Formação														Fiabilidade		0		0		0		0

		Componentes do Sistema de M&A				Calculations		Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                 N/A		COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço. )																																				3		N/A		Requisitos para 
divulgação de 
dados														Pontualidade		0		0		0		0

																																														4		N/A		Formulários e 
ferramentas 
de recolha e 
divulgação 
de dados														Totalidade		0		0		0		0

																																														5		N/A		Gestão de dados 
e controlos de 
qualidade														Precisão		0		0		0		0

		Parte 1:   Verificação de dados																																												6		N/A		Ligações com o 
Sistema Nacional														Confidencialidade		0		0		0		0

		A - Revisão da documentação:																																																														Integridade		0		0		0		0

				Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.

		1		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que há documentos-fonte em falta?		-				0																																				Verificações de Dados e Relatórios - Ponto de Prestação de Serviços

				Caso sim, identifique como isso poderia ter afetado os números divulgados.																																												-		Fator de verificação

		2		Os documentos-fonte disponíveis estão todos completos?		-				0

				Caso não, identifique como isso poderia ter afetado os valores divulgados.

		3		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?		-				0

				Caso não, identifique como isso poderia ter afetado os valores divulgados.

		B - Recontagem dos resultados divulgados:																																																				0

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais discrepâncias.

		4		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos-fonte. [A]

		5		Copie o número de pessoas, casos ou eventos registados pela unidade durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		6		Calcule a proporção entre os valores recontados e os divulgados. [A/B]				-

		7		Quais são os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		C - Verificação cruzada dos resultados divulgados com outras fontes de dados:

		As verificações cruzadas podem ser realizadas examinando-se registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de teste ou MTIs comprados e entregues durante o período do relatório, para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento de Pacientes para o Registo e deste para as Fichas de Tratamento de Pacientes).

		8		Relacione os documentos utilizados nas verificações cruzadas.

		9		Descreva as verificações cruzadas realizadas.

		10		Quais são os motivos da eventual discrepância?

		Parte 2.  Avaliação do Sistema

		I - Capacidades, Funções e Responsabilidades de M&A

		1		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., aos distritos, aos gabinetes regionais, à Unidade Central de M&A).		N/A				0		0

		2		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.		N/A				0		0

		II - Formação				N/A

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A				0		0

		III - Requisitos para divulgação de dados				N/A

		4		A Unidade de M&A deu instruções claras e por escrito aos Pontos de Prestação de Serviços sobre os requisitos e os prazos para divulgação dos dados.		N/A				0		0

		IV - Formulários e ferramentas de recolha e divulgação de dados				N/A

		5		A Unidade de M&A deu instruções claras sobre como preencher os formulários/ferramentas de recolha e divulgação de dados.		N/A				0		0

		6		Os documentos-fonte e os formulários/ferramentas de divulgação de dados especificados pela Unidade de M&A são utilizados com uniformidade pelo Ponto de Prestação de Serviços.		N/A				0		0

		7		Todos os documentos-fonte e formulários de divulgação de dados pertinentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A				0		0

		8		Os dados recolhidos no documento-fonte têm exatidão suficiente para medir o(s) indicador(es) (ou seja, são recolhidos dados relevantes, com distribuição por sexo, faixa etária, etc., quando o indicador especifica a desagregação de acordo com estas características).		N/A				0		0

		V - Processos de gestão de dados e controlos de qualidade de dados				N/A

		9		Se aplicável, existem controlos de qualidade implementados para os casos em que os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A				0		0

		10		Se aplicável, há um procedimento por escrito para a produção de cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A				0		0

		11		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são realizadas semanal ou mensalmente).		N/A				0		0

		12		Os dados pessoais relevantes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A				0		0

		13		O sistema de registo e divulgação de dados impede a contagem repetida de pessoas no âmbito de e entre os Pontos de Prestação de Serviços (p.ex., uma pessoa que receba o mesmo serviço duas vezes no período de um relatório, uma pessoa com registo de recebimento do mesmo serviço em dois locais diferentes, etc.).		N/A				0		0

		14		O sistema de divulgação de dados permite a identificação e o registo de "abandono", pessoa "perdida para seguimento" ou "falecida".		N/A				0		0

		VI - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		15		Quando aplicável, os dados são divulgados por meio de um único canal do sistema nacional de divulgação de dados.		N/A				0		0

		16		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A				0		0

		17		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A				0		0

						N/A

		Parte 3:   Recomendações para o Ponto de Prestação de Serviços

				Com base nas conclusões da verificação do sistema e dos dados do ponto de prestação de serviços, descreva os eventuais problemas identificados na qualidade dos dados e as medidas de reforço recomendadas, com uma estimativa do tempo que poderia ser necessário para implementar o aperfeiçoamento.  Estas medidas deverão ser discutidas com o Programa/Projeto.
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		Ponto de Prestação de Serviços/Organização:																																												Avaliação da Gestão de Dados - Ponto de Prestação de Serviços																				Sim - Completamente		Parcialmente		Não - Nada		N/A

		Divulga dados a (níveis intermediário e subsequentes):																																												1		N/A		Capacidades, 
Funções e 
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de M&A														Exatidão		0		0		0		0
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		Componentes do Sistema de M&A				Calculations		Códigos das respostas:                Sim - Completamente
Parcialmente
Não - Nada                 N/A		COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço. )																																				3		N/A		Requisitos para 
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e controlos de 
qualidade														Precisão		0		0		0		0

		Parte 1:   Verificação de dados																																												6		N/A		Ligações com o 
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		A - Revisão da documentação:																																																														Integridade		0		0		0		0

				Examinar se os documentos-fonte de todos os indicadores estão disponíveis e completos para o período do relatório selecionado.

		1		Examine os documentos-fonte disponíveis para o período do relatório que está a ser verificado. Há alguma indicação de que há documentos-fonte em falta?		-				0																																				Verificações de Dados e Relatórios - Ponto de Prestação de Serviços

				Caso sim, identifique como isso poderia ter afetado os números divulgados.																																												-		Fator de verificação

		2		Os documentos-fonte disponíveis estão todos completos?		-				0

				Caso não, identifique como isso poderia ter afetado os valores divulgados.

		3		Examine as datas dos documentos-fonte.  Todas as datas referem-se ao período do relatório?		-				0

				Caso não, identifique como isso poderia ter afetado os valores divulgados.

		B - Recontagem dos resultados divulgados:																																																				0

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pela unidade e explicar as eventuais discrepâncias.

		4		Reconte o número de pessoas, casos ou eventos registados durante o período do relatório examinando os documentos-fonte. [A]

		5		Copie o número de pessoas, casos ou eventos registados pela unidade durante o período do relatório, conforme constam do relatório resumido da unidade. [B]

		6		Calcule a proporção entre os valores recontados e os divulgados. [A/B]				-

		7		Quais são os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		C - Verificação cruzada dos resultados divulgados com outras fontes de dados:

		As verificações cruzadas podem ser realizadas examinando-se registos de stock distintos que documentem as quantidades de medicamentos terapêuticos, kits de teste ou MTIs comprados e entregues durante o período do relatório, para verificar se os valores confirmam os resultados divulgados.  Outras verificações cruzadas poderiam incluir, por exemplo, a seleção aleatória de 20 fichas de pacientes para verificar se foram registados na unidade, no laboratório ou na farmácia. Tanto quanto sejam pertinentes, as verificações cruzadas devem ser realizadas em ambas as direções (por exemplo, das Fichas de Tratamento de Pacientes para o Registo e deste para as Fichas de Tratamento de Pacientes).

		8		Relacione os documentos utilizados nas verificações cruzadas.

		9		Descreva as verificações cruzadas realizadas.

		10		Quais são os motivos da eventual discrepância?

		Parte 2.  Avaliação do Sistema

		I - Capacidades, Funções e Responsabilidades de M&A

		1		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., aos distritos, aos gabinetes regionais, à Unidade Central de M&A).		N/A				0		0

		2		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.		N/A				0		0

		II - Formação				N/A

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A				0		0

		III - Requisitos para divulgação de dados				N/A

		4		A Unidade de M&A deu instruções claras e por escrito aos Pontos de Prestação de Serviços sobre os requisitos e os prazos para divulgação dos dados.		N/A				0		0

		IV - Formulários e ferramentas de recolha e divulgação de dados				N/A

		5		A Unidade de M&A deu instruções claras sobre como preencher os formulários/ferramentas de recolha e divulgação de dados.		N/A				0		0

		6		Os documentos-fonte e os formulários/ferramentas de divulgação de dados especificados pela Unidade de M&A são utilizados com uniformidade pelo Ponto de Prestação de Serviços.		N/A				0		0

		7		Todos os documentos-fonte e formulários de divulgação de dados pertinentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A				0		0

		8		Os dados recolhidos no documento-fonte têm exatidão suficiente para medir o(s) indicador(es) (ou seja, são recolhidos dados relevantes, com distribuição por sexo, faixa etária, etc., quando o indicador especifica a desagregação de acordo com estas características).		N/A				0		0

		V - Processos de gestão de dados e controlos de qualidade de dados				N/A

		9		Se aplicável, existem controlos de qualidade implementados para os casos em que os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A				0		0

		10		Se aplicável, há um procedimento por escrito para a produção de cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A				0		0

		11		….caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são realizadas semanal ou mensalmente).		N/A				0		0

		12		Os dados pessoais relevantes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A				0		0

		13		O sistema de registo e divulgação de dados impede a contagem repetida de pessoas no âmbito de e entre os Pontos de Prestação de Serviços (p.ex., uma pessoa que receba o mesmo serviço duas vezes no período de um relatório, uma pessoa com registo de recebimento do mesmo serviço em dois locais diferentes, etc.).		N/A				0		0

		14		O sistema de divulgação de dados permite a identificação e o registo de "abandono", pessoa "perdida para seguimento" ou "falecida".		N/A				0		0

		VI - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		15		Quando aplicável, os dados são divulgados por meio de um único canal do sistema nacional de divulgação de dados.		N/A				0		0

		16		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A				0		0

		17		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A				0		0

						N/A

		Parte 3:   Recomendações para o Ponto de Prestação de Serviços

				Com base nas conclusões da verificação do sistema e dos dados do ponto de prestação de serviços, descreva os eventuais problemas identificados na qualidade dos dados e as medidas de reforço recomendadas, com uma estimativa do tempo que poderia ser necessário para implementar o aperfeiçoamento.  Estas medidas deverão ser discutidas com o Programa/Projeto.

				Descrição do ponto de ação				Responsável				Prazo
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0
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0



		Página de Verificação de Dados e Avaliação do Sistema - Nível Intermediário de Agregação

		Data da revisão:																																												Avaliação da Gestão de Dados - Nível Intermediário 1																						Sim - Completamente		Parcialmente		Não - Nada		N/A		total

		Nome do Nível Intermediário de Agregação:																																												1		N/A		Capacidades, 
Funções e 
Responsabilidades 
de M&A																Exatidão		0		0		0		0		0

		Divulga dados a (próximo nível):																																												2		N/A		Formação																Fiabilidade		0		0		0		0		0

		Documentos examinados:																																												3		N/A		Requisitos para 
divulgação de 
dados																Pontualidade		0		0		0		0		0

		Componentes do Sistema de M&A				Calculations		Códigos das respostas:                Sim - completamente
Parcialmente
Não - nada                 N/A		COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO                                              (Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço. )																																				4		N/A		Formulários e 
ferramentas 
de recolha e 
divulgação 
de dados																Totalidade		0		0		0		0		0

																																														5		N/A		Gestão de dados 
e controlos de 
qualidade																Precisão		0		0		0		0		0

																																														6		N/A		Ligações com o 
Sistema Nacional																Confidencialidade		0		0		0		0		0

		Parte 1:   Verificação de dados																																												Verificação de Dados e Relatórios - Nível Intermediário 1																				Integridade		0		0		0		0

		A - Recontagem dos resultados divulgados:																																														-		Fator de verificação

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pelo centro intermediário de agregação e explicar as eventuais discrepâncias.																																												-		% disponíveis

		1		Consolidar os valores dos relatórios recebidos de todos os Pontos de Prestação de Serviços.  Qual é o valor consolidado? [A]																																												-		% pontuais

		2		Que resultado consolidado constava do relatório resumido elaborado pelo Centro Intermediário de Agregação (e apresentado ao próximo nível de divulgação de dados)? [B]																																												-		% completos

		3		Calcule a proporção entre os valores recontados e os divulgados. [A/B]				-

		4		Quais são os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		B - Desempenho na divulgação de dados:

				Examinar se os relatórios de todos os pontos divulgadores de dados estão disponíveis e completos e se foram apresentados pontualmente. Quantos relatórios deveriam ter sido apresentados por todos os pontos divulgadores de dados?  Quantos há?  Foram recebidos pontualmente? Estão completos?

		5		Quantos relatórios deveriam ter sido apresentados por todos os pontos divulgadores de dados (p.ex., regiões, distritos, pontos de prestação de serviços)? [A]

		6		Quantos relatórios há? [B]		0

		7		Calcule a % de Relatórios disponíveis [B/A]				-

		8		Verifique as datas dos relatórios recebidos.  Quantos relatórios foram recebidos pontualmente? (isto é, recebidos dentro do prazo). [C]		0				0

		9		Calcule a % de Relatórios pontuais [C/A]				-

		10		Quantos relatórios estavam completos?  (ou seja, relatórios com todos os dados necessários sobre os indicadores*). [D]		0				0

		11		Calcule a % de Relatórios completos [D/A]				-

						0		0.0

		Parte 2.  Avaliação do sistema

		I - Capacidades, Funções e Responsabilidades de M&A

		1		Há técnicos responsáveis especificamente por examinar a qualidade dos dados (ou seja, exatidão, totalidade e pontualidade) recebidos dos subníveis de divulgação de dados (p.ex., pontos de prestação de serviços).		N/A				0		0

		2		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., à Unidade Central de M&A).		N/A				0		0

		II - Formação				N/A

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A				0		0

		III - Requisitos para divulgação de dados				N/A

		4		A Unidade de M&A deu instruções claras e por escrito ao Nível Intermediário de Agregação sobre os requisitos e os prazos para divulgação dos dados.		N/A				0		0

		IV - Formulários e ferramentas de recolha e divulgação de dados				N/A

		5		A Unidade de M&A deu instruções claras sobre como preencher os formulários/ferramentas de recolha e divulgação de dados.		N/A				0		0

		6		Os documentos-fonte e os formulários/ferramentas de divulgação de dados especificados pela Unidade de M&A são utilizados com uniformidade por todos os níveis de divulgação de dados.		N/A				0		0

		7		Todos os documentos-fonte e formulários de divulgação de dados pertinentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A				0		0

		V - Processos de gestão de dados e controlos de qualidade de dados				N/A

		8		Todos os pontos de prestação de serviços recebem comentários de forma sistemática sobre a qualidade da sua divulgação de dados (ou seja, exatidão, totalidade e pontualidade).		N/A				0		0

		9		Se aplicável, existem controlos de qualidade implementados para os casos em que os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A				0		0

		10		Se aplicável, há um procedimento por escrito para a produção de cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A				0		0

		11		Caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são realizadas semanal ou mensalmente).		N/A				0		0

		12		Os dados pessoais relevantes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A				0		0

		13		O sistema de registo e divulgação de dados impede a contagem repetida de pessoas no âmbito de e entre Pontos de Prestação de Serviços (p.ex., uma pessoa que receba o mesmo serviço duas vezes no período de um relatório, uma pessoa com registo de recebimento do mesmo serviço em dois locais diferentes, etc.).		N/A				0		0

		14		O sistema de divulgação de dados permite a identificação e o registo de "abandono", pessoa "perdida para seguimento" ou "falecida".		N/A				0		0

		15		Há um procedimento por escrito sobre como lidar com relatórios atrasados, incompletos, inexatos e em falta, incluindo o seguimento a ser feito junto aos pontos de prestação de serviços no tocante a questões de qualidade dos dados.		N/A				0		0

		16		Ao identificar discrepâncias dos dados nos relatórios recebidos dos pontos de prestação de serviços, os Níveis Intermediários de Agregação (p.ex., distritos ou regiões) documentaram a resolução dada a tais discrepâncias.		N/A				0		0

		VI - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		17		Quando aplicável, os dados são divulgados por meio de um único canal do sistema nacional de divulgação de dados.		N/A				0		0

		18		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A				0		0

		19		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A				0		0

						N/A

		Parte 3:  Recomendações para o Nível Intermediário de Agregação

				Com base nas conclusões da verificação do sistema e dos dados do centro intermediário de agregação, descreva as eventuais necessidades de observância e as medidas de reforço recomendadas, com uma estimativa do tempo que poderia ser necessário para implementar o aperfeiçoamento.  Examine as funções de avaliação do sistema por área funcional. Os pontos de ação deverão ser discutidos com o Programa/Projeto.

				Descrição do ponto de ação				Responsável				Prazo
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		Página de Verificação de Dados e Avaliação do Sistema - Nível Intermediário de Agregação

		Data da revisão:																																												Avaliação da Gestão de Dados - Nível Intermediário 1																						Sim - Completamente		Parcialmente		Não - Nada		N/A		total

		Nome do Nível Intermediário de Agregação:																																												1		N/A		Capacidades, 
Funções e 
Responsabilidades 
de M&A																Exatidão		0		0		0		0		0

		Divulga dados a (próximo nível):																																												2		N/A		Formação																Fiabilidade		0		0		0		0		0

		Documentos examinados:																																												3		N/A		Requisitos para 
divulgação de 
dados																Pontualidade		0		0		0		0		0

		Componentes do Sistema de M&A				Calculations		Códigos das respostas:                Sim - completamente
Parcialmente
Não - nada                 N/A		COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO                                   (Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço. )																																				4		N/A		Formulários e 
ferramentas 
de recolha e 
divulgação 
de dados																Totalidade		0		0		0		0		0

																																														5		N/A		Gestão de dados 
e controlos de 
qualidade																Precisão		0		0		0		0		0

																																														6		N/A		Ligações com o 
Sistema Nacional																Confidencialidade		0		0		0		0		0

		Parte 1:   Verificação de dados																																												Verificação de Dados e Relatórios - Nível Intermediário 1																				Integridade		0		0		0		0

		A - Recontagem dos resultados divulgados:																																														-		Fator de verificação

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pelo centro intermediário de agregação e explicar as eventuais discrepâncias.																																												-		% disponíveis

		1		Consolidar os valores dos relatórios recebidos de todos os Pontos de Prestação de Serviços.  Qual é o valor consolidado? [A]																																												-		% pontuais

		2		Que resultado consolidado constava do relatório resumido elaborado pelo Centro Intermediário de Agregação (e apresentado ao próximo nível de divulgação de dados)? [B]																																												-		% completos

		3		Calcule a proporção entre os valores recontados e os divulgados. [A/B]				-

		4		Quais são os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		B - Desempenho na divulgação de dados:

				Examinar se os relatórios de todos os pontos divulgadores de dados estão disponíveis e completos e se foram apresentados pontualmente. Quantos relatórios deveriam ter sido apresentados por todos os pontos divulgadores de dados?  Quantos há?  Foram recebidos pontualmente? Estão completos?

		5		Quantos relatórios deveriam ter sido apresentados por todos os pontos divulgadores de dados (p.ex., regiões, distritos, pontos de prestação de serviços)? [A]

		6		Quantos relatórios há? [B]		0				0

		7		Calcule a % de Relatórios disponíveis [B/A]				-

		8		Verifique as datas dos relatórios recebidos.  Quantos relatórios foram recebidos pontualmente? (isto é, recebidos dentro do prazo). [C]		0				0

		9		Calcule a % de Relatórios pontuais [C/A]				-

		10		Quantos relatórios estavam completos?  (ou seja, relatórios com todos os dados necessários sobre os indicadores*). [D]		0				0

		11		Calcule a % de Relatórios completos [D/A]				-

						0		0.0

		Parte 2.  Avaliação do sistema

		I - Capacidades, Funções e Responsabilidades de M&A

		1		Há técnicos responsáveis especificamente por examinar a qualidade dos dados (ou seja, exatidão, totalidade e pontualidade) recebidos dos subníveis de divulgação de dados (p.ex., pontos de prestação de serviços).		N/A				0		0

		2		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., à Unidade Central de M&A).		N/A				0		0

		II - Formação				N/A

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A				0		0

		III - Requisitos para divulgação de dados				N/A

		4		A Unidade de M&A deu instruções claras e por escrito ao Nível Intermediário de Agregação sobre os requisitos e os prazos para divulgação dos dados.		N/A				0		0

		IV - Formulários e ferramentas de recolha e divulgação de dados				N/A

		5		A Unidade de M&A deu instruções claras sobre como preencher os formulários/ferramentas de recolha e divulgação de dados.		N/A				0		0

		6		Os documentos-fonte e os formulários/ferramentas de divulgação de dados especificados pela Unidade de M&A são utilizados com uniformidade por todos os níveis de divulgação de dados.		N/A				0		0

		7		Todos os documentos-fonte e formulários de divulgação de dados pertinentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A				0		0

		V - Processos de gestão de dados e controlos de qualidade de dados				N/A

		8		Todos os pontos de prestação de serviços recebem comentários de forma sistemática sobre a qualidade da sua divulgação de dados (ou seja, exatidão, totalidade e pontualidade).		N/A				0		0

		9		Se aplicável, existem controlos de qualidade implementados para os casos em que os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A				0		0

		10		Se aplicável, há um procedimento por escrito para a produção de cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A				0		0

		11		Caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são realizadas semanal ou mensalmente).		N/A				0		0

		12		Os dados pessoais relevantes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A				0		0

		13		O sistema de registo e divulgação de dados impede a contagem repetida de pessoas no âmbito de e entre Pontos de Prestação de Serviços (p.ex., uma pessoa que receba o mesmo serviço duas vezes no período de um relatório, uma pessoa com registo de recebimento do mesmo serviço em dois locais diferentes, etc.).		N/A				0		0

		14		O sistema de divulgação de dados permite a identificação e o registo de "abandono", pessoa "perdida para seguimento" ou "falecida".		N/A				0		0

		15		Há um procedimento por escrito sobre como lidar com relatórios atrasados, incompletos, inexatos e em falta, incluindo o seguimento a ser feito junto aos pontos de prestação de serviços no tocante a questões de qualidade dos dados.		N/A				0		0

		16		Ao identificar discrepâncias dos dados nos relatórios recebidos dos pontos de prestação de serviços, os Níveis Intermediários de Agregação (p.ex., distritos ou regiões) documentaram a resolução dada a tais discrepâncias.		N/A				0		0

		VI - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		17		Quando aplicável, os dados são divulgados por meio de um único canal do sistema nacional de divulgação de dados.		N/A				0		0

		18		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A				0		0

		19		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A				0		0

						N/A

		Parte 3:  Recomendações para o Nível Intermediário de Agregação

				Com base nas conclusões da verificação do sistema e dos dados do centro intermediário de agregação, descreva as eventuais necessidades de observância e as medidas de reforço recomendadas, com uma estimativa do tempo que poderia ser necessário para implementar o aperfeiçoamento.  Examine as funções de avaliação do sistema por área funcional. Os pontos de ação deverão ser discutidos com o Programa/Projeto.
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		Página de Verificação de Dados e Avaliação do Sistema - Nível Intermediário de Agregação

		Data da revisão:																																												Avaliação da Gestão de Dados - Nível Intermediário 1																						Sim - Completamente		Parcialmente		Não - Nada		N/A		total

		Nome do Nível Intermediário de Agregação:																																												1		N/A		Capacidades, 
Funções e 
Responsabilidades 
de M&A																Exatidão		0		0		0		0		0

		Divulga dados a (próximo nível):																																												2		N/A		Formação																Fiabilidade		0		0		0		0		0

		Documentos examinados:																																												3		N/A		Requisitos para 
divulgação de 
dados																Pontualidade		0		0		0		0		0

		Componentes do Sistema de M&A				Calculations		Códigos das respostas:                Sim - completamente
Parcialmente
Não - nada                 N/A		COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO                                   (Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço. )																																				4		N/A		Formulários e 
ferramentas 
de recolha e 
divulgação 
de dados																Totalidade		0		0		0		0		0

																																														5		N/A		Gestão de dados 
e controlos de 
qualidade																Precisão		0		0		0		0		0

																																														6		N/A		Ligações com o 
Sistema Nacional																Confidencialidade		0		0		0		0		0

		Parte 1:   Verificação de dados																																												Verificação de Dados e Relatórios - Nível Intermediário 1																				Integridade		0		0		0		0

		A - Recontagem dos resultados divulgados:																																														-		Fator de verificação

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pelo centro intermediário de agregação e explicar as eventuais discrepâncias.																																												-		% disponíveis

		1		Consolidar os valores dos relatórios recebidos de todos os Pontos de Prestação de Serviços.  Qual é o valor consolidado? [A]																																												-		% pontuais

		2		Que resultado consolidado constava do relatório resumido elaborado pelo Centro Intermediário de Agregação (e apresentado ao próximo nível de divulgação de dados)? [B]																																												-		% completos

		3		Calcule a proporção entre os valores recontados e os divulgados. [A/B]				-

		4		Quais são os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		B - Desempenho na divulgação de dados:

				Examinar se os relatórios de todos os pontos divulgadores de dados estão disponíveis e completos e se foram apresentados pontualmente. Quantos relatórios deveriam ter sido apresentados por todos os pontos divulgadores de dados?  Quantos há?  Foram recebidos pontualmente? Estão completos?

		5		Quantos relatórios deveriam ter sido apresentados por todos os pontos divulgadores de dados (p.ex., regiões, distritos, pontos de prestação de serviços)? [A]

		6		Quantos relatórios há? [B]		0				0

		7		Calcule a % de Relatórios disponíveis [B/A]				-

		8		Verifique as datas dos relatórios recebidos.  Quantos relatórios foram recebidos pontualmente? (isto é, recebidos dentro do prazo). [C]		0				0

		9		Calcule a % de Relatórios pontuais [C/A]				-

		10		Quantos relatórios estavam completos?  (ou seja, relatórios com todos os dados necessários sobre os indicadores*). [D]		0				0

		11		Calcule a % de Relatórios completos [D/A]				-

						0		0.0

		Parte 2.  Avaliação do sistema

		I - Capacidades, Funções e Responsabilidades de M&A

		1		Há técnicos responsáveis especificamente por examinar a qualidade dos dados (ou seja, exatidão, totalidade e pontualidade) recebidos dos subníveis de divulgação de dados (p.ex., pontos de prestação de serviços).		N/A				0		0

		2		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., à Unidade Central de M&A).		N/A				0		0

		II - Formação				N/A

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A				0		0

		III - Requisitos para divulgação de dados				N/A

		4		A Unidade de M&A deu instruções claras e por escrito ao Nível Intermediário de Agregação sobre os requisitos e os prazos para divulgação dos dados.		N/A				0		0

		IV - Formulários e ferramentas de recolha e divulgação de dados				N/A

		5		A Unidade de M&A deu instruções claras sobre como preencher os formulários/ferramentas de recolha e divulgação de dados.		N/A				0		0

		6		Os documentos-fonte e os formulários/ferramentas de divulgação de dados especificados pela Unidade de M&A são utilizados com uniformidade por todos os níveis de divulgação de dados.		N/A				0		0

		7		Todos os documentos-fonte e formulários de divulgação de dados pertinentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A				0		0

		V - Processos de gestão de dados e controlos de qualidade de dados				N/A

		8		Todos os pontos de prestação de serviços recebem comentários de forma sistemática sobre a qualidade da sua divulgação de dados (ou seja, exatidão, totalidade e pontualidade).		N/A				0		0

		9		Se aplicável, existem controlos de qualidade implementados para os casos em que os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A				0		0

		10		Se aplicável, há um procedimento por escrito para a produção de cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A				0		0

		11		Caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são realizadas semanal ou mensalmente).		N/A				0		0

		12		Os dados pessoais relevantes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A				0		0

		13		O sistema de registo e divulgação de dados impede a contagem repetida de pessoas no âmbito de e entre Pontos de Prestação de Serviços (p.ex., uma pessoa que receba o mesmo serviço duas vezes no período de um relatório, uma pessoa com registo de recebimento do mesmo serviço em dois locais diferentes, etc.).		N/A				0		0

		14		O sistema de divulgação de dados permite a identificação e o registo de "abandono", pessoa "perdida para seguimento" ou "falecida".		N/A				0		0

		15		Há um procedimento por escrito sobre como lidar com relatórios atrasados, incompletos, inexatos e em falta, incluindo o seguimento a ser feito junto aos pontos de prestação de serviços no tocante a questões de qualidade dos dados.		N/A				0		0

		16		Ao identificar discrepâncias dos dados nos relatórios recebidos dos pontos de prestação de serviços, os Níveis Intermediários de Agregação (p.ex., distritos ou regiões) documentaram a resolução dada a tais discrepâncias.		N/A				0		0

		VI - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		17		Quando aplicável, os dados são divulgados por meio de um único canal do sistema nacional de divulgação de dados.		N/A				0		0

		18		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A				0		0

		19		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A				0		0

						N/A

		Parte 3:  Recomendações para o Nível Intermediário de Agregação

				Com base nas conclusões da verificação do sistema e dos dados do centro intermediário de agregação, descreva as eventuais necessidades de observância e as medidas de reforço recomendadas, com uma estimativa do tempo que poderia ser necessário para implementar o aperfeiçoamento.  Examine as funções de avaliação do sistema por área funcional. Os pontos de ação deverão ser discutidos com o Programa/Projeto.

				Descrição do ponto de ação				Responsável				Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL:  Nível Intermediário de Agregação
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Avaliação da Gestão de Dados - Nível Intermediário 1

Avaliação da Gestão de Dados - 
Nível Intermediário de Agregação

0
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0
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0



		Fator de verificação

		% disponíveis

		% pontuais

		% completos



Verificação de Dados e Relatórios - Nível Intermediário 1

Verificação de Dados e Relatórios - 
Nível Intermediário de Agregação

0

0

0

0



		Página de Verificação de Dados e Avaliação do Sistema - Nível Intermediário de Agregação

		Data da revisão:																																												Avaliação da Gestão de Dados - Nível Intermediário 1																						Sim - Completamente		Parcialmente		Não - Nada		N/A		total

		Nome do Nível Intermediário de Agregação:																																												1		N/A		Capacidades, 
Funções e 
Responsabilidades 
de M&A																Exatidão		0		0		0		0		0

		Divulga dados a (próximo nível):																																												2		N/A		Formação																Fiabilidade		0		0		0		0		0

		Documentos examinados:																																												3		N/A		Requisitos para 
divulgação de 
dados																Pontualidade		0		0		0		0		0

		Componentes do Sistema de M&A				Calculations		Códigos das respostas:                Sim - completamente
Parcialmente
Não - nada                 N/A		COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO                                  (Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço. )																																				4		N/A		Formulários e 
ferramentas 
de recolha e 
divulgação 
de dados																Totalidade		0		0		0		0		0

																																														5		N/A		Gestão de dados 
e controlos de 
qualidade																Precisão		0		0		0		0		0

																																														6		N/A		Ligações com o 
Sistema Nacional																Confidencialidade		0		0		0		0		0

		Parte 1:   Verificação de dados																																												Verificação de Dados e Relatórios - Nível Intermediário 1																				Integridade		0		0		0		0

		A - Recontagem dos resultados divulgados:																																														-		Fator de verificação

				Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pelo centro intermediário de agregação e explicar as eventuais discrepâncias.																																												-		% disponíveis

		1		Consolidar os valores dos relatórios recebidos de todos os Pontos de Prestação de Serviços.  Qual é o valor consolidado? [A]																																												-		% pontuais

		2		Que resultado consolidado constava do relatório resumido elaborado pelo Centro Intermediário de Agregação (e apresentado ao próximo nível de divulgação de dados)? [B]																																												-		% completos

		3		Calcule a proporção entre os valores recontados e os divulgados. [A/B]				-

		4		Quais são os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?

		B - Desempenho na divulgação de dados:

				Examinar se os relatórios de todos os pontos divulgadores de dados estão disponíveis e completos e se foram apresentados pontualmente. Quantos relatórios deveriam ter sido apresentados por todos os pontos divulgadores de dados?  Quantos há?  Foram recebidos pontualmente? Estão completos?

		5		Quantos relatórios deveriam ter sido apresentados por todos os pontos divulgadores de dados (p.ex., regiões, distritos, pontos de prestação de serviços)? [A]

		6		Quantos relatórios há? [B]		0				0

		7		Calcule a % de Relatórios disponíveis [B/A]				-

		8		Verifique as datas dos relatórios recebidos.  Quantos relatórios foram recebidos pontualmente? (isto é, recebidos dentro do prazo). [C]		0				0

		9		Calcule a % de Relatórios pontuais [C/A]				-

		10		Quantos relatórios estavam completos?  (ou seja, relatórios com todos os dados necessários sobre os indicadores*). [D]		0				0

		11		Calcule a % de Relatórios completos [D/A]				-

						0		0.0

		Parte 2.  Avaliação do sistema

		I - Capacidades, Funções e Responsabilidades de M&A

		1		Há técnicos responsáveis especificamente por examinar a qualidade dos dados (ou seja, exatidão, totalidade e pontualidade) recebidos dos subníveis de divulgação de dados (p.ex., pontos de prestação de serviços).		N/A				0		0

		2		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., à Unidade Central de M&A).		N/A				0		0

		II - Formação				N/A

		3		Todos os técnicos / profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A				0		0

		III - Requisitos para divulgação de dados				N/A

		4		A Unidade de M&A deu instruções claras e por escrito ao Nível Intermediário de Agregação sobre os requisitos e os prazos para divulgação dos dados.		N/A				0		0

		IV - Formulários e ferramentas de recolha e divulgação de dados				N/A

		5		A Unidade de M&A deu instruções claras sobre como preencher os formulários/ferramentas de recolha e divulgação de dados.		N/A				0		0

		6		Os documentos-fonte e os formulários/ferramentas de divulgação de dados especificados pela Unidade de M&A são utilizados com uniformidade por todos os níveis de divulgação de dados.		N/A				0		0

		7		Todos os documentos-fonte e formulários de divulgação de dados pertinentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A				0		0

		V - Processos de gestão de dados e controlos de qualidade de dados				N/A

		8		Todos os pontos de prestação de serviços recebem comentários de forma sistemática sobre a qualidade da sua divulgação de dados (ou seja, exatidão, totalidade e pontualidade).		N/A				0		0

		9		Se aplicável, existem controlos de qualidade implementados para os casos em que os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A				0		0

		10		Se aplicável, há um procedimento por escrito para a produção de cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A				0		0

		11		Caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são realizadas semanal ou mensalmente).		N/A				0		0

		12		Os dados pessoais relevantes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A				0		0

		13		O sistema de registo e divulgação de dados impede a contagem repetida de pessoas no âmbito de e entre Pontos de Prestação de Serviços (p.ex., uma pessoa que receba o mesmo serviço duas vezes no período de um relatório, uma pessoa com registo de recebimento do mesmo serviço em dois locais diferentes, etc.).		N/A				0		0

		14		O sistema de divulgação de dados permite a identificação e o registo de "abandono", pessoa "perdida para seguimento" ou "falecida".		N/A				0		0

		15		Há um procedimento por escrito sobre como lidar com relatórios atrasados, incompletos, inexatos e em falta, incluindo o seguimento a ser feito junto aos pontos de prestação de serviços no tocante a questões de qualidade dos dados.		N/A				0		0

		16		Ao identificar discrepâncias dos dados nos relatórios recebidos dos pontos de prestação de serviços, os Níveis Intermediários de Agregação (p.ex., distritos ou regiões) documentaram a resolução dada a tais discrepâncias.		N/A				0		0

		VI - Ligações com o Sistema Nacional de Divulgação de Dados				N/A

		17		Quando aplicável, os dados são divulgados por meio de um único canal do sistema nacional de divulgação de dados.		N/A				0		0

		18		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A				0		0

		19		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A				0		0

						N/A

		Parte 3:  Recomendações para o Nível Intermediário de Agregação

				Com base nas conclusões da verificação do sistema e dos dados do centro intermediário de agregação, descreva as eventuais necessidades de observância e as medidas de reforço recomendadas, com uma estimativa do tempo que poderia ser necessário para implementar o aperfeiçoamento.  Examine as funções de avaliação do sistema por área funcional. Os pontos de ação deverão ser discutidos com o Programa/Projeto.

				Descrição do ponto de ação				Responsável				Prazo

		1

		2

		3

		4

		Parte 4:  PAINEL:  Nível Intermediário de Agregação
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Avaliação da Gestão de Dados - Nível Intermediário 1

Avaliação da Gestão de Dados - 
Nível Intermediário de Agregação

0

0

0

0

0

0



		Fator de verificação

		% disponíveis

		% pontuais

		% completos



Verificação de Dados e Relatórios - Nível Intermediário 1

Verificação de Dados e Relatórios - 
Nível Intermediário de Agregação

0

0

0

0



		Página de Verificação de Dados e Avaliação do Sistema - Unidade de M&A

		Data da revisão:

		Nome da Unidade de M&A:

		Documentos examinados:

		Componentes do Sistema de M&A						Calculations		Códigos das respostas:                Sim - completamente
Parcialmente
Não - nada                        N/A		COMENTÁRIOS DA EQUIPA DE AVALIAÇÃO
(Inclua detalhes sobre cada resposta não codificada como "Sim - Completamente".  As respostas detalhadas ajudarão a orientar as medidas de reforço. )

																																																Avaliação da Gestão de Dados - Unidade de M&A																								Sim - Completamente		Parcialmente		Não - Nada		N/A

		Parte 1:   Verificação de dados																																														1		N/A		Capacidades, 
Funções e 
Responsabilidades 
de M&A																		Exatidão		0		0		0		0

		A - Recontagem dos resultados divulgados:																																														2		N/A		Formação																		Fiabilidade		0		0		0		0

						Recontar os resultados dos documentos-fonte, comparar os valores verificados aos valores divulgados pelo centro intermediário de agregação e explicar as eventuais discrepâncias.																																										3		N/A		Definição dos 
indicadores																		Pontualidade		0		0		0		0

		1		1		Consolidar os valores dos relatórios recebidos de todos os Centros Intermediários de Agregação.  Qual é o valor consolidado? [A]																																										4		N/A		Exigências de 
divulgação de 
dados																		Totalidade		0		0		0		0

		2		2		Que resultado consolidado constava do relatório resumido elaborado pela Unidade de M&A? [B]																																										5		N/A		Formulários e 
ferramentas de 
recolha e 
divulgação de 
dados																		Precisão		0		0		0		0

		3		3		Calcule a proporção entre os valores recontados e os divulgados. [A/B]				-																																						6		N/A		Gestão de dados 
e controlos de 
qualidade																		Confidencialidade		0		0		0		0

		4		4		Quais são os motivos da eventual discrepância observada (ou seja, erros na introdução de dados, erros de aritmética, documentos-fonte em falta, outros)?																																										7		N/A		Ligações com o 
Sistema Nacional																		Integridade		0		0		0		0

		B - Desempenho na divulgação de dados:																																														8

						Examinar se os relatórios de todos os pontos divulgadores de dados estão disponíveis e completos e se foram apresentados pontualmente. Quantos relatórios deveriam ter sido apresentados por todos os pontos divulgadores de dados?  Quantos há?  Foram recebidos pontualmente? Estão completos?

		5		5		Quantos relatórios deveriam ter sido apresentados por todos os pontos divulgadores de dados (p.ex., regiões, distritos, pontos de prestação de serviços)? [A]																																										Verificação de Dados e Relatórios - Unidade de M&A

		6		6		Quantos relatórios há? [B]		0																																								1		-		Fator de verificação

		7		7		Calcule a % de Relatórios disponíveis [B/A]				-																																						2		-		% disponíveis

		8		8		Verifique as datas dos relatórios recebidos.  Quantos relatórios foram recebidos pontualmente? (isto é, recebidos dentro do prazo). [C]		0																																								3		-		% pontuais

		9		9		Calcule a % de Relatórios pontuais [C/A]				-																																						4		-		% completos

		10		10		Quantos relatórios estavam completos?  (ou seja, relatórios com todos os dados necessários sobre os indicadores*). [D]		0				0

		11		11		Calcule a % de Relatórios completos [D/A]				-

		Parte 2.  Avaliação do sistema

		I - Capacidades, Funções e Responsabilidades de M&A

		1		1		Há um organograma documentado que identifique claramente os cargos que têm responsabilidades pela gestão de dados na Unidade de M&A. (para especificar qual Unidade: p.ex. MS, CNS, FG, Banco Mundial)		N/A

		2		2		Todos os cargos dedicados à M&A e aos sistemas de gestão de dados estão preenchidos.		N/A

		3		3		Um profissional em posição superior (p.ex., o Gestor de Programa/Projeto) é responsável por examinar os valores agregados antes da apresentação/divulgação dos relatórios da Unidade de M&A.		N/A

		4		4		Há técnicos responsáveis especificamente por examinar a qualidade dos dados (ou seja, exatidão, totalidade, pontualidade e confidencialidade) recebidos dos subníveis de divulgação de dados (p.ex., regiões, distritos, pontos de prestação de serviços).		N/A				0		0

		II - Formação						N/A

		5		5		Há um plano de formação que inclui os técnicos/profissionais envolvidos na recolha e divulgação de dados a todos os níveis do processo de divulgação.		N/A				0		0

		6		6		Todos os técnicos/profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.		N/A				0		0

		III - Definição dos indicadores						N/A

		7		7		A Unidade de M&A documentou e partilhou a definição do(s) indicador(es) com todos os níveis relevantes do sistema de divulgação de dados (p.ex., regiões, distritos, pontos de prestação de serviços).		N/A				0		0

		8		8		Há uma descrição dos serviços que estão relacionados a cada indicador medido pelo Programa/Projeto.		N/A				0		0

		IV - Requisitos para divulgação de dados						N/A

		9		9		A Unidade de M&A deu instruções claras e por escrito a todos os pontos  divulgadores de dados (p.ex., regiões, distritos, pontos de prestação de serviços) sobre os requisitos e os prazos para divulgação dos dados.		N/A				0		0

		V - Formulários e ferramentas de recolha e divulgação de dados						N/A

		10		10		Se existirem múltiplas organizações envolvidas na implementação de actividades do Programa/Projeto, todas utilizam os mesmos formulários e prazos de divulgação de dados.		N/A				0		0

		11		11		A Unidade de M&A identificou um documento-fonte padrão (p.ex., registo médico, ficha de admissão de pacientes, registo, etc.) a ser utilizado por todos os pontos de prestação de serviços para registar a prestação de serviços.		N/A				0		0

		12		12		A Unidade de M&A identificou formulários/ferramentas padrão a serem utilizados em todos os níveis de divulgação de dados.		N/A				0		0

		13		13		A Unidade de M&A deu instruções claras sobre como preencher os formulários/ferramentas de recolha e divulgação de dados.		N/A				0		0

		14		14		Os dados recolhidos pelo sistema de M&A têm exatidão suficiente para medir o(s) indicador(es) (ou seja, são recolhidos dados relevantes, com distribuição por sexo, faixa etária, etc., quando o indicador especifica a desagregação de acordo com estas características).		N/A				0		0

		15		15		Há uma política por escrito que estabelece o tempo de retenção dos documentos-fontes e formulários de divulgação de dados.		N/A				0		0

		16		16		Todos os documentos-fonte e formulários de divulgação de dados pertinentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).		N/A				0		0

		VI - Processos de gestão de dados e controlos de qualidade de dados						N/A

		17		17		A Unidade de M&A tem claramente documentado os passos para consolidação, análise e/ou manuseio de dados em cada nível do sistema de divulgação de dados.		N/A				0		0

		18		18		Todos os subníveis de divulgação de dados recebem comentários de forma sistemática sobre a qualidade da sua divulgação de dados (ou seja, exatidão, totalidade e pontualidade).		N/A				KSDJFKDSZJFASDJKF		Please Provide a Comment.

		19		19		Foram implementados controlos de qualidade para os casos em que os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.).		N/A				ADLLASDA;K;		Please Provide a Comment.

		20		20		Há um procedimento por escrito para a produção de cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.		N/A				0		0

		21		21		Caso sim, a data da última cópia de segurança é compatível com a frequência da atualização do sistema informatizado (p.ex., as cópias de segurança são realizadas semanal ou mensalmente).		N/A				0		0

		22		22		Os dados pessoais relevantes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.		N/A				0		0

		23		23		O sistema de registo e divulgação de dados impede a contagem repetida de pessoas no âmbito de e entre Pontos de Prestação de Serviços (p.ex., uma pessoa que receba o mesmo serviço duas vezes no período de um relatório, uma pessoa com registo de recebimento do mesmo serviço em dois locais diferentes, etc.).		N/A				0		0

		24		24		O sistema de divulgação de dados permite a identificação e o registo de "abandono", pessoa "perdida para seguimento" ou "falecida".		N/A				0		0

		25		25		Há um procedimento por escrito sobre como lidar com relatórios atrasados, incompletos, inexatos e em falta, incluindo o seguimento a ser feito junto aos subníveis de divulgação de dados no tocante a questões de qualidade dos dados.		N/A				0		0

		26		26		Ao identificar discrepâncias dos dados nos relatórios recebidos dos subníveis de divulgação de dados (p.ex., distritos ou regiões), a Unidade de M&A  documentou a resolução dada a tais discrepâncias.		N/A				0		0

		27		27		A Unidade de M&A pode demonstrar que ocorreram visitas de supervisão aos centros regularmente e que a qualidade dos dados foi examinada.		N/A				0		0

		VII - Ligações com o Sistema Nacional de Divulgação de Dados						N/A

		29		29		Quando aplicável, os dados são divulgados por meio de um único canal do sistema nacional de divulgação de dados.		N/A				0		0

		30		30		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)		N/A				0		0

		31		31		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.		N/A				0		0

								N/A																																								System Assessment

		Parte 3:   Recomendações, Seguimento e Plano de Ação

						Resuma as questões principais sobre as quais o Programa/Projeto deve fazer um seguimento nos vários níveis do sistema (p.ex., questões identificadas ao nível do ponto de prestação de serviço e/ou ao nível intermediário de agregação).

						Descrição do ponto de ação				Responsável				Prazo

		1		1

		2		2

		3		3

		4		4

		Parte 4:  PAINEL:  Unidade de M&A





		0

		0

		0

		0

		0

		0

		0



Avaliação da Gestão de Dados - Unidade de M&A

Avaliação da Gestão de Dados - 
Unidade de M&A



		0

		0

		0

		0



Verificação de Dados e Relatórios - Unidade de M&A

Verificação de Dados e Relatórios - 
Unidade de M&A



		





		Exatidão		Exatidão		Exatidão		Exatidão

		Fiabilidade		Fiabilidade		Fiabilidade		Fiabilidade

		Pontualidade		Pontualidade		Pontualidade		Pontualidade

		Totalidade		Totalidade		Totalidade		Totalidade

		Precisão		Precisão		Precisão		Precisão

		Confidencialidade		Confidencialidade		Confidencialidade		Confidencialidade

		Integridade		Integridade		Integridade		Integridade



Sim - Completamente

Parcialmente

Não - Nada

N/A

DIMENSÕES DA QUALIDADE DE DADOS – Distribuição das respostas à lista de verificação por dimensão
(Nota: O número de respostas está localizado em cada barra colorida)

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0



		Capacidades, Funções e 
Responsabilidades de M&A

		Formação

		Definição de 
Indicadores

		Requisitos para 
Divulgação de Dados

		Formulários e Ferramentas 
de recolha e divulgação de dados

		Processos de gestão de dados 
e controlo de qualidade

		Ligações com o Sistema 
Nacional de Divulgação de Dados



Avaliação dos Sistemas

Avaliação da Gestão de Dados - Consolidação Global

0

0

0

0

0

0

0



		% Disponíveis

		% Pontuais

		% Completos

		Fator de Verificação



Verificação de Dados

Verificação de Dados e Relatórios - Consolidação Global

0

0

0

0



		Plano de Ação Final da ARQD

		País:

		Programa/Projeto

		Data da ARQD:

		Data do seguimento proposto

		Descrição do ponto de ação		Responsável						Prazo		Necessidades de assistência técnica		Data do seguimento e comentários

		Acrescente linhas conforme for necessário





		Componentes da Avaliação de Sistemas que Contribuem para as Dimensões da Qualidade de Dados

		Área funcional						Nível						Dimensões da qualidade de dados

								Unidade de M&A		Níveis de agregação		Pontos de serviços		Exatidão		Fiabilidade		Pontualidade		Totalidade		Precisão		Confidencialidade		Integridade

		I - Capacidades, Funções e Responsabilidades de M&A

		Há um organograma documentado que identifique claramente os cargos que têm responsabilidades pela gestão de dados na Unidade de M&A. (para especificar qual Unidade: p.ex. MS, CNS, FG, Banco Mundial)				0		P						�		�		�

		Todos os cargos dedicados à M&A e aos sistemas de gestão de dados estão preenchidos.				0		P						�		�		�

		Um profissional em posição superior (p.ex., o Gestor de Programa/Projeto) é responsável por examinar os valores agregados antes da apresentação/divulgação dos relatórios da Unidade de M&A.				0		P						�		�				�		�

		Há técnicos responsáveis especificamente por examinar a qualidade dos dados (ou seja, exatidão, totalidade, pontualidade e confidencialidade) recebidos dos subníveis de divulgação de dados (p.ex., regiões, distritos, pontos de prestação de serviços).						P		P				�		�		�		�		�		�

		Há técnicos responsáveis especificamente por examinar os valores agregados antes de encaminhá-los ao próximo nível (p.ex., à Unidade Central de M&A).								P		P		�		�

		A responsabilidade pelo registo dos serviços prestados em documentos-fonte está claramente atribuída a um técnico / profissional pertinente.										P		�		�

		II - Formação

		Há um plano de formação que inclui os técnicos/profissionais envolvidos na recolha e divulgação de dados a todos os níveis do processo de divulgação.						P						�		�		�		�				�

		Todos os técnicos/profissionais pertinentes receberam formação sobre os processos e as ferramentas de gestão de dados.				0		P		P		P		�		�		�		�		�		�

		III - Definição de indicadores

		A Unidade de M&A documentou e partilhou a definição do(s) indicador(es) com todos os níveis relevantes do sistema de divulgação de dados (p.ex., regiões, distritos, pontos de prestação de serviços).				0		P						�		�

		Há uma descrição dos serviços que estão relacionados a cada indicador medido pelo Programa/Projeto.				0		P						�		�

		IV - Requisitos para divulgação de dados

		A Unidade de M&A deu instruções claras e por escrito a todos os pontos  divulgadores de dados (p.ex., regiões, distritos, pontos de prestação de serviços) sobre os requisitos e os prazos para divulgação dos dados.				0		P		P		P		�		�		�		�

		V - Formulários e ferramentas de recolha e divulgação de dados

		Se existirem múltiplas organizações envolvidas na implementação de atividades do Programa/Projeto, todas utilizam os mesmos formulários e prazos de divulgação de dados.				0		P						�		�

		A Unidade de M&A identificou um documento-fonte padrão (p.ex., prontuário médico, ficha de admissão de pacientes, registo, etc.) a ser utilizado por todos os pontos de prestação de serviços para registar a prestação de serviços.				0		P						�		�

		A Unidade de M&A identificou formulários/ferramentas padrão a serem utilizados em todos os níveis de divulgação de dados / os formulários/ferramentas são utilizados com uniformidade por todos os níveis de divulgação de dados.				0		P		P		P		�		�

		A Unidade de M&A deu instruções claras sobre como preencher os formulários/ferramentas de recolha e divulgação de dados.				0		P		P		P		�		�

		Os dados recolhidos pelo sistema de M&A têm exatidão suficiente para medir o(s) indicador(es) (ou seja, são recolhidos dados relevantes, com distribuição por sexo, faixa etária, etc., quando o indicador especifica a desagregação de acordo com estas características).				0		P				P										�

		Há uma política por escrito que estabelece o tempo de retenção dos documentos-fontes e formulários de divulgação de dados.				0		P						�		�		�		�		�				�

		Todos os documentos-fontes e formulários de divulgação de dados pertinentes à medição do(s) indicador(es) estão disponíveis para fins de auditoria (incluindo os relatórios impressos e datados, no caso de um sistema informatizado).				0		P		P		P		�		�		�		�		�				�

		VI - Processos de gestão de dados e controlos de qualidade de dados

		A Unidade de M&A tem claramente documentado os passos para consolidação, análise e/ou manuseio de dados em cada nível do sistema de divulgação de dados.				0		P						�		�		�		�		�

		Todos os subníveis de divulgação de dados recebem comentários de forma sistemática sobre a qualidade da sua divulgação de dados (ou seja, exatidão, totalidade e pontualidade).				0		P		P				�		�		�		�		�

		Se aplicável, existem controlos de qualidade implementados para os casos em que os dados são transferidos de formulários impressos para um computador (p.ex., introdução duplicada, verificação posterior à introdução dos dados, etc.)				0		P		P		P		�		�		�		�		�				�

		Se aplicável, há um procedimento por escrito para a produção de cópias de segurança para os casos em que a introdução ou o processamento dos dados é informatizado.				0		P		P		P		�		�		�		�		�				�

		Caso sim, a data da última cópia de segurança é compatível com a frequência da actualização do sistema informatizado (p.ex., as cópias de segurança são realizadas semanal ou mensalmente).				0		P		P		P		�		�		�		�		�				�

		Os dados pessoais relevantes são mantidos de acordo com as normas nacionais ou internacionais de confidencialidade.				0		P		P		P												�

		O sistema de registo e divulgação de dados impede a contagem repetida de pessoas no âmbito de e entre Pontos de Prestação de Serviços (p.ex., uma pessoa que receba o mesmo serviço duas vezes no período de um relatório, uma pessoa com registo de recebimento do mesmo serviço em dois locais diferentes, etc.).				0		P		P		P		�		�

		O sistema de divulgação de dados permite a identificação e o registo de uma pessoa "desistente", "perdida para seguimento" ou falecida.				0		P		P		P		�		�

		Há um procedimento por escrito sobre como lidar com relatórios atrasados, incompletos, inexatos e em falta, incluindo o seguimento a ser feito junto aos subníveis de divulgação de dados no tocante a questões de qualidade dos dados.				0		P		P				�		�		�		�		�				�

		Ao identificar discrepâncias dos dados nos relatórios recebidos dos subníveis de divulgação de dados, a Unidade de M&A (p.ex., distritos ou regiões) documentou a resolução dada a tais discrepâncias.				0		P		P				�		�		�		�		�				�

		A Unidade de M&A pode demonstrar que ocorreram visitas de supervisão aos centros regularmente e que a qualidade dos dados foi examinada.				0		P						�		�		�		�		�		�		�

		VII - Ligações com o Sistema Nacional de Divulgação de Dados

		Quando aplicável, os dados são divulgados por meio de um único canal do sistema nacional de divulgação de dados.				0		P		P		P

		O sistema regista informações sobre o local da prestação dos serviços (ou seja, região, distrito, unidade, etc.)				0		P		P		P										�

		….caso sim, os nomes dos locais são registados de acordo com convenções padronizadas para os nomes.				0		P		P		P										�

																																																System Assessment





		Formulário para Comentários de Avaliação Informal da ARQD

		As suas impressões ao utilizar a ARQD são importantes para nós!  Preencha o levantamento a seguir electronicamente (no modelo Excel ) e envie-o por e-mail:

		David Boone		dboone@jsi.com

		Ou imprima o levantamento, preencha e envie pelo correio para:

		Comentários sobre a ARQD

		c/o David Boone

		MEASURE Evaluation/JSI

		1616 N. Fort Myer Dr. 11th Floor

		Arlington, VA 22209.

		EUA

				Respondente:

				Cargo:

				E-mail:

				País:

				Programa:

				Indicador:

		1.  Página de instruções				(marque para responder 'sim', deixe desmarcado para responder 'não')

				a.  As instruções estão claras?

				Caso não, por que não?

				b.  As instruções descrevem efetivamente a utilização apropriada da ARQD?

				Caso não, por que não?

		Parte 1:  Verificação de dados

		2.  Revisão da documentação (páginas referentes ao Ponto de Prestação de Serviços)

				a.  A seção de Revisão da Documentação é útil para descrever o estado dos documentos-fonte

				ao nível da prestação de serviços?

				Caso não, por que não?

		3.  Recontagem dos resultados divulgados (páginas referentes ao Ponto de Prestação de Serviços, Nível Intermediário de Agregação e Unidade M&A)

				3a.  A seção de Recontagem dos Resultados Divulgados mede efetivamente a exatidão do sistema de divulgação de dados?

				Caso não, por que não?

		4.  Verificação cruzada dos resultados divulgados com outras fontes de dados (páginas referentes ao Ponto de Prestação de Serviços)

				4a.  As verificações cruzadas são úteis para verificar os resultados divulgados?

				Caso não, por que não?

		5.  Desempenho na divulgação de dados (páginas referentes ao Nível Intermediário de Agregação e Unidade M&A)

				5a.  A seção de Desempenho na Divulgação de Dados é útil para medir

				1. Disponibilidade

				2. Pontualidade

				3. Totalidade

				Caso não, por que não?

		Parte 2:  Avaliação do sistema

		6.  Avaliação do sistema (páginas referentes ao Ponto de Prestação de Serviços, Nível Intermediário de Agregação e Unidade M&A)

				6a.  O componente de 'Avaliação do Sistema' mede precisamente os pontos fortes e fracos do sistema de divulgação de dados?

				Caso não, por que não?

		Parte 3:  Recomendações/plano de ação

		7.  Recomendações/plano de ação (páginas referentes ao Ponto de Prestação de Serviços, Nível Intermediário de Agregação e Unidade M&A)

				7a.  A seção de Recomendações/Plano de Ação é útil para descrever as medidas de reforço do sistema?

				Caso não, por que não?

		Parte 4:  Paineis específicos dos níveis:

		8.  Painéis específicos dos níveis (páginas referentes ao Ponto de Prestação de Serviços, Nível Intermediário de Agregação e Unidade M&A)

				8a.  O gráfico de Avaliação do Sistema é útil para apresentar a solidez relativa dos vários aspectos do sistema de divulgação de dados?

				Caso não, por que não?

				8b.  O gráfico de Verificação de Dados é útil para apresentar o desempenho do sistema de divulgação de dados?

				Caso não, por que não?

		9.  Painel global

				9a.  O Painel Global resume bem os pontos fortes/fracos do sistema de divulgação de dados?

				Caso não, por que não?

				9b.  O Painel Global resume bem o desempenho do sistema de divulgação de dados?

				Caso não, por que não?

		10.  Plano de Ação Final da ARQD

				10a.  O plano de acção final descreve bem as medidas de reforço necessárias para melhorar o sistema de divulgação de dados?

				Caso não, por que não?

		11.  Outros comentários/impressões

				11a.  Acha que a ARQD é uma ferramenta eficaz para reforçar a qualidade dos dados?

				Caso não, por que não?

				11.b  Como modificaria a ARQD para aumentar a sua eficácia?
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		Country		Project		Indicator		Period		contnam		conttit		contmail		fbresp		fbtitle		fbemail		fbcntry		fbprog		fbind		1a		1a1		1b		1b1		2a		2a1		3a		3a1		4a		4a1		5a1		5a2		5a3		5a4		6a		6a1		7a		7a1		8a		8a1		8b		8b1		9a		9a1		9b		9b1		10a		10a1		11a		11a1		11b

		0		0		0		0		0		0		0		0		0		0		0		0		0				0				0				0				0				0								0				0				0				0				0				0				0				0				0		0





		Dimensões da Qualidade de Dados

						Exatidão		Fiabilidade		Pontualidade		Totalidade		Precisão		Confidencialidade		Integridade

		Ponto de Prestação de Serviços		Sim - Completamente		0		0		0		0		0		0		0

				Parcialmente		0		0		0		0		0		0		0

				Não - Nada		0		0		0		0		0		0		0

				N/A		0		0		0		0		0		0		0

		Nível Intermediário		Sim - Completamente		0		0		0		0		0		0		0

				Parcialmente		0		0		0		0		0		0		0

				Não - Nada		0		0		0		0		0		0		0

				N/A		0		0		0		0		0		0		0

		Unidade de M&A		Sim - Completamente		0		0		0		0		0		0		0

				Parcialmente		0		0		0		0		0		0		0

				Não - Nada		0		0		0		0		0		0		0

				N/A		0		0		0		0		0		0		0

		Total:		Sim - Completamente		0		0		0		0		0		0		0

				Parcialmente		0		0		0		0		0		0		0

				Não - Nada		0		0		0		0		0		0		0

				N/A		0		0		0		0		0		0		0

		Avaliação dos Sistemas e Verificação de Dados

						PPS		CIA		Unidade M&A		Consolidação

		Avaliação dos Sistemas		Capacidades, Funções e 
Responsabilidades de M&A		-		-		-		-

				Formação		-		-		-		-

				Definição de 
Indicadores						-		-

				Requisitos para 
Divulgação de Dados		-		-		-		-

				Formulários e Ferramentas 
de recolha e divulgação de dados		-		-		-		-

				Processos de gestão de dados 
e controlo de qualidade		-		-		-		-

				Ligações com o Sistema 
Nacional de Divulgação de Dados		-		-		-		-

						PPS		CIA		Unidade M&A		Consolidação

		Verificação de Dados		% Disponíveis		-		-		-		-

				% Pontuais		-		-		-		-

				% Completos		-		-		-		-

				Fator de Verificação		-		-		-		-
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INICIO

																																																						Svc Deliv		AggrLvl 1		AggrLvl 2		AggrLvls

																																																						0		0		0		0

																																																						1		1		1		1

				Diagnóstico de la Calidad de Datos Rutinarios (RDQA)																																																		2		2		2		2

																																																						3		3		3		1

				Lista de verificación para evaluar la calidad de datos de un Programa/Proyecto																																																		4		4		4

																																																						5		5		0

						Número de Niveles Intermedios de Agregación																																																6		6

																																																						7		7

						Número de Sitios Intermedios de Agregación (Nivel 2)																																																8		8

						Número de Sitios Intermedios de Agregación (Nivel 1)																																																9		0

						Número de Puntos de Entrega de Servicio																																																10

																																																						11

						Versión:  Agosto 2015																																																12

																																																						13

																																																						14

																																																						15

																																																						16

																																																						17

																																																						18

				Notas importantes para el uso de esta hoja de trabajo:																																																		19

				1.  Para poder utilizar la herramienta para el Diagnóstico de la Calidad de Datos Rutinarios será necesario garantizar que la 'seguridad macro' está instalada en un nivel menor a 'alto'.  Con la hoja de trabajo abierta, dirigirse a 'Herramientas' bajar menú y seleccionar  'Macro', luego  'Seguridad'.  Seleccionar 'mediano'.  Cerrar el Excel y abrir nuevamente el archivo.  Cuando abra el archivo la próxima vez tendrá que seleccionar  'Habilitar Macros' para que la aplicación trabaje tal como ha sido diseñada.																																																		20

				2.  En la Página de INICIO (esta página), por favor seleccionar el número de Sitios Intermedios de Agregación (SIA)  y Puntos de Entrega de Servicio (PES) que piensa revisar de la lista desplegable que figura más arriba.																																																		21

																																																						22
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INSTRUCCIONES

		INSTRUCCIONES PARA EL USO DE RDQA

		1.  Determinar el Propósito

La lista de verificación del RDQA puede ser utilizada para:  

 Evaluación inicial de los sistemas de M&E establecidos por  los nuevos socios en la implementación (o sistemas descentralizados) para recolección, manejo y reporte de datos. 

 Supervisión de rutina del manejo de datos y el sistema de reportes y calidad de los datos en diferentes niveles. Por ejemplo, las visitas de supervisión rutinarias pueden incluir la verificación de los datos en un período de tiempo determinado (es decir, un día, una semana o un mes) en el nivel de los puntos de entrega de servicio, mientras que las evaluaciones periódicas (es decir, trimestralmente, semestralmente o anualmente) se pueden realizar en todos los niveles para evaluar el funcionamiento del sistema de M&E del Programa/Proyecto. 

 Evaluaciones periódicas por las agencias donantes sobre la calidad de los datos que les han sido proporcionados (este uso de la DQA podría ser más frecuente y más detallado con respecto a las auditorias de calidad de los datos oficiales que utiliza el DQA para las Auditorias) pero que son menos frecuentes que el monitoreo rutinario de los datos.  

 Preparación para una auditoria oficial de calidad de los datos.

La RDQA es flexible para todos estos usos. Se promueve que los países y los programas adapten la lista de verificación para que se ajusten a los contextos del Programa local.

		2. Selección de los Niveles/Sitios
Seleccionar los niveles y los sitios a ser incluidos (dependiendo del propósito y los recursos disponibles). Una vez que se ha determinado el propósito, el segundo paso en el  RDQA es decidir cuales niveles de la recolección de datos y del sistema de reportes serán incluidos en la evaluación  - punto de entrega de servicio, sitios intermedios de agregación 1 y 2, y/o Unidad de M&E. Los niveles deberán ser determinados una vez que los niveles adecuados de reporte han sido identificados y “mapeados” (es decir, existen 100 sitios que proveen servicios en 10 distritos. Los informes de los sitios son enviados a los distritos, que entonces envían los reportes agregados a las provincias y luego al Unidad de M&E).

		3. Identificar indicadores, fuentes de datos y períodos de informes. 
El RDQA está diseñado para evaluar la calidad de los datos y de los sistemas subyacentes relacionados a los indicadores que son reportados a los programas, los socios implementadores o donantes. Es necesario seleccionar uno o más indicadores – o por lo menos áreas del programa– para que sean sujetos al RDQA. Esta elección estará basada en la lista de indicadores reportados. Por ejemplo, un programa que se centra en el tratamiento para el VIH puede reportar indicadores del número de personas en TARV. Otro programa se puede enfocar en cubrir las necesidades de los niños huérfanos o vulnerables, por tal razón los indicadores para ese programa serán del área del programa de NHV. Un programa de malaria podría estar dirigido a proporcionar mosquiteros impregnados con insecticidas (MTI) o sobre el tratamiento a personas que sufren de malaria - o dedicarse a ambas  actividades.

		4. Realizar visitas a los centros. 
Durante las visitas a los sitios, se completan las secciones relevantes de las listas de verificación adecuadas del archivo de Excel (es decir, la lista de verificación del punto de servicio en los puntos de entrega de servicio). Estas listas de verificación son completadas después de las entrevistas al personal y las revisiones de la documentación pertinente. Use las listas desplegables en la página de INICIO de este livro de trabajo, seleccionar el número adecuado de Sitios Intermedios de Agregación (SIA) y de Puntos de Entrega de Servicio (PES) a ser visitados. El número adecuado de hojas de trabajo aparecerá automáticamente en el libro de trabajo RDQA  (hasta 24 PES, 8 SIA Nivel 1 y 4 SIA Nivel 2).

5. Revisar los productos y los hallazgos. Los productos de RDQA necesitan ser revisados en cada sitio visitado. El resumen de los hallazgos específicos de un sitio es anotado en forma de recomendaciones por cada lugar visitado.

		Las listas de verificación de la RDQA existen en el formato MS Excel y las respuestas pueden ser ingresadas directamente en las hojas de trabajo en la computadora. De forma alternativa, las listas de verificación pueden ser impresas y llenadas a mano. Cuando se llenan en forma electrónica, una hoja de tablero produce gráficos de resúmenes estadísticos para cada sitio y nivel del sistema de información.                                                                              
La hoja del tablero muestra cuatro (4) gráficas por cada PES y tres (3) gráficas por cada SIA y Unidad de M&E visitada:

		- Un gráfico de "tela de araña" muestra los datos cualitativos generados por el diagnóstico de la recolección de datos y el sistema de información y puede ser utilizados para priorizar acciones de mejora.
 - Un gráfico de columnas muestra los datos cuantitativos generados de las verificaciones de datos; estos pueden ser utilizados para el planteamiento de la mejora de la calidad de los datos.
- El gráfico de dos columnas muestra los datos cuantitativos que surge de las verificaciones cruzadas realizadas en PES.                                                                                                                                      
- Un gráfico de barras muestra los datos cuantitativos relacionados con la ejecución de informes en los SIA (niveles 1 y 2) y la Unidad de M&E.

		Adicionalmente, un 'Panel Global' muestra las estadísticas agregadas a través y en los niveles para resaltar las fortalezas y debilidades generales en el sistema de información. El Panel General muestra una gráfica de 'tela de araña' para las evaluaciones cualitativas y gráficos de barras para las evaluaciones cuantitativas, como se explica más arriba.

		6. Desarrollar un plan para el fortalecimiento del sistema, incluyendo acciones de seguimiento.  
El producto final del RDQA es un plan de acción para mejorar la calidad de los datos el cual describe las medidas de fortalecimiento identificadas, el personal responsable, el plazo para su finalización, los recursos necesarios y el seguimiento. Utilizando las gráficas y los comentarios detallados para cada pregunta, se pueden identificar las áreas funcionales del sistema de información que tienen un bajo desempeño. El personal del programa puede entonces delinear las medidas de fortalecimiento (es decir, capacitación, revisiones de datos), asignar las responsabilidades y los plazos de tiempo e identificar los recursos usando la sección del Plan de Acción de este libro de trabajo.

		Editar el contenido de las Plantillas de Excel
Las plantillas de Excel deben ser modificadas con cuidado. Para habilitar la adición selectiva o eliminación de fichas para los distintos sitios y niveles las plantillas han sido programadas en VBA (Visual Basic para Aplicaciones). Las modificaciones a las hojas de cálculo pueden interrumpir la programación y hacer que la plantilla sea inoperable. Sin embargo, es posible hacer ciertos cambios que harán que la plantilla sea más útil durante la RDQA, y más descriptiva del sistema de información. Por ejemplo, las verificaciones cruzadas adicionales y controles in situ se pueden añadir a las hojas de trabajo individuales, siempre que se agreguen en la parte inferior de la hoja de trabajo. Por favor, no 'insertar' filas o columnas en el medio de la hoja, ya que podría alterar el cálculo de ciertos indicadores de desempeño. Otras adiciones a las hojas también se pueden hacer en la parte inferior de la hoja de cálculo.

Se pueden seleccionar hasta 24 Puntos de Entrega de Servicio, 8 Sitios Intermedios de Agregación  Nivel 1 y 4 Sitios Intermedios de Agregación Nivel 2, por lo que es poco probable que se tengan que añadir puntos de servicio o sitios intermedios de agregación a la "Página de Información". Sólo tiene que seleccionar el número deseado de cada uno de las listas desplegables en la página de "INICIO". Estas selecciones se pueden modificar más adelante si es necesario.

Es aceptable renombrar las fichas de las hojas de trabajo según sea necesario.

Las hojas de trabajo están protegidas para evitar cambios accidentales de los contenidos. Para editar el contenido de las celdas, desproteger las hojas de trabajo mediante la selección de 'Protección' en el menú desplegable de 'Herramientas'. Luego, seleccionar 'Desproteger'. Recuerde volver a proteger la hoja de trabajo después de hacer las modificaciones. No hay necesidad de contraseña para desproteger las hojas de trabajo.

		Copiando los resultados de un libro de trabajo a otro 
A menudo es necesario combinar los resultados de los libros de trabajo separados. En este caso, la forma más eficiente para transferir los datos entre libros es copiar y pegar toda una hoja de cálculo de un libro a otro. Para copiar toda una hoja de cálculo, seleccionar toda la hoja haciendo clic en la esquina superior izquierda de la hoja de trabajo (hay un pequeño cuadrado a la izquierda de la columna del encabezado "A" y por encima de la fila de encabezado "1" - haga clic en este cuadrado para seleccionar toda la hoja) y luego copiar la hoja en la memoria (Ctrl + C). Navegue hasta el libro de destino, seleccione toda la hoja de cálculo en la que desea pegar los resultados copiados y pegar (Ctrl + V). Tenga en cuenta que los gráficos copiados no reemplazarán los gráficos en la página de destino, sino que simplemente se pueden colocar encima de los originales. Los gráficos originales mostrarán los datos recién copiados así que lo mejor es eliminar la imagen superior de los gráficos que se han copiado desde el archivo de origen.

		Annex:   Data Analysis and interpretation
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						Indicador 1		Indicador 2		Indicador 3		Indicador 4

		Indicador Revisado:
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Punto Servicio 1

		Verificación de Datos y Diagnóstico del Sistema - Punto de Entrega de Servicio

		Punto de Entrega de Servicio:						-

		Indicador(es) Revisado(s):												-

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):												-

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos

		A - Revisión de Documentación:						-		-		-		-		COMENTARIOS																																						Verificación de Datos e Informes - Punto de Entrega de Servicio

				Revisar la disponibilidad e integridad de todas las fuentes de datos de los indicadores para el período de reporte seleccionado.				-		-		-		-																																								Indicadores		FV		Verif. Cruzada 1 Nombre		VC 1		Verif. Cruzada 2 Nombre		VC 2

		1		Revise las fuentes de datos para el período de reporte bajo verificación. ¿Están disponibles todas las fuentes de datos necesarios para la revisión?		-										1)																																						Indicador 1		-		Ind 1 VC 1		-		Ind 1 VC 2		-

						-										2)																																						Indicador 2		-		Ind 2 VC1		-		Ind 2 VC2		-

						-										3)																																						Indicador 3		-		Ind 3 VC1		-		Ind 3 VC2		-

						-										4)																																						Indicador 4		-		Ind 4 VC1		-		Ind 4 VC2		-

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		2		¿Están completas todas las fuentes de datos disponibles?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		3		Revisar las fechas en las fuentes de datos. ¿Están todas las fechas dentro del período de referencia?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		B - Recuento de los resultados reportados:

				Recontar los resultados de las fuentes de datos, comparar los números verificados con los números reportados por el punto de entrega de servicio y explicar las discrepancias (si existen).

		4		Recontar el número de personas, casos o eventos durante el período de informes mediante la revisión de la fuente de datos. [A]

		5		Introducir el número de personas, casos o eventos reportados por el punto de entrega de servicio por medio del informe resumen para el período verificado. [B]

		6		Calcular la proporción de los números recontados a los reportados. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?												1)

																2)

																3)

																4)

		C - Resultados reportados de la verificación cruzada con otras fuentes de datos:

		Las verificaciones cruzadas se pueden realizar mediante el examen de los registros de inventario que documentan las cantidades de medicamentos para el tratamiento, baterías de pruebas o Mosquiteros Tratados con Insecticida (MTI) comprados y entregados durante el período del informe para ver si estas cifras corroboran los resultados reportados. Otras verificaciones cruzadas podrían incluir, por ejemplo, seleccionar al azar 20 tarjetas de pacientes y verificar si estos pacientes se inscribieron en los registros de la unidad, de laboratorio o de la farmacia. A la medida que proceda, las verificaciones cruzadas deben realizarse en ambas direcciones (por ejemplo, de las tarjetas de Tratamiento de Pacientes con el Registro y del Registro a las Tarjetas de Tratamiento Paciente).

		VERIFICACIÓN CRUZADA 1:  Verificación cruzada de la fuente de datos primaria con la fuente de datos secundaria.						-		-		-		-		1)

																2)

																3)

																4)

		1.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos secundaria. ¿Cuántas unidades se seleccionaron?

		1.2		¿Para cuántas unidades la información del indicador en la fuente de datos secundaria coinciden con la información de la fuente de datos primaria?

		1.3		Calcular % coincidencia para verificación cruzada 1:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		VERIFICACIÓN CRUZADA 2:  Verificación cruzada de la fuente de datos secundaria con la fuente de datos primaria.						-		-		-		-		1)

																2)

																3)

																4)

		2.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos primaria. ¿Cuántas unidades se seleccionaron?

		2.2		¿Para cuántas unidades la información del indicador en la fuente de datos primaria coinciden con la información de la fuente de datos secundaria?

		2.3		Calcular % coincidencia para verificación cruzada 2:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Punto de Entrega de Servicio

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N/A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Existe personal designado responsable de revisar y aprobar los números agregados antes de la presentación de informes al seguiente nivel del sistema (es decir,  sitio de agregación del nivel 1 o Unidad de M&E).		N/A						0																																										N/A		II- Definiciones de los Indicadores y Directrices de Informes

		2		La responsabilidad para registrar la prestación de servicios en la fuente de datos está claramente asignada al personal pertinente.		N/A						0																																										N/A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Hay un proceso para garantizar que la recopilación y reporte de datos se completa en el caso de que el personal responsable no esté disponible para hacer el trabajo (por ejemplo, responsabilidad compartida, enfoque de equipo, etc.)		N/A						0																																										N/A		IV- Procesos para la Gestión de Datos

		4		Todo el personal del sitio que son responsables de la recolección, recopilación, verificación y reporte de datos han sido orientados/ capacitados sobre procesos y herramientas de gestión de datos.		N/A						0																																										N/A		V- Uso de Datos para la Toma de Decisiones

		II- Definiciones de los Indicadores y Directrices de Informes				N/A

		La Unidad de M&E ha proporcionado directrices escritas al punto de entrega de servicio sobre …

		5		,,, qué se supone que deben reportar.		N/A						0

		6		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N/A						0

		7		… a quiénes se les debe presentar los informes.		N/A						0

		8		… cuándo se deben entregar los informes.		N/A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N/A

		9		Se han provisto instrucciones claras y escritas por la Unidad de M&E sobre cómo completar los formularios/herramientas de recolección de datos e informes.		N/A						0

		10		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los puntos de servicio que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N/A						0

		11		….De ser así, el informe estándar se utiliza consistentemente por el punto de servicio.		N/A						0

		12		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N/A						0

		13		Los datos recopilados en la fuente de datos tienen la precisión suficiente  para medir el (los) indicador(es) (es decir, los datos relevantes están recolectados por sexo, edad, etc. si el indicador especifica la desagregación por estas características).		N/A						0

		IV- Procesos para la Gestión de Datos				N/A

		14		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N/A						0

		15		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N/A						0

		16		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N/A						0

		17		Los datos personales pertinentes se mantienen de acuerdo con las directrices nacionales o internacionales de confidencialidad.		N/A						0

		18		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N/A						0

		19		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N/A						0

		20		El punto de entrega de servicio recibe retroalimentación periódica sobre la calidad de los informes que presentan.		N/A						0

		21		El punto de entrega de servicio recibe visitas de supervisión de apoyo regulares de los sitios de agregación y/o del personal de la Unidad de M&E.		N/A						0

		22		…De ser así, la última visita fue en los últimos tres meses.		N/A						0

		V- Uso de Datos para la Toma de Decisiones				N/A

		23		El punto de entrega de servicio desarrolla cuadros, gráficos, mapas, etc. (En caso afirmativo, pida verlos.)		N/A						0

		24		...Si es así, se asigna personal para desarrollarlos con regularidad.		N/A						0

		25		Hay decisiones programáticas adoptadas por el punto de entrega de servicio basado en datos/resultados analizados. (En caso afirmativo, pida ejemplos.)		N/A						0

						N/A

		Parte 3:   Recomendaciones para el Punto de Entrega de Servicio

				Con base en los hallazgos del diagnóstico y la verificación de datos en el punto de servicio, por favor describa cualquier desafío a la calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración de tiempo que podría tomar la medida de mejora. Estos serán discutidos con el sitio de agreagción apropiado y la Unidad de M&E.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)				Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS: Punto de Entrega de Servicio
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Punto Servicio 5

		Verificación de Datos y Diagnóstico del Sistema - Punto de Entrega de Servicio

		Punto de Entrega de Servicio:						-

		Indicador(es) Revisado(s):												-

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):												-

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos

		A - Revisión de Documentación:						-		-		-		-		COMENTARIOS																																						Verificación de Datos e Informes - Punto de Entrega de Servicio

				Revisar la disponibilidad e integridad de todas las fuentes de datos de los indicadores para el período de reporte seleccionado.				-		-		-		-																																								Indicadores		FV		Verif. Cruzada 1 Nombre		VC 1		Verif. Cruzada 2 Nombre		VC 2

		1		Revise las fuentes de datos para el período de reporte bajo verificación. ¿Están disponibles todas las fuentes de datos necesarios para la revisión?		-										1)																																						Indicador 1		-		Ind 1 VC 1		-		Ind 1 VC 2		-

						-										2)																																						Indicador 2		-		Ind 2 VC1		-		Ind 2 VC2		-

						-										3)																																						Indicador 3		-		Ind 3 VC1		-		Ind 3 VC2		-

						-										4)																																						Indicador 4		-		Ind 4 VC1		-		Ind 4 VC2		-

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		2		¿Están completas todas las fuentes de datos disponibles?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		3		Revisar las fechas en las fuentes de datos. ¿Están todas las fechas dentro del período de referencia?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		B - Recuento de los resultados reportados:

				Recontar los resultados de las fuentes de datos, comparar los números verificados con los números reportados por el punto de entrega de servicio y explicar las discrepancias (si existen).

		4		Recontar el número de personas, casos o eventos durante el período de informes mediante la revisión de la fuente de datos. [A]

		5		Introducir el número de personas, casos o eventos reportados por el punto de entrega de servicio por medio del informe resumen para el período verificado. [B]

		6		Calcular la proporción de los números recontados a los reportados. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?												1)

																2)

																3)

																4)

		C - Resultados reportados de la verificación cruzada con otras fuentes de datos:

		Las verificaciones cruzadas se pueden realizar mediante el examen de los registros de inventario que documentan las cantidades de medicamentos para el tratamiento, baterías de pruebas o Mosquiteros Tratados con Insecticida (MTI) comprados y entregados durante el período del informe para ver si estas cifras corroboran los resultados reportados. Otras verificaciones cruzadas podrían incluir, por ejemplo, seleccionar al azar 20 tarjetas de pacientes y verificar si estos pacientes se inscribieron en los registros de la unidad, de laboratorio o de la farmacia. A la medida que proceda, las verificaciones cruzadas deben realizarse en ambas direcciones (por ejemplo, de las tarjetas de Tratamiento de Pacientes con el Registro y del Registro a las Tarjetas de Tratamiento Paciente).

		VERIFICACIÓN CRUZADA 1:  Verificación cruzada de la fuente de datos primaria con la fuente de datos secundaria.						-		-		-		-		1)

																2)

																3)

																4)

		1.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos secundaria. ¿Cuántas unidades se seleccionaron?

		1.2		¿Para cuántas unidades la información del indicador en la fuente de datos secundaria coinciden con la información de la fuente de datos primaria?

		1.3		Calcular % coincidencia para verificación cruzada 1:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		VERIFICACIÓN CRUZADA 2:  Verificación cruzada de la fuente de datos secundaria con la fuente de datos primaria.						-		-		-		-		1)

																2)

																3)

																4)

		2.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos primaria. ¿Cuántas unidades se seleccionaron?

		2.2		¿Para cuántas unidades la información del indicador en la fuente de datos primaria coinciden con la información de la fuente de datos secundaria?

		2.3		Calcular % coincidencia para verificación cruzada 2:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Punto de Entrega de Servicio

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N/A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Existe personal designado responsable de revisar y aprobar los números agregados antes de la presentación de informes al seguiente nivel del sistema (es decir,  sitio de agregación del nivel 1 o Unidad de M&E).		N/A						0																																										N/A		II- Definiciones de los Indicadores y Directrices de Informes

		2		La responsabilidad para registrar la prestación de servicios en la fuente de datos está claramente asignada al personal pertinente.		N/A						0																																										N/A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Hay un proceso para garantizar que la recopilación y reporte de datos se completa en el caso de que el personal responsable no esté disponible para hacer el trabajo (por ejemplo, responsabilidad compartida, enfoque de equipo, etc.)		N/A						0																																										N/A		IV- Procesos para la Gestión de Datos

		4		Todo el personal del sitio que son responsables de la recolección, recopilación, verificación y reporte de datos han sido orientados/ capacitados sobre procesos y herramientas de gestión de datos.		N/A						0																																										N/A		V- Uso de Datos para la Toma de Decisiones

		II- Definiciones de los Indicadores y Directrices de Informes				N/A

		La Unidad de M&E ha proporcionado directrices escritas al punto de entrega de servicio sobre …

		5		,,, qué se supone que deben reportar.		N/A						0

		6		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N/A						0

		7		… a quiénes se les debe presentar los informes.		N/A						0

		8		… cuándo se deben entregar los informes.		N/A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N/A

		9		Se han provisto instrucciones claras y escritas por la Unidad de M&E sobre cómo completar los formularios/herramientas de recolección de datos e informes.		N/A						0

		10		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los puntos de servicio que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N/A						0

		11		….De ser así, el informe estándar se utiliza consistentemente por el punto de servicio.		N/A						0

		12		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N/A						0

		13		Los datos recopilados en la fuente de datos tienen la precisión suficiente  para medir el (los) indicador(es) (es decir, los datos relevantes están recolectados por sexo, edad, etc. si el indicador especifica la desagregación por estas características).		N/A						0

		IV- Procesos para la Gestión de Datos				N/A

		14		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N/A						0

		15		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N/A						0

		16		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N/A						0

		17		Los datos personales pertinentes se mantienen de acuerdo con las directrices nacionales o internacionales de confidencialidad.		N/A						0

		18		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N/A						0

		19		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N/A						0

		20		El punto de entrega de servicio recibe retroalimentación periódica sobre la calidad de los informes que presentan.		N/A						0

		21		El punto de entrega de servicio recibe visitas de supervisión de apoyo regulares de los sitios de agregación y/o del personal de la Unidad de M&E.		N/A						0

		22		…De ser así, la última visita fue en los últimos tres meses.		N/A						0

		V- Uso de Datos para la Toma de Decisiones				N/A

		23		El punto de entrega de servicio desarrolla cuadros, gráficos, mapas, etc. (En caso afirmativo, pida verlos.)		N/A						0

		24		...Si es así, se asigna personal para desarrollarlos con regularidad.		N/A						0

		25		Hay decisiones programáticas adoptadas por el punto de entrega de servicio basado en datos/resultados analizados. (En caso afirmativo, pida ejemplos.)		N/A						0

						N/A

		Parte 3:   Recomendaciones para el Punto de Entrega de Servicio

				Con base en los hallazgos del diagnóstico y la verificación de datos en el punto de servicio, por favor describa cualquier desafío a la calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración de tiempo que podría tomar la medida de mejora. Estos serán discutidos con el sitio de agreagción apropiado y la Unidad de M&E.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)				Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS: Punto de Entrega de Servicio





Punto Servicio 5

		



VC 2

Verificación de Datos - Punto de Entrega de Servicio
Verificación Cruzada 2



Punto Servicio 6

		



VC 1

Verificación de Datos - Punto de Entrega de Servicio
Verificación Cruzada 1



Punto Servicio 7

		



FV

Verificación de Datos - Punto de Entrega de Servicio



Punto Servicio 8

		



Diagnóstico del Sistema - Punto de Entrega de Servicio

Diagnóstico del Sistema - Punto de Entrega de Servicio



Punto Servicio 9

		Verificación de Datos y Diagnóstico del Sistema - Punto de Entrega de Servicio

		Punto de Entrega de Servicio:						-

		Indicador(es) Revisado(s):												-

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):												-

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos

		A - Revisión de Documentación:						-		-		-		-		COMENTARIOS																																						Verificación de Datos e Informes - Punto de Entrega de Servicio

				Revisar la disponibilidad e integridad de todas las fuentes de datos de los indicadores para el período de reporte seleccionado.				-		-		-		-																																								Indicadores		FV		Verif. Cruzada 1 Nombre		VC 1		Verif. Cruzada 2 Nombre		VC 2

		1		Revise las fuentes de datos para el período de reporte bajo verificación. ¿Están disponibles todas las fuentes de datos necesarios para la revisión?		-										1)																																						Indicador 1		-		Ind 1 VC 1		-		Ind 1 VC 2		-

						-										2)																																						Indicador 2		-		Ind 2 VC1		-		Ind 2 VC2		-

						-										3)																																						Indicador 3		-		Ind 3 VC1		-		Ind 3 VC2		-

						-										4)																																						Indicador 4		-		Ind 4 VC1		-		Ind 4 VC2		-

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		2		¿Están completas todas las fuentes de datos disponibles?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		3		Revisar las fechas en las fuentes de datos. ¿Están todas las fechas dentro del período de referencia?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		B - Recuento de los resultados reportados:

				Recontar los resultados de las fuentes de datos, comparar los números verificados con los números reportados por el punto de entrega de servicio y explicar las discrepancias (si existen).

		4		Recontar el número de personas, casos o eventos durante el período de informes mediante la revisión de la fuente de datos. [A]

		5		Introducir el número de personas, casos o eventos reportados por el punto de entrega de servicio por medio del informe resumen para el período verificado. [B]

		6		Calcular la proporción de los números recontados a los reportados. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?												1)

																2)

																3)

																4)

		C - Resultados reportados de la verificación cruzada con otras fuentes de datos:

		Las verificaciones cruzadas se pueden realizar mediante el examen de los registros de inventario que documentan las cantidades de medicamentos para el tratamiento, baterías de pruebas o Mosquiteros Tratados con Insecticida (MTI) comprados y entregados durante el período del informe para ver si estas cifras corroboran los resultados reportados. Otras verificaciones cruzadas podrían incluir, por ejemplo, seleccionar al azar 20 tarjetas de pacientes y verificar si estos pacientes se inscribieron en los registros de la unidad, de laboratorio o de la farmacia. A la medida que proceda, las verificaciones cruzadas deben realizarse en ambas direcciones (por ejemplo, de las tarjetas de Tratamiento de Pacientes con el Registro y del Registro a las Tarjetas de Tratamiento Paciente).

		VERIFICACIÓN CRUZADA 1:  Verificación cruzada de la fuente de datos primaria con la fuente de datos secundaria.						-		-		-		-		1)

																2)

																3)

																4)

		1.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos secundaria. ¿Cuántas unidades se seleccionaron?

		1.2		¿Para cuántas unidades la información del indicador en la fuente de datos secundaria coinciden con la información de la fuente de datos primaria?

		1.3		Calcular % coincidencia para verificación cruzada 1:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		VERIFICACIÓN CRUZADA 2:  Verificación cruzada de la fuente de datos secundaria con la fuente de datos primaria.						-		-		-		-		1)

																2)

																3)

																4)

		2.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos primaria. ¿Cuántas unidades se seleccionaron?

		2.2		¿Para cuántas unidades la información del indicador en la fuente de datos primaria coinciden con la información de la fuente de datos secundaria?

		2.3		Calcular % coincidencia para verificación cruzada 2:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Punto de Entrega de Servicio

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N/A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Existe personal designado responsable de revisar y aprobar los números agregados antes de la presentación de informes al seguiente nivel del sistema (es decir,  sitio de agregación del nivel 1 o Unidad de M&E).		N/A						0																																										N/A		II- Definiciones de los Indicadores y Directrices de Informes

		2		La responsabilidad para registrar la prestación de servicios en la fuente de datos está claramente asignada al personal pertinente.		N/A						0																																										N/A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Hay un proceso para garantizar que la recopilación y reporte de datos se completa en el caso de que el personal responsable no esté disponible para hacer el trabajo (por ejemplo, responsabilidad compartida, enfoque de equipo, etc.)		N/A						0																																										N/A		IV- Procesos para la Gestión de Datos

		4		Todo el personal del sitio que son responsables de la recolección, recopilación, verificación y reporte de datos han sido orientados/ capacitados sobre procesos y herramientas de gestión de datos.		N/A						0																																										N/A		V- Uso de Datos para la Toma de Decisiones

		II- Definiciones de los Indicadores y Directrices de Informes				N/A

		La Unidad de M&E ha proporcionado directrices escritas al punto de entrega de servicio sobre …

		5		,,, qué se supone que deben reportar.		N/A						0

		6		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N/A						0

		7		… a quiénes se les debe presentar los informes.		N/A						0

		8		… cuándo se deben entregar los informes.		N/A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N/A

		9		Se han provisto instrucciones claras y escritas por la Unidad de M&E sobre cómo completar los formularios/herramientas de recolección de datos e informes.		N/A						0

		10		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los puntos de servicio que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N/A						0

		11		….De ser así, el informe estándar se utiliza consistentemente por el punto de servicio.		N/A						0

		12		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N/A						0

		13		Los datos recopilados en la fuente de datos tienen la precisión suficiente  para medir el (los) indicador(es) (es decir, los datos relevantes están recolectados por sexo, edad, etc. si el indicador especifica la desagregación por estas características).		N/A						0

		IV- Procesos para la Gestión de Datos				N/A

		14		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N/A						0

		15		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N/A						0

		16		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N/A						0

		17		Los datos personales pertinentes se mantienen de acuerdo con las directrices nacionales o internacionales de confidencialidad.		N/A						0

		18		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N/A						0

		19		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N/A						0

		20		El punto de entrega de servicio recibe retroalimentación periódica sobre la calidad de los informes que presentan.		N/A						0

		21		El punto de entrega de servicio recibe visitas de supervisión de apoyo regulares de los sitios de agregación y/o del personal de la Unidad de M&E.		N/A						0

		22		…De ser así, la última visita fue en los últimos tres meses.		N/A						0

		V- Uso de Datos para la Toma de Decisiones				N/A

		23		El punto de entrega de servicio desarrolla cuadros, gráficos, mapas, etc. (En caso afirmativo, pida verlos.)		N/A						0

		24		...Si es así, se asigna personal para desarrollarlos con regularidad.		N/A						0

		25		Hay decisiones programáticas adoptadas por el punto de entrega de servicio basado en datos/resultados analizados. (En caso afirmativo, pida ejemplos.)		N/A						0

						N/A

		Parte 3:   Recomendaciones para el Punto de Entrega de Servicio

				Con base en los hallazgos del diagnóstico y la verificación de datos en el punto de servicio, por favor describa cualquier desafío a la calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración de tiempo que podría tomar la medida de mejora. Estos serán discutidos con el sitio de agreagción apropiado y la Unidad de M&E.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)				Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS: Punto de Entrega de Servicio





Punto Servicio 9

		



VC 2

Verificación de Datos - Punto de Entrega de Servicio
Verificación Cruzada 2



Punto Servicio 10

		



VC 1

Verificación de Datos - Punto de Entrega de Servicio
Verificación Cruzada 1



Punto Servicio 11

		



FV

Verificación de Datos - Punto de Entrega de Servicio



Punto Servicio 12

		



Diagnóstico del Sistema - Punto de Entrega de Servicio

Diagnóstico del Sistema - Punto de Entrega de Servicio



Punto Servicio 13

		Verificación de Datos y Diagnóstico del Sistema - Punto de Entrega de Servicio

		Punto de Entrega de Servicio:						-

		Indicador(es) Revisado(s):												-

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):												-

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos

		A - Revisión de Documentación:						-		-		-		-		COMENTARIOS																																						Verificación de Datos e Informes - Punto de Entrega de Servicio

				Revisar la disponibilidad e integridad de todas las fuentes de datos de los indicadores para el período de reporte seleccionado.				-		-		-		-																																								Indicadores		FV		Verif. Cruzada 1 Nombre		VC 1		Verif. Cruzada 2 Nombre		VC 2

		1		Revise las fuentes de datos para el período de reporte bajo verificación. ¿Están disponibles todas las fuentes de datos necesarios para la revisión?		-										1)																																						Indicador 1		-		Ind 1 VC 1		-		Ind 1 VC 2		-

						-										2)																																						Indicador 2		-		Ind 2 VC1		-		Ind 2 VC2		-

						-										3)																																						Indicador 3		-		Ind 3 VC1		-		Ind 3 VC2		-

						-										4)																																						Indicador 4		-		Ind 4 VC1		-		Ind 4 VC2		-

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		2		¿Están completas todas las fuentes de datos disponibles?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		3		Revisar las fechas en las fuentes de datos. ¿Están todas las fechas dentro del período de referencia?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		B - Recuento de los resultados reportados:

				Recontar los resultados de las fuentes de datos, comparar los números verificados con los números reportados por el punto de entrega de servicio y explicar las discrepancias (si existen).

		4		Recontar el número de personas, casos o eventos durante el período de informes mediante la revisión de la fuente de datos. [A]

		5		Introducir el número de personas, casos o eventos reportados por el punto de entrega de servicio por medio del informe resumen para el período verificado. [B]

		6		Calcular la proporción de los números recontados a los reportados. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?												1)

																2)

																3)

																4)

		C - Resultados reportados de la verificación cruzada con otras fuentes de datos:

		Las verificaciones cruzadas se pueden realizar mediante el examen de los registros de inventario que documentan las cantidades de medicamentos para el tratamiento, baterías de pruebas o Mosquiteros Tratados con Insecticida (MTI) comprados y entregados durante el período del informe para ver si estas cifras corroboran los resultados reportados. Otras verificaciones cruzadas podrían incluir, por ejemplo, seleccionar al azar 20 tarjetas de pacientes y verificar si estos pacientes se inscribieron en los registros de la unidad, de laboratorio o de la farmacia. A la medida que proceda, las verificaciones cruzadas deben realizarse en ambas direcciones (por ejemplo, de las tarjetas de Tratamiento de Pacientes con el Registro y del Registro a las Tarjetas de Tratamiento Paciente).

		VERIFICACIÓN CRUZADA 1:  Verificación cruzada de la fuente de datos primaria con la fuente de datos secundaria.						-		-		-		-		1)

																2)

																3)

																4)

		1.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos secundaria. ¿Cuántas unidades se seleccionaron?

		1.2		¿Para cuántas unidades la información del indicador en la fuente de datos secundaria coinciden con la información de la fuente de datos primaria?

		1.3		Calcular % coincidencia para verificación cruzada 1:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		VERIFICACIÓN CRUZADA 2:  Verificación cruzada de la fuente de datos secundaria con la fuente de datos primaria.						-		-		-		-		1)

																2)

																3)

																4)

		2.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos primaria. ¿Cuántas unidades se seleccionaron?

		2.2		¿Para cuántas unidades la información del indicador en la fuente de datos primaria coinciden con la información de la fuente de datos secundaria?

		2.3		Calcular % coincidencia para verificación cruzada 2:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Punto de Entrega de Servicio

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N/A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Existe personal designado responsable de revisar y aprobar los números agregados antes de la presentación de informes al seguiente nivel del sistema (es decir,  sitio de agregación del nivel 1 o Unidad de M&E).		N/A						0																																										N/A		II- Definiciones de los Indicadores y Directrices de Informes

		2		La responsabilidad para registrar la prestación de servicios en la fuente de datos está claramente asignada al personal pertinente.		N/A						0																																										N/A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Hay un proceso para garantizar que la recopilación y reporte de datos se completa en el caso de que el personal responsable no esté disponible para hacer el trabajo (por ejemplo, responsabilidad compartida, enfoque de equipo, etc.)		N/A						0																																										N/A		IV- Procesos para la Gestión de Datos

		4		Todo el personal del sitio que son responsables de la recolección, recopilación, verificación y reporte de datos han sido orientados/ capacitados sobre procesos y herramientas de gestión de datos.		N/A						0																																										N/A		V- Uso de Datos para la Toma de Decisiones

		II- Definiciones de los Indicadores y Directrices de Informes				N/A

		La Unidad de M&E ha proporcionado directrices escritas al punto de entrega de servicio sobre …

		5		,,, qué se supone que deben reportar.		N/A						0

		6		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N/A						0

		7		… a quiénes se les debe presentar los informes.		N/A						0

		8		… cuándo se deben entregar los informes.		N/A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N/A

		9		Se han provisto instrucciones claras y escritas por la Unidad de M&E sobre cómo completar los formularios/herramientas de recolección de datos e informes.		N/A						0

		10		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los puntos de servicio que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N/A						0

		11		….De ser así, el informe estándar se utiliza consistentemente por el punto de servicio.		N/A						0

		12		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N/A						0

		13		Los datos recopilados en la fuente de datos tienen la precisión suficiente  para medir el (los) indicador(es) (es decir, los datos relevantes están recolectados por sexo, edad, etc. si el indicador especifica la desagregación por estas características).		N/A						0

		IV- Procesos para la Gestión de Datos				N/A

		14		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N/A						0

		15		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N/A						0

		16		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N/A						0

		17		Los datos personales pertinentes se mantienen de acuerdo con las directrices nacionales o internacionales de confidencialidad.		N/A						0

		18		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N/A						0

		19		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N/A						0

		20		El punto de entrega de servicio recibe retroalimentación periódica sobre la calidad de los informes que presentan.		N/A						0

		21		El punto de entrega de servicio recibe visitas de supervisión de apoyo regulares de los sitios de agregación y/o del personal de la Unidad de M&E.		N/A						0

		22		…De ser así, la última visita fue en los últimos tres meses.		N/A						0

		V- Uso de Datos para la Toma de Decisiones				N/A

		23		El punto de entrega de servicio desarrolla cuadros, gráficos, mapas, etc. (En caso afirmativo, pida verlos.)		N/A						0

		24		...Si es así, se asigna personal para desarrollarlos con regularidad.		N/A						0

		25		Hay decisiones programáticas adoptadas por el punto de entrega de servicio basado en datos/resultados analizados. (En caso afirmativo, pida ejemplos.)		N/A						0

						N/A

		Parte 3:   Recomendaciones para el Punto de Entrega de Servicio

				Con base en los hallazgos del diagnóstico y la verificación de datos en el punto de servicio, por favor describa cualquier desafío a la calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración de tiempo que podría tomar la medida de mejora. Estos serán discutidos con el sitio de agreagción apropiado y la Unidad de M&E.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)				Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS: Punto de Entrega de Servicio





Punto Servicio 13

		



VC 2

Verificación de Datos - Punto de Entrega de Servicio
Verificación Cruzada 2



Punto Servicio 14

		



VC 1

Verificación de Datos - Punto de Entrega de Servicio
Verificación Cruzada 1



Punto Servicio 15

		



FV

Verificación de Datos - Punto de Entrega de Servicio



Punto Servico 16

		



Diagnóstico del Sistema - Punto de Entrega de Servicio

Diagnóstico del Sistema - Punto de Entrega de Servicio



Punto Servicio 17

		Verificación de Datos y Diagnóstico del Sistema - Punto de Entrega de Servicio

		Punto de Entrega de Servicio:						-

		Indicador(es) Revisado(s):												-

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):												-

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos

		A - Revisión de Documentación:						-		-		-		-		COMENTARIOS																																						Verificación de Datos e Informes - Punto de Entrega de Servicio

				Revisar la disponibilidad e integridad de todas las fuentes de datos de los indicadores para el período de reporte seleccionado.				-		-		-		-																																								Indicadores		FV		Verif. Cruzada 1 Nombre		VC 1		Verif. Cruzada 2 Nombre		VC 2

		1		Revise las fuentes de datos para el período de reporte bajo verificación. ¿Están disponibles todas las fuentes de datos necesarios para la revisión?		-										1)																																						Indicador 1		-		Ind 1 VC 1		-		Ind 1 VC 2		-

						-										2)																																						Indicador 2		-		Ind 2 VC1		-		Ind 2 VC2		-

						-										3)																																						Indicador 3		-		Ind 3 VC1		-		Ind 3 VC2		-

						-										4)																																						Indicador 4		-		Ind 4 VC1		-		Ind 4 VC2		-

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		2		¿Están completas todas las fuentes de datos disponibles?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		3		Revisar las fechas en las fuentes de datos. ¿Están todas las fechas dentro del período de referencia?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		B - Recuento de los resultados reportados:

				Recontar los resultados de las fuentes de datos, comparar los números verificados con los números reportados por el punto de entrega de servicio y explicar las discrepancias (si existen).

		4		Recontar el número de personas, casos o eventos durante el período de informes mediante la revisión de la fuente de datos. [A]

		5		Introducir el número de personas, casos o eventos reportados por el punto de entrega de servicio por medio del informe resumen para el período verificado. [B]

		6		Calcular la proporción de los números recontados a los reportados. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?												1)

																2)

																3)

																4)

		C - Resultados reportados de la verificación cruzada con otras fuentes de datos:

		Las verificaciones cruzadas se pueden realizar mediante el examen de los registros de inventario que documentan las cantidades de medicamentos para el tratamiento, baterías de pruebas o Mosquiteros Tratados con Insecticida (MTI) comprados y entregados durante el período del informe para ver si estas cifras corroboran los resultados reportados. Otras verificaciones cruzadas podrían incluir, por ejemplo, seleccionar al azar 20 tarjetas de pacientes y verificar si estos pacientes se inscribieron en los registros de la unidad, de laboratorio o de la farmacia. A la medida que proceda, las verificaciones cruzadas deben realizarse en ambas direcciones (por ejemplo, de las tarjetas de Tratamiento de Pacientes con el Registro y del Registro a las Tarjetas de Tratamiento Paciente).

		VERIFICACIÓN CRUZADA 1:  Verificación cruzada de la fuente de datos primaria con la fuente de datos secundaria.						-		-		-		-		1)

																2)

																3)

																4)

		1.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos secundaria. ¿Cuántas unidades se seleccionaron?

		1.2		¿Para cuántas unidades la información del indicador en la fuente de datos secundaria coinciden con la información de la fuente de datos primaria?

		1.3		Calcular % coincidencia para verificación cruzada 1:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		VERIFICACIÓN CRUZADA 2:  Verificación cruzada de la fuente de datos secundaria con la fuente de datos primaria.						-		-		-		-		1)

																2)

																3)

																4)

		2.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos primaria. ¿Cuántas unidades se seleccionaron?

		2.2		¿Para cuántas unidades la información del indicador en la fuente de datos primaria coinciden con la información de la fuente de datos secundaria?

		2.3		Calcular % coincidencia para verificación cruzada 2:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Punto de Entrega de Servicio

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N/A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Existe personal designado responsable de revisar y aprobar los números agregados antes de la presentación de informes al seguiente nivel del sistema (es decir,  sitio de agregación del nivel 1 o Unidad de M&E).		N/A						0																																										N/A		II- Definiciones de los Indicadores y Directrices de Informes

		2		La responsabilidad para registrar la prestación de servicios en la fuente de datos está claramente asignada al personal pertinente.		N/A						0																																										N/A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Hay un proceso para garantizar que la recopilación y reporte de datos se completa en el caso de que el personal responsable no esté disponible para hacer el trabajo (por ejemplo, responsabilidad compartida, enfoque de equipo, etc.)		N/A						0																																										N/A		IV- Procesos para la Gestión de Datos

		4		Todo el personal del sitio que son responsables de la recolección, recopilación, verificación y reporte de datos han sido orientados/ capacitados sobre procesos y herramientas de gestión de datos.		N/A						0																																										N/A		V- Uso de Datos para la Toma de Decisiones

		II- Definiciones de los Indicadores y Directrices de Informes				N/A

		La Unidad de M&E ha proporcionado directrices escritas al punto de entrega de servicio sobre …

		5		,,, qué se supone que deben reportar.		N/A						0

		6		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N/A						0

		7		… a quiénes se les debe presentar los informes.		N/A						0

		8		… cuándo se deben entregar los informes.		N/A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N/A

		9		Se han provisto instrucciones claras y escritas por la Unidad de M&E sobre cómo completar los formularios/herramientas de recolección de datos e informes.		N/A						0

		10		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los puntos de servicio que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N/A						0

		11		….De ser así, el informe estándar se utiliza consistentemente por el punto de servicio.		N/A						0

		12		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N/A						0

		13		Los datos recopilados en la fuente de datos tienen la precisión suficiente  para medir el (los) indicador(es) (es decir, los datos relevantes están recolectados por sexo, edad, etc. si el indicador especifica la desagregación por estas características).		N/A						0

		IV- Procesos para la Gestión de Datos				N/A

		14		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N/A						0

		15		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N/A						0

		16		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N/A						0

		17		Los datos personales pertinentes se mantienen de acuerdo con las directrices nacionales o internacionales de confidencialidad.		N/A						0

		18		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N/A						0

		19		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N/A						0

		20		El punto de entrega de servicio recibe retroalimentación periódica sobre la calidad de los informes que presentan.		N/A						0

		21		El punto de entrega de servicio recibe visitas de supervisión de apoyo regulares de los sitios de agregación y/o del personal de la Unidad de M&E.		N/A						0

		22		…De ser así, la última visita fue en los últimos tres meses.		N/A						0

		V- Uso de Datos para la Toma de Decisiones				N/A

		23		El punto de entrega de servicio desarrolla cuadros, gráficos, mapas, etc. (En caso afirmativo, pida verlos.)		N/A						0

		24		...Si es así, se asigna personal para desarrollarlos con regularidad.		N/A						0

		25		Hay decisiones programáticas adoptadas por el punto de entrega de servicio basado en datos/resultados analizados. (En caso afirmativo, pida ejemplos.)		N/A						0

						N/A

		Parte 3:   Recomendaciones para el Punto de Entrega de Servicio

				Con base en los hallazgos del diagnóstico y la verificación de datos en el punto de servicio, por favor describa cualquier desafío a la calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración de tiempo que podría tomar la medida de mejora. Estos serán discutidos con el sitio de agreagción apropiado y la Unidad de M&E.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)				Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS: Punto de Entrega de Servicio





Punto Servicio 17

		



VC 2

Verificación de Datos - Punto de Entrega de Servicio
Verificación Cruzada 2



Punto Servicio 18

		



VC 1

Verificación de Datos - Punto de Entrega de Servicio
Verificación Cruzada 1



Punto Servicio 19

		



FV

Verificación de Datos - Punto de Entrega de Servicio



Punto Servicio 20

		



Diagnóstico del Sistema - Punto de Entrega de Servicio

Diagnóstico del Sistema - Punto de Entrega de Servicio



Punto Servicio 21

		Verificación de Datos y Diagnóstico del Sistema - Punto de Entrega de Servicio

		Punto de Entrega de Servicio:						-

		Indicador(es) Revisado(s):												-

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):												-

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos

		A - Revisión de Documentación:						-		-		-		-		COMENTARIOS																																						Verificación de Datos e Informes - Punto de Entrega de Servicio

				Revisar la disponibilidad e integridad de todas las fuentes de datos de los indicadores para el período de reporte seleccionado.				-		-		-		-																																								Indicadores		FV		Verif. Cruzada 1 Nombre		VC 1		Verif. Cruzada 2 Nombre		VC 2

		1		Revise las fuentes de datos para el período de reporte bajo verificación. ¿Están disponibles todas las fuentes de datos necesarios para la revisión?		-										1)																																						Indicador 1		-		Ind 1 VC 1		-		Ind 1 VC 2		-

						-										2)																																						Indicador 2		-		Ind 2 VC1		-		Ind 2 VC2		-

						-										3)																																						Indicador 3		-		Ind 3 VC1		-		Ind 3 VC2		-

						-										4)																																						Indicador 4		-		Ind 4 VC1		-		Ind 4 VC2		-

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		2		¿Están completas todas las fuentes de datos disponibles?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		3		Revisar las fechas en las fuentes de datos. ¿Están todas las fechas dentro del período de referencia?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		B - Recuento de los resultados reportados:

				Recontar los resultados de las fuentes de datos, comparar los números verificados con los números reportados por el punto de entrega de servicio y explicar las discrepancias (si existen).

		4		Recontar el número de personas, casos o eventos durante el período de informes mediante la revisión de la fuente de datos. [A]

		5		Introducir el número de personas, casos o eventos reportados por el punto de entrega de servicio por medio del informe resumen para el período verificado. [B]

		6		Calcular la proporción de los números recontados a los reportados. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?												1)

																2)

																3)

																4)

		C - Resultados reportados de la verificación cruzada con otras fuentes de datos:

		Las verificaciones cruzadas se pueden realizar mediante el examen de los registros de inventario que documentan las cantidades de medicamentos para el tratamiento, baterías de pruebas o Mosquiteros Tratados con Insecticida (MTI) comprados y entregados durante el período del informe para ver si estas cifras corroboran los resultados reportados. Otras verificaciones cruzadas podrían incluir, por ejemplo, seleccionar al azar 20 tarjetas de pacientes y verificar si estos pacientes se inscribieron en los registros de la unidad, de laboratorio o de la farmacia. A la medida que proceda, las verificaciones cruzadas deben realizarse en ambas direcciones (por ejemplo, de las tarjetas de Tratamiento de Pacientes con el Registro y del Registro a las Tarjetas de Tratamiento Paciente).

		VERIFICACIÓN CRUZADA 1:  Verificación cruzada de la fuente de datos primaria con la fuente de datos secundaria.						-		-		-		-		1)

																2)

																3)

																4)

		1.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos secundaria. ¿Cuántas unidades se seleccionaron?

		1.2		¿Para cuántas unidades la información del indicador en la fuente de datos secundaria coinciden con la información de la fuente de datos primaria?

		1.3		Calcular % coincidencia para verificación cruzada 1:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		VERIFICACIÓN CRUZADA 2:  Verificación cruzada de la fuente de datos secundaria con la fuente de datos primaria.						-		-		-		-		1)

																2)

																3)

																4)

		2.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos primaria. ¿Cuántas unidades se seleccionaron?

		2.2		¿Para cuántas unidades la información del indicador en la fuente de datos primaria coinciden con la información de la fuente de datos secundaria?

		2.3		Calcular % coincidencia para verificación cruzada 2:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Punto de Entrega de Servicio

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N/A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Existe personal designado responsable de revisar y aprobar los números agregados antes de la presentación de informes al seguiente nivel del sistema (es decir,  sitio de agregación del nivel 1 o Unidad de M&E).		N/A						0																																										N/A		II- Definiciones de los Indicadores y Directrices de Informes

		2		La responsabilidad para registrar la prestación de servicios en la fuente de datos está claramente asignada al personal pertinente.		N/A						0																																										N/A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Hay un proceso para garantizar que la recopilación y reporte de datos se completa en el caso de que el personal responsable no esté disponible para hacer el trabajo (por ejemplo, responsabilidad compartida, enfoque de equipo, etc.)		N/A						0																																										N/A		IV- Procesos para la Gestión de Datos

		4		Todo el personal del sitio que son responsables de la recolección, recopilación, verificación y reporte de datos han sido orientados/ capacitados sobre procesos y herramientas de gestión de datos.		N/A						0																																										N/A		V- Uso de Datos para la Toma de Decisiones

		II- Definiciones de los Indicadores y Directrices de Informes				N/A

		La Unidad de M&E ha proporcionado directrices escritas al punto de entrega de servicio sobre …

		5		,,, qué se supone que deben reportar.		N/A						0

		6		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N/A						0

		7		… a quiénes se les debe presentar los informes.		N/A						0

		8		… cuándo se deben entregar los informes.		N/A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N/A

		9		Se han provisto instrucciones claras y escritas por la Unidad de M&E sobre cómo completar los formularios/herramientas de recolección de datos e informes.		N/A						0

		10		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los puntos de servicio que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N/A						0

		11		….De ser así, el informe estándar se utiliza consistentemente por el punto de servicio.		N/A						0

		12		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N/A						0

		13		Los datos recopilados en la fuente de datos tienen la precisión suficiente  para medir el (los) indicador(es) (es decir, los datos relevantes están recolectados por sexo, edad, etc. si el indicador especifica la desagregación por estas características).		N/A						0

		IV- Procesos para la Gestión de Datos				N/A

		14		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N/A						0

		15		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N/A						0

		16		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N/A						0

		17		Los datos personales pertinentes se mantienen de acuerdo con las directrices nacionales o internacionales de confidencialidad.		N/A						0

		18		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N/A						0

		19		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N/A						0

		20		El punto de entrega de servicio recibe retroalimentación periódica sobre la calidad de los informes que presentan.		N/A						0

		21		El punto de entrega de servicio recibe visitas de supervisión de apoyo regulares de los sitios de agregación y/o del personal de la Unidad de M&E.		N/A						0

		22		…De ser así, la última visita fue en los últimos tres meses.		N/A						0

		V- Uso de Datos para la Toma de Decisiones				N/A

		23		El punto de entrega de servicio desarrolla cuadros, gráficos, mapas, etc. (En caso afirmativo, pida verlos.)		N/A						0

		24		...Si es así, se asigna personal para desarrollarlos con regularidad.		N/A						0

		25		Hay decisiones programáticas adoptadas por el punto de entrega de servicio basado en datos/resultados analizados. (En caso afirmativo, pida ejemplos.)		N/A						0

						N/A

		Parte 3:   Recomendaciones para el Punto de Entrega de Servicio

				Con base en los hallazgos del diagnóstico y la verificación de datos en el punto de servicio, por favor describa cualquier desafío a la calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración de tiempo que podría tomar la medida de mejora. Estos serán discutidos con el sitio de agreagción apropiado y la Unidad de M&E.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)				Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS: Punto de Entrega de Servicio





Punto Servicio 21

		



VC 2

Verificación de Datos - Punto de Entrega de Servicio
Verificación Cruzada 2



Punto Servicio 22

		



VC 1

Verificación de Datos - Punto de Entrega de Servicio
Verificación Cruzada 1



Punto Servicio 23

		



FV

Verificación de Datos - Punto de Entrega de Servicio



Punto Servicio 24

		



Diagnóstico del Sistema - Punto de Entrega de Servicio

Diagnóstico del Sistema - Punto de Entrega de Servicio



Resumen Puntos de Servicio

		Verificación de Datos y Diagnóstico del Sistema - Punto de Entrega de Servicio

		Punto de Entrega de Servicio:						-

		Indicador(es) Revisado(s):												-

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):												-

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos

		A - Revisión de Documentación:						-		-		-		-		COMENTARIOS																																						Verificación de Datos e Informes - Punto de Entrega de Servicio

				Revisar la disponibilidad e integridad de todas las fuentes de datos de los indicadores para el período de reporte seleccionado.				-		-		-		-																																								Indicadores		FV		Verif. Cruzada 1 Nombre		VC 1		Verif. Cruzada 2 Nombre		VC 2

		1		Revise las fuentes de datos para el período de reporte bajo verificación. ¿Están disponibles todas las fuentes de datos necesarios para la revisión?		-										1)																																						Indicador 1		-		Ind 1 VC 1		-		Ind 1 VC 2		-

						-										2)																																						Indicador 2		-		Ind 2 VC1		-		Ind 2 VC2		-

						-										3)																																						Indicador 3		-		Ind 3 VC1		-		Ind 3 VC2		-

						-										4)																																						Indicador 4		-		Ind 4 VC1		-		Ind 4 VC2		-

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		2		¿Están completas todas las fuentes de datos disponibles?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		3		Revisar las fechas en las fuentes de datos. ¿Están todas las fechas dentro del período de referencia?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		B - Recuento de los resultados reportados:

				Recontar los resultados de las fuentes de datos, comparar los números verificados con los números reportados por el punto de entrega de servicio y explicar las discrepancias (si existen).

		4		Recontar el número de personas, casos o eventos durante el período de informes mediante la revisión de la fuente de datos. [A]

		5		Introducir el número de personas, casos o eventos reportados por el punto de entrega de servicio por medio del informe resumen para el período verificado. [B]

		6		Calcular la proporción de los números recontados a los reportados. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?												1)

																2)

																3)

																4)

		C - Resultados reportados de la verificación cruzada con otras fuentes de datos:

		Las verificaciones cruzadas se pueden realizar mediante el examen de los registros de inventario que documentan las cantidades de medicamentos para el tratamiento, baterías de pruebas o Mosquiteros Tratados con Insecticida (MTI) comprados y entregados durante el período del informe para ver si estas cifras corroboran los resultados reportados. Otras verificaciones cruzadas podrían incluir, por ejemplo, seleccionar al azar 20 tarjetas de pacientes y verificar si estos pacientes se inscribieron en los registros de la unidad, de laboratorio o de la farmacia. A la medida que proceda, las verificaciones cruzadas deben realizarse en ambas direcciones (por ejemplo, de las tarjetas de Tratamiento de Pacientes con el Registro y del Registro a las Tarjetas de Tratamiento Paciente).

		VERIFICACIÓN CRUZADA 1:  Verificación cruzada de la fuente de datos primaria con la fuente de datos secundaria.						-		-		-		-		1)

																2)

																3)

																4)

		1.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos secundaria. ¿Cuántas unidades se seleccionaron?

		1.2		¿Para cuántas unidades la información del indicador en la fuente de datos secundaria coinciden con la información de la fuente de datos primaria?

		1.3		Calcular % coincidencia para verificación cruzada 1:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		VERIFICACIÓN CRUZADA 2:  Verificación cruzada de la fuente de datos secundaria con la fuente de datos primaria.						-		-		-		-		1)

																2)

																3)

																4)

		2.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos primaria. ¿Cuántas unidades se seleccionaron?

		2.2		¿Para cuántas unidades la información del indicador en la fuente de datos primaria coinciden con la información de la fuente de datos secundaria?

		2.3		Calcular % coincidencia para verificación cruzada 2:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Punto de Entrega de Servicio

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N/A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Existe personal designado responsable de revisar y aprobar los números agregados antes de la presentación de informes al seguiente nivel del sistema (es decir,  sitio de agregación del nivel 1 o Unidad de M&E).		N/A						0																																										N/A		II- Definiciones de los Indicadores y Directrices de Informes

		2		La responsabilidad para registrar la prestación de servicios en la fuente de datos está claramente asignada al personal pertinente.		N/A						0																																										N/A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Hay un proceso para garantizar que la recopilación y reporte de datos se completa en el caso de que el personal responsable no esté disponible para hacer el trabajo (por ejemplo, responsabilidad compartida, enfoque de equipo, etc.)		N/A						0																																										N/A		IV- Procesos para la Gestión de Datos

		4		Todo el personal del sitio que son responsables de la recolección, recopilación, verificación y reporte de datos han sido orientados/ capacitados sobre procesos y herramientas de gestión de datos.		N/A						0																																										N/A		V- Uso de Datos para la Toma de Decisiones

		II- Definiciones de los Indicadores y Directrices de Informes				N/A

		La Unidad de M&E ha proporcionado directrices escritas al punto de entrega de servicio sobre …

		5		,,, qué se supone que deben reportar.		N/A						0

		6		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N/A						0

		7		… a quiénes se les debe presentar los informes.		N/A						0

		8		… cuándo se deben entregar los informes.		N/A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N/A

		9		Se han provisto instrucciones claras y escritas por la Unidad de M&E sobre cómo completar los formularios/herramientas de recolección de datos e informes.		N/A						0

		10		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los puntos de servicio que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N/A						0

		11		….De ser así, el informe estándar se utiliza consistentemente por el punto de servicio.		N/A						0

		12		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N/A						0

		13		Los datos recopilados en la fuente de datos tienen la precisión suficiente  para medir el (los) indicador(es) (es decir, los datos relevantes están recolectados por sexo, edad, etc. si el indicador especifica la desagregación por estas características).		N/A						0

		IV- Procesos para la Gestión de Datos				N/A

		14		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N/A						0

		15		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N/A						0

		16		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N/A						0

		17		Los datos personales pertinentes se mantienen de acuerdo con las directrices nacionales o internacionales de confidencialidad.		N/A						0

		18		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N/A						0

		19		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N/A						0

		20		El punto de entrega de servicio recibe retroalimentación periódica sobre la calidad de los informes que presentan.		N/A						0

		21		El punto de entrega de servicio recibe visitas de supervisión de apoyo regulares de los sitios de agregación y/o del personal de la Unidad de M&E.		N/A						0

		22		…De ser así, la última visita fue en los últimos tres meses.		N/A						0

		V- Uso de Datos para la Toma de Decisiones				N/A

		23		El punto de entrega de servicio desarrolla cuadros, gráficos, mapas, etc. (En caso afirmativo, pida verlos.)		N/A						0

		24		...Si es así, se asigna personal para desarrollarlos con regularidad.		N/A						0

		25		Hay decisiones programáticas adoptadas por el punto de entrega de servicio basado en datos/resultados analizados. (En caso afirmativo, pida ejemplos.)		N/A						0

						N/A

		Parte 3:   Recomendaciones para el Punto de Entrega de Servicio

				Con base en los hallazgos del diagnóstico y la verificación de datos en el punto de servicio, por favor describa cualquier desafío a la calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración de tiempo que podría tomar la medida de mejora. Estos serán discutidos con el sitio de agreagción apropiado y la Unidad de M&E.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)				Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS: Punto de Entrega de Servicio





Resumen Puntos de Servicio

		



VC 2

Verificación de Datos - Punto de Entrega de Servicio
Verificación Cruzada 2



Nivel 1 Sitio Agregación 1

		



VC 1

Verificación de Datos - Punto de Entrega de Servicio
Verificación Cruzada 1



Nivel 1 Sitio Agregación 2

		



FV

Verificación de Datos - Punto de Entrega de Servicio



Nivel 1 Sitio Agregación 3

		



Diagnóstico del Sistema - Punto de Entrega de Servicio

Diagnóstico del Sistema - Punto de Entrega de Servicio



Nivel 1 Sitio Agregación 4

		Verificación de Datos y Diagnóstico del Sistema - Punto de Entrega de Servicio

		Punto de Entrega de Servicio:						-

		Indicador(es) Revisado(s):												-

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):												-

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos

		A - Revisión de Documentación:						-		-		-		-		COMENTARIOS																																						Verificación de Datos e Informes - Punto de Entrega de Servicio

				Revisar la disponibilidad e integridad de todas las fuentes de datos de los indicadores para el período de reporte seleccionado.				-		-		-		-																																								Indicadores		FV		Verif. Cruzada 1 Nombre		VC 1		Verif. Cruzada 2 Nombre		VC 2

		1		Revise las fuentes de datos para el período de reporte bajo verificación. ¿Están disponibles todas las fuentes de datos necesarios para la revisión?		-										1)																																						Indicador 1		-		Ind 1 VC 1		-		Ind 1 VC 2		-

						-										2)																																						Indicador 2		-		Ind 2 VC1		-		Ind 2 VC2		-

						-										3)																																						Indicador 3		-		Ind 3 VC1		-		Ind 3 VC2		-

						-										4)																																						Indicador 4		-		Ind 4 VC1		-		Ind 4 VC2		-

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		2		¿Están completas todas las fuentes de datos disponibles?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		3		Revisar las fechas en las fuentes de datos. ¿Están todas las fechas dentro del período de referencia?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		B - Recuento de los resultados reportados:

				Recontar los resultados de las fuentes de datos, comparar los números verificados con los números reportados por el punto de entrega de servicio y explicar las discrepancias (si existen).

		4		Recontar el número de personas, casos o eventos durante el período de informes mediante la revisión de la fuente de datos. [A]

		5		Introducir el número de personas, casos o eventos reportados por el punto de entrega de servicio por medio del informe resumen para el período verificado. [B]

		6		Calcular la proporción de los números recontados a los reportados. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?												1)

																2)

																3)

																4)

		C - Resultados reportados de la verificación cruzada con otras fuentes de datos:

		Las verificaciones cruzadas se pueden realizar mediante el examen de los registros de inventario que documentan las cantidades de medicamentos para el tratamiento, baterías de pruebas o Mosquiteros Tratados con Insecticida (MTI) comprados y entregados durante el período del informe para ver si estas cifras corroboran los resultados reportados. Otras verificaciones cruzadas podrían incluir, por ejemplo, seleccionar al azar 20 tarjetas de pacientes y verificar si estos pacientes se inscribieron en los registros de la unidad, de laboratorio o de la farmacia. A la medida que proceda, las verificaciones cruzadas deben realizarse en ambas direcciones (por ejemplo, de las tarjetas de Tratamiento de Pacientes con el Registro y del Registro a las Tarjetas de Tratamiento Paciente).

		VERIFICACIÓN CRUZADA 1:  Verificación cruzada de la fuente de datos primaria con la fuente de datos secundaria.						-		-		-		-		1)

																2)

																3)

																4)

		1.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos secundaria. ¿Cuántas unidades se seleccionaron?

		1.2		¿Para cuántas unidades la información del indicador en la fuente de datos secundaria coinciden con la información de la fuente de datos primaria?

		1.3		Calcular % coincidencia para verificación cruzada 1:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		VERIFICACIÓN CRUZADA 2:  Verificación cruzada de la fuente de datos secundaria con la fuente de datos primaria.						-		-		-		-		1)

																2)

																3)

																4)

		2.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos primaria. ¿Cuántas unidades se seleccionaron?

		2.2		¿Para cuántas unidades la información del indicador en la fuente de datos primaria coinciden con la información de la fuente de datos secundaria?

		2.3		Calcular % coincidencia para verificación cruzada 2:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Punto de Entrega de Servicio

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N/A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Existe personal designado responsable de revisar y aprobar los números agregados antes de la presentación de informes al seguiente nivel del sistema (es decir,  sitio de agregación del nivel 1 o Unidad de M&E).		N/A						0																																										N/A		II- Definiciones de los Indicadores y Directrices de Informes

		2		La responsabilidad para registrar la prestación de servicios en la fuente de datos está claramente asignada al personal pertinente.		N/A						0																																										N/A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Hay un proceso para garantizar que la recopilación y reporte de datos se completa en el caso de que el personal responsable no esté disponible para hacer el trabajo (por ejemplo, responsabilidad compartida, enfoque de equipo, etc.)		N/A						0																																										N/A		IV- Procesos para la Gestión de Datos

		4		Todo el personal del sitio que son responsables de la recolección, recopilación, verificación y reporte de datos han sido orientados/ capacitados sobre procesos y herramientas de gestión de datos.		N/A						0																																										N/A		V- Uso de Datos para la Toma de Decisiones

		II- Definiciones de los Indicadores y Directrices de Informes				N/A

		La Unidad de M&E ha proporcionado directrices escritas al punto de entrega de servicio sobre …

		5		,,, qué se supone que deben reportar.		N/A						0

		6		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N/A						0

		7		… a quiénes se les debe presentar los informes.		N/A						0

		8		… cuándo se deben entregar los informes.		N/A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N/A

		9		Se han provisto instrucciones claras y escritas por la Unidad de M&E sobre cómo completar los formularios/herramientas de recolección de datos e informes.		N/A						0

		10		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los puntos de servicio que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N/A						0

		11		….De ser así, el informe estándar se utiliza consistentemente por el punto de servicio.		N/A						0

		12		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N/A						0

		13		Los datos recopilados en la fuente de datos tienen la precisión suficiente  para medir el (los) indicador(es) (es decir, los datos relevantes están recolectados por sexo, edad, etc. si el indicador especifica la desagregación por estas características).		N/A						0

		IV- Procesos para la Gestión de Datos				N/A

		14		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N/A						0

		15		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N/A						0

		16		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N/A						0

		17		Los datos personales pertinentes se mantienen de acuerdo con las directrices nacionales o internacionales de confidencialidad.		N/A						0

		18		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N/A						0

		19		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N/A						0

		20		El punto de entrega de servicio recibe retroalimentación periódica sobre la calidad de los informes que presentan.		N/A						0

		21		El punto de entrega de servicio recibe visitas de supervisión de apoyo regulares de los sitios de agregación y/o del personal de la Unidad de M&E.		N/A						0

		22		…De ser así, la última visita fue en los últimos tres meses.		N/A						0

		V- Uso de Datos para la Toma de Decisiones				N/A

		23		El punto de entrega de servicio desarrolla cuadros, gráficos, mapas, etc. (En caso afirmativo, pida verlos.)		N/A						0

		24		...Si es así, se asigna personal para desarrollarlos con regularidad.		N/A						0

		25		Hay decisiones programáticas adoptadas por el punto de entrega de servicio basado en datos/resultados analizados. (En caso afirmativo, pida ejemplos.)		N/A						0

						N/A

		Parte 3:   Recomendaciones para el Punto de Entrega de Servicio

				Con base en los hallazgos del diagnóstico y la verificación de datos en el punto de servicio, por favor describa cualquier desafío a la calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración de tiempo que podría tomar la medida de mejora. Estos serán discutidos con el sitio de agreagción apropiado y la Unidad de M&E.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)				Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS: Punto de Entrega de Servicio





Nivel 1 Sitio Agregación 4

		



VC 2

Verificación de Datos - Punto de Entrega de Servicio
Verificación Cruzada 2



Nivel 1 Sitio Agregación 5

		



VC 1

Verificación de Datos - Punto de Entrega de Servicio
Verificación Cruzada 1



Nivel 1 Sitio Agregación 6

		



FV

Verificación de Datos - Punto de Entrega de Servicio



Nivel 1 Sitio Agregación 7

		



Diagnóstico del Sistema - Punto de Entrega de Servicio

Diagnóstico del Sistema - Punto de Entrega de Servicio



Nivel 1 Sitio Agregación 8

		Verificación de Datos y Diagnóstico del Sistema - Punto de Entrega de Servicio

		Punto de Entrega de Servicio:						-

		Indicador(es) Revisado(s):												-

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):												-

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos

		A - Revisión de Documentación:						-		-		-		-		COMENTARIOS																																						Verificación de Datos e Informes - Punto de Entrega de Servicio

				Revisar la disponibilidad e integridad de todas las fuentes de datos de los indicadores para el período de reporte seleccionado.				-		-		-		-																																								Indicadores		FV		Verif. Cruzada 1 Nombre		VC 1		Verif. Cruzada 2 Nombre		VC 2

		1		Revise las fuentes de datos para el período de reporte bajo verificación. ¿Están disponibles todas las fuentes de datos necesarios para la revisión?		-										1)																																						Indicador 1		-		Ind 1 VC 1		-		Ind 1 VC 2		-

						-										2)																																						Indicador 2		-		Ind 2 VC1		-		Ind 2 VC2		-

						-										3)																																						Indicador 3		-		Ind 3 VC1		-		Ind 3 VC2		-

						-										4)																																						Indicador 4		-		Ind 4 VC1		-		Ind 4 VC2		-

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		2		¿Están completas todas las fuentes de datos disponibles?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		3		Revisar las fechas en las fuentes de datos. ¿Están todas las fechas dentro del período de referencia?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		B - Recuento de los resultados reportados:

				Recontar los resultados de las fuentes de datos, comparar los números verificados con los números reportados por el punto de entrega de servicio y explicar las discrepancias (si existen).

		4		Recontar el número de personas, casos o eventos durante el período de informes mediante la revisión de la fuente de datos. [A]

		5		Introducir el número de personas, casos o eventos reportados por el punto de entrega de servicio por medio del informe resumen para el período verificado. [B]

		6		Calcular la proporción de los números recontados a los reportados. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?												1)

																2)

																3)

																4)

		C - Resultados reportados de la verificación cruzada con otras fuentes de datos:

		Las verificaciones cruzadas se pueden realizar mediante el examen de los registros de inventario que documentan las cantidades de medicamentos para el tratamiento, baterías de pruebas o Mosquiteros Tratados con Insecticida (MTI) comprados y entregados durante el período del informe para ver si estas cifras corroboran los resultados reportados. Otras verificaciones cruzadas podrían incluir, por ejemplo, seleccionar al azar 20 tarjetas de pacientes y verificar si estos pacientes se inscribieron en los registros de la unidad, de laboratorio o de la farmacia. A la medida que proceda, las verificaciones cruzadas deben realizarse en ambas direcciones (por ejemplo, de las tarjetas de Tratamiento de Pacientes con el Registro y del Registro a las Tarjetas de Tratamiento Paciente).

		VERIFICACIÓN CRUZADA 1:  Verificación cruzada de la fuente de datos primaria con la fuente de datos secundaria.						-		-		-		-		1)

																2)

																3)

																4)

		1.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos secundaria. ¿Cuántas unidades se seleccionaron?

		1.2		¿Para cuántas unidades la información del indicador en la fuente de datos secundaria coinciden con la información de la fuente de datos primaria?

		1.3		Calcular % coincidencia para verificación cruzada 1:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		VERIFICACIÓN CRUZADA 2:  Verificación cruzada de la fuente de datos secundaria con la fuente de datos primaria.						-		-		-		-		1)

																2)

																3)

																4)

		2.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos primaria. ¿Cuántas unidades se seleccionaron?

		2.2		¿Para cuántas unidades la información del indicador en la fuente de datos primaria coinciden con la información de la fuente de datos secundaria?

		2.3		Calcular % coincidencia para verificación cruzada 2:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Punto de Entrega de Servicio

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N/A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Existe personal designado responsable de revisar y aprobar los números agregados antes de la presentación de informes al seguiente nivel del sistema (es decir,  sitio de agregación del nivel 1 o Unidad de M&E).		N/A						0																																										N/A		II- Definiciones de los Indicadores y Directrices de Informes

		2		La responsabilidad para registrar la prestación de servicios en la fuente de datos está claramente asignada al personal pertinente.		N/A						0																																										N/A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Hay un proceso para garantizar que la recopilación y reporte de datos se completa en el caso de que el personal responsable no esté disponible para hacer el trabajo (por ejemplo, responsabilidad compartida, enfoque de equipo, etc.)		N/A						0																																										N/A		IV- Procesos para la Gestión de Datos

		4		Todo el personal del sitio que son responsables de la recolección, recopilación, verificación y reporte de datos han sido orientados/ capacitados sobre procesos y herramientas de gestión de datos.		N/A						0																																										N/A		V- Uso de Datos para la Toma de Decisiones

		II- Definiciones de los Indicadores y Directrices de Informes				N/A

		La Unidad de M&E ha proporcionado directrices escritas al punto de entrega de servicio sobre …

		5		,,, qué se supone que deben reportar.		N/A						0

		6		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N/A						0

		7		… a quiénes se les debe presentar los informes.		N/A						0

		8		… cuándo se deben entregar los informes.		N/A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N/A

		9		Se han provisto instrucciones claras y escritas por la Unidad de M&E sobre cómo completar los formularios/herramientas de recolección de datos e informes.		N/A						0

		10		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los puntos de servicio que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N/A						0

		11		….De ser así, el informe estándar se utiliza consistentemente por el punto de servicio.		N/A						0

		12		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N/A						0

		13		Los datos recopilados en la fuente de datos tienen la precisión suficiente  para medir el (los) indicador(es) (es decir, los datos relevantes están recolectados por sexo, edad, etc. si el indicador especifica la desagregación por estas características).		N/A						0

		IV- Procesos para la Gestión de Datos				N/A

		14		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N/A						0

		15		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N/A						0

		16		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N/A						0

		17		Los datos personales pertinentes se mantienen de acuerdo con las directrices nacionales o internacionales de confidencialidad.		N/A						0

		18		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N/A						0

		19		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N/A						0

		20		El punto de entrega de servicio recibe retroalimentación periódica sobre la calidad de los informes que presentan.		N/A						0

		21		El punto de entrega de servicio recibe visitas de supervisión de apoyo regulares de los sitios de agregación y/o del personal de la Unidad de M&E.		N/A						0

		22		…De ser así, la última visita fue en los últimos tres meses.		N/A						0

		V- Uso de Datos para la Toma de Decisiones				N/A

		23		El punto de entrega de servicio desarrolla cuadros, gráficos, mapas, etc. (En caso afirmativo, pida verlos.)		N/A						0

		24		...Si es así, se asigna personal para desarrollarlos con regularidad.		N/A						0

		25		Hay decisiones programáticas adoptadas por el punto de entrega de servicio basado en datos/resultados analizados. (En caso afirmativo, pida ejemplos.)		N/A						0

						N/A

		Parte 3:   Recomendaciones para el Punto de Entrega de Servicio

				Con base en los hallazgos del diagnóstico y la verificación de datos en el punto de servicio, por favor describa cualquier desafío a la calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración de tiempo que podría tomar la medida de mejora. Estos serán discutidos con el sitio de agreagción apropiado y la Unidad de M&E.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)				Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS: Punto de Entrega de Servicio





Nivel 1 Sitio Agregación 8

		



VC 2

Verificación de Datos - Punto de Entrega de Servicio
Verificación Cruzada 2



Resumen Sitios Agreg Nivel 1

		



VC 1

Verificación de Datos - Punto de Entrega de Servicio
Verificación Cruzada 1



Nivel 2 Sitio Agregación 1

		



FV

Verificación de Datos - Punto de Entrega de Servicio



Nivel 2 Sitio Agregación 2

		



Diagnóstico del Sistema - Punto de Entrega de Servicio

Diagnóstico del Sistema - Punto de Entrega de Servicio



Nivel 2 Sitio Agregación 3

		Verificación de Datos y Diagnóstico del Sistema - Punto de Entrega de Servicio

		Punto de Entrega de Servicio:						-

		Indicador(es) Revisado(s):												-

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):												-

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos

		A - Revisión de Documentación:						-		-		-		-		COMENTARIOS																																						Verificación de Datos e Informes - Punto de Entrega de Servicio

				Revisar la disponibilidad e integridad de todas las fuentes de datos de los indicadores para el período de reporte seleccionado.				-		-		-		-																																								Indicadores		FV		Verif. Cruzada 1 Nombre		VC 1		Verif. Cruzada 2 Nombre		VC 2

		1		Revise las fuentes de datos para el período de reporte bajo verificación. ¿Están disponibles todas las fuentes de datos necesarios para la revisión?		-										1)																																						Indicador 1		-		Ind 1 VC 1		-		Ind 1 VC 2		-

						-										2)																																						Indicador 2		-		Ind 2 VC1		-		Ind 2 VC2		-

						-										3)																																						Indicador 3		-		Ind 3 VC1		-		Ind 3 VC2		-

						-										4)																																						Indicador 4		-		Ind 4 VC1		-		Ind 4 VC2		-

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		2		¿Están completas todas las fuentes de datos disponibles?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		3		Revisar las fechas en las fuentes de datos. ¿Están todas las fechas dentro del período de referencia?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		B - Recuento de los resultados reportados:

				Recontar los resultados de las fuentes de datos, comparar los números verificados con los números reportados por el punto de entrega de servicio y explicar las discrepancias (si existen).

		4		Recontar el número de personas, casos o eventos durante el período de informes mediante la revisión de la fuente de datos. [A]

		5		Introducir el número de personas, casos o eventos reportados por el punto de entrega de servicio por medio del informe resumen para el período verificado. [B]

		6		Calcular la proporción de los números recontados a los reportados. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?												1)

																2)

																3)

																4)

		C - Resultados reportados de la verificación cruzada con otras fuentes de datos:

		Las verificaciones cruzadas se pueden realizar mediante el examen de los registros de inventario que documentan las cantidades de medicamentos para el tratamiento, baterías de pruebas o Mosquiteros Tratados con Insecticida (MTI) comprados y entregados durante el período del informe para ver si estas cifras corroboran los resultados reportados. Otras verificaciones cruzadas podrían incluir, por ejemplo, seleccionar al azar 20 tarjetas de pacientes y verificar si estos pacientes se inscribieron en los registros de la unidad, de laboratorio o de la farmacia. A la medida que proceda, las verificaciones cruzadas deben realizarse en ambas direcciones (por ejemplo, de las tarjetas de Tratamiento de Pacientes con el Registro y del Registro a las Tarjetas de Tratamiento Paciente).

		VERIFICACIÓN CRUZADA 1:  Verificación cruzada de la fuente de datos primaria con la fuente de datos secundaria.						-		-		-		-		1)

																2)

																3)

																4)

		1.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos secundaria. ¿Cuántas unidades se seleccionaron?

		1.2		¿Para cuántas unidades la información del indicador en la fuente de datos secundaria coinciden con la información de la fuente de datos primaria?

		1.3		Calcular % coincidencia para verificación cruzada 1:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		VERIFICACIÓN CRUZADA 2:  Verificación cruzada de la fuente de datos secundaria con la fuente de datos primaria.						-		-		-		-		1)

																2)

																3)

																4)

		2.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos primaria. ¿Cuántas unidades se seleccionaron?

		2.2		¿Para cuántas unidades la información del indicador en la fuente de datos primaria coinciden con la información de la fuente de datos secundaria?

		2.3		Calcular % coincidencia para verificación cruzada 2:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Punto de Entrega de Servicio

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N/A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Existe personal designado responsable de revisar y aprobar los números agregados antes de la presentación de informes al seguiente nivel del sistema (es decir,  sitio de agregación del nivel 1 o Unidad de M&E).		N/A						0																																										N/A		II- Definiciones de los Indicadores y Directrices de Informes

		2		La responsabilidad para registrar la prestación de servicios en la fuente de datos está claramente asignada al personal pertinente.		N/A						0																																										N/A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Hay un proceso para garantizar que la recopilación y reporte de datos se completa en el caso de que el personal responsable no esté disponible para hacer el trabajo (por ejemplo, responsabilidad compartida, enfoque de equipo, etc.)		N/A						0																																										N/A		IV- Procesos para la Gestión de Datos

		4		Todo el personal del sitio que son responsables de la recolección, recopilación, verificación y reporte de datos han sido orientados/ capacitados sobre procesos y herramientas de gestión de datos.		N/A						0																																										N/A		V- Uso de Datos para la Toma de Decisiones

		II- Definiciones de los Indicadores y Directrices de Informes				N/A

		La Unidad de M&E ha proporcionado directrices escritas al punto de entrega de servicio sobre …

		5		,,, qué se supone que deben reportar.		N/A						0

		6		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N/A						0

		7		… a quiénes se les debe presentar los informes.		N/A						0

		8		… cuándo se deben entregar los informes.		N/A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N/A

		9		Se han provisto instrucciones claras y escritas por la Unidad de M&E sobre cómo completar los formularios/herramientas de recolección de datos e informes.		N/A						0

		10		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los puntos de servicio que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N/A						0

		11		….De ser así, el informe estándar se utiliza consistentemente por el punto de servicio.		N/A						0

		12		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N/A						0

		13		Los datos recopilados en la fuente de datos tienen la precisión suficiente  para medir el (los) indicador(es) (es decir, los datos relevantes están recolectados por sexo, edad, etc. si el indicador especifica la desagregación por estas características).		N/A						0

		IV- Procesos para la Gestión de Datos				N/A

		14		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N/A						0

		15		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N/A						0

		16		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N/A						0

		17		Los datos personales pertinentes se mantienen de acuerdo con las directrices nacionales o internacionales de confidencialidad.		N/A						0

		18		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N/A						0

		19		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N/A						0

		20		El punto de entrega de servicio recibe retroalimentación periódica sobre la calidad de los informes que presentan.		N/A						0

		21		El punto de entrega de servicio recibe visitas de supervisión de apoyo regulares de los sitios de agregación y/o del personal de la Unidad de M&E.		N/A						0

		22		…De ser así, la última visita fue en los últimos tres meses.		N/A						0

		V- Uso de Datos para la Toma de Decisiones				N/A

		23		El punto de entrega de servicio desarrolla cuadros, gráficos, mapas, etc. (En caso afirmativo, pida verlos.)		N/A						0

		24		...Si es así, se asigna personal para desarrollarlos con regularidad.		N/A						0

		25		Hay decisiones programáticas adoptadas por el punto de entrega de servicio basado en datos/resultados analizados. (En caso afirmativo, pida ejemplos.)		N/A						0

						N/A

		Parte 3:   Recomendaciones para el Punto de Entrega de Servicio

				Con base en los hallazgos del diagnóstico y la verificación de datos en el punto de servicio, por favor describa cualquier desafío a la calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración de tiempo que podría tomar la medida de mejora. Estos serán discutidos con el sitio de agreagción apropiado y la Unidad de M&E.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)				Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS: Punto de Entrega de Servicio





Nivel 2 Sitio Agregación 3
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Verificación de Datos - Punto de Entrega de Servicio
Verificación Cruzada 2
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VC 1

Verificación de Datos - Punto de Entrega de Servicio
Verificación Cruzada 1
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FV
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Diagnóstico del Sistema - Punto de Entrega de Servicio

Diagnóstico del Sistema - Punto de Entrega de Servicio



Resumen Diagnóstico Sistema

		Verificación de Datos y Diagnóstico del Sistema - Punto de Entrega de Servicio

		Punto de Entrega de Servicio:						-

		Indicador(es) Revisado(s):												-

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):												-

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos

		A - Revisión de Documentación:						-		-		-		-		COMENTARIOS																																						Verificación de Datos e Informes - Punto de Entrega de Servicio

				Revisar la disponibilidad e integridad de todas las fuentes de datos de los indicadores para el período de reporte seleccionado.				-		-		-		-																																								Indicadores		FV		Verif. Cruzada 1 Nombre		VC 1		Verif. Cruzada 2 Nombre		VC 2

		1		Revise las fuentes de datos para el período de reporte bajo verificación. ¿Están disponibles todas las fuentes de datos necesarios para la revisión?		-										1)																																						Indicador 1		-		Ind 1 VC 1		-		Ind 1 VC 2		-

						-										2)																																						Indicador 2		-		Ind 2 VC1		-		Ind 2 VC2		-

						-										3)																																						Indicador 3		-		Ind 3 VC1		-		Ind 3 VC2		-

						-										4)																																						Indicador 4		-		Ind 4 VC1		-		Ind 4 VC2		-

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		2		¿Están completas todas las fuentes de datos disponibles?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		3		Revisar las fechas en las fuentes de datos. ¿Están todas las fechas dentro del período de referencia?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		B - Recuento de los resultados reportados:

				Recontar los resultados de las fuentes de datos, comparar los números verificados con los números reportados por el punto de entrega de servicio y explicar las discrepancias (si existen).

		4		Recontar el número de personas, casos o eventos durante el período de informes mediante la revisión de la fuente de datos. [A]

		5		Introducir el número de personas, casos o eventos reportados por el punto de entrega de servicio por medio del informe resumen para el período verificado. [B]

		6		Calcular la proporción de los números recontados a los reportados. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?												1)

																2)

																3)

																4)

		C - Resultados reportados de la verificación cruzada con otras fuentes de datos:

		Las verificaciones cruzadas se pueden realizar mediante el examen de los registros de inventario que documentan las cantidades de medicamentos para el tratamiento, baterías de pruebas o Mosquiteros Tratados con Insecticida (MTI) comprados y entregados durante el período del informe para ver si estas cifras corroboran los resultados reportados. Otras verificaciones cruzadas podrían incluir, por ejemplo, seleccionar al azar 20 tarjetas de pacientes y verificar si estos pacientes se inscribieron en los registros de la unidad, de laboratorio o de la farmacia. A la medida que proceda, las verificaciones cruzadas deben realizarse en ambas direcciones (por ejemplo, de las tarjetas de Tratamiento de Pacientes con el Registro y del Registro a las Tarjetas de Tratamiento Paciente).

		VERIFICACIÓN CRUZADA 1:  Verificación cruzada de la fuente de datos primaria con la fuente de datos secundaria.						-		-		-		-		1)

																2)

																3)

																4)

		1.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos secundaria. ¿Cuántas unidades se seleccionaron?

		1.2		¿Para cuántas unidades la información del indicador en la fuente de datos secundaria coinciden con la información de la fuente de datos primaria?

		1.3		Calcular % coincidencia para verificación cruzada 1:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		VERIFICACIÓN CRUZADA 2:  Verificación cruzada de la fuente de datos secundaria con la fuente de datos primaria.						-		-		-		-		1)

																2)

																3)

																4)

		2.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos primaria. ¿Cuántas unidades se seleccionaron?

		2.2		¿Para cuántas unidades la información del indicador en la fuente de datos primaria coinciden con la información de la fuente de datos secundaria?

		2.3		Calcular % coincidencia para verificación cruzada 2:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Punto de Entrega de Servicio

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N/A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Existe personal designado responsable de revisar y aprobar los números agregados antes de la presentación de informes al seguiente nivel del sistema (es decir,  sitio de agregación del nivel 1 o Unidad de M&E).		N/A						0																																										N/A		II- Definiciones de los Indicadores y Directrices de Informes

		2		La responsabilidad para registrar la prestación de servicios en la fuente de datos está claramente asignada al personal pertinente.		N/A						0																																										N/A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Hay un proceso para garantizar que la recopilación y reporte de datos se completa en el caso de que el personal responsable no esté disponible para hacer el trabajo (por ejemplo, responsabilidad compartida, enfoque de equipo, etc.)		N/A						0																																										N/A		IV- Procesos para la Gestión de Datos

		4		Todo el personal del sitio que son responsables de la recolección, recopilación, verificación y reporte de datos han sido orientados/ capacitados sobre procesos y herramientas de gestión de datos.		N/A						0																																										N/A		V- Uso de Datos para la Toma de Decisiones

		II- Definiciones de los Indicadores y Directrices de Informes				N/A

		La Unidad de M&E ha proporcionado directrices escritas al punto de entrega de servicio sobre …

		5		,,, qué se supone que deben reportar.		N/A						0

		6		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N/A						0

		7		… a quiénes se les debe presentar los informes.		N/A						0

		8		… cuándo se deben entregar los informes.		N/A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N/A

		9		Se han provisto instrucciones claras y escritas por la Unidad de M&E sobre cómo completar los formularios/herramientas de recolección de datos e informes.		N/A						0

		10		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los puntos de servicio que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N/A						0

		11		….De ser así, el informe estándar se utiliza consistentemente por el punto de servicio.		N/A						0

		12		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N/A						0

		13		Los datos recopilados en la fuente de datos tienen la precisión suficiente  para medir el (los) indicador(es) (es decir, los datos relevantes están recolectados por sexo, edad, etc. si el indicador especifica la desagregación por estas características).		N/A						0

		IV- Procesos para la Gestión de Datos				N/A

		14		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N/A						0

		15		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N/A						0

		16		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N/A						0

		17		Los datos personales pertinentes se mantienen de acuerdo con las directrices nacionales o internacionales de confidencialidad.		N/A						0

		18		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N/A						0

		19		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N/A						0

		20		El punto de entrega de servicio recibe retroalimentación periódica sobre la calidad de los informes que presentan.		N/A						0

		21		El punto de entrega de servicio recibe visitas de supervisión de apoyo regulares de los sitios de agregación y/o del personal de la Unidad de M&E.		N/A						0

		22		…De ser así, la última visita fue en los últimos tres meses.		N/A						0

		V- Uso de Datos para la Toma de Decisiones				N/A

		23		El punto de entrega de servicio desarrolla cuadros, gráficos, mapas, etc. (En caso afirmativo, pida verlos.)		N/A						0

		24		...Si es así, se asigna personal para desarrollarlos con regularidad.		N/A						0

		25		Hay decisiones programáticas adoptadas por el punto de entrega de servicio basado en datos/resultados analizados. (En caso afirmativo, pida ejemplos.)		N/A						0

						N/A

		Parte 3:   Recomendaciones para el Punto de Entrega de Servicio

				Con base en los hallazgos del diagnóstico y la verificación de datos en el punto de servicio, por favor describa cualquier desafío a la calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración de tiempo que podría tomar la medida de mejora. Estos serán discutidos con el sitio de agreagción apropiado y la Unidad de M&E.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)				Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS: Punto de Entrega de Servicio





Resumen Diagnóstico Sistema

		



VC 2

Verificación de Datos - Punto de Entrega de Servicio
Verificación Cruzada 2



Panel Global

		



VC 1

Verificación de Datos - Punto de Entrega de Servicio
Verificación Cruzada 1



Plan de Acción Final

		



FV

Verificación de Datos - Punto de Entrega de Servicio



Exportar Datos
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Diagnóstico del Sistema - Punto de Entrega de Servicio



Data

		Verificación de Datos y Diagnóstico del Sistema - Punto de Entrega de Servicio

		Punto de Entrega de Servicio:						-

		Indicador(es) Revisado(s):												-

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):												-

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos

		A - Revisión de Documentación:						-		-		-		-		COMENTARIOS																																						Verificación de Datos e Informes - Punto de Entrega de Servicio

				Revisar la disponibilidad e integridad de todas las fuentes de datos de los indicadores para el período de reporte seleccionado.				-		-		-		-																																								Indicadores		FV		Verif. Cruzada 1 Nombre		VC 1		Verif. Cruzada 2 Nombre		VC 2

		1		Revise las fuentes de datos para el período de reporte bajo verificación. ¿Están disponibles todas las fuentes de datos necesarios para la revisión?		-										1)																																						Indicador 1		-		Ind 1 VC 1		-		Ind 1 VC 2		-

						-										2)																																						Indicador 2		-		Ind 2 VC1		-		Ind 2 VC2		-

						-										3)																																						Indicador 3		-		Ind 3 VC1		-		Ind 3 VC2		-

						-										4)																																						Indicador 4		-		Ind 4 VC1		-		Ind 4 VC2		-

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		2		¿Están completas todas las fuentes de datos disponibles?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		3		Revisar las fechas en las fuentes de datos. ¿Están todas las fechas dentro del período de referencia?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		B - Recuento de los resultados reportados:

				Recontar los resultados de las fuentes de datos, comparar los números verificados con los números reportados por el punto de entrega de servicio y explicar las discrepancias (si existen).

		4		Recontar el número de personas, casos o eventos durante el período de informes mediante la revisión de la fuente de datos. [A]

		5		Introducir el número de personas, casos o eventos reportados por el punto de entrega de servicio por medio del informe resumen para el período verificado. [B]

		6		Calcular la proporción de los números recontados a los reportados. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?												1)

																2)

																3)

																4)

		C - Resultados reportados de la verificación cruzada con otras fuentes de datos:

		Las verificaciones cruzadas se pueden realizar mediante el examen de los registros de inventario que documentan las cantidades de medicamentos para el tratamiento, baterías de pruebas o Mosquiteros Tratados con Insecticida (MTI) comprados y entregados durante el período del informe para ver si estas cifras corroboran los resultados reportados. Otras verificaciones cruzadas podrían incluir, por ejemplo, seleccionar al azar 20 tarjetas de pacientes y verificar si estos pacientes se inscribieron en los registros de la unidad, de laboratorio o de la farmacia. A la medida que proceda, las verificaciones cruzadas deben realizarse en ambas direcciones (por ejemplo, de las tarjetas de Tratamiento de Pacientes con el Registro y del Registro a las Tarjetas de Tratamiento Paciente).

		VERIFICACIÓN CRUZADA 1:  Verificación cruzada de la fuente de datos primaria con la fuente de datos secundaria.						-		-		-		-		1)

																2)

																3)

																4)

		1.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos secundaria. ¿Cuántas unidades se seleccionaron?

		1.2		¿Para cuántas unidades la información del indicador en la fuente de datos secundaria coinciden con la información de la fuente de datos primaria?

		1.3		Calcular % coincidencia para verificación cruzada 1:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		VERIFICACIÓN CRUZADA 2:  Verificación cruzada de la fuente de datos secundaria con la fuente de datos primaria.						-		-		-		-		1)

																2)

																3)

																4)

		2.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos primaria. ¿Cuántas unidades se seleccionaron?

		2.2		¿Para cuántas unidades la información del indicador en la fuente de datos primaria coinciden con la información de la fuente de datos secundaria?

		2.3		Calcular % coincidencia para verificación cruzada 2:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Punto de Entrega de Servicio

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N/A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Existe personal designado responsable de revisar y aprobar los números agregados antes de la presentación de informes al seguiente nivel del sistema (es decir,  sitio de agregación del nivel 1 o Unidad de M&E).		N/A						0																																										N/A		II- Definiciones de los Indicadores y Directrices de Informes

		2		La responsabilidad para registrar la prestación de servicios en la fuente de datos está claramente asignada al personal pertinente.		N/A						0																																										N/A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Hay un proceso para garantizar que la recopilación y reporte de datos se completa en el caso de que el personal responsable no esté disponible para hacer el trabajo (por ejemplo, responsabilidad compartida, enfoque de equipo, etc.)		N/A						0																																										N/A		IV- Procesos para la Gestión de Datos

		4		Todo el personal del sitio que son responsables de la recolección, recopilación, verificación y reporte de datos han sido orientados/ capacitados sobre procesos y herramientas de gestión de datos.		N/A						0																																										N/A		V- Uso de Datos para la Toma de Decisiones

		II- Definiciones de los Indicadores y Directrices de Informes				N/A

		La Unidad de M&E ha proporcionado directrices escritas al punto de entrega de servicio sobre …

		5		,,, qué se supone que deben reportar.		N/A						0

		6		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N/A						0

		7		… a quiénes se les debe presentar los informes.		N/A						0

		8		… cuándo se deben entregar los informes.		N/A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N/A

		9		Se han provisto instrucciones claras y escritas por la Unidad de M&E sobre cómo completar los formularios/herramientas de recolección de datos e informes.		N/A						0

		10		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los puntos de servicio que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N/A						0

		11		….De ser así, el informe estándar se utiliza consistentemente por el punto de servicio.		N/A						0

		12		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N/A						0

		13		Los datos recopilados en la fuente de datos tienen la precisión suficiente  para medir el (los) indicador(es) (es decir, los datos relevantes están recolectados por sexo, edad, etc. si el indicador especifica la desagregación por estas características).		N/A						0

		IV- Procesos para la Gestión de Datos				N/A

		14		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N/A						0

		15		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N/A						0

		16		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N/A						0

		17		Los datos personales pertinentes se mantienen de acuerdo con las directrices nacionales o internacionales de confidencialidad.		N/A						0

		18		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N/A						0

		19		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N/A						0

		20		El punto de entrega de servicio recibe retroalimentación periódica sobre la calidad de los informes que presentan.		N/A						0

		21		El punto de entrega de servicio recibe visitas de supervisión de apoyo regulares de los sitios de agregación y/o del personal de la Unidad de M&E.		N/A						0

		22		…De ser así, la última visita fue en los últimos tres meses.		N/A						0

		V- Uso de Datos para la Toma de Decisiones				N/A

		23		El punto de entrega de servicio desarrolla cuadros, gráficos, mapas, etc. (En caso afirmativo, pida verlos.)		N/A						0

		24		...Si es así, se asigna personal para desarrollarlos con regularidad.		N/A						0

		25		Hay decisiones programáticas adoptadas por el punto de entrega de servicio basado en datos/resultados analizados. (En caso afirmativo, pida ejemplos.)		N/A						0

						N/A

		Parte 3:   Recomendaciones para el Punto de Entrega de Servicio

				Con base en los hallazgos del diagnóstico y la verificación de datos en el punto de servicio, por favor describa cualquier desafío a la calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración de tiempo que podría tomar la medida de mejora. Estos serán discutidos con el sitio de agreagción apropiado y la Unidad de M&E.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)				Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS: Punto de Entrega de Servicio
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Diagnóstico del Sistema - Punto de Entrega de Servicio

Diagnóstico del Sistema - Punto de Entrega de Servicio



		Verificación de Datos y Diagnóstico del Sistema - Punto de Entrega de Servicio

		Punto de Entrega de Servicio:						-

		Indicador(es) Revisado(s):												-

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):												-

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos

		A - Revisión de Documentación:						-		-		-		-		COMENTARIOS																																						Verificación de Datos e Informes - Punto de Entrega de Servicio

				Revisar la disponibilidad e integridad de todas las fuentes de datos de los indicadores para el período de reporte seleccionado.				-		-		-		-																																								Indicadores		FV		Verif. Cruzada 1 Nombre		VC 1		Verif. Cruzada 2 Nombre		VC 2

		1		Revise las fuentes de datos para el período de reporte bajo verificación. ¿Están disponibles todas las fuentes de datos necesarios para la revisión?		-										1)																																						Indicador 1		-		Ind 1 VC 1		-		Ind 1 VC 2		-

						-										2)																																						Indicador 2		-		Ind 2 VC1		-		Ind 2 VC2		-

						-										3)																																						Indicador 3		-		Ind 3 VC1		-		Ind 3 VC2		-

						-										4)																																						Indicador 4		-		Ind 4 VC1		-		Ind 4 VC2		-

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		2		¿Están completas todas las fuentes de datos disponibles?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		3		Revisar las fechas en las fuentes de datos. ¿Están todas las fechas dentro del período de referencia?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		B - Recuento de los resultados reportados:

				Recontar los resultados de las fuentes de datos, comparar los números verificados con los números reportados por el punto de entrega de servicio y explicar las discrepancias (si existen).

		4		Recontar el número de personas, casos o eventos durante el período de informes mediante la revisión de la fuente de datos. [A]

		5		Introducir el número de personas, casos o eventos reportados por el punto de entrega de servicio por medio del informe resumen para el período verificado. [B]

		6		Calcular la proporción de los números recontados a los reportados. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?												1)

																2)

																3)

																4)

		C - Resultados reportados de la verificación cruzada con otras fuentes de datos:

		Las verificaciones cruzadas se pueden realizar mediante el examen de los registros de inventario que documentan las cantidades de medicamentos para el tratamiento, baterías de pruebas o Mosquiteros Tratados con Insecticida (MTI) comprados y entregados durante el período del informe para ver si estas cifras corroboran los resultados reportados. Otras verificaciones cruzadas podrían incluir, por ejemplo, seleccionar al azar 20 tarjetas de pacientes y verificar si estos pacientes se inscribieron en los registros de la unidad, de laboratorio o de la farmacia. A la medida que proceda, las verificaciones cruzadas deben realizarse en ambas direcciones (por ejemplo, de las tarjetas de Tratamiento de Pacientes con el Registro y del Registro a las Tarjetas de Tratamiento Paciente).

		VERIFICACIÓN CRUZADA 1:  Verificación cruzada de la fuente de datos primaria con la fuente de datos secundaria.						-		-		-		-		1)

																2)

																3)

																4)

		1.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos secundaria. ¿Cuántas unidades se seleccionaron?

		1.2		¿Para cuántas unidades la información del indicador en la fuente de datos secundaria coinciden con la información de la fuente de datos primaria?

		1.3		Calcular % coincidencia para verificación cruzada 1:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		VERIFICACIÓN CRUZADA 2:  Verificación cruzada de la fuente de datos secundaria con la fuente de datos primaria.						-		-		-		-		1)

																2)

																3)

																4)

		2.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos primaria. ¿Cuántas unidades se seleccionaron?

		2.2		¿Para cuántas unidades la información del indicador en la fuente de datos primaria coinciden con la información de la fuente de datos secundaria?

		2.3		Calcular % coincidencia para verificación cruzada 2:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Punto de Entrega de Servicio

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N/A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Existe personal designado responsable de revisar y aprobar los números agregados antes de la presentación de informes al seguiente nivel del sistema (es decir,  sitio de agregación del nivel 1 o Unidad de M&E).		N/A						0																																										N/A		II- Definiciones de los Indicadores y Directrices de Informes

		2		La responsabilidad para registrar la prestación de servicios en la fuente de datos está claramente asignada al personal pertinente.		N/A						0																																										N/A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Hay un proceso para garantizar que la recopilación y reporte de datos se completa en el caso de que el personal responsable no esté disponible para hacer el trabajo (por ejemplo, responsabilidad compartida, enfoque de equipo, etc.)		N/A						0																																										N/A		IV- Procesos para la Gestión de Datos

		4		Todo el personal del sitio que son responsables de la recolección, recopilación, verificación y reporte de datos han sido orientados/ capacitados sobre procesos y herramientas de gestión de datos.		N/A						0																																										N/A		V- Uso de Datos para la Toma de Decisiones

		II- Definiciones de los Indicadores y Directrices de Informes				N/A

		La Unidad de M&E ha proporcionado directrices escritas al punto de entrega de servicio sobre …

		5		,,, qué se supone que deben reportar.		N/A						0

		6		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N/A						0

		7		… a quiénes se les debe presentar los informes.		N/A						0

		8		… cuándo se deben entregar los informes.		N/A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N/A

		9		Se han provisto instrucciones claras y escritas por la Unidad de M&E sobre cómo completar los formularios/herramientas de recolección de datos e informes.		N/A						0

		10		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los puntos de servicio que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N/A						0

		11		….De ser así, el informe estándar se utiliza consistentemente por el punto de servicio.		N/A						0

		12		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N/A						0

		13		Los datos recopilados en la fuente de datos tienen la precisión suficiente  para medir el (los) indicador(es) (es decir, los datos relevantes están recolectados por sexo, edad, etc. si el indicador especifica la desagregación por estas características).		N/A						0

		IV- Procesos para la Gestión de Datos				N/A

		14		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N/A						0

		15		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N/A						0

		16		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N/A						0

		17		Los datos personales pertinentes se mantienen de acuerdo con las directrices nacionales o internacionales de confidencialidad.		N/A						0

		18		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N/A						0

		19		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N/A						0

		20		El punto de entrega de servicio recibe retroalimentación periódica sobre la calidad de los informes que presentan.		N/A						0

		21		El punto de entrega de servicio recibe visitas de supervisión de apoyo regulares de los sitios de agregación y/o del personal de la Unidad de M&E.		N/A						0

		22		…De ser así, la última visita fue en los últimos tres meses.		N/A						0

		V- Uso de Datos para la Toma de Decisiones				N/A

		23		El punto de entrega de servicio desarrolla cuadros, gráficos, mapas, etc. (En caso afirmativo, pida verlos.)		N/A						0

		24		...Si es así, se asigna personal para desarrollarlos con regularidad.		N/A						0

		25		Hay decisiones programáticas adoptadas por el punto de entrega de servicio basado en datos/resultados analizados. (En caso afirmativo, pida ejemplos.)		N/A						0

						N/A

		Parte 3:   Recomendaciones para el Punto de Entrega de Servicio

				Con base en los hallazgos del diagnóstico y la verificación de datos en el punto de servicio, por favor describa cualquier desafío a la calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración de tiempo que podría tomar la medida de mejora. Estos serán discutidos con el sitio de agreagción apropiado y la Unidad de M&E.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)				Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS: Punto de Entrega de Servicio
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Diagnóstico del Sistema - Punto de Entrega de Servicio



		Verificación de Datos y Diagnóstico del Sistema - Punto de Entrega de Servicio

		Punto de Entrega de Servicio:						-

		Indicador(es) Revisado(s):												-

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):												-

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos

		A - Revisión de Documentación:						-		-		-		-		COMENTARIOS																																						Verificación de Datos e Informes - Punto de Entrega de Servicio

				Revisar la disponibilidad e integridad de todas las fuentes de datos de los indicadores para el período de reporte seleccionado.				-		-		-		-																																								Indicadores		FV		Verif. Cruzada 1 Nombre		VC 1		Verif. Cruzada 2 Nombre		VC 2

		1		Revise las fuentes de datos para el período de reporte bajo verificación. ¿Están disponibles todas las fuentes de datos necesarios para la revisión?		-										1)																																						Indicador 1		-		Ind 1 VC 1		-		Ind 1 VC 2		-

						-										2)																																						Indicador 2		-		Ind 2 VC1		-		Ind 2 VC2		-

						-										3)																																						Indicador 3		-		Ind 3 VC1		-		Ind 3 VC2		-

						-										4)																																						Indicador 4		-		Ind 4 VC1		-		Ind 4 VC2		-

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		2		¿Están completas todas las fuentes de datos disponibles?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		3		Revisar las fechas en las fuentes de datos. ¿Están todas las fechas dentro del período de referencia?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		B - Recuento de los resultados reportados:

				Recontar los resultados de las fuentes de datos, comparar los números verificados con los números reportados por el punto de entrega de servicio y explicar las discrepancias (si existen).

		4		Recontar el número de personas, casos o eventos durante el período de informes mediante la revisión de la fuente de datos. [A]

		5		Introducir el número de personas, casos o eventos reportados por el punto de entrega de servicio por medio del informe resumen para el período verificado. [B]

		6		Calcular la proporción de los números recontados a los reportados. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?												1)

																2)

																3)

																4)

		C - Resultados reportados de la verificación cruzada con otras fuentes de datos:

		Las verificaciones cruzadas se pueden realizar mediante el examen de los registros de inventario que documentan las cantidades de medicamentos para el tratamiento, baterías de pruebas o Mosquiteros Tratados con Insecticida (MTI) comprados y entregados durante el período del informe para ver si estas cifras corroboran los resultados reportados. Otras verificaciones cruzadas podrían incluir, por ejemplo, seleccionar al azar 20 tarjetas de pacientes y verificar si estos pacientes se inscribieron en los registros de la unidad, de laboratorio o de la farmacia. A la medida que proceda, las verificaciones cruzadas deben realizarse en ambas direcciones (por ejemplo, de las tarjetas de Tratamiento de Pacientes con el Registro y del Registro a las Tarjetas de Tratamiento Paciente).

		VERIFICACIÓN CRUZADA 1:  Verificación cruzada de la fuente de datos primaria con la fuente de datos secundaria.						-		-		-		-		1)

																2)

																3)

																4)

		1.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos secundaria. ¿Cuántas unidades se seleccionaron?

		1.2		¿Para cuántas unidades la información del indicador en la fuente de datos secundaria coinciden con la información de la fuente de datos primaria?

		1.3		Calcular % coincidencia para verificación cruzada 1:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		VERIFICACIÓN CRUZADA 2:  Verificación cruzada de la fuente de datos secundaria con la fuente de datos primaria.						-		-		-		-		1)

																2)

																3)

																4)

		2.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos primaria. ¿Cuántas unidades se seleccionaron?

		2.2		¿Para cuántas unidades la información del indicador en la fuente de datos primaria coinciden con la información de la fuente de datos secundaria?

		2.3		Calcular % coincidencia para verificación cruzada 2:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Punto de Entrega de Servicio

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N/A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Existe personal designado responsable de revisar y aprobar los números agregados antes de la presentación de informes al seguiente nivel del sistema (es decir,  sitio de agregación del nivel 1 o Unidad de M&E).		N/A						0																																										N/A		II- Definiciones de los Indicadores y Directrices de Informes

		2		La responsabilidad para registrar la prestación de servicios en la fuente de datos está claramente asignada al personal pertinente.		N/A						0																																										N/A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Hay un proceso para garantizar que la recopilación y reporte de datos se completa en el caso de que el personal responsable no esté disponible para hacer el trabajo (por ejemplo, responsabilidad compartida, enfoque de equipo, etc.)		N/A						0																																										N/A		IV- Procesos para la Gestión de Datos

		4		Todo el personal del sitio que son responsables de la recolección, recopilación, verificación y reporte de datos han sido orientados/ capacitados sobre procesos y herramientas de gestión de datos.		N/A						0																																										N/A		V- Uso de Datos para la Toma de Decisiones

		II- Definiciones de los Indicadores y Directrices de Informes				N/A

		La Unidad de M&E ha proporcionado directrices escritas al punto de entrega de servicio sobre …

		5		,,, qué se supone que deben reportar.		N/A						0

		6		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N/A						0

		7		… a quiénes se les debe presentar los informes.		N/A						0

		8		… cuándo se deben entregar los informes.		N/A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N/A

		9		Se han provisto instrucciones claras y escritas por la Unidad de M&E sobre cómo completar los formularios/herramientas de recolección de datos e informes.		N/A						0

		10		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los puntos de servicio que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N/A						0

		11		….De ser así, el informe estándar se utiliza consistentemente por el punto de servicio.		N/A						0

		12		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N/A						0

		13		Los datos recopilados en la fuente de datos tienen la precisión suficiente  para medir el (los) indicador(es) (es decir, los datos relevantes están recolectados por sexo, edad, etc. si el indicador especifica la desagregación por estas características).		N/A						0

		IV- Procesos para la Gestión de Datos				N/A

		14		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N/A						0

		15		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N/A						0

		16		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N/A						0

		17		Los datos personales pertinentes se mantienen de acuerdo con las directrices nacionales o internacionales de confidencialidad.		N/A						0

		18		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N/A						0

		19		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N/A						0

		20		El punto de entrega de servicio recibe retroalimentación periódica sobre la calidad de los informes que presentan.		N/A						0

		21		El punto de entrega de servicio recibe visitas de supervisión de apoyo regulares de los sitios de agregación y/o del personal de la Unidad de M&E.		N/A						0

		22		…De ser así, la última visita fue en los últimos tres meses.		N/A						0

		V- Uso de Datos para la Toma de Decisiones				N/A

		23		El punto de entrega de servicio desarrolla cuadros, gráficos, mapas, etc. (En caso afirmativo, pida verlos.)		N/A						0

		24		...Si es así, se asigna personal para desarrollarlos con regularidad.		N/A						0

		25		Hay decisiones programáticas adoptadas por el punto de entrega de servicio basado en datos/resultados analizados. (En caso afirmativo, pida ejemplos.)		N/A						0

						N/A

		Parte 3:   Recomendaciones para el Punto de Entrega de Servicio

				Con base en los hallazgos del diagnóstico y la verificación de datos en el punto de servicio, por favor describa cualquier desafío a la calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración de tiempo que podría tomar la medida de mejora. Estos serán discutidos con el sitio de agreagción apropiado y la Unidad de M&E.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)				Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS: Punto de Entrega de Servicio
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Verificación de Datos - Punto de Entrega de Servicio
Verificación Cruzada 2



		



VC 1

Verificación de Datos - Punto de Entrega de Servicio
Verificación Cruzada 1
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Verificación de Datos - Punto de Entrega de Servicio
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Diagnóstico del Sistema - Punto de Entrega de Servicio



		Verificación de Datos y Diagnóstico del Sistema - Punto de Entrega de Servicio

		Punto de Entrega de Servicio:						-

		Indicador(es) Revisado(s):												-

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):												-

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos

		A - Revisión de Documentación:						-		-		-		-		COMENTARIOS																																						Verificación de Datos e Informes - Punto de Entrega de Servicio

				Revisar la disponibilidad e integridad de todas las fuentes de datos de los indicadores para el período de reporte seleccionado.				-		-		-		-																																								Indicadores		FV		Verif. Cruzada 1 Nombre		VC 1		Verif. Cruzada 2 Nombre		VC 2

		1		Revise las fuentes de datos para el período de reporte bajo verificación. ¿Están disponibles todas las fuentes de datos necesarios para la revisión?		-										1)																																						Indicador 1		-		Ind 1 VC 1		-		Ind 1 VC 2		-

						-										2)																																						Indicador 2		-		Ind 2 VC1		-		Ind 2 VC2		-

						-										3)																																						Indicador 3		-		Ind 3 VC1		-		Ind 3 VC2		-

						-										4)																																						Indicador 4		-		Ind 4 VC1		-		Ind 4 VC2		-

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		2		¿Están completas todas las fuentes de datos disponibles?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		3		Revisar las fechas en las fuentes de datos. ¿Están todas las fechas dentro del período de referencia?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		B - Recuento de los resultados reportados:

				Recontar los resultados de las fuentes de datos, comparar los números verificados con los números reportados por el punto de entrega de servicio y explicar las discrepancias (si existen).

		4		Recontar el número de personas, casos o eventos durante el período de informes mediante la revisión de la fuente de datos. [A]

		5		Introducir el número de personas, casos o eventos reportados por el punto de entrega de servicio por medio del informe resumen para el período verificado. [B]

		6		Calcular la proporción de los números recontados a los reportados. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?												1)

																2)

																3)

																4)

		C - Resultados reportados de la verificación cruzada con otras fuentes de datos:

		Las verificaciones cruzadas se pueden realizar mediante el examen de los registros de inventario que documentan las cantidades de medicamentos para el tratamiento, baterías de pruebas o Mosquiteros Tratados con Insecticida (MTI) comprados y entregados durante el período del informe para ver si estas cifras corroboran los resultados reportados. Otras verificaciones cruzadas podrían incluir, por ejemplo, seleccionar al azar 20 tarjetas de pacientes y verificar si estos pacientes se inscribieron en los registros de la unidad, de laboratorio o de la farmacia. A la medida que proceda, las verificaciones cruzadas deben realizarse en ambas direcciones (por ejemplo, de las tarjetas de Tratamiento de Pacientes con el Registro y del Registro a las Tarjetas de Tratamiento Paciente).

		VERIFICACIÓN CRUZADA 1:  Verificación cruzada de la fuente de datos primaria con la fuente de datos secundaria.						-		-		-		-		1)

																2)

																3)

																4)

		1.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos secundaria. ¿Cuántas unidades se seleccionaron?

		1.2		¿Para cuántas unidades la información del indicador en la fuente de datos secundaria coinciden con la información de la fuente de datos primaria?

		1.3		Calcular % coincidencia para verificación cruzada 1:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		VERIFICACIÓN CRUZADA 2:  Verificación cruzada de la fuente de datos secundaria con la fuente de datos primaria.						-		-		-		-		1)

																2)

																3)

																4)

		2.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos primaria. ¿Cuántas unidades se seleccionaron?

		2.2		¿Para cuántas unidades la información del indicador en la fuente de datos primaria coinciden con la información de la fuente de datos secundaria?

		2.3		Calcular % coincidencia para verificación cruzada 2:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Punto de Entrega de Servicio

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N/A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Existe personal designado responsable de revisar y aprobar los números agregados antes de la presentación de informes al seguiente nivel del sistema (es decir,  sitio de agregación del nivel 1 o Unidad de M&E).		N/A						0																																										N/A		II- Definiciones de los Indicadores y Directrices de Informes

		2		La responsabilidad para registrar la prestación de servicios en la fuente de datos está claramente asignada al personal pertinente.		N/A						0																																										N/A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Hay un proceso para garantizar que la recopilación y reporte de datos se completa en el caso de que el personal responsable no esté disponible para hacer el trabajo (por ejemplo, responsabilidad compartida, enfoque de equipo, etc.)		N/A						0																																										N/A		IV- Procesos para la Gestión de Datos

		4		Todo el personal del sitio que son responsables de la recolección, recopilación, verificación y reporte de datos han sido orientados/ capacitados sobre procesos y herramientas de gestión de datos.		N/A						0																																										N/A		V- Uso de Datos para la Toma de Decisiones

		II- Definiciones de los Indicadores y Directrices de Informes				N/A

		La Unidad de M&E ha proporcionado directrices escritas al punto de entrega de servicio sobre …

		5		,,, qué se supone que deben reportar.		N/A						0

		6		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N/A						0

		7		… a quiénes se les debe presentar los informes.		N/A						0

		8		… cuándo se deben entregar los informes.		N/A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N/A

		9		Se han provisto instrucciones claras y escritas por la Unidad de M&E sobre cómo completar los formularios/herramientas de recolección de datos e informes.		N/A						0

		10		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los puntos de servicio que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N/A						0

		11		….De ser así, el informe estándar se utiliza consistentemente por el punto de servicio.		N/A						0

		12		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N/A						0

		13		Los datos recopilados en la fuente de datos tienen la precisión suficiente  para medir el (los) indicador(es) (es decir, los datos relevantes están recolectados por sexo, edad, etc. si el indicador especifica la desagregación por estas características).		N/A						0

		IV- Procesos para la Gestión de Datos				N/A

		14		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N/A						0

		15		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N/A						0

		16		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N/A						0

		17		Los datos personales pertinentes se mantienen de acuerdo con las directrices nacionales o internacionales de confidencialidad.		N/A						0

		18		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N/A						0

		19		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N/A						0

		20		El punto de entrega de servicio recibe retroalimentación periódica sobre la calidad de los informes que presentan.		N/A						0

		21		El punto de entrega de servicio recibe visitas de supervisión de apoyo regulares de los sitios de agregación y/o del personal de la Unidad de M&E.		N/A						0

		22		…De ser así, la última visita fue en los últimos tres meses.		N/A						0

		V- Uso de Datos para la Toma de Decisiones				N/A

		23		El punto de entrega de servicio desarrolla cuadros, gráficos, mapas, etc. (En caso afirmativo, pida verlos.)		N/A						0

		24		...Si es así, se asigna personal para desarrollarlos con regularidad.		N/A						0

		25		Hay decisiones programáticas adoptadas por el punto de entrega de servicio basado en datos/resultados analizados. (En caso afirmativo, pida ejemplos.)		N/A						0

						N/A

		Parte 3:   Recomendaciones para el Punto de Entrega de Servicio

				Con base en los hallazgos del diagnóstico y la verificación de datos en el punto de servicio, por favor describa cualquier desafío a la calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración de tiempo que podría tomar la medida de mejora. Estos serán discutidos con el sitio de agreagción apropiado y la Unidad de M&E.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)				Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS: Punto de Entrega de Servicio
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Verificación de Datos - Punto de Entrega de Servicio
Verificación Cruzada 2
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Verificación de Datos - Punto de Entrega de Servicio
Verificación Cruzada 1



		



FV

Verificación de Datos - Punto de Entrega de Servicio
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Diagnóstico del Sistema - Punto de Entrega de Servicio



		Verificación de Datos y Diagnóstico del Sistema - Punto de Entrega de Servicio

		Punto de Entrega de Servicio:						-

		Indicador(es) Revisado(s):												-

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):												-

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos

		A - Revisión de Documentación:						-		-		-		-		COMENTARIOS																																						Verificación de Datos e Informes - Punto de Entrega de Servicio

				Revisar la disponibilidad e integridad de todas las fuentes de datos de los indicadores para el período de reporte seleccionado.				-		-		-		-																																								Indicadores		FV		Verif. Cruzada 1 Nombre		VC 1		Verif. Cruzada 2 Nombre		VC 2

		1		Revise las fuentes de datos para el período de reporte bajo verificación. ¿Están disponibles todas las fuentes de datos necesarios para la revisión?		-										1)																																						Indicador 1		-		Ind 1 VC 1		-		Ind 1 VC 2		-

						-										2)																																						Indicador 2		-		Ind 2 VC1		-		Ind 2 VC2		-

						-										3)																																						Indicador 3		-		Ind 3 VC1		-		Ind 3 VC2		-

						-										4)																																						Indicador 4		-		Ind 4 VC1		-		Ind 4 VC2		-

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		2		¿Están completas todas las fuentes de datos disponibles?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		3		Revisar las fechas en las fuentes de datos. ¿Están todas las fechas dentro del período de referencia?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		B - Recuento de los resultados reportados:

				Recontar los resultados de las fuentes de datos, comparar los números verificados con los números reportados por el punto de entrega de servicio y explicar las discrepancias (si existen).

		4		Recontar el número de personas, casos o eventos durante el período de informes mediante la revisión de la fuente de datos. [A]

		5		Introducir el número de personas, casos o eventos reportados por el punto de entrega de servicio por medio del informe resumen para el período verificado. [B]

		6		Calcular la proporción de los números recontados a los reportados. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?												1)

																2)

																3)

																4)

		C - Resultados reportados de la verificación cruzada con otras fuentes de datos:

		Las verificaciones cruzadas se pueden realizar mediante el examen de los registros de inventario que documentan las cantidades de medicamentos para el tratamiento, baterías de pruebas o Mosquiteros Tratados con Insecticida (MTI) comprados y entregados durante el período del informe para ver si estas cifras corroboran los resultados reportados. Otras verificaciones cruzadas podrían incluir, por ejemplo, seleccionar al azar 20 tarjetas de pacientes y verificar si estos pacientes se inscribieron en los registros de la unidad, de laboratorio o de la farmacia. A la medida que proceda, las verificaciones cruzadas deben realizarse en ambas direcciones (por ejemplo, de las tarjetas de Tratamiento de Pacientes con el Registro y del Registro a las Tarjetas de Tratamiento Paciente).

		VERIFICACIÓN CRUZADA 1:  Verificación cruzada de la fuente de datos primaria con la fuente de datos secundaria.						-		-		-		-		1)

																2)

																3)

																4)

		1.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos secundaria. ¿Cuántas unidades se seleccionaron?

		1.2		¿Para cuántas unidades la información del indicador en la fuente de datos secundaria coinciden con la información de la fuente de datos primaria?

		1.3		Calcular % coincidencia para verificación cruzada 1:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		VERIFICACIÓN CRUZADA 2:  Verificación cruzada de la fuente de datos secundaria con la fuente de datos primaria.						-		-		-		-		1)

																2)

																3)

																4)

		2.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos primaria. ¿Cuántas unidades se seleccionaron?

		2.2		¿Para cuántas unidades la información del indicador en la fuente de datos primaria coinciden con la información de la fuente de datos secundaria?

		2.3		Calcular % coincidencia para verificación cruzada 2:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Punto de Entrega de Servicio

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N/A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Existe personal designado responsable de revisar y aprobar los números agregados antes de la presentación de informes al seguiente nivel del sistema (es decir,  sitio de agregación del nivel 1 o Unidad de M&E).		N/A						0																																										N/A		II- Definiciones de los Indicadores y Directrices de Informes

		2		La responsabilidad para registrar la prestación de servicios en la fuente de datos está claramente asignada al personal pertinente.		N/A						0																																										N/A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Hay un proceso para garantizar que la recopilación y reporte de datos se completa en el caso de que el personal responsable no esté disponible para hacer el trabajo (por ejemplo, responsabilidad compartida, enfoque de equipo, etc.)		N/A						0																																										N/A		IV- Procesos para la Gestión de Datos

		4		Todo el personal del sitio que son responsables de la recolección, recopilación, verificación y reporte de datos han sido orientados/ capacitados sobre procesos y herramientas de gestión de datos.		N/A						0																																										N/A		V- Uso de Datos para la Toma de Decisiones

		II- Definiciones de los Indicadores y Directrices de Informes				N/A

		La Unidad de M&E ha proporcionado directrices escritas al punto de entrega de servicio sobre …

		5		,,, qué se supone que deben reportar.		N/A						0

		6		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N/A						0

		7		… a quiénes se les debe presentar los informes.		N/A						0

		8		… cuándo se deben entregar los informes.		N/A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N/A

		9		Se han provisto instrucciones claras y escritas por la Unidad de M&E sobre cómo completar los formularios/herramientas de recolección de datos e informes.		N/A						0

		10		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los puntos de servicio que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N/A						0

		11		….De ser así, el informe estándar se utiliza consistentemente por el punto de servicio.		N/A						0

		12		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N/A						0

		13		Los datos recopilados en la fuente de datos tienen la precisión suficiente  para medir el (los) indicador(es) (es decir, los datos relevantes están recolectados por sexo, edad, etc. si el indicador especifica la desagregación por estas características).		N/A						0

		IV- Procesos para la Gestión de Datos				N/A

		14		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N/A						0

		15		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N/A						0

		16		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N/A						0

		17		Los datos personales pertinentes se mantienen de acuerdo con las directrices nacionales o internacionales de confidencialidad.		N/A						0

		18		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N/A						0

		19		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N/A						0

		20		El punto de entrega de servicio recibe retroalimentación periódica sobre la calidad de los informes que presentan.		N/A						0

		21		El punto de entrega de servicio recibe visitas de supervisión de apoyo regulares de los sitios de agregación y/o del personal de la Unidad de M&E.		N/A						0

		22		…De ser así, la última visita fue en los últimos tres meses.		N/A						0

		V- Uso de Datos para la Toma de Decisiones				N/A

		23		El punto de entrega de servicio desarrolla cuadros, gráficos, mapas, etc. (En caso afirmativo, pida verlos.)		N/A						0

		24		...Si es así, se asigna personal para desarrollarlos con regularidad.		N/A						0

		25		Hay decisiones programáticas adoptadas por el punto de entrega de servicio basado en datos/resultados analizados. (En caso afirmativo, pida ejemplos.)		N/A						0

						N/A

		Parte 3:   Recomendaciones para el Punto de Entrega de Servicio

				Con base en los hallazgos del diagnóstico y la verificación de datos en el punto de servicio, por favor describa cualquier desafío a la calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración de tiempo que podría tomar la medida de mejora. Estos serán discutidos con el sitio de agreagción apropiado y la Unidad de M&E.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)				Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS: Punto de Entrega de Servicio
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Diagnóstico del Sistema - Punto de Entrega de Servicio

Diagnóstico del Sistema - Punto de Entrega de Servicio



		Verificación de Datos y Diagnóstico del Sistema - Punto de Entrega de Servicio

		Punto de Entrega de Servicio:						-

		Indicador(es) Revisado(s):												-

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):												-

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos

		A - Revisión de Documentación:						-		-		-		-		COMENTARIOS																																						Verificación de Datos e Informes - Punto de Entrega de Servicio

				Revisar la disponibilidad e integridad de todas las fuentes de datos de los indicadores para el período de reporte seleccionado.				-		-		-		-																																								Indicadores		FV		Verif. Cruzada 1 Nombre		VC 1		Verif. Cruzada 2 Nombre		VC 2

		1		Revise las fuentes de datos para el período de reporte bajo verificación. ¿Están disponibles todas las fuentes de datos necesarios para la revisión?		-										1)																																						Indicador 1		-		Ind 1 VC 1		-		Ind 1 VC 2		-

						-										2)																																						Indicador 2		-		Ind 2 VC1		-		Ind 2 VC2		-

						-										3)																																						Indicador 3		-		Ind 3 VC1		-		Ind 3 VC2		-

						-										4)																																						Indicador 4		-		Ind 4 VC1		-		Ind 4 VC2		-

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		2		¿Están completas todas las fuentes de datos disponibles?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		3		Revisar las fechas en las fuentes de datos. ¿Están todas las fechas dentro del período de referencia?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		B - Recuento de los resultados reportados:

				Recontar los resultados de las fuentes de datos, comparar los números verificados con los números reportados por el punto de entrega de servicio y explicar las discrepancias (si existen).

		4		Recontar el número de personas, casos o eventos durante el período de informes mediante la revisión de la fuente de datos. [A]

		5		Introducir el número de personas, casos o eventos reportados por el punto de entrega de servicio por medio del informe resumen para el período verificado. [B]

		6		Calcular la proporción de los números recontados a los reportados. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?												1)

																2)

																3)

																4)

		C - Resultados reportados de la verificación cruzada con otras fuentes de datos:

		Las verificaciones cruzadas se pueden realizar mediante el examen de los registros de inventario que documentan las cantidades de medicamentos para el tratamiento, baterías de pruebas o Mosquiteros Tratados con Insecticida (MTI) comprados y entregados durante el período del informe para ver si estas cifras corroboran los resultados reportados. Otras verificaciones cruzadas podrían incluir, por ejemplo, seleccionar al azar 20 tarjetas de pacientes y verificar si estos pacientes se inscribieron en los registros de la unidad, de laboratorio o de la farmacia. A la medida que proceda, las verificaciones cruzadas deben realizarse en ambas direcciones (por ejemplo, de las tarjetas de Tratamiento de Pacientes con el Registro y del Registro a las Tarjetas de Tratamiento Paciente).

		VERIFICACIÓN CRUZADA 1:  Verificación cruzada de la fuente de datos primaria con la fuente de datos secundaria.						-		-		-		-		1)

																2)

																3)

																4)

		1.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos secundaria. ¿Cuántas unidades se seleccionaron?

		1.2		¿Para cuántas unidades la información del indicador en la fuente de datos secundaria coinciden con la información de la fuente de datos primaria?

		1.3		Calcular % coincidencia para verificación cruzada 1:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		VERIFICACIÓN CRUZADA 2:  Verificación cruzada de la fuente de datos secundaria con la fuente de datos primaria.						-		-		-		-		1)

																2)

																3)

																4)

		2.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos primaria. ¿Cuántas unidades se seleccionaron?

		2.2		¿Para cuántas unidades la información del indicador en la fuente de datos primaria coinciden con la información de la fuente de datos secundaria?

		2.3		Calcular % coincidencia para verificación cruzada 2:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Punto de Entrega de Servicio

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N/A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Existe personal designado responsable de revisar y aprobar los números agregados antes de la presentación de informes al seguiente nivel del sistema (es decir,  sitio de agregación del nivel 1 o Unidad de M&E).		N/A						0																																										N/A		II- Definiciones de los Indicadores y Directrices de Informes

		2		La responsabilidad para registrar la prestación de servicios en la fuente de datos está claramente asignada al personal pertinente.		N/A						0																																										N/A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Hay un proceso para garantizar que la recopilación y reporte de datos se completa en el caso de que el personal responsable no esté disponible para hacer el trabajo (por ejemplo, responsabilidad compartida, enfoque de equipo, etc.)		N/A						0																																										N/A		IV- Procesos para la Gestión de Datos

		4		Todo el personal del sitio que son responsables de la recolección, recopilación, verificación y reporte de datos han sido orientados/ capacitados sobre procesos y herramientas de gestión de datos.		N/A						0																																										N/A		V- Uso de Datos para la Toma de Decisiones

		II- Definiciones de los Indicadores y Directrices de Informes				N/A

		La Unidad de M&E ha proporcionado directrices escritas al punto de entrega de servicio sobre …

		5		,,, qué se supone que deben reportar.		N/A						0

		6		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N/A						0

		7		… a quiénes se les debe presentar los informes.		N/A						0

		8		… cuándo se deben entregar los informes.		N/A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N/A

		9		Se han provisto instrucciones claras y escritas por la Unidad de M&E sobre cómo completar los formularios/herramientas de recolección de datos e informes.		N/A						0

		10		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los puntos de servicio que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N/A						0

		11		….De ser así, el informe estándar se utiliza consistentemente por el punto de servicio.		N/A						0

		12		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N/A						0

		13		Los datos recopilados en la fuente de datos tienen la precisión suficiente  para medir el (los) indicador(es) (es decir, los datos relevantes están recolectados por sexo, edad, etc. si el indicador especifica la desagregación por estas características).		N/A						0

		IV- Procesos para la Gestión de Datos				N/A

		14		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N/A						0

		15		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N/A						0

		16		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N/A						0

		17		Los datos personales pertinentes se mantienen de acuerdo con las directrices nacionales o internacionales de confidencialidad.		N/A						0

		18		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N/A						0

		19		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N/A						0

		20		El punto de entrega de servicio recibe retroalimentación periódica sobre la calidad de los informes que presentan.		N/A						0

		21		El punto de entrega de servicio recibe visitas de supervisión de apoyo regulares de los sitios de agregación y/o del personal de la Unidad de M&E.		N/A						0

		22		…De ser así, la última visita fue en los últimos tres meses.		N/A						0

		V- Uso de Datos para la Toma de Decisiones				N/A

		23		El punto de entrega de servicio desarrolla cuadros, gráficos, mapas, etc. (En caso afirmativo, pida verlos.)		N/A						0

		24		...Si es así, se asigna personal para desarrollarlos con regularidad.		N/A						0

		25		Hay decisiones programáticas adoptadas por el punto de entrega de servicio basado en datos/resultados analizados. (En caso afirmativo, pida ejemplos.)		N/A						0

						N/A

		Parte 3:   Recomendaciones para el Punto de Entrega de Servicio

				Con base en los hallazgos del diagnóstico y la verificación de datos en el punto de servicio, por favor describa cualquier desafío a la calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración de tiempo que podría tomar la medida de mejora. Estos serán discutidos con el sitio de agreagción apropiado y la Unidad de M&E.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)				Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS: Punto de Entrega de Servicio
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Verificación Cruzada 1
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Diagnóstico del Sistema - Punto de Entrega de Servicio

Diagnóstico del Sistema - Punto de Entrega de Servicio



		Verificación de Datos y Diagnóstico del Sistema - Punto de Entrega de Servicio

		Punto de Entrega de Servicio:						-

		Indicador(es) Revisado(s):												-

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):												-

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos

		A - Revisión de Documentación:						-		-		-		-		COMENTARIOS																																						Verificación de Datos e Informes - Punto de Entrega de Servicio

				Revisar la disponibilidad e integridad de todas las fuentes de datos de los indicadores para el período de reporte seleccionado.				-		-		-		-																																								Indicadores		FV		Verif. Cruzada 1 Nombre		VC 1		Verif. Cruzada 2 Nombre		VC 2

		1		Revise las fuentes de datos para el período de reporte bajo verificación. ¿Están disponibles todas las fuentes de datos necesarios para la revisión?		-										1)																																						Indicador 1		-		Ind 1 VC 1		-		Ind 1 VC 2		-

						-										2)																																						Indicador 2		-		Ind 2 VC1		-		Ind 2 VC2		-

						-										3)																																						Indicador 3		-		Ind 3 VC1		-		Ind 3 VC2		-

						-										4)																																						Indicador 4		-		Ind 4 VC1		-		Ind 4 VC2		-

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		2		¿Están completas todas las fuentes de datos disponibles?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		3		Revisar las fechas en las fuentes de datos. ¿Están todas las fechas dentro del período de referencia?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		B - Recuento de los resultados reportados:

				Recontar los resultados de las fuentes de datos, comparar los números verificados con los números reportados por el punto de entrega de servicio y explicar las discrepancias (si existen).

		4		Recontar el número de personas, casos o eventos durante el período de informes mediante la revisión de la fuente de datos. [A]

		5		Introducir el número de personas, casos o eventos reportados por el punto de entrega de servicio por medio del informe resumen para el período verificado. [B]

		6		Calcular la proporción de los números recontados a los reportados. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?												1)

																2)

																3)

																4)

		C - Resultados reportados de la verificación cruzada con otras fuentes de datos:

		Las verificaciones cruzadas se pueden realizar mediante el examen de los registros de inventario que documentan las cantidades de medicamentos para el tratamiento, baterías de pruebas o Mosquiteros Tratados con Insecticida (MTI) comprados y entregados durante el período del informe para ver si estas cifras corroboran los resultados reportados. Otras verificaciones cruzadas podrían incluir, por ejemplo, seleccionar al azar 20 tarjetas de pacientes y verificar si estos pacientes se inscribieron en los registros de la unidad, de laboratorio o de la farmacia. A la medida que proceda, las verificaciones cruzadas deben realizarse en ambas direcciones (por ejemplo, de las tarjetas de Tratamiento de Pacientes con el Registro y del Registro a las Tarjetas de Tratamiento Paciente).

		VERIFICACIÓN CRUZADA 1:  Verificación cruzada de la fuente de datos primaria con la fuente de datos secundaria.						-		-		-		-		1)

																2)

																3)

																4)

		1.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos secundaria. ¿Cuántas unidades se seleccionaron?

		1.2		¿Para cuántas unidades la información del indicador en la fuente de datos secundaria coinciden con la información de la fuente de datos primaria?

		1.3		Calcular % coincidencia para verificación cruzada 1:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		VERIFICACIÓN CRUZADA 2:  Verificación cruzada de la fuente de datos secundaria con la fuente de datos primaria.						-		-		-		-		1)

																2)

																3)

																4)

		2.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos primaria. ¿Cuántas unidades se seleccionaron?

		2.2		¿Para cuántas unidades la información del indicador en la fuente de datos primaria coinciden con la información de la fuente de datos secundaria?

		2.3		Calcular % coincidencia para verificación cruzada 2:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Punto de Entrega de Servicio

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N/A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Existe personal designado responsable de revisar y aprobar los números agregados antes de la presentación de informes al seguiente nivel del sistema (es decir,  sitio de agregación del nivel 1 o Unidad de M&E).		N/A						0																																										N/A		II- Definiciones de los Indicadores y Directrices de Informes

		2		La responsabilidad para registrar la prestación de servicios en la fuente de datos está claramente asignada al personal pertinente.		N/A						0																																										N/A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Hay un proceso para garantizar que la recopilación y reporte de datos se completa en el caso de que el personal responsable no esté disponible para hacer el trabajo (por ejemplo, responsabilidad compartida, enfoque de equipo, etc.)		N/A						0																																										N/A		IV- Procesos para la Gestión de Datos

		4		Todo el personal del sitio que son responsables de la recolección, recopilación, verificación y reporte de datos han sido orientados/ capacitados sobre procesos y herramientas de gestión de datos.		N/A						0																																										N/A		V- Uso de Datos para la Toma de Decisiones

		II- Definiciones de los Indicadores y Directrices de Informes				N/A

		La Unidad de M&E ha proporcionado directrices escritas al punto de entrega de servicio sobre …

		5		,,, qué se supone que deben reportar.		N/A						0

		6		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N/A						0

		7		… a quiénes se les debe presentar los informes.		N/A						0

		8		… cuándo se deben entregar los informes.		N/A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N/A

		9		Se han provisto instrucciones claras y escritas por la Unidad de M&E sobre cómo completar los formularios/herramientas de recolección de datos e informes.		N/A						0

		10		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los puntos de servicio que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N/A						0

		11		….De ser así, el informe estándar se utiliza consistentemente por el punto de servicio.		N/A						0

		12		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N/A						0

		13		Los datos recopilados en la fuente de datos tienen la precisión suficiente  para medir el (los) indicador(es) (es decir, los datos relevantes están recolectados por sexo, edad, etc. si el indicador especifica la desagregación por estas características).		N/A						0

		IV- Procesos para la Gestión de Datos				N/A

		14		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N/A						0

		15		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N/A						0

		16		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N/A						0

		17		Los datos personales pertinentes se mantienen de acuerdo con las directrices nacionales o internacionales de confidencialidad.		N/A						0

		18		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N/A						0

		19		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N/A						0

		20		El punto de entrega de servicio recibe retroalimentación periódica sobre la calidad de los informes que presentan.		N/A						0

		21		El punto de entrega de servicio recibe visitas de supervisión de apoyo regulares de los sitios de agregación y/o del personal de la Unidad de M&E.		N/A						0

		22		…De ser así, la última visita fue en los últimos tres meses.		N/A						0

		V- Uso de Datos para la Toma de Decisiones				N/A

		23		El punto de entrega de servicio desarrolla cuadros, gráficos, mapas, etc. (En caso afirmativo, pida verlos.)		N/A						0

		24		...Si es así, se asigna personal para desarrollarlos con regularidad.		N/A						0

		25		Hay decisiones programáticas adoptadas por el punto de entrega de servicio basado en datos/resultados analizados. (En caso afirmativo, pida ejemplos.)		N/A						0

						N/A

		Parte 3:   Recomendaciones para el Punto de Entrega de Servicio

				Con base en los hallazgos del diagnóstico y la verificación de datos en el punto de servicio, por favor describa cualquier desafío a la calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración de tiempo que podría tomar la medida de mejora. Estos serán discutidos con el sitio de agreagción apropiado y la Unidad de M&E.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)				Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS: Punto de Entrega de Servicio
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Diagnóstico del Sistema - Punto de Entrega de Servicio

Diagnóstico del Sistema - Punto de Entrega de Servicio



		Verificación de Datos y Diagnóstico del Sistema - Punto de Entrega de Servicio

		Punto de Entrega de Servicio:						-

		Indicador(es) Revisado(s):												-

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):												-

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos

		A - Revisión de Documentación:						-		-		-		-		COMENTARIOS																																						Verificación de Datos e Informes - Punto de Entrega de Servicio

				Revisar la disponibilidad e integridad de todas las fuentes de datos de los indicadores para el período de reporte seleccionado.				-		-		-		-																																								Indicadores		FV		Verif. Cruzada 1 Nombre		VC 1		Verif. Cruzada 2 Nombre		VC 2

		1		Revise las fuentes de datos para el período de reporte bajo verificación. ¿Están disponibles todas las fuentes de datos necesarios para la revisión?		-										1)																																						Indicador 1		-		Ind 1 VC 1		-		Ind 1 VC 2		-

						-										2)																																						Indicador 2		-		Ind 2 VC1		-		Ind 2 VC2		-

						-										3)																																						Indicador 3		-		Ind 3 VC1		-		Ind 3 VC2		-

						-										4)																																						Indicador 4		-		Ind 4 VC1		-		Ind 4 VC2		-

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		2		¿Están completas todas las fuentes de datos disponibles?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		3		Revisar las fechas en las fuentes de datos. ¿Están todas las fechas dentro del período de referencia?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		B - Recuento de los resultados reportados:

				Recontar los resultados de las fuentes de datos, comparar los números verificados con los números reportados por el punto de entrega de servicio y explicar las discrepancias (si existen).

		4		Recontar el número de personas, casos o eventos durante el período de informes mediante la revisión de la fuente de datos. [A]

		5		Introducir el número de personas, casos o eventos reportados por el punto de entrega de servicio por medio del informe resumen para el período verificado. [B]

		6		Calcular la proporción de los números recontados a los reportados. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?												1)

																2)

																3)

																4)

		C - Resultados reportados de la verificación cruzada con otras fuentes de datos:

		Las verificaciones cruzadas se pueden realizar mediante el examen de los registros de inventario que documentan las cantidades de medicamentos para el tratamiento, baterías de pruebas o Mosquiteros Tratados con Insecticida (MTI) comprados y entregados durante el período del informe para ver si estas cifras corroboran los resultados reportados. Otras verificaciones cruzadas podrían incluir, por ejemplo, seleccionar al azar 20 tarjetas de pacientes y verificar si estos pacientes se inscribieron en los registros de la unidad, de laboratorio o de la farmacia. A la medida que proceda, las verificaciones cruzadas deben realizarse en ambas direcciones (por ejemplo, de las tarjetas de Tratamiento de Pacientes con el Registro y del Registro a las Tarjetas de Tratamiento Paciente).

		VERIFICACIÓN CRUZADA 1:  Verificación cruzada de la fuente de datos primaria con la fuente de datos secundaria.						-		-		-		-		1)

																2)

																3)

																4)

		1.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos secundaria. ¿Cuántas unidades se seleccionaron?

		1.2		¿Para cuántas unidades la información del indicador en la fuente de datos secundaria coinciden con la información de la fuente de datos primaria?

		1.3		Calcular % coincidencia para verificación cruzada 1:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		VERIFICACIÓN CRUZADA 2:  Verificación cruzada de la fuente de datos secundaria con la fuente de datos primaria.						-		-		-		-		1)

																2)

																3)

																4)

		2.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos primaria. ¿Cuántas unidades se seleccionaron?

		2.2		¿Para cuántas unidades la información del indicador en la fuente de datos primaria coinciden con la información de la fuente de datos secundaria?

		2.3		Calcular % coincidencia para verificación cruzada 2:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Punto de Entrega de Servicio

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N/A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Existe personal designado responsable de revisar y aprobar los números agregados antes de la presentación de informes al seguiente nivel del sistema (es decir,  sitio de agregación del nivel 1 o Unidad de M&E).		N/A						0																																										N/A		II- Definiciones de los Indicadores y Directrices de Informes

		2		La responsabilidad para registrar la prestación de servicios en la fuente de datos está claramente asignada al personal pertinente.		N/A						0																																										N/A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Hay un proceso para garantizar que la recopilación y reporte de datos se completa en el caso de que el personal responsable no esté disponible para hacer el trabajo (por ejemplo, responsabilidad compartida, enfoque de equipo, etc.)		N/A						0																																										N/A		IV- Procesos para la Gestión de Datos

		4		Todo el personal del sitio que son responsables de la recolección, recopilación, verificación y reporte de datos han sido orientados/ capacitados sobre procesos y herramientas de gestión de datos.		N/A						0																																										N/A		V- Uso de Datos para la Toma de Decisiones

		II- Definiciones de los Indicadores y Directrices de Informes				N/A

		La Unidad de M&E ha proporcionado directrices escritas al punto de entrega de servicio sobre …

		5		,,, qué se supone que deben reportar.		N/A						0

		6		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N/A						0

		7		… a quiénes se les debe presentar los informes.		N/A						0

		8		… cuándo se deben entregar los informes.		N/A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N/A

		9		Se han provisto instrucciones claras y escritas por la Unidad de M&E sobre cómo completar los formularios/herramientas de recolección de datos e informes.		N/A						0

		10		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los puntos de servicio que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N/A						0

		11		….De ser así, el informe estándar se utiliza consistentemente por el punto de servicio.		N/A						0

		12		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N/A						0

		13		Los datos recopilados en la fuente de datos tienen la precisión suficiente  para medir el (los) indicador(es) (es decir, los datos relevantes están recolectados por sexo, edad, etc. si el indicador especifica la desagregación por estas características).		N/A						0

		IV- Procesos para la Gestión de Datos				N/A

		14		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N/A						0

		15		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N/A						0

		16		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N/A						0

		17		Los datos personales pertinentes se mantienen de acuerdo con las directrices nacionales o internacionales de confidencialidad.		N/A						0

		18		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N/A						0

		19		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N/A						0

		20		El punto de entrega de servicio recibe retroalimentación periódica sobre la calidad de los informes que presentan.		N/A						0

		21		El punto de entrega de servicio recibe visitas de supervisión de apoyo regulares de los sitios de agregación y/o del personal de la Unidad de M&E.		N/A						0

		22		…De ser así, la última visita fue en los últimos tres meses.		N/A						0

		V- Uso de Datos para la Toma de Decisiones				N/A

		23		El punto de entrega de servicio desarrolla cuadros, gráficos, mapas, etc. (En caso afirmativo, pida verlos.)		N/A						0

		24		...Si es así, se asigna personal para desarrollarlos con regularidad.		N/A						0

		25		Hay decisiones programáticas adoptadas por el punto de entrega de servicio basado en datos/resultados analizados. (En caso afirmativo, pida ejemplos.)		N/A						0

						N/A

		Parte 3:   Recomendaciones para el Punto de Entrega de Servicio

				Con base en los hallazgos del diagnóstico y la verificación de datos en el punto de servicio, por favor describa cualquier desafío a la calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración de tiempo que podría tomar la medida de mejora. Estos serán discutidos con el sitio de agreagción apropiado y la Unidad de M&E.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)				Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS: Punto de Entrega de Servicio
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Diagnóstico del Sistema - Punto de Entrega de Servicio



		Verificación de Datos y Diagnóstico del Sistema - Punto de Entrega de Servicio

		Punto de Entrega de Servicio:						-

		Indicador(es) Revisado(s):												-

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):												-

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos

		A - Revisión de Documentación:						-		-		-		-		COMENTARIOS																																						Verificación de Datos e Informes - Punto de Entrega de Servicio

				Revisar la disponibilidad e integridad de todas las fuentes de datos de los indicadores para el período de reporte seleccionado.				-		-		-		-																																								Indicadores		FV		Verif. Cruzada 1 Nombre		VC 1		Verif. Cruzada 2 Nombre		VC 2

		1		Revise las fuentes de datos para el período de reporte bajo verificación. ¿Están disponibles todas las fuentes de datos necesarios para la revisión?		-										1)																																						Indicador 1		-		Ind 1 VC 1		-		Ind 1 VC 2		-

						-										2)																																						Indicador 2		-		Ind 2 VC1		-		Ind 2 VC2		-

						-										3)																																						Indicador 3		-		Ind 3 VC1		-		Ind 3 VC2		-

						-										4)																																						Indicador 4		-		Ind 4 VC1		-		Ind 4 VC2		-

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		2		¿Están completas todas las fuentes de datos disponibles?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		3		Revisar las fechas en las fuentes de datos. ¿Están todas las fechas dentro del período de referencia?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		B - Recuento de los resultados reportados:

				Recontar los resultados de las fuentes de datos, comparar los números verificados con los números reportados por el punto de entrega de servicio y explicar las discrepancias (si existen).

		4		Recontar el número de personas, casos o eventos durante el período de informes mediante la revisión de la fuente de datos. [A]

		5		Introducir el número de personas, casos o eventos reportados por el punto de entrega de servicio por medio del informe resumen para el período verificado. [B]

		6		Calcular la proporción de los números recontados a los reportados. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?												1)

																2)

																3)

																4)

		C - Resultados reportados de la verificación cruzada con otras fuentes de datos:

		Las verificaciones cruzadas se pueden realizar mediante el examen de los registros de inventario que documentan las cantidades de medicamentos para el tratamiento, baterías de pruebas o Mosquiteros Tratados con Insecticida (MTI) comprados y entregados durante el período del informe para ver si estas cifras corroboran los resultados reportados. Otras verificaciones cruzadas podrían incluir, por ejemplo, seleccionar al azar 20 tarjetas de pacientes y verificar si estos pacientes se inscribieron en los registros de la unidad, de laboratorio o de la farmacia. A la medida que proceda, las verificaciones cruzadas deben realizarse en ambas direcciones (por ejemplo, de las tarjetas de Tratamiento de Pacientes con el Registro y del Registro a las Tarjetas de Tratamiento Paciente).

		VERIFICACIÓN CRUZADA 1:  Verificación cruzada de la fuente de datos primaria con la fuente de datos secundaria.						-		-		-		-		1)

																2)

																3)

																4)

		1.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos secundaria. ¿Cuántas unidades se seleccionaron?

		1.2		¿Para cuántas unidades la información del indicador en la fuente de datos secundaria coinciden con la información de la fuente de datos primaria?

		1.3		Calcular % coincidencia para verificación cruzada 1:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		VERIFICACIÓN CRUZADA 2:  Verificación cruzada de la fuente de datos secundaria con la fuente de datos primaria.						-		-		-		-		1)

																2)

																3)

																4)

		2.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos primaria. ¿Cuántas unidades se seleccionaron?

		2.2		¿Para cuántas unidades la información del indicador en la fuente de datos primaria coinciden con la información de la fuente de datos secundaria?

		2.3		Calcular % coincidencia para verificación cruzada 2:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Punto de Entrega de Servicio

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N/A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Existe personal designado responsable de revisar y aprobar los números agregados antes de la presentación de informes al seguiente nivel del sistema (es decir,  sitio de agregación del nivel 1 o Unidad de M&E).		N/A						0																																										N/A		II- Definiciones de los Indicadores y Directrices de Informes

		2		La responsabilidad para registrar la prestación de servicios en la fuente de datos está claramente asignada al personal pertinente.		N/A						0																																										N/A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Hay un proceso para garantizar que la recopilación y reporte de datos se completa en el caso de que el personal responsable no esté disponible para hacer el trabajo (por ejemplo, responsabilidad compartida, enfoque de equipo, etc.)		N/A						0																																										N/A		IV- Procesos para la Gestión de Datos

		4		Todo el personal del sitio que son responsables de la recolección, recopilación, verificación y reporte de datos han sido orientados/ capacitados sobre procesos y herramientas de gestión de datos.		N/A						0																																										N/A		V- Uso de Datos para la Toma de Decisiones

		II- Definiciones de los Indicadores y Directrices de Informes				N/A

		La Unidad de M&E ha proporcionado directrices escritas al punto de entrega de servicio sobre …

		5		,,, qué se supone que deben reportar.		N/A						0

		6		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N/A						0

		7		… a quiénes se les debe presentar los informes.		N/A						0

		8		… cuándo se deben entregar los informes.		N/A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N/A

		9		Se han provisto instrucciones claras y escritas por la Unidad de M&E sobre cómo completar los formularios/herramientas de recolección de datos e informes.		N/A						0

		10		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los puntos de servicio que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N/A						0

		11		….De ser así, el informe estándar se utiliza consistentemente por el punto de servicio.		N/A						0

		12		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N/A						0

		13		Los datos recopilados en la fuente de datos tienen la precisión suficiente  para medir el (los) indicador(es) (es decir, los datos relevantes están recolectados por sexo, edad, etc. si el indicador especifica la desagregación por estas características).		N/A						0

		IV- Procesos para la Gestión de Datos				N/A

		14		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N/A						0

		15		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N/A						0

		16		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N/A						0

		17		Los datos personales pertinentes se mantienen de acuerdo con las directrices nacionales o internacionales de confidencialidad.		N/A						0

		18		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N/A						0

		19		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N/A						0

		20		El punto de entrega de servicio recibe retroalimentación periódica sobre la calidad de los informes que presentan.		N/A						0

		21		El punto de entrega de servicio recibe visitas de supervisión de apoyo regulares de los sitios de agregación y/o del personal de la Unidad de M&E.		N/A						0

		22		…De ser así, la última visita fue en los últimos tres meses.		N/A						0

		V- Uso de Datos para la Toma de Decisiones				N/A

		23		El punto de entrega de servicio desarrolla cuadros, gráficos, mapas, etc. (En caso afirmativo, pida verlos.)		N/A						0

		24		...Si es así, se asigna personal para desarrollarlos con regularidad.		N/A						0

		25		Hay decisiones programáticas adoptadas por el punto de entrega de servicio basado en datos/resultados analizados. (En caso afirmativo, pida ejemplos.)		N/A						0

						N/A

		Parte 3:   Recomendaciones para el Punto de Entrega de Servicio

				Con base en los hallazgos del diagnóstico y la verificación de datos en el punto de servicio, por favor describa cualquier desafío a la calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración de tiempo que podría tomar la medida de mejora. Estos serán discutidos con el sitio de agreagción apropiado y la Unidad de M&E.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)				Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS: Punto de Entrega de Servicio
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Verificación de Datos - Punto de Entrega de Servicio
Verificación Cruzada 2
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Verificación de Datos - Punto de Entrega de Servicio
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Verificación de Datos - Punto de Entrega de Servicio



		



Diagnóstico del Sistema - Punto de Entrega de Servicio

Diagnóstico del Sistema - Punto de Entrega de Servicio



		Verificación de Datos y Diagnóstico del Sistema - Punto de Entrega de Servicio

		Punto de Entrega de Servicio:						-

		Indicador(es) Revisado(s):												-

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):												-

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos

		A - Revisión de Documentación:						-		-		-		-		COMENTARIOS																																						Verificación de Datos e Informes - Punto de Entrega de Servicio

				Revisar la disponibilidad e integridad de todas las fuentes de datos de los indicadores para el período de reporte seleccionado.				-		-		-		-																																								Indicadores		FV		Verif. Cruzada 1 Nombre		VC 1		Verif. Cruzada 2 Nombre		VC 2

		1		Revise las fuentes de datos para el período de reporte bajo verificación. ¿Están disponibles todas las fuentes de datos necesarios para la revisión?		-										1)																																						Indicador 1		-		Ind 1 VC 1		-		Ind 1 VC 2		-

						-										2)																																						Indicador 2		-		Ind 2 VC1		-		Ind 2 VC2		-

						-										3)																																						Indicador 3		-		Ind 3 VC1		-		Ind 3 VC2		-

						-										4)																																						Indicador 4		-		Ind 4 VC1		-		Ind 4 VC2		-

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		2		¿Están completas todas las fuentes de datos disponibles?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		3		Revisar las fechas en las fuentes de datos. ¿Están todas las fechas dentro del período de referencia?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		B - Recuento de los resultados reportados:

				Recontar los resultados de las fuentes de datos, comparar los números verificados con los números reportados por el punto de entrega de servicio y explicar las discrepancias (si existen).

		4		Recontar el número de personas, casos o eventos durante el período de informes mediante la revisión de la fuente de datos. [A]

		5		Introducir el número de personas, casos o eventos reportados por el punto de entrega de servicio por medio del informe resumen para el período verificado. [B]

		6		Calcular la proporción de los números recontados a los reportados. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?												1)

																2)

																3)

																4)

		C - Resultados reportados de la verificación cruzada con otras fuentes de datos:

		Las verificaciones cruzadas se pueden realizar mediante el examen de los registros de inventario que documentan las cantidades de medicamentos para el tratamiento, baterías de pruebas o Mosquiteros Tratados con Insecticida (MTI) comprados y entregados durante el período del informe para ver si estas cifras corroboran los resultados reportados. Otras verificaciones cruzadas podrían incluir, por ejemplo, seleccionar al azar 20 tarjetas de pacientes y verificar si estos pacientes se inscribieron en los registros de la unidad, de laboratorio o de la farmacia. A la medida que proceda, las verificaciones cruzadas deben realizarse en ambas direcciones (por ejemplo, de las tarjetas de Tratamiento de Pacientes con el Registro y del Registro a las Tarjetas de Tratamiento Paciente).

		VERIFICACIÓN CRUZADA 1:  Verificación cruzada de la fuente de datos primaria con la fuente de datos secundaria.						-		-		-		-		1)

																2)

																3)

																4)

		1.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos secundaria. ¿Cuántas unidades se seleccionaron?

		1.2		¿Para cuántas unidades la información del indicador en la fuente de datos secundaria coinciden con la información de la fuente de datos primaria?

		1.3		Calcular % coincidencia para verificación cruzada 1:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		VERIFICACIÓN CRUZADA 2:  Verificación cruzada de la fuente de datos secundaria con la fuente de datos primaria.						-		-		-		-		1)

																2)

																3)

																4)

		2.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos primaria. ¿Cuántas unidades se seleccionaron?

		2.2		¿Para cuántas unidades la información del indicador en la fuente de datos primaria coinciden con la información de la fuente de datos secundaria?

		2.3		Calcular % coincidencia para verificación cruzada 2:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Punto de Entrega de Servicio

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N/A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Existe personal designado responsable de revisar y aprobar los números agregados antes de la presentación de informes al seguiente nivel del sistema (es decir,  sitio de agregación del nivel 1 o Unidad de M&E).		N/A						0																																										N/A		II- Definiciones de los Indicadores y Directrices de Informes

		2		La responsabilidad para registrar la prestación de servicios en la fuente de datos está claramente asignada al personal pertinente.		N/A						0																																										N/A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Hay un proceso para garantizar que la recopilación y reporte de datos se completa en el caso de que el personal responsable no esté disponible para hacer el trabajo (por ejemplo, responsabilidad compartida, enfoque de equipo, etc.)		N/A						0																																										N/A		IV- Procesos para la Gestión de Datos

		4		Todo el personal del sitio que son responsables de la recolección, recopilación, verificación y reporte de datos han sido orientados/ capacitados sobre procesos y herramientas de gestión de datos.		N/A						0																																										N/A		V- Uso de Datos para la Toma de Decisiones

		II- Definiciones de los Indicadores y Directrices de Informes				N/A

		La Unidad de M&E ha proporcionado directrices escritas al punto de entrega de servicio sobre …

		5		,,, qué se supone que deben reportar.		N/A						0

		6		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N/A						0

		7		… a quiénes se les debe presentar los informes.		N/A						0

		8		… cuándo se deben entregar los informes.		N/A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N/A

		9		Se han provisto instrucciones claras y escritas por la Unidad de M&E sobre cómo completar los formularios/herramientas de recolección de datos e informes.		N/A						0

		10		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los puntos de servicio que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N/A						0

		11		….De ser así, el informe estándar se utiliza consistentemente por el punto de servicio.		N/A						0

		12		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N/A						0

		13		Los datos recopilados en la fuente de datos tienen la precisión suficiente  para medir el (los) indicador(es) (es decir, los datos relevantes están recolectados por sexo, edad, etc. si el indicador especifica la desagregación por estas características).		N/A						0

		IV- Procesos para la Gestión de Datos				N/A

		14		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N/A						0

		15		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N/A						0

		16		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N/A						0

		17		Los datos personales pertinentes se mantienen de acuerdo con las directrices nacionales o internacionales de confidencialidad.		N/A						0

		18		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N/A						0

		19		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N/A						0

		20		El punto de entrega de servicio recibe retroalimentación periódica sobre la calidad de los informes que presentan.		N/A						0

		21		El punto de entrega de servicio recibe visitas de supervisión de apoyo regulares de los sitios de agregación y/o del personal de la Unidad de M&E.		N/A						0

		22		…De ser así, la última visita fue en los últimos tres meses.		N/A						0

		V- Uso de Datos para la Toma de Decisiones				N/A

		23		El punto de entrega de servicio desarrolla cuadros, gráficos, mapas, etc. (En caso afirmativo, pida verlos.)		N/A						0

		24		...Si es así, se asigna personal para desarrollarlos con regularidad.		N/A						0

		25		Hay decisiones programáticas adoptadas por el punto de entrega de servicio basado en datos/resultados analizados. (En caso afirmativo, pida ejemplos.)		N/A						0

						N/A

		Parte 3:   Recomendaciones para el Punto de Entrega de Servicio

				Con base en los hallazgos del diagnóstico y la verificación de datos en el punto de servicio, por favor describa cualquier desafío a la calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración de tiempo que podría tomar la medida de mejora. Estos serán discutidos con el sitio de agreagción apropiado y la Unidad de M&E.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)				Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS: Punto de Entrega de Servicio
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Diagnóstico del Sistema - Punto de Entrega de Servicio

Diagnóstico del Sistema - Punto de Entrega de Servicio



		Verificación de Datos y Diagnóstico del Sistema - Punto de Entrega de Servicio

		Punto de Entrega de Servicio:						-

		Indicador(es) Revisado(s):												-

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):												-

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos

		A - Revisión de Documentación:						-		-		-		-		COMENTARIOS																																						Verificación de Datos e Informes - Punto de Entrega de Servicio

				Revisar la disponibilidad e integridad de todas las fuentes de datos de los indicadores para el período de reporte seleccionado.				-		-		-		-																																								Indicadores		FV		Verif. Cruzada 1 Nombre		VC 1		Verif. Cruzada 2 Nombre		VC 2

		1		Revise las fuentes de datos para el período de reporte bajo verificación. ¿Están disponibles todas las fuentes de datos necesarios para la revisión?		-										1)																																						Indicador 1		-		Ind 1 VC 1		-		Ind 1 VC 2		-

						-										2)																																						Indicador 2		-		Ind 2 VC1		-		Ind 2 VC2		-

						-										3)																																						Indicador 3		-		Ind 3 VC1		-		Ind 3 VC2		-

						-										4)																																						Indicador 4		-		Ind 4 VC1		-		Ind 4 VC2		-

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		2		¿Están completas todas las fuentes de datos disponibles?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		3		Revisar las fechas en las fuentes de datos. ¿Están todas las fechas dentro del período de referencia?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		B - Recuento de los resultados reportados:

				Recontar los resultados de las fuentes de datos, comparar los números verificados con los números reportados por el punto de entrega de servicio y explicar las discrepancias (si existen).

		4		Recontar el número de personas, casos o eventos durante el período de informes mediante la revisión de la fuente de datos. [A]

		5		Introducir el número de personas, casos o eventos reportados por el punto de entrega de servicio por medio del informe resumen para el período verificado. [B]

		6		Calcular la proporción de los números recontados a los reportados. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?												1)

																2)

																3)

																4)

		C - Resultados reportados de la verificación cruzada con otras fuentes de datos:

		Las verificaciones cruzadas se pueden realizar mediante el examen de los registros de inventario que documentan las cantidades de medicamentos para el tratamiento, baterías de pruebas o Mosquiteros Tratados con Insecticida (MTI) comprados y entregados durante el período del informe para ver si estas cifras corroboran los resultados reportados. Otras verificaciones cruzadas podrían incluir, por ejemplo, seleccionar al azar 20 tarjetas de pacientes y verificar si estos pacientes se inscribieron en los registros de la unidad, de laboratorio o de la farmacia. A la medida que proceda, las verificaciones cruzadas deben realizarse en ambas direcciones (por ejemplo, de las tarjetas de Tratamiento de Pacientes con el Registro y del Registro a las Tarjetas de Tratamiento Paciente).

		VERIFICACIÓN CRUZADA 1:  Verificación cruzada de la fuente de datos primaria con la fuente de datos secundaria.						-		-		-		-		1)

																2)

																3)

																4)

		1.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos secundaria. ¿Cuántas unidades se seleccionaron?

		1.2		¿Para cuántas unidades la información del indicador en la fuente de datos secundaria coinciden con la información de la fuente de datos primaria?

		1.3		Calcular % coincidencia para verificación cruzada 1:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		VERIFICACIÓN CRUZADA 2:  Verificación cruzada de la fuente de datos secundaria con la fuente de datos primaria.						-		-		-		-		1)

																2)

																3)

																4)

		2.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos primaria. ¿Cuántas unidades se seleccionaron?

		2.2		¿Para cuántas unidades la información del indicador en la fuente de datos primaria coinciden con la información de la fuente de datos secundaria?

		2.3		Calcular % coincidencia para verificación cruzada 2:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Punto de Entrega de Servicio

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N/A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Existe personal designado responsable de revisar y aprobar los números agregados antes de la presentación de informes al seguiente nivel del sistema (es decir,  sitio de agregación del nivel 1 o Unidad de M&E).		N/A						0																																										N/A		II- Definiciones de los Indicadores y Directrices de Informes

		2		La responsabilidad para registrar la prestación de servicios en la fuente de datos está claramente asignada al personal pertinente.		N/A						0																																										N/A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Hay un proceso para garantizar que la recopilación y reporte de datos se completa en el caso de que el personal responsable no esté disponible para hacer el trabajo (por ejemplo, responsabilidad compartida, enfoque de equipo, etc.)		N/A						0																																										N/A		IV- Procesos para la Gestión de Datos

		4		Todo el personal del sitio que son responsables de la recolección, recopilación, verificación y reporte de datos han sido orientados/ capacitados sobre procesos y herramientas de gestión de datos.		N/A						0																																										N/A		V- Uso de Datos para la Toma de Decisiones

		II- Definiciones de los Indicadores y Directrices de Informes				N/A

		La Unidad de M&E ha proporcionado directrices escritas al punto de entrega de servicio sobre …

		5		,,, qué se supone que deben reportar.		N/A						0

		6		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N/A						0

		7		… a quiénes se les debe presentar los informes.		N/A						0

		8		… cuándo se deben entregar los informes.		N/A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N/A

		9		Se han provisto instrucciones claras y escritas por la Unidad de M&E sobre cómo completar los formularios/herramientas de recolección de datos e informes.		N/A						0

		10		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los puntos de servicio que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N/A						0

		11		….De ser así, el informe estándar se utiliza consistentemente por el punto de servicio.		N/A						0

		12		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N/A						0

		13		Los datos recopilados en la fuente de datos tienen la precisión suficiente  para medir el (los) indicador(es) (es decir, los datos relevantes están recolectados por sexo, edad, etc. si el indicador especifica la desagregación por estas características).		N/A						0

		IV- Procesos para la Gestión de Datos				N/A

		14		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N/A						0

		15		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N/A						0

		16		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N/A						0

		17		Los datos personales pertinentes se mantienen de acuerdo con las directrices nacionales o internacionales de confidencialidad.		N/A						0

		18		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N/A						0

		19		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N/A						0

		20		El punto de entrega de servicio recibe retroalimentación periódica sobre la calidad de los informes que presentan.		N/A						0

		21		El punto de entrega de servicio recibe visitas de supervisión de apoyo regulares de los sitios de agregación y/o del personal de la Unidad de M&E.		N/A						0

		22		…De ser así, la última visita fue en los últimos tres meses.		N/A						0

		V- Uso de Datos para la Toma de Decisiones				N/A

		23		El punto de entrega de servicio desarrolla cuadros, gráficos, mapas, etc. (En caso afirmativo, pida verlos.)		N/A						0

		24		...Si es así, se asigna personal para desarrollarlos con regularidad.		N/A						0

		25		Hay decisiones programáticas adoptadas por el punto de entrega de servicio basado en datos/resultados analizados. (En caso afirmativo, pida ejemplos.)		N/A						0

						N/A

		Parte 3:   Recomendaciones para el Punto de Entrega de Servicio

				Con base en los hallazgos del diagnóstico y la verificación de datos en el punto de servicio, por favor describa cualquier desafío a la calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración de tiempo que podría tomar la medida de mejora. Estos serán discutidos con el sitio de agreagción apropiado y la Unidad de M&E.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)				Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS: Punto de Entrega de Servicio





		



VC 2

Verificación de Datos - Punto de Entrega de Servicio
Verificación Cruzada 2



		



VC 1

Verificación de Datos - Punto de Entrega de Servicio
Verificación Cruzada 1



		



FV

Verificación de Datos - Punto de Entrega de Servicio



		



Diagnóstico del Sistema - Punto de Entrega de Servicio

Diagnóstico del Sistema - Punto de Entrega de Servicio



		Verificación de Datos y Diagnóstico del Sistema - Punto de Entrega de Servicio

		Punto de Entrega de Servicio:						-

		Indicador(es) Revisado(s):												-

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):												-

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos

		A - Revisión de Documentación:						-		-		-		-		COMENTARIOS																																						Verificación de Datos e Informes - Punto de Entrega de Servicio

				Revisar la disponibilidad e integridad de todas las fuentes de datos de los indicadores para el período de reporte seleccionado.				-		-		-		-																																								Indicadores		FV		Verif. Cruzada 1 Nombre		VC 1		Verif. Cruzada 2 Nombre		VC 2

		1		Revise las fuentes de datos para el período de reporte bajo verificación. ¿Están disponibles todas las fuentes de datos necesarios para la revisión?		-										1)																																						Indicador 1		-		Ind 1 VC 1		-		Ind 1 VC 2		-

						-										2)																																						Indicador 2		-		Ind 2 VC1		-		Ind 2 VC2		-

						-										3)																																						Indicador 3		-		Ind 3 VC1		-		Ind 3 VC2		-

						-										4)																																						Indicador 4		-		Ind 4 VC1		-		Ind 4 VC2		-

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		2		¿Están completas todas las fuentes de datos disponibles?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		3		Revisar las fechas en las fuentes de datos. ¿Están todas las fechas dentro del período de referencia?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		B - Recuento de los resultados reportados:

				Recontar los resultados de las fuentes de datos, comparar los números verificados con los números reportados por el punto de entrega de servicio y explicar las discrepancias (si existen).

		4		Recontar el número de personas, casos o eventos durante el período de informes mediante la revisión de la fuente de datos. [A]

		5		Introducir el número de personas, casos o eventos reportados por el punto de entrega de servicio por medio del informe resumen para el período verificado. [B]

		6		Calcular la proporción de los números recontados a los reportados. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?												1)

																2)

																3)

																4)

		C - Resultados reportados de la verificación cruzada con otras fuentes de datos:

		Las verificaciones cruzadas se pueden realizar mediante el examen de los registros de inventario que documentan las cantidades de medicamentos para el tratamiento, baterías de pruebas o Mosquiteros Tratados con Insecticida (MTI) comprados y entregados durante el período del informe para ver si estas cifras corroboran los resultados reportados. Otras verificaciones cruzadas podrían incluir, por ejemplo, seleccionar al azar 20 tarjetas de pacientes y verificar si estos pacientes se inscribieron en los registros de la unidad, de laboratorio o de la farmacia. A la medida que proceda, las verificaciones cruzadas deben realizarse en ambas direcciones (por ejemplo, de las tarjetas de Tratamiento de Pacientes con el Registro y del Registro a las Tarjetas de Tratamiento Paciente).

		VERIFICACIÓN CRUZADA 1:  Verificación cruzada de la fuente de datos primaria con la fuente de datos secundaria.						-		-		-		-		1)

																2)

																3)

																4)

		1.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos secundaria. ¿Cuántas unidades se seleccionaron?

		1.2		¿Para cuántas unidades la información del indicador en la fuente de datos secundaria coinciden con la información de la fuente de datos primaria?

		1.3		Calcular % coincidencia para verificación cruzada 1:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		VERIFICACIÓN CRUZADA 2:  Verificación cruzada de la fuente de datos secundaria con la fuente de datos primaria.						-		-		-		-		1)

																2)

																3)

																4)

		2.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos primaria. ¿Cuántas unidades se seleccionaron?

		2.2		¿Para cuántas unidades la información del indicador en la fuente de datos primaria coinciden con la información de la fuente de datos secundaria?

		2.3		Calcular % coincidencia para verificación cruzada 2:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Punto de Entrega de Servicio

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N/A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Existe personal designado responsable de revisar y aprobar los números agregados antes de la presentación de informes al seguiente nivel del sistema (es decir,  sitio de agregación del nivel 1 o Unidad de M&E).		N/A						0																																										N/A		II- Definiciones de los Indicadores y Directrices de Informes

		2		La responsabilidad para registrar la prestación de servicios en la fuente de datos está claramente asignada al personal pertinente.		N/A						0																																										N/A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Hay un proceso para garantizar que la recopilación y reporte de datos se completa en el caso de que el personal responsable no esté disponible para hacer el trabajo (por ejemplo, responsabilidad compartida, enfoque de equipo, etc.)		N/A						0																																										N/A		IV- Procesos para la Gestión de Datos

		4		Todo el personal del sitio que son responsables de la recolección, recopilación, verificación y reporte de datos han sido orientados/ capacitados sobre procesos y herramientas de gestión de datos.		N/A						0																																										N/A		V- Uso de Datos para la Toma de Decisiones

		II- Definiciones de los Indicadores y Directrices de Informes				N/A

		La Unidad de M&E ha proporcionado directrices escritas al punto de entrega de servicio sobre …

		5		,,, qué se supone que deben reportar.		N/A						0

		6		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N/A						0

		7		… a quiénes se les debe presentar los informes.		N/A						0

		8		… cuándo se deben entregar los informes.		N/A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N/A

		9		Se han provisto instrucciones claras y escritas por la Unidad de M&E sobre cómo completar los formularios/herramientas de recolección de datos e informes.		N/A						0

		10		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los puntos de servicio que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N/A						0

		11		….De ser así, el informe estándar se utiliza consistentemente por el punto de servicio.		N/A						0

		12		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N/A						0

		13		Los datos recopilados en la fuente de datos tienen la precisión suficiente  para medir el (los) indicador(es) (es decir, los datos relevantes están recolectados por sexo, edad, etc. si el indicador especifica la desagregación por estas características).		N/A						0

		IV- Procesos para la Gestión de Datos				N/A

		14		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N/A						0

		15		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N/A						0

		16		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N/A						0

		17		Los datos personales pertinentes se mantienen de acuerdo con las directrices nacionales o internacionales de confidencialidad.		N/A						0

		18		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N/A						0

		19		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N/A						0

		20		El punto de entrega de servicio recibe retroalimentación periódica sobre la calidad de los informes que presentan.		N/A						0

		21		El punto de entrega de servicio recibe visitas de supervisión de apoyo regulares de los sitios de agregación y/o del personal de la Unidad de M&E.		N/A						0

		22		…De ser así, la última visita fue en los últimos tres meses.		N/A						0

		V- Uso de Datos para la Toma de Decisiones				N/A

		23		El punto de entrega de servicio desarrolla cuadros, gráficos, mapas, etc. (En caso afirmativo, pida verlos.)		N/A						0

		24		...Si es así, se asigna personal para desarrollarlos con regularidad.		N/A						0

		25		Hay decisiones programáticas adoptadas por el punto de entrega de servicio basado en datos/resultados analizados. (En caso afirmativo, pida ejemplos.)		N/A						0

						N/A

		Parte 3:   Recomendaciones para el Punto de Entrega de Servicio

				Con base en los hallazgos del diagnóstico y la verificación de datos en el punto de servicio, por favor describa cualquier desafío a la calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración de tiempo que podría tomar la medida de mejora. Estos serán discutidos con el sitio de agreagción apropiado y la Unidad de M&E.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)				Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS: Punto de Entrega de Servicio
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Verificación de Datos - Punto de Entrega de Servicio
Verificación Cruzada 2



		



VC 1
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Verificación Cruzada 1
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Diagnóstico del Sistema - Punto de Entrega de Servicio

Diagnóstico del Sistema - Punto de Entrega de Servicio



		Verificación de Datos y Diagnóstico del Sistema - Punto de Entrega de Servicio

		Punto de Entrega de Servicio:						-

		Indicador(es) Revisado(s):												-

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):												-

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos

		A - Revisión de Documentación:						-		-		-		-		COMENTARIOS																																						Verificación de Datos e Informes - Punto de Entrega de Servicio

				Revisar la disponibilidad e integridad de todas las fuentes de datos de los indicadores para el período de reporte seleccionado.				-		-		-		-																																								Indicadores		FV		Verif. Cruzada 1 Nombre		VC 1		Verif. Cruzada 2 Nombre		VC 2

		1		Revise las fuentes de datos para el período de reporte bajo verificación. ¿Están disponibles todas las fuentes de datos necesarios para la revisión?		-										1)																																						Indicador 1		-		Ind 1 VC 1		-		Ind 1 VC 2		-

						-										2)																																						Indicador 2		-		Ind 2 VC1		-		Ind 2 VC2		-

						-										3)																																						Indicador 3		-		Ind 3 VC1		-		Ind 3 VC2		-

						-										4)																																						Indicador 4		-		Ind 4 VC1		-		Ind 4 VC2		-

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		2		¿Están completas todas las fuentes de datos disponibles?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		3		Revisar las fechas en las fuentes de datos. ¿Están todas las fechas dentro del período de referencia?		-										1)

						-										2)

						-										3)

						-										4)

				De no ser así, determinar cómo esto podría haber afectado los números reportados.

		B - Recuento de los resultados reportados:

				Recontar los resultados de las fuentes de datos, comparar los números verificados con los números reportados por el punto de entrega de servicio y explicar las discrepancias (si existen).

		4		Recontar el número de personas, casos o eventos durante el período de informes mediante la revisión de la fuente de datos. [A]

		5		Introducir el número de personas, casos o eventos reportados por el punto de entrega de servicio por medio del informe resumen para el período verificado. [B]

		6		Calcular la proporción de los números recontados a los reportados. [A/B]				-		-		-		-

		7		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?												1)

																2)

																3)

																4)

		C - Resultados reportados de la verificación cruzada con otras fuentes de datos:

		Las verificaciones cruzadas se pueden realizar mediante el examen de los registros de inventario que documentan las cantidades de medicamentos para el tratamiento, baterías de pruebas o Mosquiteros Tratados con Insecticida (MTI) comprados y entregados durante el período del informe para ver si estas cifras corroboran los resultados reportados. Otras verificaciones cruzadas podrían incluir, por ejemplo, seleccionar al azar 20 tarjetas de pacientes y verificar si estos pacientes se inscribieron en los registros de la unidad, de laboratorio o de la farmacia. A la medida que proceda, las verificaciones cruzadas deben realizarse en ambas direcciones (por ejemplo, de las tarjetas de Tratamiento de Pacientes con el Registro y del Registro a las Tarjetas de Tratamiento Paciente).

		VERIFICACIÓN CRUZADA 1:  Verificación cruzada de la fuente de datos primaria con la fuente de datos secundaria.						-		-		-		-		1)

																2)

																3)

																4)

		1.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos secundaria. ¿Cuántas unidades se seleccionaron?

		1.2		¿Para cuántas unidades la información del indicador en la fuente de datos secundaria coinciden con la información de la fuente de datos primaria?

		1.3		Calcular % coincidencia para verificación cruzada 1:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		VERIFICACIÓN CRUZADA 2:  Verificación cruzada de la fuente de datos secundaria con la fuente de datos primaria.						-		-		-		-		1)

																2)

																3)

																4)

		2.1		Si es posible, elegir un 5% de las unidades que están siendo contadas (o por lo menos 20 unidades) en la fuente de datos primaria. ¿Cuántas unidades se seleccionaron?

		2.2		¿Para cuántas unidades la información del indicador en la fuente de datos primaria coinciden con la información de la fuente de datos secundaria?

		2.3		Calcular % coincidencia para verificación cruzada 2:
Si coinciden por debajo del 90%, seleccionar un 5% adicional de los registros individuales de los clientes (o al menos un extra de 10 registros) y rehacer el cálculo (AGREGAR los números a los números existentes en las celdas anteriores).				-		-		-		-		1)

																2)

																3)

																4)

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Punto de Entrega de Servicio

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N/A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Existe personal designado responsable de revisar y aprobar los números agregados antes de la presentación de informes al seguiente nivel del sistema (es decir,  sitio de agregación del nivel 1 o Unidad de M&E).		N/A						0																																										N/A		II- Definiciones de los Indicadores y Directrices de Informes

		2		La responsabilidad para registrar la prestación de servicios en la fuente de datos está claramente asignada al personal pertinente.		N/A						0																																										N/A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Hay un proceso para garantizar que la recopilación y reporte de datos se completa en el caso de que el personal responsable no esté disponible para hacer el trabajo (por ejemplo, responsabilidad compartida, enfoque de equipo, etc.)		N/A						0																																										N/A		IV- Procesos para la Gestión de Datos

		4		Todo el personal del sitio que son responsables de la recolección, recopilación, verificación y reporte de datos han sido orientados/ capacitados sobre procesos y herramientas de gestión de datos.		N/A						0																																										N/A		V- Uso de Datos para la Toma de Decisiones

		II- Definiciones de los Indicadores y Directrices de Informes				N/A

		La Unidad de M&E ha proporcionado directrices escritas al punto de entrega de servicio sobre …

		5		,,, qué se supone que deben reportar.		N/A						0

		6		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N/A						0

		7		… a quiénes se les debe presentar los informes.		N/A						0

		8		… cuándo se deben entregar los informes.		N/A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N/A

		9		Se han provisto instrucciones claras y escritas por la Unidad de M&E sobre cómo completar los formularios/herramientas de recolección de datos e informes.		N/A						0

		10		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los puntos de servicio que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N/A						0

		11		….De ser así, el informe estándar se utiliza consistentemente por el punto de servicio.		N/A						0

		12		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N/A						0

		13		Los datos recopilados en la fuente de datos tienen la precisión suficiente  para medir el (los) indicador(es) (es decir, los datos relevantes están recolectados por sexo, edad, etc. si el indicador especifica la desagregación por estas características).		N/A						0

		IV- Procesos para la Gestión de Datos				N/A

		14		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N/A						0

		15		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N/A						0

		16		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N/A						0

		17		Los datos personales pertinentes se mantienen de acuerdo con las directrices nacionales o internacionales de confidencialidad.		N/A						0

		18		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N/A						0

		19		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N/A						0

		20		El punto de entrega de servicio recibe retroalimentación periódica sobre la calidad de los informes que presentan.		N/A						0

		21		El punto de entrega de servicio recibe visitas de supervisión de apoyo regulares de los sitios de agregación y/o del personal de la Unidad de M&E.		N/A						0

		22		…De ser así, la última visita fue en los últimos tres meses.		N/A						0

		V- Uso de Datos para la Toma de Decisiones				N/A

		23		El punto de entrega de servicio desarrolla cuadros, gráficos, mapas, etc. (En caso afirmativo, pida verlos.)		N/A						0

		24		...Si es así, se asigna personal para desarrollarlos con regularidad.		N/A						0

		25		Hay decisiones programáticas adoptadas por el punto de entrega de servicio basado en datos/resultados analizados. (En caso afirmativo, pida ejemplos.)		N/A						0

						N/A

		Parte 3:   Recomendaciones para el Punto de Entrega de Servicio

				Con base en los hallazgos del diagnóstico y la verificación de datos en el punto de servicio, por favor describa cualquier desafío a la calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración de tiempo que podría tomar la medida de mejora. Estos serán discutidos con el sitio de agreagción apropiado y la Unidad de M&E.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)				Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS: Punto de Entrega de Servicio
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Verificación de Datos - Punto de Entrega de Servicio
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VC 1

Verificación de Datos - Punto de Entrega de Servicio
Verificación Cruzada 1



		



FV

Verificación de Datos - Punto de Entrega de Servicio



		



Diagnóstico del Sistema - Punto de Entrega de Servicio

Diagnóstico del Sistema - Punto de Entrega de Servicio



		Resumen de las Estadísticas - Puntos de Entrega de Servicio





		Indicador 1		Indicador 1		Indicador 1

		Indicador 2		Indicador 2		Indicador 2

		Indicador 3		Indicador 3		Indicador 3

		Indicador 4		Indicador 4		Indicador 4



Documentos Disponibles

En Periodo de Reporte

Documentos Completos

Porcentaje de Precisión

Porcentaje

Revisión de Documentos - Resumen de los Puntos de Servicio

0

0

0

0

0

0

0

0

0

0

0

0



		-		-		-		-



Indicador 1

Indicador 2

Indicador 3

Indicador 4

Porcentaje de Precisión

Precisión de los Informes por Punto de Entrega de Servicio

0

0

0

0



		<=30		<=30		<=30		<=30

		31-40		31-40		31-40		31-40

		41-50		41-50		41-50		41-50

		51-60		51-60		51-60		51-60

		61-70		61-70		61-70		61-70

		71-80		71-80		71-80		71-80

		81-90		81-90		81-90		81-90

		91-100		91-100		91-100		91-100



Ind 1 VC 2

Ind 2 VC 2

Ind 3 VC 2

Ind 4 VC 2

Porcentaje de Precisión

Número de Sitios

Verificación de Datos - Resumen de los Puntos de Servicio 





Histograma de la Verificación Cr

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0



		<=30		<=30		<=30		<=30

		31-40		31-40		31-40		31-40

		41-50		41-50		41-50		41-50

		51-60		51-60		51-60		51-60

		61-70		61-70		61-70		61-70

		71-80		71-80		71-80		71-80

		81-90		81-90		81-90		81-90

		91-100		91-100		91-100		91-100



Ind 1 VC 1

Ind 2 VC 1

Ind 3 VC 1

Ind 4 VC 1

Porcentaje de Precisión

Número de Sitios

Verificación de Datos - Resumen de los Puntos de Servicio 
Histograma de la Verificación Cruzada 1

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0



		<=70		<=70		<=70		<=70

		71-80		71-80		71-80		71-80

		81-90		81-90		81-90		81-90

		91-100		91-100		91-100		91-100

		101-110		101-110		101-110		101-110

		111-120		111-120		111-120		111-120

		121-130		121-130		121-130		121-130

		>130		>130		>130		>130



Indicador 1

Indicador 2

Indicador 3

Indicador 4

Porcentaje de Precisión

Número de Sitios

Verificación de Datos - Resumen de los Puntos de Servicio  
Histograma del Factor de Verificación por Indicador

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0



		I- Capacidades, Funciones y Responsabilidades de M&E

		II- Definiciones de los Indicadores y Directrices de Informes

		III- Formularios de Recopilación de Datos y Preparación de Informes

		IV- Procesos para la Gestión de Datos

		V- Uso de Datos para la Toma de Decisiones



Diagnóstico del Sistema

Diagnóstico del Sistema - Resumen de los Puntos de Servicio

0

0

0

0

0



		Verificación de Datos y Diagnóstico del Sistema - Sitio de Agregation Nivel 1

		Sitio Intermedio de Agregación - Nivel 1:						-

		Indicador(es) Revisado(s):

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como              "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos																																																				Verificación de Datos - Agreg Nivel 1

		A - Recuento de los resultados reportados:						-		-		-		-																																								-		% Completo

		Recontar  los resultados de los informes periódicos enviados desde los Puntos de Entrega de Servicio al Sitio Intermedio de Agregación Nivel 1 y comparar con el valor reportado al Sitio Intermedio de Agregación Nivel 2 o la Unidad de M&E. Explicar las discrepancias (si existen).						-		-		-		-		COMENTARIOS																																						-		% Puntual

		1		Re-agregar los números de los informes recibidos de todos los puntos de entrega de servicio. ¿Cuál es el número re-agregado? [A]																																																		-		% Disponible

		2		¿Cuál es el resultado agregado contenido en el resumen del informe preparado por el sitio de agregación del nivel 1 y sometido al seguiente nivel del sistema (es decir, sitio de agregación del nivel 2 o Unidad de M&E)? [B]																																																		-		Indicador 1

		3		Calcular la proporción de los números recontados a los reportados.    [A / B]				-		-		-		-																																								-		Indicador 2

		4		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?																																																		-		Indicador 3

		B - Desempeño de los Informes:																																																				-		Indicador 4

		Revisar la disponibilidad, puntualidad y integridad los informes de todos los Puntos de Entrega de Servicio. ¿Cuántos informes deberían haber de todos los sitios? ¿Cuántos hay? ¿Fueron recibidos a tiempo? ¿Están completos?

		5		¿Cuántos informes deberían haber de todos los puntos de entrega de servicio? [A]

		6		¿Cuántos informes hay? [B]

		7		Calcular el % de los informes disponibles [B/A]								-

		8		Verificar las fechas de los informes recibidos. ¿Cuántos informes fueron recibidos a tiempo? (es decir, recibidos en la fecha de entrega estipulada). [C]

		9		Calcular el % de los informes a tiempo [C/B]								-

		10		¿Cuántos informes estuvieron completos?  (es decir, completos significa que el informe contenía todos los datos requeridos del indicador, la fecha de recepción del informe en el sitio, y la autenticación por el personal responsable). [D]

		11		Calcular el % de informes completos [D/B]								-

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Agreg Nivel 1

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N / A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Existe personal designado responsable de revisar la calidad de los datos (es decir, exactitud, integridad y puntualidad) recibidos de los puntos de entrega de servicio.		N / A						0																																										N / A		II- Definiciones de los Indicadores y Directrices de Informes

		2		Existe personal designado responsable de revisar y aprobar los números agregados antes de la presentación de informes al seguiente nivel del sistema (es decir,  sitio de agregación del nivel 2 o Unidad de M&E).		N / A						0																																										N / A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Todo el personal del sitio que son responsables de la recopilación, verificación y presentación de datos han sido orientados/ capacitados sobre procesos y herramientas de gestión de datos.		N / A						0																																										N / A		IV- Procesos para la Gestión de Datos

		II- Definiciones de los Indicadores y Directrices de Informes				N / A																																																N / A		V- Uso de los Datos para la Toma de Decisiones

		La Unidad de M&E ha proporcionado directrices escritas al centro de  agregación sobre …

		4		,,, que se supone que deben reportar.		N / A						0

		5		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N / A						0

		6		… a quiénes se les debe presentar los informes.		N / A						0

		7		… cuándo se deben entregar los informes.		N / A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N / A

		8		Se han provisto instrucciones claras y escritas por la Unidad de M&E sobre cómo completar los formularios/herramientas de recolección de datos e informes.		N / A						0

		9		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los sitios que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N / A						0

		10		….De ser así, el informe estándar se utiliza consistentemente por el sitio.		N / A						0

		11		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N / A						0

		IV- Procesos para la Gestión de Datos				N / A

		12		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N / A						0

		13		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N / A						0

		14		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N / A						0

		15		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N / A						0

		16		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N / A						0

		17		Hay un procedimiento escrito para abordar informes tardíos, incompletos, inexactos y faltantes; incluyendo el seguimiento con los puntos de entrega de servicio que reportan, en materia de calidad de datos.		N / A						0

		18		Si se han descubierto discrepancias en los datos en los informes de los puntos de entrega de servicio, el sitio de agregación del nivel 1 ha documentado cómo se han resuelto estas inconsistencias.		N / A						0

		19		Se proporciona retroalimentación de forma sistemática a todos los puntos de entrega de servicio sobre la calidad de sus informes (es decir, exactitud, integridad y puntualidad).		N / A						0

		V- Uso de los Datos para la Toma de Decisiones				N / A

		20		El sitio de agregación desarrolla cuadros, gráficos, mapas, etc. para ilustrar los datos analizados (En caso afirmativo, pida verlos.)		N / A						0

		21		...Si es así, se asigna personal para desarrollarlos con regularidad.		N / A						0

		22		Existe personal asignado para interpretar y analizar los datos / resultados.		N / A						0

		23		El sitio de agregación del nivel 1 proporciona orientación sobre el uso de los datos para los punto de entrega de servicio.		N / A						0

		24		Los datos / resultados  analizados se presentan / difunden a los puntos de entrega de servicio en el momento oportuno para que la información se pueda utilizar para la toma de decisiones informada. (En caso afirmativo, pida ver un ejemplo.)		N / A						0

		25		Hay decisiones programáticas adoptadas por el sitio de agregación basado en datos/resultados analizados. (En caso afirmativo, pida ejemplos.)		N / A						0

						N / A

		Parte 3:   Recomendaciones para el Sitio Intermedio de Agregación - Nivel 1

				Con base en los hallazgos del diagnóstico y la verificación de datos en el sitio, por favor describa cualquier desafío a la calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración de tiempo que podría tomar la medida de mejora. Estos serán discutidos con la Unidad de M&E.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)		Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS:  Sitio Intermedio de Agregación - Nivel 1
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Diagnóstico del Sistema - Agreg Nivel 1

Diagnóstico del Sistema - 
Sitio Intermedio de Agregación Nivel 1



		Verificación de Datos y Diagnóstico del Sistema - Sitio de Agregation Nivel 1

		Sitio Intermedio de Agregación - Nivel 1:						-

		Indicador(es) Revisado(s):

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como              "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos																																																				Verificación de Datos - Agreg Nivel 1

		A - Recuento de los resultados reportados:						-		-		-		-																																								-		% Completo

		Recontar  los resultados de los informes periódicos enviados desde los Puntos de Entrega de Servicio al Sitio Intermedio de Agregación Nivel 1 y comparar con el valor reportado al Sitio Intermedio de Agregación Nivel 2 o la Unidad de M&E. Explicar las discrepancias (si existen).						-		-		-		-		COMENTARIOS																																						-		% Puntual

		1		Re-agregar los números de los informes recibidos de todos los puntos de entrega de servicio. ¿Cuál es el número re-agregado? [A]																																																		-		% Disponible

		2		¿Cuál es el resultado agregado contenido en el resumen del informe preparado por el sitio de agregación del nivel 1 y sometido al seguiente nivel del sistema (es decir, sitio de agregación del nivel 2 o Unidad de M&E)? [B]																																																		-		Indicador 1

		3		Calcular la proporción de los números recontados a los reportados.    [A / B]				-		-		-		-																																								-		Indicador 2

		4		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?																																																		-		Indicador 3

		B - Desempeño de los Informes:																																																				-		Indicador 4

		Revisar la disponibilidad, puntualidad y integridad los informes de todos los Puntos de Entrega de Servicio. ¿Cuántos informes deberían haber de todos los sitios? ¿Cuántos hay? ¿Fueron recibidos a tiempo? ¿Están completos?

		5		¿Cuántos informes deberían haber de todos los puntos de entrega de servicio? [A]

		6		¿Cuántos informes hay? [B]

		7		Calcular el % de los informes disponibles [B/A]								-

		8		Verificar las fechas de los informes recibidos. ¿Cuántos informes fueron recibidos a tiempo? (es decir, recibidos en la fecha de entrega estipulada). [C]

		9		Calcular el % de los informes a tiempo [C/B]								-

		10		¿Cuántos informes estuvieron completos?  (es decir, completos significa que el informe contenía todos los datos requeridos del indicador, la fecha de recepción del informe en el sitio, y la autenticación por el personal responsable). [D]

		11		Calcular el % de informes completos [D/B]								-

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Agreg Nivel 1

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N / A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Existe personal designado responsable de revisar la calidad de los datos (es decir, exactitud, integridad y puntualidad) recibidos de los puntos de entrega de servicio.		N / A						0																																										N / A		II- Definiciones de los Indicadores y Directrices de Informes

		2		Existe personal designado responsable de revisar y aprobar los números agregados antes de la presentación de informes al seguiente nivel del sistema (es decir,  sitio de agregación del nivel 2 o Unidad de M&E).		N / A						0																																										N / A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Todo el personal del sitio que son responsables de la recopilación, verificación y presentación de datos han sido orientados/ capacitados sobre procesos y herramientas de gestión de datos.		N / A						0																																										N / A		IV- Procesos para la Gestión de Datos

		II- Definiciones de los Indicadores y Directrices de Informes				N / A																																																N / A		V- Uso de los Datos para la Toma de Decisiones

		La Unidad de M&E ha proporcionado directrices escritas al centro de  agregación sobre …

		4		,,, que se supone que deben reportar.		N / A						0

		5		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N / A						0

		6		… a quiénes se les debe presentar los informes.		N / A						0

		7		… cuándo se deben entregar los informes.		N / A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N / A

		8		Se han provisto instrucciones claras y escritas por la Unidad de M&E sobre cómo completar los formularios/herramientas de recolección de datos e informes.		N / A						0

		9		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los sitios que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N / A						0

		10		….De ser así, el informe estándar se utiliza consistentemente por el sitio.		N / A						0

		11		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N / A						0

		IV- Procesos para la Gestión de Datos				N / A

		12		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N / A						0

		13		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N / A						0

		14		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N / A						0

		15		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N / A						0

		16		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N / A						0

		17		Hay un procedimiento escrito para abordar informes tardíos, incompletos, inexactos y faltantes; incluyendo el seguimiento con los puntos de entrega de servicio que reportan, en materia de calidad de datos.		N / A						0

		18		Si se han descubierto discrepancias en los datos en los informes de los puntos de entrega de servicio, el sitio de agregación del nivel 1 ha documentado cómo se han resuelto estas inconsistencias.		N / A						0

		19		Se proporciona retroalimentación de forma sistemática a todos los puntos de entrega de servicio sobre la calidad de sus informes (es decir, exactitud, integridad y puntualidad).		N / A						0

		V- Uso de los Datos para la Toma de Decisiones				N / A

		20		El sitio de agregación desarrolla cuadros, gráficos, mapas, etc. para ilustrar los datos analizados (En caso afirmativo, pida verlos.)		N / A						0

		21		...Si es así, se asigna personal para desarrollarlos con regularidad.		N / A						0

		22		Existe personal asignado para interpretar y analizar los datos / resultados.		N / A						0

		23		El sitio de agregación del nivel 1 proporciona orientación sobre el uso de los datos para los punto de entrega de servicio.		N / A						0

		24		Los datos / resultados  analizados se presentan / difunden a los puntos de entrega de servicio en el momento oportuno para que la información se pueda utilizar para la toma de decisiones informada. (En caso afirmativo, pida ver un ejemplo.)		N / A						0

		25		Hay decisiones programáticas adoptadas por el sitio de agregación basado en datos/resultados analizados. (En caso afirmativo, pida ejemplos.)		N / A						0

						N / A

		Parte 3:   Recomendaciones para el Sitio Intermedio de Agregación - Nivel 1

				Con base en los hallazgos del diagnóstico y la verificación de datos en el sitio, por favor describa cualquier desafío a la calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración de tiempo que podría tomar la medida de mejora. Estos serán discutidos con la Unidad de M&E.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)		Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS:  Sitio Intermedio de Agregación - Nivel 1
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Diagnóstico del Sistema - 




Sitio Intermedio de Agregación Niv



		Verificación de Datos y Diagnóstico del Sistema - Sitio de Agregation Nivel 1

		Sitio Intermedio de Agregación - Nivel 1:						-

		Indicador(es) Revisado(s):

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como              "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos																																																				Verificación de Datos - Agreg Nivel 1

		A - Recuento de los resultados reportados:						-		-		-		-																																								-		% Completo

		Recontar  los resultados de los informes periódicos enviados desde los Puntos de Entrega de Servicio al Sitio Intermedio de Agregación Nivel 1 y comparar con el valor reportado al Sitio Intermedio de Agregación Nivel 2 o la Unidad de M&E. Explicar las discrepancias (si existen).						-		-		-		-		COMENTARIOS																																						-		% Puntual

		1		Re-agregar los números de los informes recibidos de todos los puntos de entrega de servicio. ¿Cuál es el número re-agregado? [A]																																																		-		% Disponible

		2		¿Cuál es el resultado agregado contenido en el resumen del informe preparado por el sitio de agregación del nivel 1 y sometido al seguiente nivel del sistema (es decir, sitio de agregación del nivel 2 o Unidad de M&E)? [B]																																																		-		Indicador 1

		3		Calcular la proporción de los números recontados a los reportados.    [A / B]				-		-		-		-																																								-		Indicador 2

		4		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?																																																		-		Indicador 3

		B - Desempeño de los Informes:																																																				-		Indicador 4

		Revisar la disponibilidad, puntualidad y integridad los informes de todos los Puntos de Entrega de Servicio. ¿Cuántos informes deberían haber de todos los sitios? ¿Cuántos hay? ¿Fueron recibidos a tiempo? ¿Están completos?

		5		¿Cuántos informes deberían haber de todos los puntos de entrega de servicio? [A]

		6		¿Cuántos informes hay? [B]

		7		Calcular el % de los informes disponibles [B/A]								-

		8		Verificar las fechas de los informes recibidos. ¿Cuántos informes fueron recibidos a tiempo? (es decir, recibidos en la fecha de entrega estipulada). [C]

		9		Calcular el % de los informes a tiempo [C/B]								-

		10		¿Cuántos informes estuvieron completos?  (es decir, completos significa que el informe contenía todos los datos requeridos del indicador, la fecha de recepción del informe en el sitio, y la autenticación por el personal responsable). [D]

		11		Calcular el % de informes completos [D/B]								-

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Agreg Nivel 1

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N / A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Existe personal designado responsable de revisar la calidad de los datos (es decir, exactitud, integridad y puntualidad) recibidos de los puntos de entrega de servicio.		N / A						0																																										N / A		II- Definiciones de los Indicadores y Directrices de Informes

		2		Existe personal designado responsable de revisar y aprobar los números agregados antes de la presentación de informes al seguiente nivel del sistema (es decir,  sitio de agregación del nivel 2 o Unidad de M&E).		N / A						0																																										N / A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Todo el personal del sitio que son responsables de la recopilación, verificación y presentación de datos han sido orientados/ capacitados sobre procesos y herramientas de gestión de datos.		N / A						0																																										N / A		IV- Procesos para la Gestión de Datos

		II- Definiciones de los Indicadores y Directrices de Informes				N / A																																																N / A		V- Uso de los Datos para la Toma de Decisiones

		La Unidad de M&E ha proporcionado directrices escritas al centro de  agregación sobre …

		4		,,, que se supone que deben reportar.		N / A						0

		5		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N / A						0

		6		… a quiénes se les debe presentar los informes.		N / A						0

		7		… cuándo se deben entregar los informes.		N / A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N / A

		8		Se han provisto instrucciones claras y escritas por la Unidad de M&E sobre cómo completar los formularios/herramientas de recolección de datos e informes.		N / A						0

		9		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los sitios que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N / A						0

		10		….De ser así, el informe estándar se utiliza consistentemente por el sitio.		N / A						0

		11		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N / A						0

		IV- Procesos para la Gestión de Datos				N / A

		12		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N / A						0

		13		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N / A						0

		14		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N / A						0

		15		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N / A						0

		16		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N / A						0

		17		Hay un procedimiento escrito para abordar informes tardíos, incompletos, inexactos y faltantes; incluyendo el seguimiento con los puntos de entrega de servicio que reportan, en materia de calidad de datos.		N / A						0

		18		Si se han descubierto discrepancias en los datos en los informes de los puntos de entrega de servicio, el sitio de agregación del nivel 1 ha documentado cómo se han resuelto estas inconsistencias.		N / A						0

		19		Se proporciona retroalimentación de forma sistemática a todos los puntos de entrega de servicio sobre la calidad de sus informes (es decir, exactitud, integridad y puntualidad).		N / A						0

		V- Uso de los Datos para la Toma de Decisiones				N / A

		20		El sitio de agregación desarrolla cuadros, gráficos, mapas, etc. para ilustrar los datos analizados (En caso afirmativo, pida verlos.)		N / A						0

		21		...Si es así, se asigna personal para desarrollarlos con regularidad.		N / A						0

		22		Existe personal asignado para interpretar y analizar los datos / resultados.		N / A						0

		23		El sitio de agregación del nivel 1 proporciona orientación sobre el uso de los datos para los punto de entrega de servicio.		N / A						0

		24		Los datos / resultados  analizados se presentan / difunden a los puntos de entrega de servicio en el momento oportuno para que la información se pueda utilizar para la toma de decisiones informada. (En caso afirmativo, pida ver un ejemplo.)		N / A						0

		25		Hay decisiones programáticas adoptadas por el sitio de agregación basado en datos/resultados analizados. (En caso afirmativo, pida ejemplos.)		N / A						0

						N / A

		Parte 3:   Recomendaciones para el Sitio Intermedio de Agregación - Nivel 1

				Con base en los hallazgos del diagnóstico y la verificación de datos en el sitio, por favor describa cualquier desafío a la calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración de tiempo que podría tomar la medida de mejora. Estos serán discutidos con la Unidad de M&E.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)		Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS:  Sitio Intermedio de Agregación - Nivel 1
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Sitio Intermedio de Agregación Niv



		Verificación de Datos y Diagnóstico del Sistema - Sitio de Agregation Nivel 1

		Sitio Intermedio de Agregación - Nivel 1:						-

		Indicador(es) Revisado(s):

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como              "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos																																																				Verificación de Datos - Agreg Nivel 1

		A - Recuento de los resultados reportados:						-		-		-		-																																								-		% Completo

		Recontar  los resultados de los informes periódicos enviados desde los Puntos de Entrega de Servicio al Sitio Intermedio de Agregación Nivel 1 y comparar con el valor reportado al Sitio Intermedio de Agregación Nivel 2 o la Unidad de M&E. Explicar las discrepancias (si existen).						-		-		-		-		COMENTARIOS																																						-		% Puntual

		1		Re-agregar los números de los informes recibidos de todos los puntos de entrega de servicio. ¿Cuál es el número re-agregado? [A]																																																		-		% Disponible

		2		¿Cuál es el resultado agregado contenido en el resumen del informe preparado por el sitio de agregación del nivel 1 y sometido al seguiente nivel del sistema (es decir, sitio de agregación del nivel 2 o Unidad de M&E)? [B]																																																		-		Indicador 1

		3		Calcular la proporción de los números recontados a los reportados.    [A / B]				-		-		-		-																																								-		Indicador 2

		4		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?																																																		-		Indicador 3

		B - Desempeño de los Informes:																																																				-		Indicador 4

		Revisar la disponibilidad, puntualidad y integridad los informes de todos los Puntos de Entrega de Servicio. ¿Cuántos informes deberían haber de todos los sitios? ¿Cuántos hay? ¿Fueron recibidos a tiempo? ¿Están completos?

		5		¿Cuántos informes deberían haber de todos los puntos de entrega de servicio? [A]

		6		¿Cuántos informes hay? [B]

		7		Calcular el % de los informes disponibles [B/A]								-

		8		Verificar las fechas de los informes recibidos. ¿Cuántos informes fueron recibidos a tiempo? (es decir, recibidos en la fecha de entrega estipulada). [C]

		9		Calcular el % de los informes a tiempo [C/B]								-

		10		¿Cuántos informes estuvieron completos?  (es decir, completos significa que el informe contenía todos los datos requeridos del indicador, la fecha de recepción del informe en el sitio, y la autenticación por el personal responsable). [D]

		11		Calcular el % de informes completos [D/B]								-

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Agreg Nivel 1

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N / A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Existe personal designado responsable de revisar la calidad de los datos (es decir, exactitud, integridad y puntualidad) recibidos de los puntos de entrega de servicio.		N / A						0																																										N / A		II- Definiciones de los Indicadores y Directrices de Informes

		2		Existe personal designado responsable de revisar y aprobar los números agregados antes de la presentación de informes al seguiente nivel del sistema (es decir,  sitio de agregación del nivel 2 o Unidad de M&E).		N / A						0																																										N / A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Todo el personal del sitio que son responsables de la recopilación, verificación y presentación de datos han sido orientados/ capacitados sobre procesos y herramientas de gestión de datos.		N / A						0																																										N / A		IV- Procesos para la Gestión de Datos

		II- Definiciones de los Indicadores y Directrices de Informes				N / A																																																N / A		V- Uso de los Datos para la Toma de Decisiones

		La Unidad de M&E ha proporcionado directrices escritas al centro de  agregación sobre …

		4		,,, que se supone que deben reportar.		N / A						0

		5		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N / A						0

		6		… a quiénes se les debe presentar los informes.		N / A						0

		7		… cuándo se deben entregar los informes.		N / A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N / A

		8		Se han provisto instrucciones claras y escritas por la Unidad de M&E sobre cómo completar los formularios/herramientas de recolección de datos e informes.		N / A						0

		9		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los sitios que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N / A						0

		10		….De ser así, el informe estándar se utiliza consistentemente por el sitio.		N / A						0

		11		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N / A						0

		IV- Procesos para la Gestión de Datos				N / A

		12		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N / A						0

		13		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N / A						0

		14		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N / A						0

		15		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N / A						0

		16		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N / A						0

		17		Hay un procedimiento escrito para abordar informes tardíos, incompletos, inexactos y faltantes; incluyendo el seguimiento con los puntos de entrega de servicio que reportan, en materia de calidad de datos.		N / A						0

		18		Si se han descubierto discrepancias en los datos en los informes de los puntos de entrega de servicio, el sitio de agregación del nivel 1 ha documentado cómo se han resuelto estas inconsistencias.		N / A						0

		19		Se proporciona retroalimentación de forma sistemática a todos los puntos de entrega de servicio sobre la calidad de sus informes (es decir, exactitud, integridad y puntualidad).		N / A						0

		V- Uso de los Datos para la Toma de Decisiones				N / A

		20		El sitio de agregación desarrolla cuadros, gráficos, mapas, etc. para ilustrar los datos analizados (En caso afirmativo, pida verlos.)		N / A						0

		21		...Si es así, se asigna personal para desarrollarlos con regularidad.		N / A						0

		22		Existe personal asignado para interpretar y analizar los datos / resultados.		N / A						0

		23		El sitio de agregación del nivel 1 proporciona orientación sobre el uso de los datos para los punto de entrega de servicio.		N / A						0

		24		Los datos / resultados  analizados se presentan / difunden a los puntos de entrega de servicio en el momento oportuno para que la información se pueda utilizar para la toma de decisiones informada. (En caso afirmativo, pida ver un ejemplo.)		N / A						0

		25		Hay decisiones programáticas adoptadas por el sitio de agregación basado en datos/resultados analizados. (En caso afirmativo, pida ejemplos.)		N / A						0

						N / A

		Parte 3:   Recomendaciones para el Sitio Intermedio de Agregación - Nivel 1

				Con base en los hallazgos del diagnóstico y la verificación de datos en el sitio, por favor describa cualquier desafío a la calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración de tiempo que podría tomar la medida de mejora. Estos serán discutidos con la Unidad de M&E.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)		Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS:  Sitio Intermedio de Agregación - Nivel 1
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Sitio Intermedio de Agregación Niv



		Verificación de Datos y Diagnóstico del Sistema - Sitio de Agregation Nivel 1

		Sitio Intermedio de Agregación - Nivel 1:						-

		Indicador(es) Revisado(s):

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como              "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos																																																				Verificación de Datos - Agreg Nivel 1

		A - Recuento de los resultados reportados:						-		-		-		-																																								-		% Completo

		Recontar  los resultados de los informes periódicos enviados desde los Puntos de Entrega de Servicio al Sitio Intermedio de Agregación Nivel 1 y comparar con el valor reportado al Sitio Intermedio de Agregación Nivel 2 o la Unidad de M&E. Explicar las discrepancias (si existen).						-		-		-		-		COMENTARIOS																																						-		% Puntual

		1		Re-agregar los números de los informes recibidos de todos los puntos de entrega de servicio. ¿Cuál es el número re-agregado? [A]																																																		-		% Disponible

		2		¿Cuál es el resultado agregado contenido en el resumen del informe preparado por el sitio de agregación del nivel 1 y sometido al seguiente nivel del sistema (es decir, sitio de agregación del nivel 2 o Unidad de M&E)? [B]																																																		-		Indicador 1

		3		Calcular la proporción de los números recontados a los reportados.    [A / B]				-		-		-		-																																								-		Indicador 2

		4		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?																																																		-		Indicador 3

		B - Desempeño de los Informes:																																																				-		Indicador 4

		Revisar la disponibilidad, puntualidad y integridad los informes de todos los Puntos de Entrega de Servicio. ¿Cuántos informes deberían haber de todos los sitios? ¿Cuántos hay? ¿Fueron recibidos a tiempo? ¿Están completos?

		5		¿Cuántos informes deberían haber de todos los puntos de entrega de servicio? [A]

		6		¿Cuántos informes hay? [B]

		7		Calcular el % de los informes disponibles [B/A]								-

		8		Verificar las fechas de los informes recibidos. ¿Cuántos informes fueron recibidos a tiempo? (es decir, recibidos en la fecha de entrega estipulada). [C]

		9		Calcular el % de los informes a tiempo [C/B]								-

		10		¿Cuántos informes estuvieron completos?  (es decir, completos significa que el informe contenía todos los datos requeridos del indicador, la fecha de recepción del informe en el sitio, y la autenticación por el personal responsable). [D]

		11		Calcular el % de informes completos [D/B]								-

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Agreg Nivel 1

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N / A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Existe personal designado responsable de revisar la calidad de los datos (es decir, exactitud, integridad y puntualidad) recibidos de los puntos de entrega de servicio.		N / A						0																																										N / A		II- Definiciones de los Indicadores y Directrices de Informes

		2		Existe personal designado responsable de revisar y aprobar los números agregados antes de la presentación de informes al seguiente nivel del sistema (es decir,  sitio de agregación del nivel 2 o Unidad de M&E).		N / A						0																																										N / A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Todo el personal del sitio que son responsables de la recopilación, verificación y presentación de datos han sido orientados/ capacitados sobre procesos y herramientas de gestión de datos.		N / A						0																																										N / A		IV- Procesos para la Gestión de Datos

		II- Definiciones de los Indicadores y Directrices de Informes				N / A																																																N / A		V- Uso de los Datos para la Toma de Decisiones

		La Unidad de M&E ha proporcionado directrices escritas al centro de  agregación sobre …

		4		,,, que se supone que deben reportar.		N / A						0

		5		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N / A						0

		6		… a quiénes se les debe presentar los informes.		N / A						0

		7		… cuándo se deben entregar los informes.		N / A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N / A

		8		Se han provisto instrucciones claras y escritas por la Unidad de M&E sobre cómo completar los formularios/herramientas de recolección de datos e informes.		N / A						0

		9		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los sitios que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N / A						0

		10		….De ser así, el informe estándar se utiliza consistentemente por el sitio.		N / A						0

		11		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N / A						0

		IV- Procesos para la Gestión de Datos				N / A

		12		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N / A						0

		13		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N / A						0

		14		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N / A						0

		15		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N / A						0

		16		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N / A						0

		17		Hay un procedimiento escrito para abordar informes tardíos, incompletos, inexactos y faltantes; incluyendo el seguimiento con los puntos de entrega de servicio que reportan, en materia de calidad de datos.		N / A						0

		18		Si se han descubierto discrepancias en los datos en los informes de los puntos de entrega de servicio, el sitio de agregación del nivel 1 ha documentado cómo se han resuelto estas inconsistencias.		N / A						0

		19		Se proporciona retroalimentación de forma sistemática a todos los puntos de entrega de servicio sobre la calidad de sus informes (es decir, exactitud, integridad y puntualidad).		N / A						0

		V- Uso de los Datos para la Toma de Decisiones				N / A

		20		El sitio de agregación desarrolla cuadros, gráficos, mapas, etc. para ilustrar los datos analizados (En caso afirmativo, pida verlos.)		N / A						0

		21		...Si es así, se asigna personal para desarrollarlos con regularidad.		N / A						0

		22		Existe personal asignado para interpretar y analizar los datos / resultados.		N / A						0

		23		El sitio de agregación del nivel 1 proporciona orientación sobre el uso de los datos para los punto de entrega de servicio.		N / A						0

		24		Los datos / resultados  analizados se presentan / difunden a los puntos de entrega de servicio en el momento oportuno para que la información se pueda utilizar para la toma de decisiones informada. (En caso afirmativo, pida ver un ejemplo.)		N / A						0

		25		Hay decisiones programáticas adoptadas por el sitio de agregación basado en datos/resultados analizados. (En caso afirmativo, pida ejemplos.)		N / A						0

						N / A

		Parte 3:   Recomendaciones para el Sitio Intermedio de Agregación - Nivel 1

				Con base en los hallazgos del diagnóstico y la verificación de datos en el sitio, por favor describa cualquier desafío a la calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración de tiempo que podría tomar la medida de mejora. Estos serán discutidos con la Unidad de M&E.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)		Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS:  Sitio Intermedio de Agregación - Nivel 1
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Sitio Intermedio de Agregación Niv



		Verificación de Datos y Diagnóstico del Sistema - Sitio de Agregation Nivel 1

		Sitio Intermedio de Agregación - Nivel 1:						-

		Indicador(es) Revisado(s):

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como              "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos																																																				Verificación de Datos - Agreg Nivel 1

		A - Recuento de los resultados reportados:						-		-		-		-																																								-		% Completo

		Recontar  los resultados de los informes periódicos enviados desde los Puntos de Entrega de Servicio al Sitio Intermedio de Agregación Nivel 1 y comparar con el valor reportado al Sitio Intermedio de Agregación Nivel 2 o la Unidad de M&E. Explicar las discrepancias (si existen).						-		-		-		-		COMENTARIOS																																						-		% Puntual

		1		Re-agregar los números de los informes recibidos de todos los puntos de entrega de servicio. ¿Cuál es el número re-agregado? [A]																																																		-		% Disponible

		2		¿Cuál es el resultado agregado contenido en el resumen del informe preparado por el sitio de agregación del nivel 1 y sometido al seguiente nivel del sistema (es decir, sitio de agregación del nivel 2 o Unidad de M&E)? [B]																																																		-		Indicador 1

		3		Calcular la proporción de los números recontados a los reportados.    [A / B]				-		-		-		-																																								-		Indicador 2

		4		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?																																																		-		Indicador 3

		B - Desempeño de los Informes:																																																				-		Indicador 4

		Revisar la disponibilidad, puntualidad y integridad los informes de todos los Puntos de Entrega de Servicio. ¿Cuántos informes deberían haber de todos los sitios? ¿Cuántos hay? ¿Fueron recibidos a tiempo? ¿Están completos?

		5		¿Cuántos informes deberían haber de todos los puntos de entrega de servicio? [A]

		6		¿Cuántos informes hay? [B]

		7		Calcular el % de los informes disponibles [B/A]								-

		8		Verificar las fechas de los informes recibidos. ¿Cuántos informes fueron recibidos a tiempo? (es decir, recibidos en la fecha de entrega estipulada). [C]

		9		Calcular el % de los informes a tiempo [C/B]								-

		10		¿Cuántos informes estuvieron completos?  (es decir, completos significa que el informe contenía todos los datos requeridos del indicador, la fecha de recepción del informe en el sitio, y la autenticación por el personal responsable). [D]

		11		Calcular el % de informes completos [D/B]								-

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Agreg Nivel 1

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N / A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Existe personal designado responsable de revisar la calidad de los datos (es decir, exactitud, integridad y puntualidad) recibidos de los puntos de entrega de servicio.		N / A						0																																										N / A		II- Definiciones de los Indicadores y Directrices de Informes

		2		Existe personal designado responsable de revisar y aprobar los números agregados antes de la presentación de informes al seguiente nivel del sistema (es decir,  sitio de agregación del nivel 2 o Unidad de M&E).		N / A						0																																										N / A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Todo el personal del sitio que son responsables de la recopilación, verificación y presentación de datos han sido orientados/ capacitados sobre procesos y herramientas de gestión de datos.		N / A						0																																										N / A		IV- Procesos para la Gestión de Datos

		II- Definiciones de los Indicadores y Directrices de Informes				N / A																																																N / A		V- Uso de los Datos para la Toma de Decisiones

		La Unidad de M&E ha proporcionado directrices escritas al centro de  agregación sobre …

		4		,,, que se supone que deben reportar.		N / A						0

		5		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N / A						0

		6		… a quiénes se les debe presentar los informes.		N / A						0

		7		… cuándo se deben entregar los informes.		N / A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N / A

		8		Se han provisto instrucciones claras y escritas por la Unidad de M&E sobre cómo completar los formularios/herramientas de recolección de datos e informes.		N / A						0

		9		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los sitios que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N / A						0

		10		….De ser así, el informe estándar se utiliza consistentemente por el sitio.		N / A						0

		11		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N / A						0

		IV- Procesos para la Gestión de Datos				N / A

		12		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N / A						0

		13		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N / A						0

		14		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N / A						0

		15		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N / A						0

		16		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N / A						0

		17		Hay un procedimiento escrito para abordar informes tardíos, incompletos, inexactos y faltantes; incluyendo el seguimiento con los puntos de entrega de servicio que reportan, en materia de calidad de datos.		N / A						0

		18		Si se han descubierto discrepancias en los datos en los informes de los puntos de entrega de servicio, el sitio de agregación del nivel 1 ha documentado cómo se han resuelto estas inconsistencias.		N / A						0

		19		Se proporciona retroalimentación de forma sistemática a todos los puntos de entrega de servicio sobre la calidad de sus informes (es decir, exactitud, integridad y puntualidad).		N / A						0

		V- Uso de los Datos para la Toma de Decisiones				N / A

		20		El sitio de agregación desarrolla cuadros, gráficos, mapas, etc. para ilustrar los datos analizados (En caso afirmativo, pida verlos.)		N / A						0

		21		...Si es así, se asigna personal para desarrollarlos con regularidad.		N / A						0

		22		Existe personal asignado para interpretar y analizar los datos / resultados.		N / A						0

		23		El sitio de agregación del nivel 1 proporciona orientación sobre el uso de los datos para los punto de entrega de servicio.		N / A						0

		24		Los datos / resultados  analizados se presentan / difunden a los puntos de entrega de servicio en el momento oportuno para que la información se pueda utilizar para la toma de decisiones informada. (En caso afirmativo, pida ver un ejemplo.)		N / A						0

		25		Hay decisiones programáticas adoptadas por el sitio de agregación basado en datos/resultados analizados. (En caso afirmativo, pida ejemplos.)		N / A						0

						N / A

		Parte 3:   Recomendaciones para el Sitio Intermedio de Agregación - Nivel 1

				Con base en los hallazgos del diagnóstico y la verificación de datos en el sitio, por favor describa cualquier desafío a la calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración de tiempo que podría tomar la medida de mejora. Estos serán discutidos con la Unidad de M&E.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)		Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS:  Sitio Intermedio de Agregación - Nivel 1
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Sitio Intermedio de Agregación Niv



		Verificación de Datos y Diagnóstico del Sistema - Sitio de Agregation Nivel 1

		Sitio Intermedio de Agregación - Nivel 1:						-

		Indicador(es) Revisado(s):

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como              "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos																																																				Verificación de Datos - Agreg Nivel 1

		A - Recuento de los resultados reportados:						-		-		-		-																																								-		% Completo

		Recontar  los resultados de los informes periódicos enviados desde los Puntos de Entrega de Servicio al Sitio Intermedio de Agregación Nivel 1 y comparar con el valor reportado al Sitio Intermedio de Agregación Nivel 2 o la Unidad de M&E. Explicar las discrepancias (si existen).						-		-		-		-		COMENTARIOS																																						-		% Puntual

		1		Re-agregar los números de los informes recibidos de todos los puntos de entrega de servicio. ¿Cuál es el número re-agregado? [A]																																																		-		% Disponible

		2		¿Cuál es el resultado agregado contenido en el resumen del informe preparado por el sitio de agregación del nivel 1 y sometido al seguiente nivel del sistema (es decir, sitio de agregación del nivel 2 o Unidad de M&E)? [B]																																																		-		Indicador 1

		3		Calcular la proporción de los números recontados a los reportados.    [A / B]				-		-		-		-																																								-		Indicador 2

		4		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?																																																		-		Indicador 3

		B - Desempeño de los Informes:																																																				-		Indicador 4

		Revisar la disponibilidad, puntualidad y integridad los informes de todos los Puntos de Entrega de Servicio. ¿Cuántos informes deberían haber de todos los sitios? ¿Cuántos hay? ¿Fueron recibidos a tiempo? ¿Están completos?

		5		¿Cuántos informes deberían haber de todos los puntos de entrega de servicio? [A]

		6		¿Cuántos informes hay? [B]

		7		Calcular el % de los informes disponibles [B/A]								-

		8		Verificar las fechas de los informes recibidos. ¿Cuántos informes fueron recibidos a tiempo? (es decir, recibidos en la fecha de entrega estipulada). [C]

		9		Calcular el % de los informes a tiempo [C/B]								-

		10		¿Cuántos informes estuvieron completos?  (es decir, completos significa que el informe contenía todos los datos requeridos del indicador, la fecha de recepción del informe en el sitio, y la autenticación por el personal responsable). [D]

		11		Calcular el % de informes completos [D/B]								-

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Agreg Nivel 1

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N / A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Existe personal designado responsable de revisar la calidad de los datos (es decir, exactitud, integridad y puntualidad) recibidos de los puntos de entrega de servicio.		N / A						0																																										N / A		II- Definiciones de los Indicadores y Directrices de Informes

		2		Existe personal designado responsable de revisar y aprobar los números agregados antes de la presentación de informes al seguiente nivel del sistema (es decir,  sitio de agregación del nivel 2 o Unidad de M&E).		N / A						0																																										N / A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Todo el personal del sitio que son responsables de la recopilación, verificación y presentación de datos han sido orientados/ capacitados sobre procesos y herramientas de gestión de datos.		N / A						0																																										N / A		IV- Procesos para la Gestión de Datos

		II- Definiciones de los Indicadores y Directrices de Informes				N / A																																																N / A		V- Uso de los Datos para la Toma de Decisiones

		La Unidad de M&E ha proporcionado directrices escritas al centro de  agregación sobre …

		4		,,, que se supone que deben reportar.		N / A						0

		5		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N / A						0

		6		… a quiénes se les debe presentar los informes.		N / A						0

		7		… cuándo se deben entregar los informes.		N / A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N / A

		8		Se han provisto instrucciones claras y escritas por la Unidad de M&E sobre cómo completar los formularios/herramientas de recolección de datos e informes.		N / A						0

		9		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los sitios que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N / A						0

		10		….De ser así, el informe estándar se utiliza consistentemente por el sitio.		N / A						0

		11		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N / A						0

		IV- Procesos para la Gestión de Datos				N / A

		12		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N / A						0

		13		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N / A						0

		14		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N / A						0

		15		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N / A						0

		16		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N / A						0

		17		Hay un procedimiento escrito para abordar informes tardíos, incompletos, inexactos y faltantes; incluyendo el seguimiento con los puntos de entrega de servicio que reportan, en materia de calidad de datos.		N / A						0

		18		Si se han descubierto discrepancias en los datos en los informes de los puntos de entrega de servicio, el sitio de agregación del nivel 1 ha documentado cómo se han resuelto estas inconsistencias.		N / A						0

		19		Se proporciona retroalimentación de forma sistemática a todos los puntos de entrega de servicio sobre la calidad de sus informes (es decir, exactitud, integridad y puntualidad).		N / A						0

		V- Uso de los Datos para la Toma de Decisiones				N / A

		20		El sitio de agregación desarrolla cuadros, gráficos, mapas, etc. para ilustrar los datos analizados (En caso afirmativo, pida verlos.)		N / A						0

		21		...Si es así, se asigna personal para desarrollarlos con regularidad.		N / A						0

		22		Existe personal asignado para interpretar y analizar los datos / resultados.		N / A						0

		23		El sitio de agregación del nivel 1 proporciona orientación sobre el uso de los datos para los punto de entrega de servicio.		N / A						0

		24		Los datos / resultados  analizados se presentan / difunden a los puntos de entrega de servicio en el momento oportuno para que la información se pueda utilizar para la toma de decisiones informada. (En caso afirmativo, pida ver un ejemplo.)		N / A						0

		25		Hay decisiones programáticas adoptadas por el sitio de agregación basado en datos/resultados analizados. (En caso afirmativo, pida ejemplos.)		N / A						0

						N / A

		Parte 3:   Recomendaciones para el Sitio Intermedio de Agregación - Nivel 1

				Con base en los hallazgos del diagnóstico y la verificación de datos en el sitio, por favor describa cualquier desafío a la calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración de tiempo que podría tomar la medida de mejora. Estos serán discutidos con la Unidad de M&E.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)		Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS:  Sitio Intermedio de Agregación - Nivel 1
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Sitio Intermedio de Agregación Nive



		Verificación de Datos y Diagnóstico del Sistema - Sitio de Agregation Nivel 1

		Sitio Intermedio de Agregación - Nivel 1:						-

		Indicador(es) Revisado(s):

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como              "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos																																																				Verificación de Datos - Agreg Nivel 1

		A - Recuento de los resultados reportados:						-		-		-		-																																								-		% Completo

		Recontar  los resultados de los informes periódicos enviados desde los Puntos de Entrega de Servicio al Sitio Intermedio de Agregación Nivel 1 y comparar con el valor reportado al Sitio Intermedio de Agregación Nivel 2 o la Unidad de M&E. Explicar las discrepancias (si existen).						-		-		-		-		COMENTARIOS																																						-		% Puntual

		1		Re-agregar los números de los informes recibidos de todos los puntos de entrega de servicio. ¿Cuál es el número re-agregado? [A]																																																		-		% Disponible

		2		¿Cuál es el resultado agregado contenido en el resumen del informe preparado por el sitio de agregación del nivel 1 y sometido al seguiente nivel del sistema (es decir, sitio de agregación del nivel 2 o Unidad de M&E)? [B]																																																		-		Indicador 1

		3		Calcular la proporción de los números recontados a los reportados.    [A / B]				-		-		-		-																																								-		Indicador 2

		4		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?																																																		-		Indicador 3

		B - Desempeño de los Informes:																																																				-		Indicador 4

		Revisar la disponibilidad, puntualidad y integridad los informes de todos los Puntos de Entrega de Servicio. ¿Cuántos informes deberían haber de todos los sitios? ¿Cuántos hay? ¿Fueron recibidos a tiempo? ¿Están completos?

		5		¿Cuántos informes deberían haber de todos los puntos de entrega de servicio? [A]

		6		¿Cuántos informes hay? [B]

		7		Calcular el % de los informes disponibles [B/A]								-

		8		Verificar las fechas de los informes recibidos. ¿Cuántos informes fueron recibidos a tiempo? (es decir, recibidos en la fecha de entrega estipulada). [C]

		9		Calcular el % de los informes a tiempo [C/B]								-

		10		¿Cuántos informes estuvieron completos?  (es decir, completos significa que el informe contenía todos los datos requeridos del indicador, la fecha de recepción del informe en el sitio, y la autenticación por el personal responsable). [D]

		11		Calcular el % de informes completos [D/B]								-

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Agreg Nivel 1

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N / A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Existe personal designado responsable de revisar la calidad de los datos (es decir, exactitud, integridad y puntualidad) recibidos de los puntos de entrega de servicio.		N / A						0																																										N / A		II- Definiciones de los Indicadores y Directrices de Informes

		2		Existe personal designado responsable de revisar y aprobar los números agregados antes de la presentación de informes al seguiente nivel del sistema (es decir,  sitio de agregación del nivel 2 o Unidad de M&E).		N / A						0																																										N / A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Todo el personal del sitio que son responsables de la recopilación, verificación y presentación de datos han sido orientados/ capacitados sobre procesos y herramientas de gestión de datos.		N / A						0																																										N / A		IV- Procesos para la Gestión de Datos

		II- Definiciones de los Indicadores y Directrices de Informes				N / A																																																N / A		V- Uso de los Datos para la Toma de Decisiones

		La Unidad de M&E ha proporcionado directrices escritas al centro de  agregación sobre …

		4		,,, que se supone que deben reportar.		N / A						0

		5		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N / A						0

		6		… a quiénes se les debe presentar los informes.		N / A						0

		7		… cuándo se deben entregar los informes.		N / A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N / A

		8		Se han provisto instrucciones claras y escritas por la Unidad de M&E sobre cómo completar los formularios/herramientas de recolección de datos e informes.		N / A						0

		9		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los sitios que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N / A						0

		10		….De ser así, el informe estándar se utiliza consistentemente por el sitio.		N / A						0

		11		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N / A						0

		IV- Procesos para la Gestión de Datos				N / A

		12		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N / A						0

		13		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N / A						0

		14		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N / A						0

		15		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N / A						0

		16		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N / A						0

		17		Hay un procedimiento escrito para abordar informes tardíos, incompletos, inexactos y faltantes; incluyendo el seguimiento con los puntos de entrega de servicio que reportan, en materia de calidad de datos.		N / A						0

		18		Si se han descubierto discrepancias en los datos en los informes de los puntos de entrega de servicio, el sitio de agregación del nivel 1 ha documentado cómo se han resuelto estas inconsistencias.		N / A						0

		19		Se proporciona retroalimentación de forma sistemática a todos los puntos de entrega de servicio sobre la calidad de sus informes (es decir, exactitud, integridad y puntualidad).		N / A						0

		V- Uso de los Datos para la Toma de Decisiones				N / A

		20		El sitio de agregación desarrolla cuadros, gráficos, mapas, etc. para ilustrar los datos analizados (En caso afirmativo, pida verlos.)		N / A						0

		21		...Si es así, se asigna personal para desarrollarlos con regularidad.		N / A						0

		22		Existe personal asignado para interpretar y analizar los datos / resultados.		N / A						0

		23		El sitio de agregación del nivel 1 proporciona orientación sobre el uso de los datos para los punto de entrega de servicio.		N / A						0

		24		Los datos / resultados  analizados se presentan / difunden a los puntos de entrega de servicio en el momento oportuno para que la información se pueda utilizar para la toma de decisiones informada. (En caso afirmativo, pida ver un ejemplo.)		N / A						0

		25		Hay decisiones programáticas adoptadas por el sitio de agregación basado en datos/resultados analizados. (En caso afirmativo, pida ejemplos.)		N / A						0

						N / A

		Parte 3:   Recomendaciones para el Sitio Intermedio de Agregación - Nivel 1

				Con base en los hallazgos del diagnóstico y la verificación de datos en el sitio, por favor describa cualquier desafío a la calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración de tiempo que podría tomar la medida de mejora. Estos serán discutidos con la Unidad de M&E.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)		Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS:  Sitio Intermedio de Agregación - Nivel 1
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		Verificación de Datos y Diagnóstico del Sistema - Sitio de Agregation Nivel 2

		Sitio Intermedio de Agregación - Nivel 2:						-

		Indicador(es) Revisado(s):

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como              "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos																																																				Verificación de Datos - Agreg Nivel 2

		A - Recuento de los resultados reportados:						-		-		-		-																																								-		% Completo

		Recontar  los resultados de los informes periódicos enviados desde los Sitios  Intermedios de Agregación Nivel 1 al Sitio Intermedio de Agregación Nivel 2 y comparar con el valor reportado a la Unidad de M&E. Explicar las discrepancias (si existen).						-		-		-		-		COMENTARIOS																																						-		% Puntual

		1		Re-agregar los números de los informes recibidos de todos los sitios de agregación del nivel 1. ¿Cuál es el número re-agregado? [A]																																																		-		% Disponible

		2		¿Cuál es el resultado agregado contenido en el resumen del informe preparado por el sitio de agregación del nivel 2 y sometido a la Unidad de M&E? [B]																																																		-		Indicador 1

		3		Calcular la proporción de los números recontados a los reportados.    [A / B]				-		-		-		-																																								-		Indicador 2

		4		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?																																																		-		Indicador 3

		B - Desempeño de los Informes:																																																				-		Indicador 4

		Revisar la disponibilidad, puntualidad y integridad los informes de todos los Sitios Intermedios de Agregación Nivel 1. ¿Cuántos informes deberían haber de todos los sitios? ¿Cuántos hay? ¿Fueron recibidos a tiempo? ¿Están completos?

		5		¿Cuántos informes deberían haber de todos los sitios de agregación del  nivel 1? [A]

		6		¿Cuántos informes hay? [B]

		7		Calcular el % de los informes disponibles [B/A]								-

		8		Verificar las fechas de los informes recibidos. ¿Cuántos informes fueron recibidos a tiempo? (es decir, recibidos en la fecha de entrega estipulada). [C]

		9		Calcular el % de los informes a tiempo [C/B]								-

		10		¿Cuántos informes estuvieron completos?  (es decir, completos significa que el informe contenía todos los datos requeridos del indicador, la fecha de recepción del informe en el sitio, y la autenticación por el personal responsable). [D]

		11		Calcular el % de informes completos [D/B]								-

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Aggr Nivel 2

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N / A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Existe personal designado responsable de revisar la calidad de los datos (es decir, exactitud, integridad y puntualidad) recibidos de los sitios de agregación del nivel 1.		N / A						0																																										N / A		II- Definiciones de los Indicadores y Directrices de Informes

		2		Existe personal designado responsable de revisar y aprobar los números agregados antes de la presentación de informes a la Unidad M&E.		N / A						0																																										N / A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Todo el personal del sitio que son responsables de la recopilación, verificación y presentación de datos han sido orientados/ capacitados sobre procesos y herramientas de gestión de datos.		N / A						0																																										N / A		IV- Procesos para la Gestión de Datos

		II- Definiciones de los Indicadores y Directrices de Informes				N / A																																																N / A		V- Uso de Datos para la Toma de Decisiones

		La Unidad de M&E ha proporcionado directrices escritas al centro de  agregación sobre …

		4		,,, qué se supone que deben reportar.		N / A						0

		5		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N / A						0

		6		… a quiénes se les debe presentar los informes.		N / A						0

		7		… cuándo se deben entregar los informes.		N / A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N / A

		8		Se han provisto instrucciones claras y escritas por la Unidad de M&E sobre cómo completar los formularios/herramientas de recolección de datos e informes.		N / A						0

		9		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los sitios que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N / A						0

		10		….De ser así, el informe estándar se utiliza consistentemente por el sitio.		N / A						0

		11		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N / A						0

		IV- Procesos para la Gestión de Datos				N / A

		12		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N / A						0

		13		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N / A						0

		14		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N / A						0

		15		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N / A						0

		16		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N / A						0

		17		Hay un procedimiento escrito para abordar informes tardíos, incompletos, inexactos y faltantes; incluyendo el seguimiento con los sitios de agregación del nivel 1 que reportan, en materia de calidad de datos.		N / A						0

		18		Si se han descubierto discrepancias en los datos en los informes de los sitios de agregación del nivel 1, el sitio de agregación del nivel 2 ha documentado cómo se han resuelto estas inconsistencias.		N / A						0

		19		Se proporciona retroalimentación de forma sistemática a todos los sitios de agregación del nivel 1 sobre la calidad de sus informes (es decir, exactitud, integridad y puntualidad).		N / A						0

		V- Uso de Datos para la Toma de Decisiones				N / A

		20		El sitio de agregación desarrolla cuadros, gráficos, mapas, etc. para ilustrar los datos analizados (En caso afirmativo, pida verlos.)		N / A						0

		21		...Si es así, se asigna personal para desarrollarlos con regularidad.		N / A						0

		22		Existe personal asignado para interpretar y analizar los datos /resultados.		N / A						0

		23		El sitio de agregación del nivel 2 proporciona orientación sobre el uso de los datos para los sitios de agregación del nivel 1.		N / A						0

		24		Los datos / resultados  analizados se presentan / difunden a los sitios de agregación del nivel 1 en el momento oportuno para que la información se pueda utilizar para la toma de decisiones informada. (En caso afirmativo, pida ver un ejemplo.)		N / A						0

		25		Hay decisiones programáticas adoptadas por el sitio de agregación basado en datos/resultados analizados. (En caso afirmativo, pida ejemplos.)		N / A						0

						N / A

		Parte 3:   Recomendaciones para el Sitio Intermedio de Agregación - Nivel 2

				Con base en los hallazgos del diagnóstico y la verificación de datos en el sitio, por favor describa cualquier desafío a la calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración de tiempo que podría tomar la medida de mejora. Estos serán discutidos con la Unidad de M&E.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)		Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS:  Sitio Intermedio de Agregación - Nivel 2
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Sitio Intermedio de Agregación Nive



		Verificación de Datos y Diagnóstico del Sistema - Sitio de Agregation Nivel 2

		Sitio Intermedio de Agregación - Nivel 2:						-

		Indicador(es) Revisado(s):

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como              "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos																																																				Verificación de Datos - Agreg Nivel 2

		A - Recuento de los resultados reportados:						-		-		-		-																																								-		% Completo

		Recontar  los resultados de los informes periódicos enviados desde los Sitios  Intermedios de Agregación Nivel 1 al Sitio Intermedio de Agregación Nivel 2 y comparar con el valor reportado a la Unidad de M&E. Explicar las discrepancias (si existen).						-		-		-		-		COMENTARIOS																																						-		% Puntual

		1		Re-agregar los números de los informes recibidos de todos los sitios de agregación del nivel 1. ¿Cuál es el número re-agregado? [A]																																																		-		% Disponible

		2		¿Cuál es el resultado agregado contenido en el resumen del informe preparado por el sitio de agregación del nivel 2 y sometido a la Unidad de M&E? [B]																																																		-		Indicador 1

		3		Calcular la proporción de los números recontados a los reportados.    [A / B]				-		-		-		-																																								-		Indicador 2

		4		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?																																																		-		Indicador 3

		B - Desempeño de los Informes:																																																				-		Indicador 4

		Revisar la disponibilidad, puntualidad y integridad los informes de todos los Sitios Intermedios de Agregación Nivel 1. ¿Cuántos informes deberían haber de todos los sitios? ¿Cuántos hay? ¿Fueron recibidos a tiempo? ¿Están completos?

		5		¿Cuántos informes deberían haber de todos los sitios de agregación del  nivel 1? [A]

		6		¿Cuántos informes hay? [B]

		7		Calcular el % de los informes disponibles [B/A]								-

		8		Verificar las fechas de los informes recibidos. ¿Cuántos informes fueron recibidos a tiempo? (es decir, recibidos en la fecha de entrega estipulada). [C]

		9		Calcular el % de los informes a tiempo [C/B]								-

		10		¿Cuántos informes estuvieron completos?  (es decir, completos significa que el informe contenía todos los datos requeridos del indicador, la fecha de recepción del informe en el sitio, y la autenticación por el personal responsable). [D]

		11		Calcular el % de informes completos [D/B]								-

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Aggr Nivel 2

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N / A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Existe personal designado responsable de revisar la calidad de los datos (es decir, exactitud, integridad y puntualidad) recibidos de los sitios de agregación del nivel 1.		N / A						0																																										N / A		II- Definiciones de los Indicadores y Directrices de Informes

		2		Existe personal designado responsable de revisar y aprobar los números agregados antes de la presentación de informes a la Unidad M&E.		N / A						0																																										N / A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Todo el personal del sitio que son responsables de la recopilación, verificación y presentación de datos han sido orientados/ capacitados sobre procesos y herramientas de gestión de datos.		N / A						0																																										N / A		IV- Procesos para la Gestión de Datos

		II- Definiciones de los Indicadores y Directrices de Informes				N / A																																																N / A		V- Uso de Datos para la Toma de Decisiones

		La Unidad de M&E ha proporcionado directrices escritas al centro de  agregación sobre …

		4		,,, qué se supone que deben reportar.		N / A						0

		5		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N / A						0

		6		… a quiénes se les debe presentar los informes.		N / A						0

		7		… cuándo se deben entregar los informes.		N / A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N / A

		8		Se han provisto instrucciones claras y escritas por la Unidad de M&E sobre cómo completar los formularios/herramientas de recolección de datos e informes.		N / A						0

		9		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los sitios que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N / A						0

		10		….De ser así, el informe estándar se utiliza consistentemente por el sitio.		N / A						0

		11		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N / A						0

		IV- Procesos para la Gestión de Datos				N / A

		12		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N / A						0

		13		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N / A						0

		14		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N / A						0

		15		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N / A						0

		16		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N / A						0

		17		Hay un procedimiento escrito para abordar informes tardíos, incompletos, inexactos y faltantes; incluyendo el seguimiento con los sitios de agregación del nivel 1 que reportan, en materia de calidad de datos.		N / A						0

		18		Si se han descubierto discrepancias en los datos en los informes de los sitios de agregación del nivel 1, el sitio de agregación del nivel 2 ha documentado cómo se han resuelto estas inconsistencias.		N / A						0

		19		Se proporciona retroalimentación de forma sistemática a todos los sitios de agregación del nivel 1 sobre la calidad de sus informes (es decir, exactitud, integridad y puntualidad).		N / A						0

		V- Uso de Datos para la Toma de Decisiones				N / A

		20		El sitio de agregación desarrolla cuadros, gráficos, mapas, etc. para ilustrar los datos analizados (En caso afirmativo, pida verlos.)		N / A						0

		21		...Si es así, se asigna personal para desarrollarlos con regularidad.		N / A						0

		22		Existe personal asignado para interpretar y analizar los datos /resultados.		N / A						0

		23		El sitio de agregación del nivel 2 proporciona orientación sobre el uso de los datos para los sitios de agregación del nivel 1.		N / A						0

		24		Los datos / resultados  analizados se presentan / difunden a los sitios de agregación del nivel 1 en el momento oportuno para que la información se pueda utilizar para la toma de decisiones informada. (En caso afirmativo, pida ver un ejemplo.)		N / A						0

		25		Hay decisiones programáticas adoptadas por el sitio de agregación basado en datos/resultados analizados. (En caso afirmativo, pida ejemplos.)		N / A						0

						N / A

		Parte 3:   Recomendaciones para el Sitio Intermedio de Agregación - Nivel 2

				Con base en los hallazgos del diagnóstico y la verificación de datos en el sitio, por favor describa cualquier desafío a la calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración de tiempo que podría tomar la medida de mejora. Estos serán discutidos con la Unidad de M&E.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)		Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS:  Sitio Intermedio de Agregación - Nivel 2
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Sitio Intermedio de Agregación Nive



		Verificación de Datos y Diagnóstico del Sistema - Sitio de Agregation Nivel 2

		Sitio Intermedio de Agregación - Nivel 2:						-

		Indicador(es) Revisado(s):

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como              "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos																																																				Verificación de Datos - Agreg Nivel 2

		A - Recuento de los resultados reportados:						-		-		-		-																																								-		% Completo

		Recontar  los resultados de los informes periódicos enviados desde los Sitios  Intermedios de Agregación Nivel 1 al Sitio Intermedio de Agregación Nivel 2 y comparar con el valor reportado a la Unidad de M&E. Explicar las discrepancias (si existen).						-		-		-		-		COMENTARIOS																																						-		% Puntual

		1		Re-agregar los números de los informes recibidos de todos los sitios de agregación del nivel 1. ¿Cuál es el número re-agregado? [A]																																																		-		% Disponible

		2		¿Cuál es el resultado agregado contenido en el resumen del informe preparado por el sitio de agregación del nivel 2 y sometido a la Unidad de M&E? [B]																																																		-		Indicador 1

		3		Calcular la proporción de los números recontados a los reportados.    [A / B]				-		-		-		-																																								-		Indicador 2

		4		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?																																																		-		Indicador 3

		B - Desempeño de los Informes:																																																				-		Indicador 4

		Revisar la disponibilidad, puntualidad y integridad los informes de todos los Sitios Intermedios de Agregación Nivel 1. ¿Cuántos informes deberían haber de todos los sitios? ¿Cuántos hay? ¿Fueron recibidos a tiempo? ¿Están completos?

		5		¿Cuántos informes deberían haber de todos los sitios de agregación del  nivel 1? [A]

		6		¿Cuántos informes hay? [B]

		7		Calcular el % de los informes disponibles [B/A]								-

		8		Verificar las fechas de los informes recibidos. ¿Cuántos informes fueron recibidos a tiempo? (es decir, recibidos en la fecha de entrega estipulada). [C]

		9		Calcular el % de los informes a tiempo [C/B]								-

		10		¿Cuántos informes estuvieron completos?  (es decir, completos significa que el informe contenía todos los datos requeridos del indicador, la fecha de recepción del informe en el sitio, y la autenticación por el personal responsable). [D]

		11		Calcular el % de informes completos [D/B]								-

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Aggr Nivel 2

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N / A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Existe personal designado responsable de revisar la calidad de los datos (es decir, exactitud, integridad y puntualidad) recibidos de los sitios de agregación del nivel 1.		N / A						0																																										N / A		II- Definiciones de los Indicadores y Directrices de Informes

		2		Existe personal designado responsable de revisar y aprobar los números agregados antes de la presentación de informes a la Unidad M&E.		N / A						0																																										N / A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Todo el personal del sitio que son responsables de la recopilación, verificación y presentación de datos han sido orientados/ capacitados sobre procesos y herramientas de gestión de datos.		N / A						0																																										N / A		IV- Procesos para la Gestión de Datos

		II- Definiciones de los Indicadores y Directrices de Informes				N / A																																																N / A		V- Uso de Datos para la Toma de Decisiones

		La Unidad de M&E ha proporcionado directrices escritas al centro de  agregación sobre …

		4		,,, qué se supone que deben reportar.		N / A						0

		5		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N / A						0

		6		… a quiénes se les debe presentar los informes.		N / A						0

		7		… cuándo se deben entregar los informes.		N / A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N / A

		8		Se han provisto instrucciones claras y escritas por la Unidad de M&E sobre cómo completar los formularios/herramientas de recolección de datos e informes.		N / A						0

		9		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los sitios que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N / A						0

		10		….De ser así, el informe estándar se utiliza consistentemente por el sitio.		N / A						0

		11		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N / A						0

		IV- Procesos para la Gestión de Datos				N / A

		12		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N / A						0

		13		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N / A						0

		14		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N / A						0

		15		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N / A						0

		16		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N / A						0

		17		Hay un procedimiento escrito para abordar informes tardíos, incompletos, inexactos y faltantes; incluyendo el seguimiento con los sitios de agregación del nivel 1 que reportan, en materia de calidad de datos.		N / A						0

		18		Si se han descubierto discrepancias en los datos en los informes de los sitios de agregación del nivel 1, el sitio de agregación del nivel 2 ha documentado cómo se han resuelto estas inconsistencias.		N / A						0

		19		Se proporciona retroalimentación de forma sistemática a todos los sitios de agregación del nivel 1 sobre la calidad de sus informes (es decir, exactitud, integridad y puntualidad).		N / A						0

		V- Uso de Datos para la Toma de Decisiones				N / A

		20		El sitio de agregación desarrolla cuadros, gráficos, mapas, etc. para ilustrar los datos analizados (En caso afirmativo, pida verlos.)		N / A						0

		21		...Si es así, se asigna personal para desarrollarlos con regularidad.		N / A						0

		22		Existe personal asignado para interpretar y analizar los datos /resultados.		N / A						0

		23		El sitio de agregación del nivel 2 proporciona orientación sobre el uso de los datos para los sitios de agregación del nivel 1.		N / A						0

		24		Los datos / resultados  analizados se presentan / difunden a los sitios de agregación del nivel 1 en el momento oportuno para que la información se pueda utilizar para la toma de decisiones informada. (En caso afirmativo, pida ver un ejemplo.)		N / A						0

		25		Hay decisiones programáticas adoptadas por el sitio de agregación basado en datos/resultados analizados. (En caso afirmativo, pida ejemplos.)		N / A						0

						N / A

		Parte 3:   Recomendaciones para el Sitio Intermedio de Agregación - Nivel 2

				Con base en los hallazgos del diagnóstico y la verificación de datos en el sitio, por favor describa cualquier desafío a la calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración de tiempo que podría tomar la medida de mejora. Estos serán discutidos con la Unidad de M&E.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)		Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS:  Sitio Intermedio de Agregación - Nivel 2
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Sitio Intermedio de Agregación Nive



		Verificación de Datos y Diagnóstico del Sistema - Sitio de Agregation Nivel 2

		Sitio Intermedio de Agregación - Nivel 2:						-

		Indicador(es) Revisado(s):

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como              "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos																																																				Verificación de Datos - Agreg Nivel 2

		A - Recuento de los resultados reportados:						-		-		-		-																																								-		% Completo

		Recontar  los resultados de los informes periódicos enviados desde los Sitios  Intermedios de Agregación Nivel 1 al Sitio Intermedio de Agregación Nivel 2 y comparar con el valor reportado a la Unidad de M&E. Explicar las discrepancias (si existen).						-		-		-		-		COMENTARIOS																																						-		% Puntual

		1		Re-agregar los números de los informes recibidos de todos los sitios de agregación del nivel 1. ¿Cuál es el número re-agregado? [A]																																																		-		% Disponible

		2		¿Cuál es el resultado agregado contenido en el resumen del informe preparado por el sitio de agregación del nivel 2 y sometido a la Unidad de M&E? [B]																																																		-		Indicador 1

		3		Calcular la proporción de los números recontados a los reportados.    [A / B]				-		-		-		-																																								-		Indicador 2

		4		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?																																																		-		Indicador 3

		B - Desempeño de los Informes:																																																				-		Indicador 4

		Revisar la disponibilidad, puntualidad y integridad los informes de todos los Sitios Intermedios de Agregación Nivel 1. ¿Cuántos informes deberían haber de todos los sitios? ¿Cuántos hay? ¿Fueron recibidos a tiempo? ¿Están completos?

		5		¿Cuántos informes deberían haber de todos los sitios de agregación del  nivel 1? [A]

		6		¿Cuántos informes hay? [B]

		7		Calcular el % de los informes disponibles [B/A]								-

		8		Verificar las fechas de los informes recibidos. ¿Cuántos informes fueron recibidos a tiempo? (es decir, recibidos en la fecha de entrega estipulada). [C]

		9		Calcular el % de los informes a tiempo [C/B]								-

		10		¿Cuántos informes estuvieron completos?  (es decir, completos significa que el informe contenía todos los datos requeridos del indicador, la fecha de recepción del informe en el sitio, y la autenticación por el personal responsable). [D]

		11		Calcular el % de informes completos [D/B]								-

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Aggr Nivel 2

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N / A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Existe personal designado responsable de revisar la calidad de los datos (es decir, exactitud, integridad y puntualidad) recibidos de los sitios de agregación del nivel 1.		N / A						0																																										N / A		II- Definiciones de los Indicadores y Directrices de Informes

		2		Existe personal designado responsable de revisar y aprobar los números agregados antes de la presentación de informes a la Unidad M&E.		N / A						0																																										N / A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Todo el personal del sitio que son responsables de la recopilación, verificación y presentación de datos han sido orientados/ capacitados sobre procesos y herramientas de gestión de datos.		N / A						0																																										N / A		IV- Procesos para la Gestión de Datos

		II- Definiciones de los Indicadores y Directrices de Informes				N / A																																																N / A		V- Uso de Datos para la Toma de Decisiones

		La Unidad de M&E ha proporcionado directrices escritas al centro de  agregación sobre …

		4		,,, qué se supone que deben reportar.		N / A						0

		5		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N / A						0

		6		… a quiénes se les debe presentar los informes.		N / A						0

		7		… cuándo se deben entregar los informes.		N / A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N / A

		8		Se han provisto instrucciones claras y escritas por la Unidad de M&E sobre cómo completar los formularios/herramientas de recolección de datos e informes.		N / A						0

		9		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los sitios que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N / A						0

		10		….De ser así, el informe estándar se utiliza consistentemente por el sitio.		N / A						0

		11		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N / A						0

		IV- Procesos para la Gestión de Datos				N / A

		12		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N / A						0

		13		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N / A						0

		14		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N / A						0

		15		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N / A						0

		16		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N / A						0

		17		Hay un procedimiento escrito para abordar informes tardíos, incompletos, inexactos y faltantes; incluyendo el seguimiento con los sitios de agregación del nivel 1 que reportan, en materia de calidad de datos.		N / A						0

		18		Si se han descubierto discrepancias en los datos en los informes de los sitios de agregación del nivel 1, el sitio de agregación del nivel 2 ha documentado cómo se han resuelto estas inconsistencias.		N / A						0

		19		Se proporciona retroalimentación de forma sistemática a todos los sitios de agregación del nivel 1 sobre la calidad de sus informes (es decir, exactitud, integridad y puntualidad).		N / A						0

		V- Uso de Datos para la Toma de Decisiones				N / A

		20		El sitio de agregación desarrolla cuadros, gráficos, mapas, etc. para ilustrar los datos analizados (En caso afirmativo, pida verlos.)		N / A						0

		21		...Si es así, se asigna personal para desarrollarlos con regularidad.		N / A						0

		22		Existe personal asignado para interpretar y analizar los datos /resultados.		N / A						0

		23		El sitio de agregación del nivel 2 proporciona orientación sobre el uso de los datos para los sitios de agregación del nivel 1.		N / A						0

		24		Los datos / resultados  analizados se presentan / difunden a los sitios de agregación del nivel 1 en el momento oportuno para que la información se pueda utilizar para la toma de decisiones informada. (En caso afirmativo, pida ver un ejemplo.)		N / A						0

		25		Hay decisiones programáticas adoptadas por el sitio de agregación basado en datos/resultados analizados. (En caso afirmativo, pida ejemplos.)		N / A						0

						N / A

		Parte 3:   Recomendaciones para el Sitio Intermedio de Agregación - Nivel 2

				Con base en los hallazgos del diagnóstico y la verificación de datos en el sitio, por favor describa cualquier desafío a la calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración de tiempo que podría tomar la medida de mejora. Estos serán discutidos con la Unidad de M&E.

				Debilidades identificadas		Descripción de la Acción										Responsable(s)		Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS:  Sitio Intermedio de Agregación - Nivel 2
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		Resumen de las Estadísticas - Sitios Intermedios de Agregación Nivel 2
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		Verificación de Datos y Diagnóstico del Sistema - Unidad de M&E

		Unidad de M&E:						-

		Indicador(es) Revisado(s):												-

		Fecha de Revisión:						-

		Período(s) de Informe(s) Verificado(s):												-

		Componente del Sistema de M&E						Códigos de Respuesta: 
Sí - completamente
En parte
No - nada
N/A (No aplica)				COMENTARIOS DEL EQUIPO                                                                                                                        (Por favor, proveer comentarios para cada respuesta codificada como                          "Sí - Completamente".
Respuestas detalladas ayudarán a sugerir medidas de fortalecimiento.)

		Parte 1:   Verificación de Datos																																																				Verificación de Datos - Unidad M&E

		A - Recuento de los resultados reportados:						-		-		-		-																																								-		% Completo

		Recontar  los resultados de los informes periódicos enviados desde los Sitios  Intermedios de Agregación o Puntos de Entrega  de Servicio a la Unidad de M&E y comparar con el valor reportado. Explicar las discrepancias (si existen).						-		-		-		-		COMENTARIOS																																						-		% Puntual

		1		Re-agregar los números de los informes recibidos de todos los sitios de agregación/puntos de entrega de servicio. ¿Cuál es el número re-agregado? [A]																																																		-		% Disponible

		2		¿Cuál es el resultado agregado contenido en el resumen del informe preparado por la Unidad de M&E? [B]																																																		-		Indicador 1

		3		Calcular la proporción de los números recontados a los reportados. [A/B]				-		-		-		-																																								-		Indicador 2

		4		¿Cuáles son las razones de la discrepancia observada (si las hay) (es decir, errores de entrada de datos, errores aritméticos, falta de fuente de datos, otros)?												1)																																						-		Indicador 3

																2)																																						-		Indicador 4

																3)

																4)

		B - Desempeño de los Informes:

		Revisar la disponibilidad, puntualidad y integridad los informes de todos los Sitios Intermedios de Agregación /  Puntos de Entrega de Servicio. ¿Cuántos informes deberían haber de todos los sitios? ¿Cuántos hay? ¿Fueron recibidos a tiempo? ¿Están completos?

		5		¿Cuántos informes deberían haber de todos los sitios (es decir, sitios de agregación, puntos de entrega de servicio? [A]

		6		¿Cuántos informes hay? [B]

		7		Calcular el % de los informes disponibles [B/A]								-

		8		Verificar las fechas de los informes recibidos. ¿Cuántos informes fueron recibidos a tiempo? (es decir, recibidos en la fecha de entrega estipulada). [C]

		9		Calcular el % de los informes a tiempo [C/B]								-

		10		¿Cuántos informes estuvieron completos?  (es decir, completos significa que el informe contenía todos los datos requeridos del indicador, la fecha de recepción del informe en el sitio, y la autenticación por el personal responsable). [D]

		11		Calcular el % de informes completos [D/B]								-

		Parte 2.  Diagnóstico del Sistema																																																				Diagnóstico del Sistema - Unidad M&E

		I- Capacidades, Funciones y Responsabilidades de M&E																																																				N/A		I- Capacidades, Funciones y Responsabilidades de M&E

		1		Hay una estructura/organigrama documentada que identifica claramente las posiciones que tienen responsabilidades de gestión de datos de M&E.		N/A						0																																										N/A		II- Definiciones de los Indicadores y Directrices de Informes

		2		Todos los puestos dedicados para M&E y sistemas de gestión de datos están ocupados.		N/A						0																																										N/A		III- Formularios de Recopilación de Datos y Preparación de Informes

		3		Un alto funcionario de la Unidad de M&E es responsable de revisar los números agregados antes de la presentación/divulgación de los informes a otros grupos de interés.		N/A						0																																										N/A		IV- Procesos para la Gestión de Datos

		4		Existe personal designado responsable de revisar la calidad de los datos (es decir, exactitud, integridad y puntualidad) recibidos de los sitios intermedios de agregación/puntos de entrega de servicio.		N/A						0																																										N/A		V- Uso de Datos para la Toma de Decisiones

		5		Todo el personal de la Unidad de M&E que son responsables de la recopilación, verificación y presentación de datos han sido orientados / capacitados sobre procesos y herramientas de gestión de datos.		N/A						0

		6		Hay un plan de formación para actualizar / renovar la formación de todo el personal pertinente de M&E responsable de la recopilación y presentación de datos.		N/A						0

		II- Definiciones de los Indicadores y Directrices de Informes				N/A

		7		La Unidad de M&E ha documentado y compartido la definición del (de los) indicador(es) con todos los niveles pertinentes del sistema de información (es decir, los sitios de agregación, puntos de entrega de servicio).		N/A						0

		8		Hay una descripción de los servicios que se relacionan con cada indicador medido por la Unidad de M&E.		N/A						0

		9		Hay un documento escrito sobre el procedimiento que indica cuánto tiempo es necesario conservar los documentos de origen y los formularios de informes.		N/A						0

		10		Han sido proporcionadas las instrucciones claras por la Unidad de M&E sobre cómo completar la recopilación de datos y los formularios de presentación de informes.		N/A						0

		La Unidad de M&E ha proporcionado directrices escritas a cada nivel del sistema de información sobre…				N/A

		11		,,, qué se supone que deben reportar.		N/A						0

		12		… cómo deben ser presentados los informes (por ejemplo, en qué formato específico) .		N/A						0

		13		… a quiénes se les debe presentar los informes.		N/A						0

		14		… cuándo se deben entregar los informes.		N/A						0

		III- Formularios de Recopilación de Datos y Preparación de Informes				N/A

		15		La Unidad de M&E ha identificado una fuente de datos estándar (por ejemplo, la historia clínica, la forma de admisión de clientes, registros, etc.) para ser utilizado por todos los puntos de entrega de servicio para registrar la prestación de servicios (es decir, la recolección de datos).		N/A						0

		16		….De ser así, los modelos de formularios/herramientas se utilizan consistentemente por los proveedores de servicios.		N/A						0

		17		La Unidad de M&E ha identificado un modelo estándar de informe para ser utilizado por todos los sitios de todos los niveles que reportan (por ejemplo, mensual, trimestral, semestral, etc.).		N/A						0

		18		….De ser así, el informe estándar se utiliza consistentemente por los sitios de agregación y puntos de entrega de servicio.		N/A						0

		19		Los datos recopilados por el sistema de M&E tienen la precisión suficiente para medir el (los) indicador(es) (es decir, los datos relevantes están recopilados por sexo, edad, etc. si el indicador especifica desagregación por estas características).		N/A						0

		20		Todas las fuentes de datos y formularios de presentación de informes pertinentes para medir el (los) indicador(es) están disponibles para su revisión (incluyendo impresiones con fecha en caso de un sistema computarizado).		N/A						0

		IV- Procesos para la Gestión de Datos				N/A

		21		(Si aplica). Hay controles de calidad establecidos para cuando los datos de formularios impresos se introducen en una computadora (por ejemplo, doble entrada, la verificación posterior a la entrada de datos, etc.).		N/A						0

		22		(Si aplica). Hay un procedimiento escrito de copia de seguridad para cuando la entrada o el procesamiento de datos es computarizado.		N/A						0

		23		... De ser así, la última fecha de la copia de seguridad es apropiada dada la frecuencia de actualización del sistema computarizado (por ejemplo, las copias de seguridad son semanales o mensuales).		N/A						0

		24		(Si aplica) Existe un procedimiento, para ser seguido por los puntos de entrega de servicio, indicando que los datos personales pertinentes deben conservarse de forma segura de acuerdo con las directrices nacionales o internacionales de confidencialidad.		N/A						0

		25		La Unidad de M&E ha documentado claramente la agregación de datos, análisis y/o etapas de manipulación realizadas en cada nivel del sistema de información.		N/A						0

		26		(Si aplica). El sistema de registro evita los dobles conteos de los clientes o entre los puntos de servicio (por ejemplo, una persona que recibe el mismo servicio dos veces en un período de informe, una persona registrada como que recibe el mismo servicio en dos lugares diferentes, etc.).		N/A						0

		27		(Si aplica). El sistema de reporte permite la identificación y el registro de un "abandono", una persona que "perdió la visita de seguimiento" y una persona que falleció.		N/A						0

		28		Hay un procedimiento escrito para abordar informes tardíos, incompletos, inexactos y faltantes; incluyendo el seguimiento con los sitios de todos los niveles que reportan, en materia de calidad de datos.		N/A						0

		29		Si se han descubierto discrepancias en los datos en los informes de los sitios de todos los niveles que reportan, la Unidad de M&E ha documentado cómo se han resuelto estas inconsistencias.		N/A						0

		30		Se proporciona retroalimentación de forma sistemática a todos los sitios de agregación/puntos de entrega de servicio sobre la calidad de sus informes (es decir, exactitud, integridad y puntualidad).		N/A						0

		31		La Unidad de M&E lleva a cabo visitas de supervisión periódicas a los sitios de agregación/puntos de entrega de servicio.		N/A						0

		V- Uso de Datos para la Toma de Decisiones				N/A

		32		La Unidad de M&E desarrolla cuadros, gráficos, mapas, etc. para ilustrar los datos analizados (En caso afirmativo, pida verlos.)		N/A						0

		33		...Si es así, se asigna personal para desarrollarlos.		N/A						0

		34		Existe personal asignado para interpretar y analizar los datos / resultados.		N/A						0

		35		La Unidad de M&E proporciona orientación sobre el uso de datos a los niveles que reportan (sitios de agregación / puntos de entrega de servicio).		N/A						0

		36		Los datos / resultados  analizados se presentan / difunden a los sitios que reportan en el momento oportuno para que la información se puede utilizar para la toma de decisiones informada. (En caso afirmativo, pida ver un ejemplo.)		N/A						0

		37		Hay decisiones programáticas adoptadas por la Unidad de M&E basado en datos/resultados analizadas. (En caso afirmativo, pida ejemplos.)		N/A						0

						N/A

		Parte 3:   Recomendaciones para la Unidad de M&E

		Resuma las cuestiones clave que la Unidad de M&E debe dar seguimiento en los distintos niveles del sistema (por ejemplo, los problemas encontrados en los sitios).

				Debilidades identificadas				Descripción de la Acción								Responsable(s)				Cronograma

		1

		2

		3

		4

		Parte 4:  PANEL DE GRÁFICOS: Unidad de M&E
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		TABLA RESUMEN

Diagnóstico del Sistema de Gestión de Datos e Informes				I		II		III		IV		V		Promedio
(por sitio)				Código de Color

						Capacidades, Funciones y Responsabilidades de M&E		Definiciones de los Indicadores y Directrices de Informes		Formularios de Recopilación de Datos y Preparación de Informes		Procesos para la Gestión de Datos		Uso de Datos para la Toma de Decisiones						verde		2.5 - 3.0		Sí, completamente

		Unidad de M&E																		amarillo		1.5 - < 2.5		En parte

		-		-		N/A		N/A		N/A		N/A		N/A		N/A				rojo		< 1.5		No - nada

		Nivel 2 Intermedio de Agregación

		1		-		N / A		N / A		N / A		N / A		N / A		N/A

		2		-		N / A		N / A		N / A		N / A		N / A		N/A

		3		-		N / A		N / A		N / A		N / A		N / A		N/A

		4		-		N / A		N / A		N / A		N / A		N / A		N/A

		Nivel 1 Intermedio de Agregación

		1		-		N / A		N / A		N / A		N / A		N / A		N/A

		2		-		N / A		N / A		N / A		N / A		N / A		N/A

		3		-		N / A		N / A		N / A		N / A		N / A		N/A

		4		-		N / A		N / A		N / A		N / A		N / A		N/A

		5		-		N / A		N / A		N / A		N / A		N / A		N/A

		6		-		N / A		N / A		N / A		N / A		N / A		N/A

		7		-		N / A		N / A		N / A		N / A		N / A		N/A

		8		-		N / A		N / A		N / A		N / A		N / A		N/A

		Puntos de Entrega de Servicio

		1		-		N/A		N/A		N/A		N/A		N/A		N/A

		2		-		N/A		N/A		N/A		N/A		N/A		N/A

		3		-		N/A		N/A		N/A		N/A		N/A		N/A

		4		-		N/A		N/A		N/A		N/A		N/A		N/A

		5		-		N/A		N/A		N/A		N/A		N/A		N/A

		6		-		N/A		N/A		N/A		N/A		N/A		N/A

		7		-		N/A		N/A		N/A		N/A		N/A		N/A

		8		-		N/A		N/A		N/A		N/A		N/A		N/A

		9		-		N/A		N/A		N/A		N/A		N/A		N/A

		10		-		N/A		N/A		N/A		N/A		N/A		N/A

		11		-		N/A		N/A		N/A		N/A		N/A		N/A

		12		-		N/A		N/A		N/A		N/A		N/A		N/A

		13		-		N/A		N/A		N/A		N/A		N/A		N/A

		14		-		N/A		N/A		N/A		N/A		N/A		N/A

		15		-		N/A		N/A		N/A		N/A		N/A		N/A

		16		-		N/A		N/A		N/A		N/A		N/A		N/A

		17		-		N/A		N/A		N/A		N/A		N/A		N/A

		18		-		N/A		N/A		N/A		N/A		N/A		N/A

		19		-		N/A		N/A		N/A		N/A		N/A		N/A

		20		-		N/A		N/A		N/A		N/A		N/A		N/A

		21		-		N/A		N/A		N/A		N/A		N/A		N/A

		22		-		N/A		N/A		N/A		N/A		N/A		N/A

		23		-		N/A		N/A		N/A		N/A		N/A		N/A

		24		-		N/A		N/A		N/A		N/A		N/A		N/A

		Promedio (por área funcional)				N/A		N/A		N/A		N/A		N/A		N/A





		Panel Global

								Indicator 1		Indicator 2		Indicator 3		Indicator 4
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		-		-		-

		Promedio Global		Promedio Global		Promedio Global
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Verificación de Datos - Factores de Verificación por Nivel
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		Promedio de Sitios de Agregación Nivel 1		Promedio de Sitios de Agregación Nivel 1		Promedio de Sitios de Agregación Nivel 1		Promedio de Sitios de Agregación Nivel 1		Promedio de Sitios de Agregación Nivel 1

		Promedio de Sitios de Agregación Nivel 2		Promedio de Sitios de Agregación Nivel 2		Promedio de Sitios de Agregación Nivel 2		Promedio de Sitios de Agregación Nivel 2		Promedio de Sitios de Agregación Nivel 2

		-		-		-		-		-

		Promedio Global		Promedio Global		Promedio Global		Promedio Global		Promedio Global



I- Capacidades, Funciones y Responsabilidades de M&E

II- Definiciones de los Indicadores y Directrices de Informes

III- Formularios de Recopilación de Datos y Preparación de Informes

IV- Procesos para la Gestión de Datos

V- Uso de Datos para la Toma de Decisiones

Resultados del Diagnóstico del Sistema por Nivel
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		Promedio de Sitios de Agregación Nivel 2		Promedio de Sitios de Agregación Nivel 2		Promedio de Sitios de Agregación Nivel 2

		-		-		-

		Promedio Global		Promedio Global		Promedio Global



Disponibilidad

Puntualidad

Completo

Reporting Performance by Reporting Level
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0



		Promedio Puntos de Servicio		Promedio Puntos de Servicio		Promedio Puntos de Servicio		Promedio Puntos de Servicio

		Promedio de Sitios de Agregación Nivel 2		Promedio de Sitios de Agregación Nivel 2		Promedio de Sitios de Agregación Nivel 2		Promedio de Sitios de Agregación Nivel 2

		-		-		-		-

		Promedio Global		Promedio Global		Promedio Global		Promedio Global



Indicador 1

Indicador 2

Indicador 3

Indicador 4

Data Verifications - Verification Factors by Level of the Reporting System
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		Promedio de Sitios de Agregación Nivel 2		Promedio de Sitios de Agregación Nivel 2		Promedio de Sitios de Agregación Nivel 2		Promedio de Sitios de Agregación Nivel 2		Promedio de Sitios de Agregación Nivel 2		Promedio de Sitios de Agregación Nivel 2

		-		-		-		-		-		-

		Promedio Global		Promedio Global		Promedio Global		Promedio Global		Promedio Global		Promedio Global



I- Capacidades, Funciones y Responsabilidades de M&E

II- Definiciones de los Indicadores y Directrices de Informes

III- Formularios de Recopilación de Datos y Preparación de Informes

IV- Procesos para la Gestión de Datos

V- Uso de Datos para la Toma de Decisiones
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System Assessment Results by Level of the Reporting System
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Indicador 2

Indicador 3

Indicador 4

Data Verifications - Verification Factors by Level of the Reporting System
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I- Capacidades, Funciones y Responsabilidades de M&E

II- Definiciones de los Indicadores y Directrices de Informes

III- Formularios de Recopilación de Datos y Preparación de Informes

IV- Procesos para la Gestión de Datos

V- Uso de Datos para la Toma de Decisiones
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System Assessment Results by Level of the Reporting System
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Data Verifications - Verification Factors by Level of the Reporting System
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I- Capacidades, Funciones y Responsabilidades de M&E

II- Definiciones de los Indicadores y Directrices de Informes

III- Formularios de Recopilación de Datos y Preparación de Informes

IV- Procesos para la Gestión de Datos

V- Uso de Datos para la Toma de Decisiones
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System Assessment Results by Level of the Reporting System
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		Disponibilidad

		Puntualidad

		Completo



Desempeño de los Informes

Desempeño de los Informes

0

0

0



		Indicador 1

		Indicador 2

		Indicador 3

		Indicador 4



Factores de Verificación

Verficación de Datos - Promedio Global por Indicador
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		I- Capacidades, Funciones y Responsabilidades de M&E

		II- Definiciones de los Indicadores y Directrices de Informes

		III- Formularios de Recopilación de Datos y Preparación de Informes

		IV- Procesos para la Gestión de Datos

		V- Uso de Datos para la Toma de Decisiones



Promedio Global

Diagnóstico del Sistema - 
Promedio Global

0

0

0

0

0



		Plan de Acción Final - RDQA

		Country:						BOTSWANA

		Programa/Proyecto

		Fecha del RDQA

		Fecha propuesta de seguimiento

		Descripción de la Debilidades						Medidas de Fortalecimiento del Sistema		Responsable		Cronograma		Comentarios

		Agregar filas si es necesario

		Resumen de las Recomendaciones por Sitio

		Sitio				Areas identificadas para Mejoramiento		Medidas de Fortalecimiento del Sistema		Responsable		Cronograma		Comentarios

		Unidad de M&E		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Nivel 2 Sitio Agregación 1		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Nivel 2 Sitio Agregación 2		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Nivel 2 Sitio Agregación 3		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Nivel 2 Sitio Agregación 4		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Nivel 1 Sitio Agregación 1		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Nivel 1 Sitio Agregación 2		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Nivel 1 Sitio Agregación 3		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Nivel 1 Sitio Agregación 4		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Nivel 1 Sitio Agregación 5		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Nivel 1 Sitio Agregación 6		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Nivel 1 Sitio Agregación 7		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Nivel 1 Sitio Agregación 8		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Punto de Servicio 1		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Punto de Servicio 2		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Punto de Servicio 3		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Punto de Servicio 4		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Punto de Servicio 5		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Punto de Servicio 6		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Punto de Servicio 7		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Punto de Servicio 8		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Punto de Servicio 9		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Punto de Servicio 10		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Punto de Servicio 11		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Punto de Servicio 12		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Punto de Servicio 13		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Punto de Servicio 14		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Punto de Servicio 15		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Punto de Servicio 16		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Punto de Servicio 17		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Punto de Servicio 18		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Punto de Servicio 19		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Punto de Servicio 20		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Punto de Servicio 21		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Punto de Servicio 22		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Punto de Servicio 23		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Punto de Servicio 24		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-





		site		level		rept_to		date		comp1		comp2		comp3		comp4		comp5		comp_avg		vf1		recount1		report1		vf2		recount2		report2		vf3		recount3		report3		vf4		recount4		report4		avail1		time1		comp1		avail2		time2		comp2		avail3		time3		comp3		avail4		time4		comp4		Ind1CC1		Ind1CC2		Ind2CC1		Ind2CC2		Ind3CC1		Ind3CC2		Ind4CC1		Ind4CC2

		Overall		0						-		-		-		-		-		-		-						-						-						-						-		-		-

		-		1				31/12/1899		N/A		N/A		N/A		N/A		N/A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-

		-		2				31/12/1899		N / A		N / A		N / A		N / A		N / A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-

		-		2				31/12/1899		N / A		N / A		N / A		N / A		N / A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-

		-		2				31/12/1899		N / A		N / A		N / A		N / A		N / A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-

		-		2				31/12/1899		N / A		N / A		N / A		N / A		N / A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-

		-		3		0		31/12/1899		N / A		N / A		N / A		N / A		N / A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-

		-		3		0		31/12/1899		N / A		N / A		N / A		N / A		N / A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-

		-		3		0		31/12/1899		N / A		N / A		N / A		N / A		N / A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-

		-		3		0		31/12/1899		N / A		N / A		N / A		N / A		N / A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-

		-		3		0		31/12/1899		N / A		N / A		N / A		N / A		N / A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-

		-		3		0		31/12/1899		N / A		N / A		N / A		N / A		N / A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-

		-		3		0		31/12/1899		N / A		N / A		N / A		N / A		N / A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-

		-		3		0		31/12/1899		N / A		N / A		N / A		N / A		N / A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-

		-		4		0		31/12/1899		N/A		N/A		N/A		N/A		N/A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		4		0		31/12/1899		N/A		N/A		N/A		N/A		N/A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		4		0		31/12/1899		N/A		N/A		N/A		N/A		N/A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		4		0		31/12/1899		N/A		N/A		N/A		N/A		N/A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		4		0		31/12/1899		N/A		N/A		N/A		N/A		N/A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		4		0		31/12/1899		N/A		N/A		N/A		N/A		N/A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		4		0		31/12/1899		N/A		N/A		N/A		N/A		N/A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		4		0		31/12/1899		N/A		N/A		N/A		N/A		N/A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		4		0		31/12/1899		N/A		N/A		N/A		N/A		N/A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		4		0		31/12/1899		N/A		N/A		N/A		N/A		N/A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		4		0		31/12/1899		N/A		N/A		N/A		N/A		N/A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		4		0		31/12/1899		N/A		N/A		N/A		N/A		N/A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		4		0		31/12/1899		N/A		N/A		N/A		N/A		N/A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		4		0		31/12/1899		N/A		N/A		N/A		N/A		N/A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		4		0		31/12/1899		N/A		N/A		N/A		N/A		N/A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		4		0		31/12/1899		N/A		N/A		N/A		N/A		N/A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		4		0		31/12/1899		N/A		N/A		N/A		N/A		N/A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		4		0		31/12/1899		N/A		N/A		N/A		N/A		N/A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		4		0		31/12/1899		N/A		N/A		N/A		N/A		N/A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		4		0		31/12/1899		N/A		N/A		N/A		N/A		N/A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		4		0		31/12/1899		N/A		N/A		N/A		N/A		N/A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		4		0		31/12/1899		N/A		N/A		N/A		N/A		N/A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		4		0		31/12/1899		N/A		N/A		N/A		N/A		N/A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-

		-		4		0		31/12/1899		N/A		N/A		N/A		N/A		N/A		-		-		0		0		-		0		0		-		0		0		-		0		0		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-		-





		

																								Verificación Cruzada																										Documentation Review

				Diagnóstico del Sistema												Factores de Verificación								Indicador 1				Indicador 2				Indicador 3				Indicador 4														Indicador 1						Indicador 2						Indicador 3						Indicador 4

		Estadísticas Puntos de Servicio		I- Capacidades, Funciones y Responsabilidades de M&E		II- Definiciones de los Indicadores y Directrices de Informes		III- Formularios de Recopilación de Datos y Preparación de Informes		IV- Procesos para la Gestión de Datos		V- Uso de Datos para la Toma de Decisiones		Promedio por Sitio		Indicador 1		Indicador 2		Indicador 3		Indicador 4		Ind 1 VC 1		Ind 1 VC 2		Ind 2 VC 1		Ind 2 VC 2		Ind 3 VC 1		Ind 3 VC 2		Ind 4 VC 1		Ind 4 VC 2				Código de Color								Documentos Disponibles		Documentos Completos		En Periodo de Reporte		Documentos Disponibles		Documentos Completos		En Periodo de Reporte		Documentos Disponibles		Documentos Completos		En Periodo de Reporte		Documentos Disponibles		Documentos Completos		En Periodo de Reporte

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-				verde		2.5 - 3.0		Sí, completamente				-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-				amarillo		1.5 - < 2.5		En parte				-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-				rojo		< 1.5		No - nada				-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-												-		-		-		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-		-		-		-		-		-		-		-		-		-												-		-		-		-		-		-		-		-		-		-		-		-

		Promedio Puntos de Servicio		-		-		-		-		-		-		-		-		-		-																										Sí		0		0		0		0		0		0		0		0		0		0		0		0

																																																No		0		0		0		0		0		0		0		0		0		0		0		0

																																																Total		0		0		0		0		0		0		0		0		0		0		0		0

				Diagnóstico del Sistema												Factores de Verificación								Desempeño de los Informes																								% Sí		-		-		-		-		-		-		-		-		-		-		-		-

		Estadísticas de Sitios de Agregación Nivel 1		I- Capacidades, Funciones y Responsabilidades de M&E		II- Definiciones de los Indicadores y Directrices de Informes		III- Formularios de Recopilación de Datos y Preparación de Informes		IV- Procesos para la Gestión de Datos		V- Uso de Datos para la Toma de Decisiones		Promedio por Sitio		Indicador 1		Indicador 2		Indicador 3		Indicador 4		Disponibilidad		Puntualidad		Completo

		-		N / A		N / A		N / A		N / A		N / A		-		-		-		-		-		-		-		-

		-		N / A		N / A		N / A		N / A		N / A		-		-		-		-		-		-		-		-

		-		N / A		N / A		N / A		N / A		N / A		-		-		-		-		-		-		-		-

		-		N / A		N / A		N / A		N / A		N / A		-		-		-		-		-		-		-		-

		-		N / A		N / A		N / A		N / A		N / A		-		-		-		-		-		-		-		-

		-		N / A		N / A		N / A		N / A		N / A		-		-		-		-		-		-		-		-

		-		N / A		N / A		N / A		N / A		N / A		-		-		-		-		-		-		-		-

		-		N / A		N / A		N / A		N / A		N / A		-		-		-		-		-		-		-		-

		Promedio de Sitios de Agregación Nivel 1		-		-		-		-		-		-		-		-		-		-		-		-		-																Indicador 1				Indicador 2				Indicador 3				Indicador 4

		Estadísticas de Sitios de Agregación Nivel 2																														Accuracy Recoded		Indicador 1		Indicador 2		Indicador 3		Indicador 4		Verif. Cruzada		Ind 1 VC 1		Ind 1 VC 2		Ind 2 VC 1		Ind 2 VC 2		Ind 3 VC 1		Ind 3 VC 2		Ind 4 VC 1		Ind 4 VC 2

		-		N / A		N / A		N / A		N / A		N / A		-		-		-		-		-		-		-		-				<=70		0		0		0		0		<=30		0		0		0		0		0		0		0		0

		-		N / A		N / A		N / A		N / A		N / A		-		-		-		-		-		-		-		-				71-80		0		0		0		0		31-40		0		0		0		0		0		0		0		0
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1. VISIÓN GENERAL DE LA HERRAMIENTA DE DIAGNÓSTICO DE LA CALIDAD 


DE DATOS RUTINARIOS (RDQA)   


1.1 OBJETIVOS 


Los objetivos de la herramienta RDQA son: 


 VERIFICAR rápidamente 1) la calidad de los datos divulgados en referencia a los 
indicadores clave en los centros seleccionados 2) la capacidad de los sistemas de gestión 
de datos para recolectar, gestionar y divulgar datos de calidad. 


 IMPLEMENTAR medidas a través de planes de acción adecuados para reforzar el sistema 
de gestión y divulgación de datos y mejorar la calidad de datos 


 MONITOREAR la capacidad de mejoramiento y desempeño del sistema de gestión y 
divulgación de datos, para producir datos de calidad (especialmente a través de las 
aplicaciones repetidas de la RDQA) 


1.2 USOS 


La herramienta RDQA se ha personalizado para su uso por el Proyecto Avanzando con Socios 


y Comunidades – APC de John Snow Inc. y sus ONGs asociadas en la ejecución del Programa 


PEPFAR de USAID en la Republica Dominicana. La herramienta RDQA ha sido diseñada para 


evaluar simultáneamente  la calidad de un máximo de cuatro indicadores dentro de una misma  


área programática y/o flujo de información implementado. Por ejemplo, hasta cuatro 


indicadores HTC pueden ser evaluados en una aplicación determinada de la herramienta. Los 


indicadores de las diferentes áreas del programa no pueden ser evaluados de forma 


simultánea, es decir, dos indicadores de HTC y dos indicadores de KP_PREV, debido que  los 


indicadores proceden de diferentes fuentes y flujos de datos. 


La herramienta RDQA está diseñada para ser flexible en uso y puede servir para múltiples 


propósitos. Algunos de los usos potenciales de la herramienta se enumeran a continuación, 


aunque es más eficaz cuando se utiliza de forma rutinaria. 


 Controles rutinarios de calidad de datos como parte del proceso de supervisión: Por 


ejemplo, los controles de rutina de calidad de datos pueden ser incluidos en las visitas de 


supervisión ya previstas a los puntos de entrega de servicio y sitios de agregación 


intermedios por el área de M&E del Proyecto APC y por las ONGs Socios Principales. 


 Evaluaciones iniciales y de seguimiento de los sistemas de gestión de datos: Por ejemplo, 


las evaluaciones repetidas (por ejemplo, semestral o anual) de la capacidad de un sistema 


para recopilar y reportar datos de calidad a través de todos los niveles del sistema de 


gestión pueden ser utilizados para identificar las lagunas y monitorear las mejoras 


necesarias por ambos M&E del Proyecto APC y ONGs Socios Principales. 


 Fortalecimiento de la capacidad del personal en el manejo y reporte de datos: Por ejemplo, 


todo el personal de M&E de todos los niveles de un sistema de información pueden ser 


entrenados en el RDQA y ser sensibilizados sobre la necesidad de fortalecer las áreas 


funcionales clave vinculados a la gestión de datos y presentación de informes con el fin de 


producir datos de calidad. 
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Los usuarios potenciales de la herramienta RDQA incluyen los directores de programas, 


supervisores y personal de M&E del Proyecto APC y sus ONGs asociados en la ejecución. 


1.3 METODOLOGÍA 


Esta herramienta RDQA se implementa en un máximo de cuatro niveles de un sistema de 


información. La herramienta siempre será utilizada en el nivel de los puntos de entrega de 


servicio, donde los documentos fuente capturan los datos iniciales. La herramienta también 


puede ser implementada en los sitios de agregación intermedios (niveles 1 y 2), si aplicable 


para algún indicador y respectivo flujo de datos, donde estos datos se agregan o se consolidan. 


Por último, la herramienta puede ser implementada a nivel de la Unidad de M&E para obtener 


una imagen completa de la gestión de datos y presentación de los informes. 


Una visión general de la metodología está incluida en la página de "Instrucciones" de la 


herramienta RDQA. 


La herramienta RDQA se compone de tres componentes: (1) verificación de los datos 


reportados para indicadores clave en los sitios seleccionados; (2) diagnóstico de la gestión de 


datos y sistema de información; y (3) recomendaciones y acciones propuestas por sitio 


seleccionado. 


Esta herramienta RDQA contiene cuatro grupos de hojas de recogida de datos; estos incluyen 


hojas para ser completado en (1) sitios de entrega de servicio, (2) sitios intermedios de 


agregación nivel 1, (3) sitios intermedios de agregación nivel 2, y (4) Unidad de M&E. 


1.4 PRODUCTOS 


La herramienta RDQA ha sido diseñada para generar productos específicos cuando los datos 


de los distintos niveles del sistema de información se han llenado por completo. Los cuadros  


resumen y los cuadros de los sitios contienen representaciones gráficas generadas 


automáticamente de los resultados. Además, la herramienta incluye hojas de trabajo con 


plantillas para el desarrollo de planes de acción basados en los resultados del diagnóstico, que 


deben completarse manualmente por el equipo que conduce el RDQA. 


Los productos de la herramienta RDQA deben ser revisados para cada sitio visitado y en su 


conjunto. Conclusiones y recomendaciones de los sitios visitados deben señalarse después de 


cada visita al sitio y luego consolidadas hacia el final de la RDQA. 


Los productos específicos generados por la herramienta RDQA incluyen visualización gráfica 


de los resultados del diagnóstico y plan de acción para el fortalecimiento del sistema. 


A. Representación gráfica de los resultados del diagnóstico 


Las hojas de trabajo en la herramienta RDQA pueden imprimirse y completarse a mano o, 


alternativamente, las respuestas se pueden introducir directamente en las hojas de cálculo 


en la computadora. Cuando se haya completado electrónicamente, se produce una serie de 


paneles con gráficos de resumen de las estadísticas para cada sitio o nivel del sistema de 


información, así como un panel global que agrega los resultados de todos los niveles y los 


sitios incluidos en el diagnóstico. Los gráficos de resumen que se generan para cada nivel 


del sistema de M&E incluyen los siguientes: 


a. Diagnóstico del Sistema, resume la revisión del sistema de información en todos los 


niveles. Los datos de este gráfico se derivan de las respuestas a las preguntas sobre 
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las cinco áreas funcionales de un sistema de M&E necesarias para mantener la calidad 


de los datos.  


b. Verificación de Datos, es utilizado para calcular la exactitud de los datos reportados. 


Los datos de estos gráficos se derivan del cálculo de factores de verificación generados 


a partir de un ejercicio de recuento de datos realizado en cada nivel del sistema de 


información (es decir, la proporción entre el valor recontado del indicador con el valor 


reportado) y a través de las dos verificaciones cruzadas que se puede realizar a nivel de 


los puntos de entrega de servicio. Cuando los indicadores son reportados de más, el 


Factor de Verificación será menor que 100%; cuando los indicadores son reportados de 


menos, el Factor de Verificación será mayor que 100%. El más alto nivel del sistema de 


información que inicia el RDQA, debe determinar el rango de valores aceptables para el 


factor de verificación. Para el contexto del Proyecto Avanzando con Socios y 


Comunidades – APC de John Snow Inc, se definió 95-105%. 


c. Revisión de Documentación y Desempeño de los Informes, ejemplifica el porcentaje 


de disponibilidad e integridad de las fuentes de datos a nivel de los puntos de entrega 


de servicio, y la disponibilidad, integridad y puntualidad de los informes en los niveles de 


agregación y Unidad de M&E para el período del diagnóstico.  


En las figuras 1, 2, 3 y 4, el gráfico de araña muestra los resultados del diagnóstico del 


sistema, que resume los datos cualitativos generados a partir de la evaluación de la 


recopilación de datos y presentación de informes en los niveles de entrega de servicio e 


intermedio de agregación que se puede utilizar para dar prioridad a las áreas que necesitan 


mejoramiento. Las decisiones sobre dónde invertir recursos para el fortalecimiento del 


sistema deben basarse en las fortalezas y debilidades relativas de las distintas áreas 


funcionales del sistema de información identificadas a través del RDQA, así como la 


consideración de su funcionalidad y viabilidad. 


Los gráficos de barras en las mismas figuras muestran los datos cuantitativos generados a 


partir de las verificaciones de datos. Estos pueden ser utilizados para planificar y establecer 


objetivos de mejora de la calidad de datos. Los últimos gráficos de barras muestran los 


resultados de la revisión de la documentación a nivel de los puntos de entrega de servicio y 


los resultados del desempeño de los informes en los niveles intermedio de agregación. 


Un panel de resumen específico de un punto de entrega de servicio se ejemplifica en la 


Figura 1. 







8 


 


Figura 1: Panel Resumen de los Puntos de Servicio 
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Si los datos se recogen en cualquier nivel 1 o 2 de los sitios de agregación, una hoja de 


resumen de resultados también se genera para cada nivel, como se ilustra en las figuras 2 


y 3. En los niveles de agregación, el RDQA genera gráficos de resumen, incluyendo el 


diagnóstico del sistema (gráfico de araña), un gráfico de barras con el diagnóstico del 


sistema por sitio de agregación, las verificaciones de datos (un promedio de todos los sitios 


de agregación por nivel y los resultados por sitio), y la disponibilidad, integridad y 


puntualidad de desempeño de los reportes (promedio de todos los sitios de agregación por 


nivel y resultados por cada sitio). 


Figura 2: Panel Resumen de los Sitios Intermedios de Agregación Nivel 1 
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Figura 3: Panel Resumen de los Sitios Intermedios de Agregación Nivel 2 
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Por último, un panel global se genera automáticamente por la herramienta RDQA para 


mostrar gráficos de resumen para los distintos niveles del sistema que se está evaluando 


(Puntos de Servicio, Sitios de Agregación niveles 1 y 2, y Unidad de M&E), incluyendo el 


diagnóstico del sistema (diagrama de araña), un gráfico de barras resumen de resultados 


de diagnóstico del sistema, verificaciones de datos y desempeño de los informes. El panel 


global se muestra en la Figura 4. 
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Figura 4: Panel Global  
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Preparación de
Informes


IV- Procesos
para la Gestión


de Datos


V- Uso de
Datos para la


Toma de
Decisiones


Diagnóstico del Sistema -
Promedio Global


 


Además, una tabla resumen (Figura 5) se produce para mostrar los resultados del 


diagnóstico del sistema aplicado a cada área funcional para evaluar la calidad de datos. Las 


puntuaciones se basan en las respuestas a las preguntas sobre las distintas áreas 


funcionales, con una puntuación de cero para “no aplicable”, uno para "No-nada", dos 


para "En parte"; y tres para "Sí-completamente". El promedio de las puntuaciones para 


cada Punto de Servicio, Sitios de Agregación Niveles 1 y 2, y Unidad de M&E (si aplica) se 


ilustran en la tabla. Las celdas individuales aparecen verde para puntos fuertes (mayor o 


igual a 2,5) y rojo para debilidades (menos de 1,5). 
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Figura 5: Resumen del Diagnóstico del Sistema 
1 II III IV V


Capacidades, 


Funciones y 


Responsabilidades de 


M&E


Definiciones de los 


Indicadores y 


Directrices de 


Informes


Formularios de 


Recopilación de 


Datos y Preparación 


de Informes


Procesos para la 


Gestión de Datos


Uso de Datos para la 


Toma de Decisiones


- APC 2.70 2.10 2.70 2.40 1.70 2.32


1 Socio X 3.00 2.50 2.50 2.30 2.00 2.46


2 Socio Y 2.70 3.00 2.30 1.80 2.70 2.50


3 Socio W 2.30 2.30 1.50 2.40 2.70 2.24


4 Socio Z 2.30 2.80 1.50 1.80 2.70 2.22


1 Sub-socio 1 2.00 2.00 2.00 2.40 1.50 1.98


2 Sub-socio 2 2.00 2.00 2.00 2.00 2.50 2.10


3 Sub-socio 3 1.70 2.00 2.50 2.00 2.00 2.04


4 Sub-socio 4 1.00 1.50 1.50 1.40 1.70 1.42


5 Sub-socio 5 2.00 2.50 2.80 1.90 2.30 2.30


6 Sub-socio 6 1.30 2.00 1.50 1.90 1.70 1.68


7 Sub-socio 7 2.30 2.50 2.50 2.60 2.70 2.52


8 Sub-socio 8 2.70 2.50 2.50 2.40 1.30 2.28


1 PES 1 2.30 3.00 2.20 2.00 1.70 2.24


2 PES 2 2.50 1.50 2.40 1.70 2.70 2.16


3 PES 3 1.50 2.50 2.00 1.30 1.00 1.66


4 PES 4 2.30 2.50 1.40 1.90 2.00 2.02


5 PES 5 2.80 2.80 2.60 1.90 2.30 2.48


6 PES 6 2.80 2.50 2.60 1.70 2.00 2.32


7 PES 7 1.50 2.80 1.60 1.30 2.30 1.90


24 PES 24 1.50 3.00 1.80 1.40 1.70 1.88


2.13 2.23 2.05 1.91 2.15 2.10


Puntos de Entrega de Servicio


Promedio (por área funcional) 


TABLA RESUMEN


Diagnóstico del Sistema de 


Gestión de Datos e Informes


Promedio


(por sitio) 


Unidad de M&E


Nivel 2 Intermedio de Agregación


Nivel 1 Intermedio de Agregación


 


B. Plan de Acción para Fortalecimiento del Sistema 


El producto final del RDQA es un plan de acción para mejorar la calidad de los datos. El 


plan de acción describe las medidas de fortalecimiento identificados por el equipo RDQA en 


consulta con el personal del sitio, define la persona responsable de cada actividad, el 


tiempo de ejecución, los recursos necesarios y el seguimiento. Al llenar el plan de acción, 


cada acción debe estar directamente relacionada con una debilidad identificada y cada 


acción debe ser llenada en una fila separada. 


La herramienta RDQA proporciona una plantilla de recomendaciones (Parte 3 de cada hoja 


de trabajo) para que el equipo pueda resumir sus principales recomendaciones para cada 


punto de servicio, sitio de agregación (niveles 1 y 2), y la Unidad de M&E basados en los 
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resultados del diagnóstico. Esas acciones propuestas por sitio se transfieren 


automáticamente a la hoja "Plan de Acción Final - RDQA" en la sesión específica de cada 


sitio, con el objetivo de apoyar el desarrollo de un plan de acción general. La plantilla para 


el plan de acción se muestra en la Figura 6. Se puede adicionar filas a la plantilla cuando 


sea necesario. 


Figura 6: Plantilla del Plan de Acción Final  


Medidas de Fortalecimiento del Sistema Responsable Cronograma Comentarios


Sitio Areas identificadas para Mejoramiento Medidas de Fortalecimiento del Sistema Responsable Cronograma Comentarios


Unidad de M&E 1 - - - -


2 - - - -


3 - - - -


4 - - - -


Nivel 2 Sitio Agregación 1 1 - - - -


2 - - - -


3 - - - -


4 - - - -


Nivel 1 Sitio Agregación 1 1 - - - -


2 - - - -


3 - - - -


4 - - - -


Punto de Servicio 1 1 - - - -


2 - - - -


3 - - - -


4 - - - -


Plan de Acción Final - RDQA 


Programa/Proyecto


Fecha del RDQA


Fecha propuesta de seguimiento


Descripción de la Debilidades


Agregar filas si es necesario


Resumen de las Recomendaciones por Sitio


APC


Socio X


Sub-socio 1


PES 1


 


2. ORIENTACIONES SOBRE EL USO DE LA HERRAMIENTA RDQA  


2.1 HERRAMIENTA RDQA 


Esta sección de la Guía describe cómo llenar en las partes 1, 2 y 3 de la herramienta de RDQA. 


Como se ha señalado, las hojas de trabajo de entrada de datos de cada sitio en la herramienta 


RDQA tienen tres partes: 


• Parte 1 – Verificación de Datos: comparación cuantitativa de datos recontados con los datos 


reportados (factor de verificación) y una revisión de la disponibilidad, integridad y oportunidad 


de los informes; 


• Parte 2 – Diagnóstico del Sistema: evaluación cualitativa de las fortalezas y debilidades de las 


áreas funcionales del sistema de información; y 


• Parte 3 - Recomendaciones: debilidades identificadas, acciones propuestas, 


responsabilidades asignadas y tiempo. 


Las tres partes de la herramienta RDQA pueden aplicarse a todos los niveles de la gestión de 


datos y reportes. Las verificaciones de datos también se pueden realizar en los puntos de  


servicio como parte de las visitas de supervisión de rutina realizadas por los socios y la Unidad 


de M&E del Proyecto APC. 
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Se recomienda que tanto las verificaciones de datos y diagnóstico del sistema sean  


implementados en conjunto para evaluar plenamente la calidad de los datos de un socio, sobre 


todo cuando es la primera vez que el sistema se está evaluando. Dependiendo de los objetivos 


del diagnóstico, uno o ambos de estos procesos pueden ser aplicados. Sin embargo, se 


recomienda que las verificaciones de datos se realicen con mayor frecuencia (por ejemplo, 


bimensual o trimestralmente, en conjunto con las visitas de supervisión de rutina) con el fin de 


controlar y garantizar la calidad de los datos recopilados y reportados. El diagnóstico del 


sistema se podría aplicar con menos frecuencia (por ejemplo, semestralmente o anualmente). 


Cuando se recogen y archivan los resultados finales de un RDQA, estos pueden estar 


vinculados a los RDQAs de un mismo socio en diferentes períodos de tiempo. Esta 


comparación de los resultados en el tiempo se puede utilizar para el monitoreo de la calidad de 


los datos. Después que los RDQAs están completos y archivados, el personal de APC y de los 


socios se encargará de determinar cómo se utilizarán los resultados. 


La herramienta RDQA contiene cuatro grupos de hojas de ingreso datos para cada uno de los 


siguientes niveles: Punto de Entrega de Servicio, Sitios Intermedios de Agregación Nivel 1, 


Sitios Intermedios de Agregación Nivel 2 y Unidad de M&E. Todos los grupos, excepto la 


Unidad de M&E, incluyen varias hojas de trabajo, que corresponden a las pestañas en una hoja 


de cálculo Microsoft Excel descrita e en el cuadro de abajo. 


Las preguntas específicas contenidas en cada una de las hojas de trabajo se explicarán con 


mayor detalle en las secciones 2.3; 2.4 y 2.5. 


Hojas de Trabajo de la Herramienta RDQA (Microsoft Excel) 


Hoja 1—Inicio: permite a los usuarios seleccionar cuantos niveles intermedios de agregación 


(0, 1 o 2) serán evaluados basado en el flujo de datos de los indicadores. También permite a 


los usuarios seleccionar el número de puntos de servicio y sitios de agregación niveles 1 y 2 


(basado en el número de niveles previamente seleccionados) para ser incluido en el RDQA. 


Hoja 2—Instrucciones: proporciona instrucciones para los usuarios sobre cómo utilizar el libro 


de Excel.  


Hoja 3—Página de Información: registra el nombre del(os) indicador (es) revisados, el 


período de datos para verificación, miembros del equipo e información de contacto, y los 


nombres del personal entrevistado.  


Hoja 4—Punto de Servicio: registra los resultados de 1) las verificaciones de datos y 2) 


diagnóstico del sistema en el punto de servicio; muestra un panel de gráficos con los 


resultados; y captura recomendaciones para el punto de servicio. 


Hoja 5—Resumen de los Puntos de Servicio: muestra resultados agregados de todos los 


puntos de servicio visitados durante el RDQA. 


Hoja 6—Nivel 1 Sitio de Agregación: registra los resultados de 1) las verificaciones de datos 


y 2) diagnóstico del sistema en el sitio de agregación nivel 1; muestra un panel de gráficos con 


los resultados; y captura recomendaciones para el sitio de agregación nivel 1. 


Hoja 7—Resumen Sitios de Agregación Nivel 1: muestra resultados agregados de todos los 


sitios de agregación nivel 1 visitados durante el RDQA. 
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Hoja 8—Nivel 2 Sitio de Agregación: registra los resultados de 1) las verificaciones de datos 


y 2) diagnóstico del sistema en el sitio de agregación nivel 2; muestra un panel de gráficos con 


los resultados; y captura recomendaciones para el sitio de agregación nivel 2. 


Hoja 9—Resumen Sitios de Agregación Nivel 2: muestra resultados agregados de todos los 


sitios de agregación nivel 2 visitados durante el RDQA. 


Hoja 10—Unidad de M&E: registra los resultados de 1) las verificaciones de datos y 2) 


diagnóstico del sistema en la Unidad de M&E; muestra un panel de gráficos con los resultados; 


y captura recomendaciones para la Unidad de M&E. 


Hoja 11—Resumen del Diagnóstico del Sistema: proporciona una tabla resumen de los 


resultados para las áreas funcionales del sistema de M&E para cada uno de los niveles 


revisados, es decir, 1) Capacidades, Funciones y Responsabilidades de M&E; 2) Definiciones 


de los Indicadores y Directrices de Informes; 3) Formularios de Recopilación de Datos y 


Preparación de Informes; 4) Procesos para la Gestión de Datos; 5) Uso de Datos para la Toma 


de Decisiones.  


Hoja 12—Panel Global: muestra resultados agregados de todos los sitios y niveles visitados 


durante la RDQA.  


Hoja 13—Plan de Acción Final – RDQA: consolida las recomendaciones de cada sitio en 


cada nivel en un plan de acción global basado en la aplicación del RDQA.   


Hoja 14—Exportar Datos: resume todos los datos introducidos en las distintas hojas de 


cálculo en un formato que puede ser fácilmente exportado a SPSS, Stata, SAS, u otro 


programa de análisis estadístico.  


2.2 CONFIGURACIÓN DE LA HERRAMIENTA RDQA 


La herramienta RDQA se debe abrir con los macros habilitados para que la herramienta 


funcione correctamente. Seleccione la opción 'Habilitar macros' en la parte superior de la 


aplicación para asegurarse de que funciona tal como fue diseñado. 


Antes de seleccionar el número de sitios por nivel, el flujo de datos del (os) indicador (es) 


evaluado(s) debe ser analizado y comprendido cuidadosamente. Este análisis es crucial para 


determinar si habrá o no niveles de agregación. Los niveles de agregación intermedios son 


opcionales y sólo se debe seleccionar si forman parte del flujo de datos que produce el (los) 


indicador (es) que se está evaluando. 


Por ejemplo, los datos para un indicador que se recogen por un punto de servicio y se envían a 


una oficina de un socio para la consolidación, y a continuación, se envían a la Unidad de M&E 


del Proyecto APC, solamente pasará a través de un nivel intermedio de agregación: Nivel 1. 


Por lo tanto, seleccionar el número de sitios de agregación nivel 1 y puntos de servicio que 


desea incluir en el RDQA y no seleccione ningún sitio intermedio de agregación nivel 2.  


En la página "INICIO", seleccione el número (0, 1 o 2) de los niveles intermedios de agregación 


que se incluyen en el flujo de datos para un determinado conjunto de indicadores. A 


continuación, seleccione el número de sitios por nivel, por lo que aparecerá el número 


adecuado de hojas para cada nivel de la herramienta. Por ejemplo, si seleccionas un nivel  


intermedio de agregación, una nueva fila aparecerá para permitir la entrada del número de 
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sitios de agregación nivel 1. Entonces, si introducimos tres sitios de agregación nivel 1, hojas 


tituladas "Nivel 1 – Sitio Agregación 1", "Nivel 1 – Sitio Agregación 2" y "Nivel 1 – Sitio 


Agregación 3" se crearán automáticamente, así como la hoja ¨Resumen Sitios Agregación Nivel 


1¨. Tenga en cuenta que el número final de las hojas de trabajo en una determinada aplicación 


de la herramienta RDQA puede variar en función del número de niveles de agregación de datos 


y sitios por nivel. 


Hasta 24 puntos de servicio, 8 sitios de agregación nivel 1, y 4 sitios de agregación nivel 2 


pueden ser seleccionados. Sólo tiene que seleccionar el número deseado de cada uno de las 


listas desplegables en la página "INICIO". Estas selecciones se pueden modificar más adelante 


si es necesario. También es aceptable cambiar el nombre de las hojas de cálculo, según sea 


necesario. 


En la "Página de Información", indique el (los) indicador (es) para ser revisado(s), el período de 


referencia para verificación de datos, los miembros del equipo y el nombre de los sitios que 


deben evaluarse por nivel del sistema de información. El número de filas disponibles para los 


sitios será determinado por la información introducida en la hoja "INICIO". 


Copias de seguridad: Todos los archivos se deben copiar a un servidor o USB diariamente  


durante el período en que se está aplicando el RDQA.  


Archivo Final del RDQA: Un archivo final del RDQA debe ser compilado si varios libros de 


trabajo se han utilizado a lo largo del proceso de diagnóstico. Cuando todas las hojas de 


trabajo de los varios puntos de servicio y sitios de agregación (niveles 1 y 2) se compilan en un 


único archivo, permite que la herramienta pueda generar automáticamente los distintos paneles 


resumen con los gráficos. 


Es conveniente que la herramienta final RDQA (con sus paneles de gráficos) y sus respectivos 


informes analíticos sean protegidos con contraseña para evitar que cualquier cambio accidental 


o intencional se realice en estos archivos. 


Archivo: Al término de la implementación de un RDQA, todos los archivos asociados con el 


diagnóstico deben ser archivados en un servidor o USB. Como sugerencia, una carpeta puede 


ser creada y nombrada "Diagnóstico _completo", y una vez que un RDQA se haya completado, 


los archivos pueden ser alojados en esta carpeta, incluyendo su nombre y la fecha de 


ejecución. 


2.3 VERIFICACIÓN DE DATOS – RDQA PARTE 1 


El propósito de la Parte 1 de la herramienta RDQA es evaluar, en una escala limitada, si los 


puntos de servicio (sub-receptores), sitios intermedios de agregación (socios principales), y la 


Unidad de M&E del Proyecto APC están recogiendo, consolidando y presentando datos para 


medir el (los) indicador (es) seleccionado (s) con precisión y a tiempo, y para hacer algunas 


verificaciones cruzadas de los resultados reportados con otras fuentes de datos. Por ejemplo, 


el número de nuevos pacientes adultos que reciben ARV puede ser comparado con los 


registros de farmacia. 


Para conducir este proceso, el equipo RDQA determinará si una muestra de puntos de servicio 


ha registrado con exactitud el (los) indicador (es) seleccionado (s) en los documentos fuente. A 


continuación, se debe rastrear los datos para ver si se ha agregado correctamente o si fueron 
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manipulados, ya que estos datos son enviados desde los puntos de servicio a los sitios 


intermedios de agregación, si es que existen, hasta llegar a la Unidad de M&E. 


Verificaciones de datos en los Puntos de Servicio: 


En los puntos de servicio, la parte 1 de verificación de datos de la herramienta RQDA tiene tres 


sub-componentes (como se muestra en la Tabla 1): 


1. Revisión de Documentación: Verifica la disponibilidad e integridad de todos los documentos 


fuentes del indicador para el período seleccionado. 


2. Recuento de los Resultados Reportados: Recuento de los datos registrados y verificados en 


los documentos fuentes, y comparar con el número total reportado, e identificar causas de las 


discrepancias. 


3. Resultados Reportados de la Verificación Cruzada con Otras Fuentes de Datos: Realizar 


verificaciones cruzadas de los totales reportados con otras fuentes de datos (por ejemplo, 


registro de inventario, informes de laboratorio, tarjetas de pacientes, otros registros, etc.).  


Cada uno de estos subcomponentes incluye preguntas que deben ser respondidas por el 


personal del punto de servicio, como se muestra a continuación en la Tabla 1. Los números en 


la columna de la izquierda corresponden a los números en la herramienta. Una columna 


adicional se ha añadido con instrucciones específicas sobre la puntuación y llenado de los 


"comentarios". 


Tabla 1: Verificación de Datos – Punto de Servicio  


Parte 1 : Verificación de Datos: 


A – Revisión de Documentación: 


 
Revisar la disponibilidad e integridad de todas las 
fuentes de datos de los indicadores para el período de 
reporte seleccionado. 


 


1. 


Revise las fuentes de datos para el período de reporte 
bajo verificación. ¿Están disponibles todas las fuentes 
de datos necesarios para la revisión? 


Identificar los documentos fuentes clave 
que se utilizarán para hacer la 
verificación de datos. 
Escriba el nombre de todos los 
documentos e informe los faltantes. 


De no ser así, determinar cómo esto podría haber 
afectado los números reportados. 


 


2. 


¿Están completas todas las fuentes de datos 
disponibles? 


Tenga en cuenta si todos los 
documentos fuente estaban completos. 


De no ser así, determinar cómo esto podría haber 
afectado los números reportados. 


 


3. 
Revisar las fechas en las fuentes de datos. ¿Están todas 
las fechas dentro del período de referencia? 


Tenga en cuenta si todos los 
documentos fuente se refieren al 
período del diagnóstico. 
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De no ser así, determinar cómo esto podría haber 
afectado los números reportados. 


 


B - Recuento de los resultados reportados: 


 


Recontar los resultados de las fuentes de datos, 
comparar los números verificados con los números 
reportados por el punto de entrega de servicio y explicar 
las discrepancias (si existen). 


 


4. 
Recontar el número de personas, casos o eventos 
durante el período de informes mediante la revisión de la 
fuente de datos. [A] 


Escriba el número recontado. 


5. 
Introducir el número de personas, casos o eventos 
reportados por el punto de entrega de servicio por medio 
del informe resumen para el período verificado. [B] 


Esta es el número reportado al siguiente 
nivel del sistema de información 


6. 
Calcular la proporción de los números recontados a 
los reportados. [A/B] 


Esto se calcula de forma automática en 
la herramienta, dividiendo la respuesta 
de la pregunta 4 [A] por la pregunta 5 
[B] para calcular la proporción. 


7. 
¿Cuáles son las razones de la discrepancia observada 
(si las hay) (es decir, errores de entrada de datos, 
errores aritméticos, falta de fuente de datos, otros)? 


Documentar todos los motivos de 
discrepancia. 


C - Resultados reportados de la verificación cruzada con otras fuentes de datos: 


Las verificaciones cruzadas se pueden realizar mediante el examen de los registros de inventario que 


documentan las cantidades de medicamentos para el tratamiento, baterías de pruebas o Mosquiteros 


Tratados con Insecticida (MTI) comprados y entregados durante el período del informe para ver si estas 


cifras corroboran los resultados reportados. Otras verificaciones cruzadas podrían incluir, por ejemplo, 


seleccionar al azar 20 tarjetas de pacientes y verificar si estos pacientes se inscribieron en los registros 


de la unidad, de laboratorio o de la farmacia. A la medida que proceda, las verificaciones cruzadas deben 


realizarse en ambas direcciones (por ejemplo, de las tarjetas de Tratamiento de Pacientes con el 


Registro y del Registro a las Tarjetas de Tratamiento Paciente). 


VERIFICACIÓN CRUZADA 1: Verificación cruzada de la 
fuente de datos primaria con la fuente de datos secundaria. 


 


1.1 
Si es posible, elegir un 5% de las unidades que están 
siendo contadas (o por lo menos 20 unidades) en la 
fuente de datos secundaria. ¿Cuántas se seleccionaron? 


Escriba el número de unidades. 


1.2 
¿Para cuántas unidades la información del indicador en 
la fuente de datos secundaria coincide con la 
información de la fuente de datos primaria? 


Escriba el número de unidades. 


1.3 


Calcular % coincidencia para verificación cruzada 1: 
Si coinciden por debajo del 90%, seleccionar un 5% 
adicional de los registros individuales de los clientes (o 
al menos un extra de 10 registros) y rehacer el cálculo 
(AGREGAR los números a los números existentes en 
las celdas anteriores). 


Esto se calcula de forma automática por 
la herramienta. Tenga en cuenta que si 
se agregan unidades adicionales a las 
ya existentes, la herramienta volverá a 
calcular automáticamente el 
correspondiente %. 


VERIFICACIÓN CRUZADA 2: Verificación cruzada de la 
fuente de datos secundaria con la fuente de datos primaria. 


 


2.1 
Si es posible, elegir un 5% de las unidades que están 
siendo contadas (o por lo menos 20 unidades) en la 
fuente de datos primaria. ¿Cuántas se seleccionaron? 


Escriba el número de unidades. 


2.2 
¿Para cuántas unidades la información del indicador en 
la fuente de datos primaria coincide con la información 
de la fuente de datos secundaria? 


Escriba el número de unidades. 
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2.3 


Calcular % coincidencia para verificación cruzada 2: 
Si coinciden por debajo del 90%, seleccionar un 5% 
adicional de los registros individuales de los clientes (o 
al menos un extra de 10 registros) y rehacer el cálculo 
(AGREGAR los números a los números existentes en 
las celdas anteriores). 


Esto se calcula de forma automática por 
la herramienta. Tenga en cuenta que si 
se agregan unidades adicionales a las 
ya existentes, la herramienta volverá a 
calcular automáticamente el 
correspondiente %. 


Verificaciones de datos en los Sitios Intermedios de Agregación (Niveles 1 y 2) y Unidad 


de M&E: 


En los sitios intermedios de agregación (niveles 1 y 2) y Unidad de M&E, la parte 1 de 


verificación de datos de la herramienta RQDA tiene dos subcomponentes:   


1. Recuento de los Resultados Reportados: Vuelva a agregar los números a partir de los 


informes enviados del nivel más abajo, comparar los valores agregados con a los números 


enviados al siguiente nivel más alto del sistema de información, e identificar las causas de 


las discrepancias. 


2. Desempeño de los Informes: Revisar la disponibilidad, la integridad y la puntualidad de los 


informes esperados provenientes del siguiente nivel más abajo, es decir, los puntos de 


servicio o los sitios intermedio de agregación (niveles 1 y 2), para el período del 


diagnóstico. 


Cada uno de estos subcomponentes incluye preguntas que deben ser respondidas en los sitios 


de agregación (Niveles 1 y 2) y Unidad de M&E, como se enumeran en las Tablas 2, 3 y 4. Los 


números de la columna de la izquierda de las tablas corresponden a los números en la 


herramienta de Excel y una columna adicional se ha añadido con instrucciones específicas  


sobre cómo responder a algunos de los ítems. 


Recuerde que los sitios intermedios de agregación (niveles 1 y 2) son opcionales, dependiendo 


de cómo se define el flujo de datos para un determinado conjunto de indicadores. 


Tabla 2: Verificación de Datos – Sitio Intermedio de Agregación – Nivel 1 


Parte 1 : Verificación de Datos: 


A - Recuento de los resultados reportados: 


Recontar  los resultados de los informes periódicos 
enviados desde los Puntos de Entrega de Servicio al Sitio 
Intermedio de Agregación Nivel 1 y comparar con el valor 
reportado al Sitio Intermedio de Agregación Nivel 2 o la 
Unidad de M&E. Explicar las discrepancias (si existen). 


 


1. 
Re-agregar los números de los informes recibidos 
de todos los puntos de entrega de servicio. ¿Cuál es 
el número re-agregado? [A]  


Anote el número. Anote el nombre del 
informe en el cuadro de comentarios. 


2. 


¿Cuál es el resultado agregado contenido en el 
resumen del informe preparado por el sitio de 
agregación del nivel 1 y sometido al seguiente nivel 
del sistema (es decir, sitio de agregación del nivel 2 
o Unidad de M&E)? [B] 


Esta es el número reportado al sitio de 
agregación nivel 2 o Unidad de M&E, es 
decir, el número para verificar. 
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3. 
Calcular la proporción de los números 
recontados a los reportados. [A/B] 


Esto se calcula de forma automática en la 
herramienta, dividiendo la respuesta de la 
pregunta 1 [A] por la pregunta 2 [B] para 
calcular la proporción. 


4. 


¿Cuáles son las razones de la discrepancia 
observada (si las hay) (es decir, errores de entrada 
de datos, errores aritméticos, falta de fuente de 
datos, otros)? 


Documentar todos los motivos de 
discrepancia. 


B - Desempeño de los Informes: 


Revisar la disponibilidad, puntualidad e integridad los 
informes de todos los Puntos de Entrega de Servicio. 
¿Cuántos informes deberían haber de todos los sitios? 
¿Cuántos hay? ¿Fueron recibidos a tiempo? ¿Están 
completos? 


 


5. 
¿Cuántos informes deberían haber de todos los 
puntos de entrega de servicio? [A] 


Proporcionar el número de informes que 
se espera recibir por el sitio de agregación 
nivel 1 para el período seleccionado del 
diagnóstico. 


6. ¿Cuántos informes hay? [B] Escriba el número realmente recibido. 


7. Calcular el % de los informes disponibles [B/A] 
Calculado automáticamente por la 
herramienta. 


8. 


Verificar las fechas de los informes recibidos. 
¿Cuántos informes fueron recibidos a tiempo? (es 
decir, recibidos en la fecha de entrega estipulada). 
[C] 


Dónde la puntualidad no está 
documentada en el papel y los datos se 
presentaron electrónicamente, puede 
comprobar las fechas de recibo de correo 
electrónico.  


9. Calcular el % de los informes a tiempo [C/B] 
Calculado automáticamente por la 
herramienta. 


10. 


¿Cuántos informes estuvieron completos?  (es decir, 
completos significa que el informe contenía todos 
los datos requeridos del indicador, la fecha de 
recepción del informe en el sitio, y la autenticación 
por el personal responsable). [D] 


Informe completo incluye tener todos los 
campos de datos llenados. Un campo sin 
datos debe venir con "0" o "-".  


11. Calcular el % de informes completos [D/B] 
Calculado automáticamente por la 
herramienta. 


Tabla 3: Verificación de Datos – Sitio Intermedio de Agregación – Nivel 2 


Parte 1 : Verificación de Datos: 


A - Recuento de los resultados reportados: 


Recontar  los resultados de los informes periódicos 
enviados desde los Sitios  Intermedios de Agregación 
Nivel 1 al Sitio Intermedio de Agregación Nivel 2 y 
comparar con el valor reportado a la Unidad de M&E. 
Explicar las discrepancias (si existen). 


 


1. 
Re-agregar los números de los informes recibidos 
de todos los sitios de agregación del nivel 1. ¿Cuál 
es el número re-agregado?  [A]  


Anote el número. Anote el nombre del 
informe en el cuadro de comentarios. 


2. 


¿Cuál es el resultado agregado contenido en el 
resumen del informe preparado por el sitio de 
agregación del nivel 2 y sometido a la Unidad de 
M&E? [B] 


Esta es el número reportado al sitio de 
agregación nivel 2, es decir, el número 
para verificar. 
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3. 
Calcular la proporción de los números 
recontados a los reportados.  [A/B] 


Esto se calcula de forma automática en la 
herramienta, dividiendo la respuesta de la 
pregunta 1 [A] por la pregunta 2 [B] para 
calcular la proporción. 


4. 


¿Cuáles son las razones de la discrepancia 
observada (si las hay) (es decir, errores de entrada 
de datos, errores aritméticos, falta de fuente de 
datos, otros)? 


Documentar todos los motivos de 
discrepancia. 


B - Desempeño de los Informes: 


Revisar la disponibilidad, puntualidad e integridad los 
informes de todos los Sitios Intermedios de Agregación 
Nivel 1. ¿Cuántos informes deberían haber de todos los 
sitios? ¿Cuántos hay? ¿Fueron recibidos a tiempo? 
¿Están completos? 


 


5. 
¿Cuántos informes deberían haber de todos los 
sitios de agregación del  nivel 1? [A] 


Proporcionar el número de informes que 
se espera recibir por el sitio de agregación 
nivel 2 para el período seleccionado del  
diagnóstico. 


6. ¿Cuántos informes hay? [B] 
Escriba el número que realmente ha 
recibido. 


7. Calcular el % de los informes disponibles [B/A] 
Calculado automáticamente por la 
herramienta. 


8. 


Verificar las fechas de los informes recibidos. 
¿Cuántos informes fueron recibidos a tiempo? (es 
decir, recibidos en la fecha de entrega estipulada). 
[C] 


Dónde la puntualidad no está 
documentada en el papel y los datos se 
presentaron electrónicamente, puede 
comprobar las fechas de recibo de correo 
electrónico. 


9. Calcular el % de los informes a tiempo [C/B] 
Calculado automáticamente por la 
herramienta. 


10. 


¿Cuántos informes estuvieron completos?  (es decir, 
completos significa que el informe contenía todos 
los datos requeridos del indicador, la fecha de 
recepción del informe en el sitio, y la autenticación 
por el personal responsable). [D] 


Informe completo incluye tener todos los 
campos de datos llenados. Un campo sin 
datos debe venir con "0" o "-". 


11. Calcular el % de informes completos [D/B] 
Calculado automáticamente por la 
herramienta. 


Tabla 4: Verificación de Datos – Unidad de M&E  


Parte 1 : Verificación de Datos: 


 A – Recuento de los resultados reportados: 


Recontar  los resultados de los informes periódicos 
enviados desde los Sitios  Intermedios de Agregación o 
Puntos de Entrega  de Servicio a la Unidad de M&E y 
comparar con el valor reportado. Explicar las 
discrepancias (si existen). 


 


1. 
Re-agregar los números de los informes recibidos de 
todos los sitios de agregación/puntos de entrega de 
servicio. ¿Cuál es el número re-agregado? [A] 


Anote el número. Anote el nombre del 
informe en el cuadro de comentarios. 


2.  
¿Cuál es el resultado agregado contenido en el 
resumen del informe preparado por la Unidad de 
M&E? [B] 


Esta es el número reportado a USAID, es 
decir, el número para verificar. 
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3. 
Calcular la proporción de los números 
recontados a los reportados.  [B/A] 


Esto se calcula de forma automática en la 
herramienta, dividiendo la respuesta de la 
pregunta 1 [A] por la pregunta 2 [B] para 
calcular la proporción. 


4. 


¿Cuáles son las razones de la discrepancia 
observada (si las hay) (es decir, errores de entrada 
de datos, errores aritméticos, falta de fuente de 
datos, otros)? 


Documentar todos los motivos de 
discrepancia. 


B - Desempeño de los Informes: 


Revisar la disponibilidad, puntualidad e integridad los 
informes de todos los Sitios Intermedios de Agregación /  
Puntos de Entrega de Servicio. ¿Cuántos informes 
deberían haber de todos los sitios? ¿Cuántos hay? 
¿Fueron recibidos a tiempo? ¿Están completos? 


 


5. 
¿Cuántos informes deberían haber de todos los 
sitios (es decir, sitios de agregación, puntos de 
entrega de servicio? [A] 


Proporcionar el número de informes que 
se espera recibir por la Unidad de M&E 
para el período seleccionado del 
diagnóstico. 


6. ¿Cuántos informes hay? [B] Escriba el número realmente recibido. 


7. Calcular el % de los informes disponibles [B/A] 
Calculado automáticamente por la 
herramienta. 


8. 


Verificar las fechas de los informes recibidos. 
¿Cuántos informes fueron recibidos a tiempo? (es 
decir, recibidos en la fecha de entrega estipulada). 
[C] 


Dónde la puntualidad no está 
documentada en el papel y los datos se 
presentaron electrónicamente, puede 
comprobar las fechas de recibo de correo 
electrónico. 


9. Calcular el % de los informes a tiempo  [C/B] 
Calculado automáticamente por la 
herramienta. 


10. 


¿Cuántos informes estuvieron completos?  (es decir, 
completos significa que el informe contenía todos 
los datos requeridos del indicador, la fecha de 
recepción del informe en el sitio, y la autenticación 
por el personal responsable). [D] 


Informe completo incluye tener todos los 
campos de datos llenados. Un campo sin 
datos debe venir con "0" o "-". 


11. Calcular el % de informes completos [D/B] 
Calculado automáticamente por la 
herramienta. 


2.4 DIAGNÓSTICO DEL SISTEMA – RDQA PARTE 2 


El propósito de la Parte 2 de la herramienta RDQA es identificar las fortalezas y las debilidades 


potenciales a la calidad de los datos basado en el diseño y la implementación del sistema de 


información, pasando por todos los niveles, desde la Unidad de M&E, Niveles Intermedios de  


Agregación  (1 y 2), y los puntos de servicio. En general pero no necesariamente, los informes 


de los puntos de servicio se consolidan en los sitios intermedios de agregación nivel 1, y 


algunas veces los informes del nivel 1 se consolidan en los sitios intermedios de agregación 


nivel 2 antes de ser enviados a la Unidad de M&E. 


 


Las preguntas para el diagnóstico del sistema de información se agrupan en las siguientes 


cinco áreas funcionales: 1) Capacidades, Funciones y Responsabilidades de M&E; 2) 


Definiciones de los Indicadores y Directrices de Informes; 3) Formularios de Recopilación de 


Datos y Preparación de Informes; 4) Procesos para la Gestión de Datos; y 5) Uso de Datos 


para la Toma de Decisiones. 


 


Las preguntas del diagnóstico del sistema se enumeran por nivel en las Tabla 5, Tabla 6 y 
Tabla 7, con orientación adicional sobre cómo responder a las preguntas. El equipo RDQA 
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debe revisar la herramienta antes de las visitas de campo y aclarar sobre el puntaje de algunas  
preguntas donde puede haber ambigüedad. Esto se debe hacer para garantizar la coherencia 
en la puntuación entre los sitios y entre los miembros del equipo. 
 


Se recomienda aplicar el cuestionario de manera participativa con el personal relevante de 


M&E para discutir las respuestas a fondo. A medida que se responde a las preguntas, se deben 


tomar notas detalladas para asegurar una comprensión global de las respuestas. Esto también 


es necesario para que las visitas de seguimiento pueden servir para el monitoreo. 
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Tabla 5: Diagnóstico del Sistema – Punto de Servicio  


Parte 2 : Diagnóstico del Sistema 


I - Capacidades, Funciones y Responsabilidades de M&E 


1. 


Existe personal designado responsable de revisar y aprobar los 
números agregados antes de la presentación de informes al 
seguiente nivel del sistema (es decir,  sitio de agregación del nivel 1 o 
Unidad de M&E). 


Identificar la posición del personal  que prepara el informe para 
enviar al próximo nivel del sistema de información, y la posición del  
personal que lo revisa. Nota: Si se trata de la misma persona, 
anotar  No-nada, y explicar en la sección de comentarios. 


2. 
La responsabilidad para registrar la prestación de servicios en la 
fuente de datos está claramente asignada al personal pertinente. 


Escriba que personal es responsable. 


3. 


Hay un proceso para garantizar que la recopilación y reporte de datos 
se completa en el caso de que el personal responsable no esté 
disponible para hacer el trabajo (por ejemplo, responsabilidad 
compartida, enfoque de equipo, etc.) 


Documentar este proceso. 


4. 
Todo el personal del sitio que son responsables de la recolección, 
recopilación, verificación y reporte de datos han sido orientados/ 
capacitados sobre procesos y herramientas de gestión de datos. 


Esta pregunta se refiere a la formación en M&E. Si no todo el 
personal está entrenado, provea comentarios sobre que personal 
aún requiere capacitación. 


II - Definiciones de los Indicadores y Directrices de Informes 


La Unidad de M&E ha proporcionado directrices escritas al punto de entrega de 
servicio sobre … 


 


5. … qué se supone que deben reportar.  


6. 
… cómo deben ser presentados los informes (por ejemplo, en qué 
formato específico). 


 


7. … a quiénes se les debe presentar los informes.  


8. … cuándo se deben entregar los informes.  


III - Formularios de Recopilación de Datos y Preparación de Informes 


9. 
Se han provisto instrucciones claras y escritas por la Unidad de M&E 
sobre cómo completar los formularios/herramientas de recolección de 
datos e informes. 


“Claras” significa fácil de entender.  


10. 
La Unidad de M&E ha identificado un modelo estándar de informe 
para ser utilizado por todos los puntos de servicio que reportan (por 
ejemplo, mensual, trimestral, semestral, etc.). 


Compare esta respuesta y respectivos comentarios con la pregunta 
6 bajo el área II - Definiciones de los Indicadores y Directrices de 
Informes.  


11. 
….De ser así, el informe estándar se utiliza consistentemente por el 
punto de servicio. 
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12. 


Todas las fuentes de datos y formularios de presentación de informes 
pertinentes para medir el (los) indicador(es) están disponibles para su 
revisión (incluyendo impresiones con fecha en caso de un sistema 
computarizado). 


 


13. 


Los datos recopilados en la fuente de datos tienen la precisión 
suficiente  para medir el (los) indicador(es) (es decir, los datos 
relevantes están recolectados por sexo, edad, etc. si el indicador 
especifica la desagregación por estas características). 


 


 IV - Procesos para la Gestión de Datos 


14. 


(Si aplica). Hay controles de calidad establecidos para cuando los 
datos de formularios impresos se introducen en una computadora (por 
ejemplo, doble entrada, la verificación posterior a la entrada de datos, 
etc.). 


Pregunte cuáles son éstos. 


15. 
(Si aplica). Hay un procedimiento escrito de copia de seguridad para 
cuando la entrada o el procesamiento de datos es computarizado. 


Pida verlo. Si existen procedimientos de copia de seguridad, 
identificar el tipo de copia de seguridad en la sección de 
comentarios (por ejemplo, los CD, copia impresa, USBs, etc.)  


16. 
... De ser así, la última fecha de la copia de seguridad es apropiada 
dada la frecuencia de actualización del sistema computarizado (por 
ejemplo, las copias de seguridad son semanales o mensuales). 


Esta se responde Sí-completamente o No-nada. NOTA: Mismo 
que en la pregunta 15 se anotó En parte, esta pregunta sigue 
siendo aplicable. 


17. 
Los datos personales pertinentes se mantienen de acuerdo con las 
directrices nacionales o internacionales de confidencialidad. 


Pida ver si tienen una copia de las directrices nacionales en 
materia de confidencialidad o cualquier otro documento. 
 
Si no está siguiendo la pauta, anotar No-nada. Si no se puede 
mostrar la documentación, pero pueden explicar claramente la 
forma en que abordan cuestiones de confidencialidad, anotar En 
parte. De lo contrario, anotar  Sí-completamente. 


18. 


(Si aplica). El sistema de registro evita los dobles conteos de los 
clientes o entre los puntos de servicio (por ejemplo, una persona que 
recibe el mismo servicio dos veces en un período de informe, una 
persona registrada como que recibe el mismo servicio en dos lugares 
diferentes, etc.). 


Pregunte acerca de la cuestión del doble conteo dentro del Punto 
de Servicio. Si esto está documentado, anotar Sí-completamente. 
Si no se puede mostrar la documentación, pero pueden explicar 
claramente la forma en que abordan los temas del doble conteo, 
anotar  En parte. 
 
Si se documentan los problemas de doble conteo, pregunte si 
estos han sido proporcionados por la Unidad de M&E. (Esto podría 
incluir el doble conteo dentro y a través de los sitios). 
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19. 
(Si aplica). El sistema de reporte permite la identificación y el registro 
de un "abandono", una persona que "perdió la visita de seguimiento" 
y una persona que falleció. 


Esta pregunta no es siempre aplicable a los indicadores de 
prevención. 
 
Esta pregunta aborda el tema de la pérdida de datos relacionados 
con las personas que salen del programa. Las situaciones pueden 
diferir entre los tipos de indicadores. 
 
Por ejemplo, bajo el HTC, puede ser alguien que recibió consejería 
y ha sido testado, pero no volvió a recibir el resultado. O bajo ARV, 
esto puede ser alguien que no se presentó para su visita de 
seguimiento o se murió.  


20. 
El punto de entrega de servicio recibe retroalimentación periódica 
sobre la calidad de los informes que presentan. 


Describa cómo se proporciona regularmente la retroalimentación.  


21. 
El punto de entrega de servicio recibe visitas de supervisión de apoyo 
regulares de los sitios de agregación y/o del personal de la Unidad de 
M&E. 


Describir si es regular y de qué nivel. 


22. …De ser así, la última visita fue en los últimos tres meses. Escribir la fecha de la última visita, si está disponible  


V - Uso de Datos para la Toma de Decisiones 


23. 
El punto de entrega de servicio desarrolla cuadros, gráficos, mapas, 
etc. (En caso afirmativo, pida verlos.) 


Hacer un listado de los gráficos, mapas, etc. que han sido vistos.  


24. ...Si es así, se asigna personal para desarrollarlos con regularidad. 
Identificar quién es responsable del desarrollo de los gráficos, 
tablas, mapas, etc. 


25. 
Hay decisiones programáticas adoptadas por el punto de entrega de 
servicio basado en datos/resultados analizados. (En caso afirmativo, 
pida ejemplos.) 


Escribir ejemplos de cómo los datos se han utilizado para la toma 
de decisiones. 
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Table 6: Diagnóstico del Sistema – Sitio Intermedio de Agregación – Niveles 1 y 2 


Parte 2 : Diagnóstico del Sistema 


I - Capacidades, Funciones y Responsabilidades de M&E 


1. 


Existe personal designado responsable de revisar la calidad de los 
datos (es decir, exactitud, integridad y puntualidad) recibidos de los 
puntos de entrega de servicio. 


Listar todos los informes recibidos de los niveles abajo del sistema 
de información e indicar que personal es responsable de revisarlos. 
Pídales que expliquen el proceso de revisión. 


2. 


Existe personal designado responsable de revisar y aprobar los 
números agregados antes de la presentación de informes al 
seguiente nivel del sistema (es decir,  sitio de agregación del nivel 2 o 
Unidad de M&E). 


Enumere todo el personal involucrado en el proceso de revisión. 


3. 
Todo el personal del sitio que son responsables de la recopilación, 
verificación y presentación de datos han sido orientados/ capacitados 
sobre procesos y herramientas de gestión de datos. 


Esta pregunta se refiere a la formación en M&E. Si no todo el 
personal está entrenado, provea comentarios sobre que personal 
aún requiere capacitación. 


II - Definiciones de los Indicadores y Directrices de Informes 


La Unidad de M&E ha proporcionado directrices escritas al centro de  
agregación sobre … 


 


4. … qué se supone que deben reportar.  


5. 
… cómo deben ser presentados los informes (por ejemplo, en qué 
formato específico). 


 


6. … a quiénes se les debe presentar los informes.  


7. … cuándo se deben entregar los informes.  


III - Formularios de Recopilación de Datos y Preparación de Informes 


8. 
Se han provisto instrucciones claras y escritas por la Unidad de M&E 
sobre cómo completar los formularios/herramientas de recolección de 
datos e informes. 


“Claras” significa fácil de entender. 


9. 
La Unidad de M&E ha identificado un modelo estándar de informe 
para ser utilizado por todos los sitios que reportan (por ejemplo, 
mensual, trimestral, semestral, etc.). 


Compare esta respuesta y respectivos comentarios con la pregunta 
5 bajo el área II - Definiciones de los Indicadores y Directrices de 
Informes. 


10. De ser así, el informe estándar se utiliza consistentemente por el sitio.  
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11. 


Todas las fuentes de datos y formularios de presentación de informes 
pertinentes para medir el (los) indicador(es) están disponibles para su 
revisión (incluyendo impresiones con fecha en caso de un sistema 
computarizado). 


 


 IV - Procesos para la Gestión de Datos 


12. 


(Si aplica). Hay controles de calidad establecidos para cuando los 
datos de formularios impresos se introducen en una computadora (por 
ejemplo, doble entrada, la verificación posterior a la entrada de datos, 
etc.). 


Pregunte cuáles son éstos. 


13. 
(Si aplica). Hay un procedimiento escrito de copia de seguridad para 
cuando la entrada o el procesamiento de datos es computarizado. 


Pida para verlo. Si existen procedimientos de copia de seguridad, 
identificar el tipo de copia de seguridad en la sección de 
comentarios (por ejemplo, los CD, copia impresa, USBs, etc.) 


14. 
... De ser así, la última fecha de la copia de seguridad es apropiada 
dada la frecuencia de actualización del sistema computarizado (por 
ejemplo, las copias de seguridad son semanales o mensuales). 


Esta se responde Sí-completamente o No-nada.  NOTA: Mismo 
si en la pregunta 13 se anotó En parte, esta pregunta sigue siendo 
aplicable. 


15. 


(Si aplica). El sistema de registro evita los dobles conteos de los 
clientes o entre los puntos de servicio (por ejemplo, una persona que 
recibe el mismo servicio dos veces en un período de informe, una 
persona registrada como que recibe el mismo servicio en dos lugares 
diferentes, etc.). 


Pregunte acerca de la cuestión del doble conteo dentro del Nivel  
de Agregación, por ejemplo a través de los puntos de servicio. Si 
esto está documentado, anotar Sí-completamente. Si no se puede 
mostrar la documentación, pero pueden explicar claramente la 
forma en que abordan los temas del doble conteo, anotar  En 
parte.  


16. 
(Si aplica). El sistema de reporte permite la identificación y el registro 
de un "abandono", una persona que "perdió la visita de seguimiento" 
y una persona que falleció. 


Esta pregunta no es siempre aplicable a los indicadores de 
prevención. 
 
Esta pregunta aborda el tema de la pérdida de datos relacionados 
con las personas que salen del programa a través de los puntos de 
servicio. Esto no está directamente aplicable en los sitios de 
agregación. 


17. 


Hay un procedimiento escrito para abordar informes tardíos, 
incompletos, inexactos y faltantes; incluyendo el seguimiento con los 
puntos de entrega de servicio que reportan, en materia de calidad de 
datos. 


Pida ver el procedimiento. 


18. 
Si se han descubierto discrepancias en los datos en los informes de 
los puntos de entrega de servicio, el sitio de agregación del nivel 1 ha 
documentado cómo se han resuelto estas inconsistencias.   


Pida ver la evidencia. (Emails o reportes actualizados) 
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19. 


Se proporciona retroalimentación de forma sistemática a todos los 
puntos de entrega de servicio sobre la calidad de sus informes (es 
decir, exactitud, integridad y puntualidad). 
 


Pregunte cómo se hace y con qué frecuencia. 


V - Uso de Datos para la Toma de Decisiones 


20. 
El sitio de agregación desarrolla cuadros, gráficos, mapas, etc. para 
ilustrar los datos analizados (En caso afirmativo, pida verlos.) 


Hacer un listado de los gráficos, mapas, etc. que han sido vistos. 


21. ...Si es así, se asigna personal para desarrollarlos con regularidad. 
Identificar quién es responsable del desarrollo de los gráficos, 
tablas, mapas, etc. 


22. 
Existe personal asignado para interpretar y analizar los datos / 
resultados. 


Documentar quién y qué posiciones analizan los datos 


23. 
El sitio de agregación del nivel 1 proporciona orientación sobre el uso 
de los datos para los puntos de entrega de servicio. 


Pida ver cualquier proceso de orientación para el uso de datos. 


24. 


Los datos / resultados  analizados se presentan / difunden a los 
puntos de entrega de servicio en el momento oportuno para que la 
información se pueda utilizar para la toma de decisiones informada. 
(En caso afirmativo, pida ver un ejemplo.) 


Proporcionar ejemplos de cómo se han difundido los datos. 


25. 
Hay decisiones programáticas adoptadas por el sitio de agregación 
basado en datos/resultados analizados. (En caso afirmativo, pida 
ejemplos.) 


Escribir ejemplos de cómo los datos se han utilizado para la toma 
de decisiones. 


Table 7: Diagnóstico del Sistema – Unidad de M&E  


Parte 2 : Diagnóstico del Sistema 


I - Capacidades, Funciones y Responsabilidades de M&E 


1. 
Hay una estructura/organigrama documentada que identifica 
claramente las posiciones que tienen responsabilidades de gestión de 
datos de M&E. 


Pida ver esto, y pedir una copia electrónica si está disponible para 
ser archivados con los archivos RDQA. 


2. 
Todos los puestos dedicados para M&E y sistemas de gestión de 
datos están ocupados. 


Esto se refiere a los puestos de personal totalmente dedicado a 
M&E, por ejemplo, Oficial de M&E Oficial, responsable por la 
entrada de datos. 


3. 
Un alto funcionario de la Unidad de M&E es responsable de revisar 
los números agregados antes de la presentación/divulgación de los 
informes a otros grupos de interés. 


En caso afirmativo, indicar la posición de la persona. 


4. 
Existe personal designado responsable de revisar la calidad de los 
datos (es decir, exactitud, integridad y puntualidad) recibidos de los 
sitios intermedios de agregación/puntos de entrega de servicio. 


 
En caso afirmativo, indicar la posición de la persona. 
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5. 
Todo el personal de la Unidad de M&E que son responsables de la 
recopilación, verificación y presentación de datos han sido orientados 
/ capacitados sobre procesos y herramientas de gestión de datos. 


Esta pregunta se refiere a la formación en M&E. Si no todo el 
personal está entrenado, provea comentarios sobre que personal 
aún requiere capacitación. 


6. 
Hay un plan de formación para actualizar / renovar la formación de 
todo el personal pertinente de M&E responsable de la recopilación y 
presentación de datos. 


Pida ver el plan. 


II - Definiciones de los Indicadores y Directrices de Informes 


7. 


La Unidad de M&E ha documentado y compartido la definición del (de 
los) indicador(es) con todos los niveles pertinentes del sistema de 
información (es decir, los sitios de agregación, puntos de entrega de 
servicio). 


Esto se refiere específicamente a la definición formal del conjunto 
de indicadores que se están evaluando. Verificar la existencia de la 
definición en los niveles del Sistema de Información. 


8. 
Hay una descripción de los servicios que se relacionan con cada 
indicador medido por la Unidad de M&E. 


Esto se refiere específicamente a la documentación de la definición 
operativa del conjunto de indicadores que se están evaluando. 
Verifique si la Unidad de M&E ha compartido esto con todos 
niveles. 


9. 


Hay un documento escrito sobre el procedimiento que indica cuánto 


tiempo es necesario conservar los documentos de origen y los 


formularios de informes. 


Pida ver el procedimiento. 


10. 


Han sido proporcionadas las instrucciones claras por la Unidad de 


M&E sobre cómo completar la recopilación de datos y los formularios 


de presentación de informes. 


Pida ver las instrucciones. 


La Unidad de M&E ha proporcionado directrices escritas a cada nivel del 


sistema de información sobre… 
Pida ver las directrices. 


11. … qué se supone que deben reportar.  


12. 
… cómo deben ser presentados los informes (por ejemplo, en qué 
formato específico). 


 


13. … a quiénes se les debe presentar los informes.  


14. … cuándo se deben entregar los informes.  


III - Formularios de Recopilación de Datos y Preparación de Informes 


15. 


La Unidad de M&E ha identificado una fuente de datos estándar (por 
ejemplo, la historia clínica, la forma de admisión de clientes, registros, 
etc.) para ser utilizado por todos los puntos de entrega de servicio 
para registrar la prestación de servicios (es decir, la recolección de 
datos). 


Escribir el nombre de los documentos fuentes.  
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16. 
….De ser así, los modelos de formularios/herramientas se utilizan 


consistentemente por los proveedores de servicios. 
 


17. 
La Unidad de M&E ha identificado un modelo estándar de informe 
para ser utilizado por todos los sitios de todos los niveles que reportan 
(por ejemplo, mensual, trimestral, semestral, etc.). 


Pida ver una copia de la plantilla del reporte o un reporte más 
reciente.  


18. 
….De ser así, el informe estándar se utiliza consistentemente por los 
sitios de agregación y puntos de entrega de servicio. 


 


19. 


Los datos recopilados por el sistema de M&E tienen la precisión 
suficiente para medir el (los) indicador(es) (es decir, los datos 
relevantes están recopilados por sexo, edad, etc. si el indicador 
especifica desagregación por estas características). 


Pida verlo. 


20. 


Todas las fuentes de datos y formularios de presentación de informes 
pertinentes para medir el (los) indicador(es) están disponibles para su 
revisión (incluyendo impresiones con fecha en caso de un sistema 
computarizado). 


Compruebe que esta respuesta y comentario es consistente con el 
porcentaje en la pregunta 7 en la Parte 1: B – Desempeño de los 
Informes. 


IV - Procesos para la Gestión de Datos 


21. 


(Si aplica). Hay controles de calidad establecidos para cuando los 
datos de formularios impresos se introducen en una computadora (por 
ejemplo, doble entrada, la verificación posterior a la entrada de datos, 
etc.). 


Pregunte cuáles son éstos. 


22. 
(Si aplica). Hay un procedimiento escrito de copia de seguridad para 
cuando la entrada o el procesamiento de datos es computarizado. 


Pida para verlo. Si existen procedimientos de copia de seguridad, 
identificar el tipo de copia de seguridad en la sección de 
comentarios (por ejemplo, los CD, copia impresa, USBs, etc.) 


23. 
... De ser así, la última fecha de la copia de seguridad es apropiada 
dada la frecuencia de actualización del sistema computarizado (por 
ejemplo, las copias de seguridad son semanales o mensuales). 


Esta se responde Sí-completamente o No-nada. NOTA: Mismo si 
en la pregunta  22 se anotó En parte, esta pregunta sigue siendo 
aplicable. 


24. 


(Si aplica) Existe un procedimiento, para ser seguido por los puntos 
de entrega de servicio, indicando que los datos personales 
pertinentes deben conservarse de forma segura de acuerdo con las 
directrices nacionales o internacionales de confidencialidad. 


Si es relevante, pregúnteles si tienen una copia de las directrices 
nacionales de confidencialidad u otro documento. Si lo tienen, pida 
verlo. Si no lo están implementando, anotar No-nada. Si no se 
puede mostrar la documentación, pero pueden explicar claramente 
la forma en que abordan cuestiones de confidencialidad, anotar En 
parte. De lo contrario, anotar Sí-completamente. Si se 
documentan cuestiones de confidencialidad, pregunte si estos han 
sido provistos a todos niveles del Sistema de Información. 


25 
La Unidad de M&E ha documentado claramente la agregación de 
datos, análisis y/o etapas de manipulación realizadas en cada nivel 
del sistema de información. 


Pida verlo. 
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26. 


(Si aplica). El sistema de registro evita los dobles conteos de los 
clientes o entre los puntos de servicio (por ejemplo, una persona que 
recibe el mismo servicio dos veces en un período de informe, una 
persona registrada como que recibe el mismo servicio en dos lugares 
diferentes, etc.). 


Pregunte si existe un procedimiento para detectar el doble conteo. 
Si esto está documentado, anotar Sí-completamente. Si no se 
puede mostrar la documentación, pero pueden explicar claramente 
la forma en que abordan el doble conteo, anotar En parte.  
 


27. 
(Si aplica). El sistema de reporte permite la identificación y el registro 
de un "abandono", una persona que "perdió la visita de seguimiento" 
y una persona que falleció. 


Esta pregunta no es siempre aplicable a los indicadores de 
prevención. 
Esta pregunta aborda el tema de la pérdida de datos relacionados 
con las personas que salen del programa a través de los puntos de 
servicio. Esto no está directamente aplicable a la Unidad de M&E. 


28. 
Hay un procedimiento escrito para abordar informes tardíos, 
incompletos, inexactos y faltantes; incluyendo el seguimiento con los 
sitios de todos los niveles que reportan, sobre calidad de datos. 


Pida verlo. 


29. 
Si se han descubierto discrepancias en los datos en los informes de 
los sitios de todos los niveles que reportan, la Unidad de M&E ha 
documentado cómo se han resuelto estas inconsistencias.   


Pídales que expliquen el proceso y que muestren la 
documentación. 


30. 
Se proporciona retroalimentación de forma sistemática a todos los 
sitios de agregación/puntos de entrega de servicio sobre la calidad de 
sus informes (es decir, exactitud, integridad y puntualidad). 


Pregunte cómo se hace y con qué frecuencia 


31. 
La Unidad de M&E lleva a cabo visitas de supervisión periódicas a los 
sitios de agregación/puntos de entrega de servicio. 


Pida ver un informe de supervisión y documentar en qué intervalos 
se llevan a cabo las visitas "regulares". 
 


V - Uso de Datos para la Toma de Decisiones 


32. 
La Unidad de M&E desarrolla cuadros, gráficos, mapas, etc. para 
ilustrar los datos analizados (En caso afirmativo, pida verlos.) 


Hacer un listado de los gráficos, mapas, etc. que han sido vistos. 


33. ...Si es así, se asigna personal para desarrollarlos. 
Identificar quién es responsable del desarrollo de los gráficos, 
tablas, mapas, etc. 


34. 
Existe personal asignado para interpretar y analizar los datos / 
resultados. 


Documentar quién y qué posiciones analizan los datos 


35. 
La Unidad de M&E proporciona orientación sobre el uso de datos a 
los niveles que reportan (sitios de agregación / puntos de servicio). 


Describir el tipo de orientación proporcionada. 


36. 


Los datos / resultados  analizados se presentan / difunden a los sitios 
que reportan en el momento oportuno para que la información se 
puede utilizar para la toma de decisiones informada. (En caso 
afirmativo, pida ver un ejemplo.) 


Escribir ejemplos de cómo los datos se han utilizado para la toma 
de decisiones. 


37. 
Hay decisiones programáticas adoptadas por la Unidad de M&E 
basado en datos/resultados analizadas. (En caso afirmativo, pida 
ejemplos.) 


Escribir ejemplos de decisiones programáticas hechas. 







 


 


 


2.5 RECOMENDACIONES – RDQA PARTE 3 


Con base en los resultados del diagnóstico del sistema y la verificación de datos en los 


diferentes niveles, las acciones se pueden aplicar a cualquier problema de calidad de datos 


identificados a través de medidas de refuerzo recomendadas, incluyendo una estimación del 


tiempo necesario para que se implementen las medidas. 


La herramienta RDQA ofrece plantillas para recomendaciones (acciones) para cada sitio 


que se incluyó en el diagnóstico. La Tabla 8 muestra la plantilla de recomendaciones, que 


es idéntica en todos los niveles, con instrucciones para resumir las cuestiones clave que 


deben ser objeto de seguimiento. 


El producto final del RDQA es un plan de acción para mejorar la calidad de los datos que se 


describen las medidas de refuerzo identificado, el personal responsable, la línea de tiempo 


de ejecución, los recursos necesarios y el seguimiento. La plantilla para el plan de acción se 


muestra en la Figura 6 en la Sección 1.4 Productos. 


Table 8: Plantilla de Recomendaciones 


Parte 3: Recomendaciones 


 Con base en los hallazgos del diagnóstico y la verificación de datos en el sitio, por favor describa cualquier desafío a la 


calidad de los datos identificado y las  medidas de fortalecimiento recomendadas, con una estimación de la duración 


de tiempo que podría tomar la medida de mejora. Estos serán discutidos con la Unidad de M&E. 


 Debilidades identificadas Descripción de la Acción Responsable(s) Cronograma 


1     


2     


3     


4     


3. USO DE LA HERRAMIENTA RDQA POR CADA NIVEL DE SISTEMA  


En esta sección se describe el proceso para completar la herramienta RDQA en los distintos 


niveles del sistema de información.  


Algunas de las preguntas de la sección del diagnóstico del sistema se les pide a todos los 


niveles, mientras que otros sólo se les pide en uno o dos niveles. Del mismo modo, algunas 


de las secciones de revisión de datos se aplican a todos los niveles, mientras que otros sólo 


se implementan en uno o dos niveles. Por ejemplo, en la sección de verificación de datos de  


la Unidad de M&E y sitios intermedios de agregación (niveles 1 y 2), hay dos partes: el 


recuento de los resultados reportados y desempeño de los informes (porcentajes 


disponibles, completos y puntuales). En los puntos de servicio, sin embargo, hay un tercer 


componente: verificación cruzada que permite comparar registros entre diferentes fuentes 


de datos. 
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3.1 UNIDAD de M&E 


La mayoría de los RDQAs incluirán visitas a nivel de la Unidad de M&E. En la Unidad de 


M&E, se debe completar los siguientes pasos generales. En primer lugar, antes de empezar 


con las preguntas de la herramienta, asegúrese de haber rellenado la página de 


información. Completar los diferentes campos con la información apropiada. Completar la 


información sobre el personal entrevistado y fecha en que se llevó a cabo el RDQA, 


revisando al final del diagnóstico para asegurarse de la precisión de toda la información 


recolectada. 


En seguida, llevar a cabo el diagnóstico en la Unidad de M&E, aún que sea una auto-


evaluación, y rellenar la hoja de trabajo de la Unidad de M&E de la herramienta RDQA. Las 


instrucciones detalladas se incluyen en las secciones 2.3, 2.4 y 2.5 de este documento. 


3.2 SITIOS INTERMEDIOS DE AGREGACIÓN (NIVEL 1 Y 2) 


En cada sitio intermedio de agregación (nivel 1 y 2), el equipo RDQA debe completar los 


siguientes pasos generales. 


Las diez primeras filas de las hojas de trabajo de los sitios intermedios de agregación 


niveles 1 y 2 se rellenarán automáticamente en función de los datos ingresados en la página 


de información. Si no es así, la página de la información debe ser completada. Revise las 


respuestas de las preguntas 7 a la 14 del diagnóstico del sistema de la Unidad e M&E. 


Estos se refieren a la documentación que el personal de la Unidad de M&E dicen han 


puesto a disposición o no de los puntos de servicio y sitios de agregación. Confirme estas 


respuestas y tome nota de ellos en los comentarios de las preguntas relevantes en la 


evaluación del sitio intermedio de agregación. 


A continuación, llevar a cabo el diagnóstico del sitio de agregación y rellene las hojas de 


trabajo de los sitios de agregación nivel 1 y 2, si es aplicable. Las instrucciones detalladas 


se incluyen en las secciones 2.3, 2.4 y 2.5 de este documento. 


3.3 PUNTOS DE ENTREGA DE SERVICIO 


En cada punto de servicio, el equipo RDQA debe completar los siguientes pasos generales. 


Las diez primeras filas de las hojas de trabajo de los puntos de servicio se rellenarán 


automáticamente en función de los datos ingresados en la página de información. Revise 


las respuestas de las preguntas 7 a la 14 del diagnóstico del sistema de la Unidad e M&E. 


Estos se refieren a la documentación que el personal de la Unidad de M&E dicen han 


puesto a disposición o no de los puntos de servicio y sitios de agregación. Confirme estas 


respuestas y tome nota de ellos en los comentarios de las preguntas relevantes en la 


evaluación del punto de entrega de servicio. 


A continuación, llevar a cabo el diagnóstico del punto de servicio y rellene las hojas de 


trabajo de los puntos de servicio. Las instrucciones detalladas se incluyen en las secciones 


2.3, 2.4 y 2.5 de este documento. 


Durante las visitas, actividades rutinarias que irán a fortalecer la calidad de los datos deben 


hacerse enfatizando, incluyendo pero no limitado a lo siguiente:  
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 En cada punto de servicio, los registros/formularios deben tener claros criterios para 


para su llenado. 


 Con el objetivo de garantizar la consistencia en el llenado de los 


registros/formularios, el personal encargado debe recibir monitoreo constante y 


capacitación con el fin de garantizar que los indicadores se conocen bien. 


 Destacar la necesidad de completar los registros/formularios con cuidado y atención 


también se puede lograr mediante la enseñanza al personal involucrado de la 


importancia de los datos recolectados que se hacen parte de un amplio sistema de 


información, para que ellos puedan entender cómo sus datos se transmiten a un 


nivel superior del sistema de información para la toma decisiones y la planificación. 
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INSTRUCTIONS

		B – INSTRUCTIONS FOR USE OF THE RDQA

		1.  Determine Purpose

The RDQA checklist can be used for:  

 Initial assessment of M&E systems established by new implementing partners (or in decentralized systems) to collect, manage and report data. 

 Routine supervision of data management and reporting systems and data quality at various levels.  For example, routine supervision visits may include checking on a certain time period worth of data (e.g. one day, one week or one month) at the service site level, whereas periodic assessments (e.g. quarterly, biannually or annually) could be carried out at all levels to assess the functioning of the entire Program/project’s M&E system. 

 Periodic assessment by donors of the quality of data being provided to them (this use of the DQA could be more frequent and more streamlined than official data quality audits that use the DQA for Auditing) but less frequent than routine monitoring of data.  

 Preparation for a formal data quality audit.

The RDQA is flexible for all of these uses.  Countries and programs are encouraged to adapt the checklist to fit local program contexts.

		2. Level/Site Selection
Select levels and sites to be included (depending on the purpose and resources available).  Once the purpose has been determined, the second step in the RDQA is to decide what levels of the data-collection and reporting system will be included in the assessment - service sites, intermediate aggregation levels, and/or central M&E unit.  The levels should be determined once the appropriate reporting levels have been identified and “mapped” (e.g., there are 100 sites providing the services in 10 districts. Reports from sites are sent to districts, which then send aggregated reports to the M&E Unit). In some cases, the data flow will include more than one intermediate level (e.g. regions, provinces or states or multiple levels of program organizations).

		3. Identify indicators, data sources and reporting period.                                                                                                                                                                                           The RDQA is designed to assess the quality of data and underlying systems related to indicators that are reported to programs or donors. It is necessary to select one or more indicators – or at least program areas – to serve as the subject of the RDQA. This choice will be based on the list of reported indicators. For example, a program focusing on treatment for HIV may report indicators of numbers of people on ART. Another program may focus on meeting the needs of orphans or vulnerable children, therefore the indicators for that program would be from the OVC program area.  A malaria program might focus on providing insecticide-treated bed nets (ITN) or on treating people for malaria – or on both of those activities.

		4. Conduct site visits.  During the site visits, the relevant sections of the appropriate checklists in the Excel file are filled out (e.g. the service site checklist at service sites, etc). These checklists are completed following interviews of relevant staff and reviews of site documentation.   Using the drop down lists on the HEADER page of this workbook, select the appropriate number of Intermediate Aggregation Levels (IAL) and Service Delivery Points (SDP) to be reviewed.  The appropriate number of worksheets will automatically appear in the RDQA workbook  (up to 12 SDP and 4 IALs).

5. Review outputs and findings.   The RDQAoutputs need to be reviewed for each site visited. Site-specific summary findings in the form of recommendations are noted at each site visited.

		The RDQA checklists exist in MS Excel format and responses can be entered directly into the spreadsheets on the computer.  Alternatively, the checklists can be printed and completed by hand.   When completed electronically, a dashboard produces graphics of summary statistics for each site and level of the reporting system.                                                                              The dashboard displays two (2) graphs for each site visited:

		- A spider-graph displays qualitative data generated from the assessment of the data-collection and reporting system and can be used to prioritize areas for improvement.
 - A bar-chart shows the quantitative data generated from the data verifications; these can be used to plan for data quality improvement.

		In addition, a 'Global Dashboard' shows statistics aggregated across and within levels to highlight overall strengths and weaknesses in the reporting system.   The Global Dashboard shows a spider graph for qualitative assessments and a bar chart for quantitative assessments as above.  In addition,  stengths and weakness of the reporting system are displayed as dimensions of data quality in a 100% stacked bar chart.  For this analysis questions are grouped by the applicable dimension of data quality (e.g. accuracy or reliability) and the number of responses by type of response (e.g. 'Yes - completely', 'Partly' etc.) are plotted as a percentage of all responses.  A table of survey questions and their associated dimensions of data quality can be found on the 'Dimensions of data quality' tab in this workbook.

		6. Develop a system’s strengthening plan, including follow-up actions.  The final output of the RDQA is an action plan for improving data quality which describes the identified strengthening measures, the staff responsible, the timeline for completion, resources required and follow-up.  Using the graphics and the detailed comments for each question, weak performing functional areas of the reporting system can be identified.  Program staff can then outline strengthening measures (e.g. training, data reviews), assign responsibilities and timelines and identify resources using the Action Plan tab in this workbook.

		Annex:   Data Analysis and interpretation
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		3

		4

		5

		6

		7

		8

		Service Delivery Points (SDPs)

		Name of Site																Facility Code		District		District Code		Region		Region Code		Date (mm/dd/yy)

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10

		11

		12

		13

		14

		15

		16

		17

		18

		19

		20

		21

		22

		23

		24
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Service Point 1

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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Service Point 1

		0

		0

		0

		0



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point



Service Point 2

		0

		0

		0

		0

		0



Data Management Assessment - Service Delivery Point



Service Point 3

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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Service Point 3

		0

		0

		0

		0



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point



Service Point 4

		0

		0

		0

		0

		0



Data Management Assessment - Service Delivery Point



Service Point 5

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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Service Point 5

		1.2



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point



Service Point 6

		2

		1.5

		2.2

		2.17

		2.25



Data Management Assessment - Service Delivery Point



Service Point 7

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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Service Point 7

		0.9230769231



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point



Service Point 8

		1.67

		1.5

		1.8

		1.83

		1.75



Data Management Assessment - Service Delivery Point



Service Point 9

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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Service Point 9

		0.7777777778



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point



Service Point 10

		2.33

		1.75

		2.2

		2.17

		2



Data Management Assessment - Service Delivery Point



Service Point 11

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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Service Point 11

		0.6666666667



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point



Service Point 12
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Data Management Assessment - Service Delivery Point



Service Point 13

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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Service Point 13

		0.6818181818



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point



Service Point 14
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Data Management Assessment - Service Delivery Point



Service Point 15

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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Service Point 15

		0.96875



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point



Service Point 16
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Data Management Assessment - Service Delivery Point



Service Point 17

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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Service Point 17

		0



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point



Service Point 18

		0

		0

		0

		0

		0



Data Management Assessment - Service Delivery Point



Service Point 19

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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Service Point 19

		0



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point



Service Point 20
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		0

		0



Data Management Assessment - Service Delivery Point



Service Point 21

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point



&A&RPage &P



Service Point 21

		0



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point



Service Point 22

		0
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		0

		0

		0



Data Management Assessment - Service Delivery Point



Service Point 23

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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Service Point 23

		0



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point
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		0



Data Management Assessment - Service Delivery Point



Service Site Summary

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point



&A&RPage &P



Service Site Summary

		0



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point



District Site 1

		0

		0

		0

		0

		0



Data Management Assessment - Service Delivery Point



District Site 2

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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District Site 2

		0



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point



District Site 3

		0

		0

		0

		0

		0



Data Management Assessment - Service Delivery Point



District Site 4

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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District Site 4

		0



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point



District Site 5

		0

		0

		0

		0

		0



Data Management Assessment - Service Delivery Point



District Site 6

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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District Site 6

		0



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point
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		0
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		0

		0



Data Management Assessment - Service Delivery Point



District Site 8

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point



&A&RPage &P



District Site 8

		0



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point



District Summary

		0

		0

		0

		0

		0



Data Management Assessment - Service Delivery Point



Regional Site 1

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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Regional Site 1

		0



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point



Regional Site 2

		0

		0

		0

		0

		0



Data Management Assessment - Service Delivery Point



Regional Site 3

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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Regional Site 3

		0



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point



Regional Site 4

		0

		0

		0

		0

		0



Data Management Assessment - Service Delivery Point



Regional Summary

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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Regional Summary

		0



Data and Reporting Verifications - Service Delivery Point

Data and Reporting Verifications - 
Service Delivery Point



National Level - M&E Unit

		0

		0

		0

		0

		0



Data Management Assessment - Service Delivery Point



System Assessment Summary

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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RDQA Final Action Plan

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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Data Export

		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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		Data Verification and System Assessment Sheet - Service Delivery Point

		Service Delivery Point/Organization:						-

		Region and District:						-																																						Data Management Assessment - Service Delivery Point

		Indicator Reviewed:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Date of Review:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Reporting Period Verified:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				4		N/A		IV- Data Management 
Processes

																																														5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications

		A - Documentation Review:

				Review availability and completeness of all indicator source documents for the selected reporting period.

		1		Review available source documents for the reporting period being verified. Is there any indication that source documents are missing?		-				0																																				Data and Reporting Verifications - Service Delivery Point

				If yes, determine how this might have affected reported numbers.																																												-		Verification Factor

		2		Are all available source documents complete?		-				0

				If no, determine how this might have affected reported numbers.

		3		Review the dates on the source documents.  Do all dates fall within the reporting period?		-				0

				If no, determine how this might have affected reported numbers.

		B - Recounting reported Results:

				Recount results from source documents, compare the verified numbers to the site reported numbers and explain discrepancies (if any).

		4		Recount the number of people, cases or events during the reporting period by reviewing the source documents. [A]

		5		Enter the number of people, cases or events reported by the site during the reporting period from the site summary report. [B]

		6		Calculate the ratio of recounted to reported numbers. [A/B]				-

		7		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		C - Cross-check reported results with other data sources:

		Cross-checks can be performed by examining separate inventory records documenting the quantities of treatment drugs, test-kits or ITNs purchased and delivered during the reporting period to see if these numbers corroborate the reported results.  Other cross-checks could include, for example, randomly selecting 20 patient cards and verifying if these patients were recorded in the unit, laboratory or pharmacy registers. To the extent relevant, the cross-checks should be performed in both directions (for example, from Patient Treatment Cards to the Register and from Register to Patient Treatment Cards).

		8		List the documents used for performing the cross-checks.

		9		Describe the cross-checks performed?

		10		What are the reasons for the discrepancy (if any) observed?

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to districts, to regional offices, to the central M&E Unit).		N/A				0

		2		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III - Data-collection and Reporting Forms and Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		12		The data collected on the source document has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies desegregation by these characteristics).		N/A				0

		IV- Data Management Processes				N/A

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		….if yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		V - Links with National Reporting System				N/A

		19		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		20		When applicable, data are reported through a single channel of the national information systems.		N/A				0

		21		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		22		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Recommendations for the Service Site

				Based on the findings of the systems’ review and data verification at the service site, please describe any challenges to data quality identified and recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  These will be discussed with the Program.

				Identified Weaknesses		Description of Action Point		Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Service Delivery Point
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		Service Delivery Site Summary Statistics

																																																												Service Site Summary

																																																												-		-

																																																												-		-

																																																												-		-

																																																												-		-

																																																												-		-

																																																												-		-

																																																												-		-

																																																												-		-

																																																												-		-

																																																												-		-

																																																												-		-

																																																												-		-

																																																												-		-

																																																												Data Management Assessment - Service Delivery Point																				yes -completely		partly		no, not at all		N/A

																																																												1		-		M&E Capacities, Roles and Responsibilities														accuracy		0		0		0		0

																																																												2		-		Training														reliability		0		0		0		0

																																																												3		-		Data Reporting Requirements														timeliness		0		0		0		0

																																																												4		-		Data-collection and Reporting Forms and Tools														completeness		0		0		0		0

																																																												5		-		Data Management Processes and Data Quality Controls														precision		0		0		0		0

																																																												6		0.00		Links with National Reporting System														confidentiality		0		0		0		0

																																																																														integrity		0		0		0		0
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		Data Verification and System Assessment Sheet - District Site

		District Site/Organization:						-																																						Data Management Assessment - District Site 1

		Region and District:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Indicator Reviewed:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Date of Review:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Reporting Period Verified:						-																																						4		N/A		IV- Data Management 
Processes

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications																																														-		Verification factor

		A - Recounting reported Results:																																														-		% Available

		Recount results from the periodic reports sent from service sites to the District and compare to the value reported by the District.  Explain discrepancies (if any).																																														-		%  On Time

		1		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number? [A]																																												-		% Complete

		2		What aggregated result was contained in the summary report prepared by the District (and submitted to the next reporting level)? [B]

		3		Calculate the ratio of recounted to reported numbers. [A/B]				-

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		B - Reporting Performance:

		Review availability, completeness, and timeliness of reports from all Service Delivery Sites. How many reports should there have been from all Sites?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all service sites? [A]

		6		How many reports are there? [B]

		7		Calculate % Available Reports [B/A]				-

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]

		9		Calculate % On time Reports [C/A]				-

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data*). [D]

		11		Calculate % Complete Reports [D/A]				-

						0

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from sub-reporting levels (e.g., service points).		N/A				0

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to the central M&E Unit).		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III- Data-collection and Reporting Forms / Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		IV- Data Management Processes				N/A

		12		Feedback is systematically provided to all service points on the quality of their reporting (i.e., accuracy, completeness and timeliness).		N/A				0

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		19		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		N/A				0

		20		If data discrepancies have been uncovered in reports from service points, the Intermediate Aggregation Levels (e.g., districts or regions) have documented how these inconsistencies have been resolved.		N/A				0

		V - Links with National Reporting System				N/A

		17		When applicable, the data are reported through a single channel of the national reporting system.		N/A				0

		21		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		22		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		23		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:  Recommendations for the District Site

		Based on the findings of the systems’ review and data verification at the intermediate aggregation site, please describe any compliance requirements or recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  See systems assessment functions by function area (table below) for review of system).   Action points should be discussed with the Program.

				Identified Weaknesses				Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  District Site
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		0

		0

		0

		0

		0



Data Management Assessment - District Site 1

Data Management Assessment - 
District Site



		0

		0

		0

		0



Data and Reporting Verifications - 
District Site



		Data Verification and System Assessment Sheet - District Site

		District Site/Organization:						-																																						Data Management Assessment - District Site 2

		Region and District:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Indicator Reviewed:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Date of Review:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Reporting Period Verified:						-																																						4		N/A		IV- Data Management 
Processes

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications																																														-		Verification factor

		A - Recounting reported Results:																																														-		% Available

		Recount results from the periodic reports sent from service sites to the District and compare to the value reported by the District.  Explain discrepancies (if any).																																														-		%  On Time

		1		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number? [A]																																												-		% Complete

		2		What aggregated result was contained in the summary report prepared by the District (and submitted to the next reporting level)? [B]

		3		Calculate the ratio of recounted to reported numbers. [A/B]				-

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		B - Reporting Performance:

		Review availability, completeness, and timeliness of reports from all Service Delivery Sites. How many reports should there have been from all Sites?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all service sites? [A]

		6		How many reports are there? [B]

		7		Calculate % Available Reports [B/A]				-

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]

		9		Calculate % On time Reports [C/A]				-

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data*). [D]

		11		Calculate % Complete Reports [D/A]				-

						0

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from sub-reporting levels (e.g., service points).		N/A				0

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to the central M&E Unit).		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III- Data-collection and Reporting Forms / Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		IV- Data Management Processes				N/A

		12		Feedback is systematically provided to all service points on the quality of their reporting (i.e., accuracy, completeness and timeliness).		N/A				0

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		19		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		N/A				0

		20		If data discrepancies have been uncovered in reports from service points, the Intermediate Aggregation Levels (e.g., districts or regions) have documented how these inconsistencies have been resolved.		N/A				0

		V - Links with National Reporting System				N/A

		17		When applicable, the data are reported through a single channel of the national reporting system.		N/A				0

		21		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		22		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		23		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:  Recommendations for the District Site

		Based on the findings of the systems’ review and data verification at the intermediate aggregation site, please describe any compliance requirements or recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  See systems assessment functions by function area (table below) for review of system).   Action points should be discussed with the Program.

				Identified Weaknesses				Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  District Site
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		0

		0

		0

		0

		0



Data Management Assessment - District Site 2

Data Management Assessment - 
District Site



		0

		0

		0

		0



Data and Reporting Verifications - 
District Site



		Data Verification and System Assessment Sheet - District Site

		District Site/Organization:						-																																						Data Management Assessment - District Site 3

		Region and District:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Indicator Reviewed:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Date of Review:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Reporting Period Verified:						-																																						4		N/A		IV- Data Management 
Processes

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications																																														-		Verification factor

		A - Recounting reported Results:																																														-		% Available

		Recount results from the periodic reports sent from service sites to the District and compare to the value reported by the District.  Explain discrepancies (if any).																																														-		%  On Time

		1		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number? [A]																																												-		% Complete

		2		What aggregated result was contained in the summary report prepared by the District (and submitted to the next reporting level)? [B]

		3		Calculate the ratio of recounted to reported numbers. [A/B]				-

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		B - Reporting Performance:

		Review availability, completeness, and timeliness of reports from all Service Delivery Sites. How many reports should there have been from all Sites?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all service sites? [A]

		6		How many reports are there? [B]

		7		Calculate % Available Reports [B/A]				-

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]

		9		Calculate % On time Reports [C/A]				-

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data*). [D]

		11		Calculate % Complete Reports [D/A]				-

						0

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from sub-reporting levels (e.g., service points).		N/A				0

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to the central M&E Unit).		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III- Data-collection and Reporting Forms / Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		IV- Data Management Processes				N/A

		12		Feedback is systematically provided to all service points on the quality of their reporting (i.e., accuracy, completeness and timeliness).		N/A				0

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		19		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		N/A				0

		20		If data discrepancies have been uncovered in reports from service points, the Intermediate Aggregation Levels (e.g., districts or regions) have documented how these inconsistencies have been resolved.		N/A				0

		V - Links with National Reporting System				N/A

		17		When applicable, the data are reported through a single channel of the national reporting system.		N/A				0

		21		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		22		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		23		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:  Recommendations for the District Site

		Based on the findings of the systems’ review and data verification at the intermediate aggregation site, please describe any compliance requirements or recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  See systems assessment functions by function area (table below) for review of system).   Action points should be discussed with the Program.

				Identified Weaknesses				Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  District Site



&A&RPage &P



		0

		0

		0

		0

		0



Data Management Assessment - District Site 3

Data Management Assessment - 
District Site



		0

		0

		0

		0



Data and Reporting Verifications - 
District Site



		Data Verification and System Assessment Sheet - District Site

		District Site/Organization:						-																																						Data Management Assessment - District Site 4

		Region and District:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Indicator Reviewed:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Date of Review:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Reporting Period Verified:						-																																						4		N/A		IV- Data Management 
Processes

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications																																														-		Verification factor

		A - Recounting reported Results:																																														-		% Available

		Recount results from the periodic reports sent from service sites to the District and compare to the value reported by the District.  Explain discrepancies (if any).																																														-		%  On Time

		1		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number? [A]																																												-		% Complete

		2		What aggregated result was contained in the summary report prepared by the District (and submitted to the next reporting level)? [B]

		3		Calculate the ratio of recounted to reported numbers. [A/B]				-

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		B - Reporting Performance:

		Review availability, completeness, and timeliness of reports from all Service Delivery Sites. How many reports should there have been from all Sites?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all service sites? [A]

		6		How many reports are there? [B]

		7		Calculate % Available Reports [B/A]				-

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]

		9		Calculate % On time Reports [C/A]				-

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data*). [D]

		11		Calculate % Complete Reports [D/A]				-

						0

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from sub-reporting levels (e.g., service points).		N/A				0

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to the central M&E Unit).		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III- Data-collection and Reporting Forms / Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		IV- Data Management Processes				N/A

		12		Feedback is systematically provided to all service points on the quality of their reporting (i.e., accuracy, completeness and timeliness).		N/A				0

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		19		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		N/A				0

		20		If data discrepancies have been uncovered in reports from service points, the Intermediate Aggregation Levels (e.g., districts or regions) have documented how these inconsistencies have been resolved.		N/A				0

		V - Links with National Reporting System				N/A

		17		When applicable, the data are reported through a single channel of the national reporting system.		N/A				0

		21		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		22		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		23		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:  Recommendations for the District Site

		Based on the findings of the systems’ review and data verification at the intermediate aggregation site, please describe any compliance requirements or recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  See systems assessment functions by function area (table below) for review of system).   Action points should be discussed with the Program.

				Identified Weaknesses				Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  District Site
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		0

		0

		0

		0

		0



Data Management Assessment - District Site 4

Data Management Assessment - 
District Site



		0

		0

		0

		0



Data and Reporting Verifications - 
District Site



		Data Verification and System Assessment Sheet - District Site

		District Site/Organization:						-																																						Data Management Assessment - District Site 1

		Region and District:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Indicator Reviewed:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Date of Review:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Reporting Period Verified:						-																																						4		N/A		IV- Data Management 
Processes

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications																																														-		Verification factor

		A - Recounting reported Results:																																														-		% Available

		Recount results from the periodic reports sent from service sites to the District and compare to the value reported by the District.  Explain discrepancies (if any).																																														-		%  On Time

		1		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number? [A]																																												-		% Complete

		2		What aggregated result was contained in the summary report prepared by the District (and submitted to the next reporting level)? [B]

		3		Calculate the ratio of recounted to reported numbers. [A/B]				-

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		B - Reporting Performance:

		Review availability, completeness, and timeliness of reports from all Service Delivery Sites. How many reports should there have been from all Sites?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all service sites? [A]

		6		How many reports are there? [B]

		7		Calculate % Available Reports [B/A]				-

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]

		9		Calculate % On time Reports [C/A]				-

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data*). [D]

		11		Calculate % Complete Reports [D/A]				-

						0

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from sub-reporting levels (e.g., service points).		N/A				0

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to the central M&E Unit).		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III- Data-collection and Reporting Forms / Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		IV- Data Management Processes				N/A

		12		Feedback is systematically provided to all service points on the quality of their reporting (i.e., accuracy, completeness and timeliness).		N/A				0

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		19		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		N/A				0

		20		If data discrepancies have been uncovered in reports from service points, the Intermediate Aggregation Levels (e.g., districts or regions) have documented how these inconsistencies have been resolved.		N/A				0

		V - Links with National Reporting System				N/A

		17		When applicable, the data are reported through a single channel of the national reporting system.		N/A				0

		21		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		22		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		23		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:  Recommendations for the District Site

		Based on the findings of the systems’ review and data verification at the intermediate aggregation site, please describe any compliance requirements or recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  See systems assessment functions by function area (table below) for review of system).   Action points should be discussed with the Program.

				Identified Weaknesses				Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  District Site
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		I - M&E Structure, 
Functions and Capabilities

		II- Indicator 
Definitions and 
Reporting 
Guidelines

		III - Data-collection 
and Reporting Forms 
and Tools

		IV- Data Management 
Processes

		V - Links with 
National 
Reporting System



Data Management Assessment - District Site 1

Data Management Assessment - 
District Site

0

0

0

0

0



		Verification factor

		% Available

		%  On Time

		% Complete



Data and Reporting Verifications - 
District Site

0

0

0

0



		I - M&E Structure, 
Functions and Capabilities

		II- Indicator 
Definitions and 
Reporting 
Guidelines

		III - Data-collection 
and Reporting Forms 
and Tools

		IV- Data Management 
Processes

		V - Links with 
National 
Reporting System



Data Management Assessment - District Site 1

Data Management Assessment - 
District Site

0

0

0

0

0



		Verification factor

		% Available

		%  On Time

		% Complete



Data and Reporting Verifications - 
District Site

0

0

0

0



		Data Verification and System Assessment Sheet - District Site

		District Site/Organization:						-																																						Data Management Assessment - District Site 1

		Region and District:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Indicator Reviewed:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Date of Review:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Reporting Period Verified:						-																																						4		N/A		IV- Data Management 
Processes

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications																																														-		Verification factor

		A - Recounting reported Results:																																														-		% Available

		Recount results from the periodic reports sent from service sites to the District and compare to the value reported by the District.  Explain discrepancies (if any).																																														-		%  On Time

		1		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number? [A]																																												-		% Complete

		2		What aggregated result was contained in the summary report prepared by the District (and submitted to the next reporting level)? [B]

		3		Calculate the ratio of recounted to reported numbers. [A/B]				-

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		B - Reporting Performance:

		Review availability, completeness, and timeliness of reports from all Service Delivery Sites. How many reports should there have been from all Sites?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all service sites? [A]

		6		How many reports are there? [B]

		7		Calculate % Available Reports [B/A]				-

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]

		9		Calculate % On time Reports [C/A]				-

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data*). [D]

		11		Calculate % Complete Reports [D/A]				-

						0

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from sub-reporting levels (e.g., service points).		N/A				0

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to the central M&E Unit).		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III- Data-collection and Reporting Forms / Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		IV- Data Management Processes				N/A

		12		Feedback is systematically provided to all service points on the quality of their reporting (i.e., accuracy, completeness and timeliness).		N/A				0

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		19		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		N/A				0

		20		If data discrepancies have been uncovered in reports from service points, the Intermediate Aggregation Levels (e.g., districts or regions) have documented how these inconsistencies have been resolved.		N/A				0

		V - Links with National Reporting System				N/A

		17		When applicable, the data are reported through a single channel of the national reporting system.		N/A				0

		21		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		22		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		23		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:  Recommendations for the District Site

		Based on the findings of the systems’ review and data verification at the intermediate aggregation site, please describe any compliance requirements or recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  See systems assessment functions by function area (table below) for review of system).   Action points should be discussed with the Program.

				Identified Weaknesses				Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  District Site
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		I - M&E Structure, 
Functions and Capabilities

		II- Indicator 
Definitions and 
Reporting 
Guidelines

		III - Data-collection 
and Reporting Forms 
and Tools

		IV- Data Management 
Processes

		V - Links with 
National 
Reporting System



Data Management Assessment - District Site 1

Data Management Assessment - 
District Site

0

0

0

0

0



		Verification factor

		% Available

		%  On Time

		% Complete



Data and Reporting Verifications - 
District Site

0

0

0

0



		I - M&E Structure, 
Functions and Capabilities

		II- Indicator 
Definitions and 
Reporting 
Guidelines

		III - Data-collection 
and Reporting Forms 
and Tools

		IV- Data Management 
Processes

		V - Links with 
National 
Reporting System



Data Management Assessment - District Site 1

Data Management Assessment - 
District Site

0

0

0

0

0



		Verification factor

		% Available

		%  On Time

		% Complete



Data and Reporting Verifications - 
District Site

0

0

0

0



		Data Verification and System Assessment Sheet - District Site

		District Site/Organization:						-																																						Data Management Assessment - District Site 1

		Region and District:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Indicator Reviewed:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Date of Review:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Reporting Period Verified:						-																																						4		N/A		IV- Data Management 
Processes

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications																																														-		Verification factor

		A - Recounting reported Results:																																														-		% Available

		Recount results from the periodic reports sent from service sites to the District and compare to the value reported by the District.  Explain discrepancies (if any).																																														-		%  On Time

		1		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number? [A]																																												-		% Complete

		2		What aggregated result was contained in the summary report prepared by the District (and submitted to the next reporting level)? [B]

		3		Calculate the ratio of recounted to reported numbers. [A/B]				-

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		B - Reporting Performance:

		Review availability, completeness, and timeliness of reports from all Service Delivery Sites. How many reports should there have been from all Sites?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all service sites? [A]

		6		How many reports are there? [B]

		7		Calculate % Available Reports [B/A]				-

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]

		9		Calculate % On time Reports [C/A]				-

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data*). [D]

		11		Calculate % Complete Reports [D/A]				-

						0

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from sub-reporting levels (e.g., service points).		N/A				0

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to the central M&E Unit).		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III- Data-collection and Reporting Forms / Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		IV- Data Management Processes				N/A

		12		Feedback is systematically provided to all service points on the quality of their reporting (i.e., accuracy, completeness and timeliness).		N/A				0

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		19		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		N/A				0

		20		If data discrepancies have been uncovered in reports from service points, the Intermediate Aggregation Levels (e.g., districts or regions) have documented how these inconsistencies have been resolved.		N/A				0

		V - Links with National Reporting System				N/A

		17		When applicable, the data are reported through a single channel of the national reporting system.		N/A				0

		21		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		22		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		23		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:  Recommendations for the District Site

		Based on the findings of the systems’ review and data verification at the intermediate aggregation site, please describe any compliance requirements or recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  See systems assessment functions by function area (table below) for review of system).   Action points should be discussed with the Program.

				Identified Weaknesses				Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  District Site



&A&RPage &P



		I - M&E Structure, 
Functions and Capabilities

		II- Indicator 
Definitions and 
Reporting 
Guidelines

		III - Data-collection 
and Reporting Forms 
and Tools

		IV- Data Management 
Processes

		V - Links with 
National 
Reporting System



Data Management Assessment - District Site 1

Data Management Assessment - 
District Site

0

0

0

0

0



		Verification factor

		% Available

		%  On Time

		% Complete



Data and Reporting Verifications - 
District Site

0

0

0

0



		I - M&E Structure, 
Functions and Capabilities

		II- Indicator 
Definitions and 
Reporting 
Guidelines

		III - Data-collection 
and Reporting Forms 
and Tools

		IV- Data Management 
Processes

		V - Links with 
National 
Reporting System



Data Management Assessment - District Site 1

Data Management Assessment - 
District Site

0

0

0

0

0



		Verification factor

		% Available

		%  On Time

		% Complete



Data and Reporting Verifications - 
District Site

0

0

0

0



		Data Verification and System Assessment Sheet - District Site

		District Site/Organization:						-																																						Data Management Assessment - District Site 1

		Region and District:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Indicator Reviewed:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Date of Review:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Reporting Period Verified:						-																																						4		N/A		IV- Data Management 
Processes

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications																																														-		Verification factor

		A - Recounting reported Results:																																														-		% Available

		Recount results from the periodic reports sent from service sites to the District and compare to the value reported by the District.  Explain discrepancies (if any).																																														-		%  On Time

		1		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number? [A]																																												-		% Complete

		2		What aggregated result was contained in the summary report prepared by the District (and submitted to the next reporting level)? [B]

		3		Calculate the ratio of recounted to reported numbers. [A/B]				-

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		B - Reporting Performance:

		Review availability, completeness, and timeliness of reports from all Service Delivery Sites. How many reports should there have been from all Sites?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all service sites? [A]

		6		How many reports are there? [B]

		7		Calculate % Available Reports [B/A]				-

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]

		9		Calculate % On time Reports [C/A]				-

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data*). [D]

		11		Calculate % Complete Reports [D/A]				-

						0

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from sub-reporting levels (e.g., service points).		N/A				0

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to the central M&E Unit).		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III- Data-collection and Reporting Forms / Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		IV- Data Management Processes				N/A

		12		Feedback is systematically provided to all service points on the quality of their reporting (i.e., accuracy, completeness and timeliness).		N/A				0

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		19		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		N/A				0

		20		If data discrepancies have been uncovered in reports from service points, the Intermediate Aggregation Levels (e.g., districts or regions) have documented how these inconsistencies have been resolved.		N/A				0

		V - Links with National Reporting System				N/A

		17		When applicable, the data are reported through a single channel of the national reporting system.		N/A				0

		21		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		22		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		23		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:  Recommendations for the District Site

		Based on the findings of the systems’ review and data verification at the District site, please describe any compliance requirements or recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  See systems assessment functions by function area (table below) for review of system.   Action points should be discussed with the Program.

				Identified Weaknesses				Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  District Site
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Data Management Assessment - District Site 1
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Data and Reporting Verifications - 
District Site

0

0

0
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		District Site Summary Statistics
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		Indicator
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		Data 
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Systems Assessment

Data Management Assessment - District Level 
Summary

0

0

0

0

0



		% Available

		% On Time

		% Complete

		Verification Factor



Data Verifications

Data and Reporting Verifications - District Level Summary

0

0

0

0



		Data Verification and System Assessment Sheet - Regional Site

		Regional Site/Organization:						-																																						Data Management Assessment - District Site 1

		Region:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Indicator Reviewed:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Date of Review:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Reporting Period Verified:						-																																						4		N/A		IV- Data Management 
Processes

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications																																														-		Verification factor

		A - Recounting reported Results:																																														-		% Available

		Recount results from the periodic reports sent from the Districts to the Region and compare to the value reported by the Region.  Explain discrepancies (if any).																																														-		%  On Time

		1		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number? [A]																																												-		% Complete

		2		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)? [B]

		3		Calculate the ratio of recounted to reported numbers. [A/B]				-

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		B - Reporting Performance:

		Review availability, completeness, and timeliness of reports from all Districts within the Region. How many reports should there have been from all Districts?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all Districts? [A]

		6		How many reports are there? [B]

		7		Calculate % Available Reports [B/A]				-

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]

		9		Calculate % On time Reports [C/A]				-

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data*). [D]

		11		Calculate % Complete Reports [D/A]				-

						0

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from sub-reporting levels (e.g., service points).		N/A				0

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to the central M&E Unit).		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III- Data-collection and Reporting Forms / Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		IV- Data Management Processes				N/A

		12		Feedback is systematically provided to all service points on the quality of their reporting (i.e., accuracy, completeness and timeliness).		N/A				0

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		19		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		N/A				0

		20		If data discrepancies have been uncovered in reports from service points, the Intermediate Aggregation Levels (e.g., districts or regions) have documented how these inconsistencies have been resolved.		N/A				0

		V - Links with National Reporting System				N/A

		17		When applicable, the data are reported through a single channel of the national reporting system.		N/A				0

		21		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		22		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		23		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:  Recommendations for the Intermediate Aggregation Level

		Based on the findings of the systems’ review and data verification at the intermediate aggregation site, please describe any compliance requirements or recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  See systems assessment functions by function area (table below) for review of system).   Action points should be discussed with the Program.

				Identified Weaknesses				Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Intermediate Aggregation Level
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		2.33

		1.75

		2

		1.56

		1.25



Data Management Assessment - District Site 1

Data Management Assessment - 
Regional Site



		0.9090909091

		0.9

		0.8888888889

		0.8333333333



Data and Reporting Verifications - 
Regional Site



		Data Verification and System Assessment Sheet - Regional Site

		Regional Site/Organization:						-																																						Data Management Assessment - District Site 1

		Region:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Indicator Reviewed:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Date of Review:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Reporting Period Verified:						-																																						4		N/A		IV- Data Management 
Processes

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications																																														-		Verification factor

		A - Recounting reported Results:																																														-		% Available

		Recount results from the periodic reports sent from the Districts to the Region and compare to the value reported by the Region.  Explain discrepancies (if any).																																														-		%  On Time

		1		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number? [A]																																												-		% Complete

		2		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)? [B]

		3		Calculate the ratio of recounted to reported numbers. [A/B]				-

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		B - Reporting Performance:

		Review availability, completeness, and timeliness of reports from all Districts within the Region. How many reports should there have been from all Districts?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all Districts? [A]

		6		How many reports are there? [B]

		7		Calculate % Available Reports [B/A]				-

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]

		9		Calculate % On time Reports [C/A]				-

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data*). [D]

		11		Calculate % Complete Reports [D/A]				-

						0

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from sub-reporting levels (e.g., service points).		N/A				0

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to the central M&E Unit).		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III- Data-collection and Reporting Forms / Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		IV- Data Management Processes				N/A

		12		Feedback is systematically provided to all service points on the quality of their reporting (i.e., accuracy, completeness and timeliness).		N/A				0

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		19		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		N/A				0

		20		If data discrepancies have been uncovered in reports from service points, the Intermediate Aggregation Levels (e.g., districts or regions) have documented how these inconsistencies have been resolved.		N/A				0

		V - Links with National Reporting System				N/A

		17		When applicable, the data are reported through a single channel of the national reporting system.		N/A				0

		21		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		22		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		23		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:  Recommendations for the Intermediate Aggregation Level

		Based on the findings of the systems’ review and data verification at the intermediate aggregation site, please describe any compliance requirements or recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  See systems assessment functions by function area (table below) for review of system).   Action points should be discussed with the Program.

				Identified Weaknesses				Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Intermediate Aggregation Level
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		2

		1.75

		2

		1.89

		1.5



Data Management Assessment - District Site 1

Data Management Assessment - 
Regional Site



		0.8333333333

		0.875

		0.7142857143

		0.5714285714



Data and Reporting Verifications - 
Regional Site



		Data Verification and System Assessment Sheet - Regional Site

		Regional Site/Organization:						-																																						Data Management Assessment - District Site 1

		Region:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Indicator Reviewed:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Date of Review:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Reporting Period Verified:						-																																						4		N/A		IV- Data Management 
Processes

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications																																														-		Verification factor

		A - Recounting reported Results:																																														-		% Available

		Recount results from the periodic reports sent from the Districts to the Region and compare to the value reported by the Region.  Explain discrepancies (if any).																																														-		%  On Time

		1		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number? [A]																																												-		% Complete

		2		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)? [B]

		3		Calculate the ratio of recounted to reported numbers. [A/B]				-

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		B - Reporting Performance:

		Review availability, completeness, and timeliness of reports from all Districts within the Region. How many reports should there have been from all Districts?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all Districts? [A]

		6		How many reports are there? [B]

		7		Calculate % Available Reports [B/A]				-

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]

		9		Calculate % On time Reports [C/A]				-

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data*). [D]

		11		Calculate % Complete Reports [D/A]				-

						0

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from sub-reporting levels (e.g., service points).		N/A				0

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to the central M&E Unit).		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III- Data-collection and Reporting Forms / Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		IV- Data Management Processes				N/A

		12		Feedback is systematically provided to all service points on the quality of their reporting (i.e., accuracy, completeness and timeliness).		N/A				0

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		19		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		N/A				0

		20		If data discrepancies have been uncovered in reports from service points, the Intermediate Aggregation Levels (e.g., districts or regions) have documented how these inconsistencies have been resolved.		N/A				0

		V - Links with National Reporting System				N/A

		17		When applicable, the data are reported through a single channel of the national reporting system.		N/A				0

		21		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		22		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		23		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:  Recommendations for the Intermediate Aggregation Level

		Based on the findings of the systems’ review and data verification at the intermediate aggregation site, please describe any compliance requirements or recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  See systems assessment functions by function area (table below) for review of system).   Action points should be discussed with the Program.

				Identified Weaknesses				Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Intermediate Aggregation Level
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		0

		0

		0

		0

		0



Data Management Assessment - District Site 1

Data Management Assessment - 
Regional Site



		Verification factor

		% Available

		%  On Time

		% Complete



Data and Reporting Verifications - 
Regional Site

0.8

0.75

0.2222222222

0.7777777778



		Data Verification and System Assessment Sheet - Regional Site

		Regional Site/Organization:						-																																						Data Management Assessment - District Site 1

		Region:						-																																						1		N/A		I - M&E Structure, 
Functions and Capabilities

		Indicator Reviewed:						-																																						2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines

		Date of Review:						-																																						3		N/A		III - Data-collection 
and Reporting Forms 
and Tools

		Reporting Period Verified:						-																																						4		N/A		IV- Data Management 
Processes

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )																																				5		N/A		V - Links with 
National 
Reporting System

		Part 1:   Data Verifications																																														-		Verification factor

		A - Recounting reported Results:																																														-		% Available

		Recount results from the periodic reports sent from the Districts to the Region and compare to the value reported by the Region.  Explain discrepancies (if any).																																														-		%  On Time

		1		Re-aggregate the numbers from the reports received from all Service Delivery Points.  What is the re-aggregated number? [A]																																												-		% Complete

		2		What aggregated result was contained in the summary report prepared by the Intermediate Aggregation Site (and submitted to the next reporting level)? [B]

		3		Calculate the ratio of recounted to reported numbers. [A/B]				-

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?

		B - Reporting Performance:

		Review availability, completeness, and timeliness of reports from all Districts within the Region. How many reports should there have been from all Districts?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all Districts? [A]

		6		How many reports are there? [B]

		7		Calculate % Available Reports [B/A]				-

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]

		9		Calculate % On time Reports [C/A]				-

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data*). [D]

		11		Calculate % Complete Reports [D/A]				-

						0

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness and timeliness) received from sub-reporting levels (e.g., service points).		N/A				0

		2		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to the central M&E Unit).		N/A				0

		3		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		4		,,, what they are supposed to report on.		N/A				0

		5		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		6		… to whom the reports should be submitted.		N/A				0

		7		… when the reports are due.		N/A				0

		III- Data-collection and Reporting Forms / Tools				N/A

		8		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		9		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels		N/A				0

		10		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		11		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		IV- Data Management Processes				N/A

		12		Feedback is systematically provided to all service points on the quality of their reporting (i.e., accuracy, completeness and timeliness).		N/A				0

		13		If applicable, there are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		14		If applicable, there is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		15		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		16		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		17		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		18		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		19		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with service points on data quality issues.		N/A				0

		20		If data discrepancies have been uncovered in reports from service points, the Intermediate Aggregation Levels (e.g., districts or regions) have documented how these inconsistencies have been resolved.		N/A				0

		V - Links with National Reporting System				N/A

		17		When applicable, the data are reported through a single channel of the national reporting system.		N/A				0

		21		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		22		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		23		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:  Recommendations for the Intermediate Aggregation Level

		Based on the findings of the systems’ review and data verification at the Regional site, please describe any compliance requirements or recommended strengthening measures, with an estimate of the length of time the improvement measure could take.  See systems assessment functions by function area (table below) for review of system.   Action points should be discussed with the Program.

				Identified Weaknesses				Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  Intermediate Aggregation Level
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		I - M&E Structure, 
Functions and Capabilities

		II- Indicator 
Definitions and 
Reporting 
Guidelines

		III - Data-collection 
and Reporting Forms 
and Tools

		IV- Data Management 
Processes

		V - Links with 
National 
Reporting System



Data Management Assessment - District Site 1

Data Management Assessment - 
Regional Site

0

0

0

0

0



		Verification factor

		% Available

		%  On Time

		% Complete



Data and Reporting Verifications - 
Regional Site

0

0

0

0



		Regional Site Summary Statistics
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		M&E Structure, 
Functions and 
Capabilities

		Indicator
Definitions 
and Reporting 
Guidelines

		Data-collection
and Reporting
Forms / Tools

		Data 
Management 
Processes

		Links with 
National Reporting 
System



Systems Assessment

Data Management Assessment - 
Regional Level Summary

0

0

0

0

0



		% Available

		% On Time

		% Complete

		Verification Factor



Data Verifications

Data and Reporting Verifications - Regional Level Summary

0

0

0

0



		Data Verification and System Assessment Sheet - National Level M&E Unit

		National Level M&E Unit/Organization:						-

		Indicator Reviewed:						-

		Date of Review:						-

		Reporting Period Verified:						-

		Component of the M&E System				Calculations		Answer Codes: Yes - completely
Partly
No - not at all         N/A		REVIEWER COMMENTS
(Please provide detail for each response not coded "Yes - Completely".  Detailed responses will help guide strengthening measures. )

																																														Data Management Assessment - M&E Unit																								yes -completely		partly		no, not at all		N/A

		Part 1:   Data Verifications																																												1		N/A		I - M&E Structure, 
Functions and Capabilities																		accuracy		0		0		0		0

		A - Recounting reported Results:																																												2		N/A		II- Indicator 
Definitions and 
Reporting 
Guidelines																		reliability		0		0		0		0

		Recount results from the periodic reports sent from the intermediate aggregation sites to the National Level and compare to the value published by the National Program (or reported by the National Program to the Donor, if applicable).  Explain discrepancies (if any).																																												3		N/A		III - Data-collection 
and Reporting Forms 
and Tools																		timeliness		0		0		0		0

		1		Re-aggregate the numbers from the reports received from all reporting entities. What is the re-aggregated number? [A]																																										4		N/A		IV- Data Management 
Processes																		completeness		0		0		0		0

		2		What aggregated result was contained in the summary report prepared by the M&E Unit? [B]																																										5		N/A		V - Links with 
National 
Reporting System																		precision		0		0		0		0

		3		Calculate the ratio of recounted to reported numbers. [A/B]				-																																																												confidentiality		0		0		0		0

		4		What are the reasons for the discrepancy (if any) observed (i.e., data entry errors, arithmetic errors, missing source documents, other)?																																																																integrity		0		0		0		0

		B - Reporting Performance:

		Review availability, completeness, and timeliness of reports from all Intermediate Aggregation Sites. How many reports should there have been from all Aggregation Sites?  How many are there?  Were they received on time? Are they complete?

		5		How many reports should there have been from all reporting entities (e.g., regions, districts, service points)? [A]																																										Data and Reporting Verifications - M&E Unit

		6		How many reports are there? [B]																																										1		-		% Available

		7		Calculate % Available Reports [B/A]				-																																						2		-		% On Time

		8		Check the dates on the reports received.  How many reports were received on time? (i.e., received by the due date). [C]																																										3		-		% Complete

		9		Calculate % On time Reports [C/A]				-																																						4		-		Verification Factor

		10		How many reports were complete?  (i.e., complete means that the report contained all the required indicator data*). [D]

		11		Calculate % Complete Reports [D/A]				-

		Part 2.  Systems Assessment

		I - M&E Structure, Functions and Capabilities

		1		There is a documented organizational structure/chart that clearly identifies positions that have data management responsibilities at the M&E Unit. (to specify which Unit: e.g. MoH, NAP, GF, World Bank)		N/A				0

		2		All staff positions dedicated to M&E and data management systems are filled.		N/A				0

		3		A senior staff member (e.g., the Program Manager) is responsible for reviewing the aggregated numbers prior to the submission/release of reports from the M&E Unit.		N/A				0

		4		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness,  timeliness and confidentiality ) received from sub-reporting levels (e.g., regions, districts, service points).		N/A				0

		5		There is a training plan which includes staff involved in data-collection and reporting at all levels in the reporting process.		N/A				0

		6		All relevant staff have received training on the data management processes and tools.		N/A				0

		II- Indicator Definitions and Reporting Guidelines				N/A

		7		The M&E Unit has documented and shared the definition of the indicator(s) with all relevant levels of the reporting system (e.g., regions, districts, service points).		N/A				0

		8		There is a description of the services that are related to each indicator measured by the Program/project.		N/A				0

		9		There is a written policy that states for how long source documents and reporting forms need to be retained.		N/A				0

		10		The M&E Unit has provided written guidelines to all reporting entities (e.g., regions, districts, service points) on reporting requirements and deadlines.		N/A				0

		The M&E Unit has provided written guidelines to each sub-reporting level on …

		11		,,, what they are supposed to report on.		N/A				0

		12		… how (e.g., in what specific format) reports are to be submitted.		N/A				0

		13		… to whom the reports should be submitted.		N/A				0

		14		… when the reports are due.		N/A				0

		III- Data-collection and Reporting Forms / Tools				N/A

		15		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.		N/A				0

		16		The M&E Unit has identified a standard source document (e.g., medical record, client intake form, register, etc.) to be used by all service delivery points to record service delivery.		N/A				0

		17		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels.		N/A				0

		18		….The standard forms/tools are consistently used by the Service Delivery Site.		N/A				0

		19		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.		N/A				0

		20		The data collected by the M&E system has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies disaggregation by these characteristics).		N/A				0

		21		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).		N/A				0

		IV- Data Management Processes				N/A

		22		The M&E Unit has clearly documented data aggregation, analysis and/or manipulation steps performed at each level of the reporting system.		N/A				0

		23		Feedback is systematically provided to all sub-reporting levels on the quality of their reporting (i.e., accuracy, completeness and timeliness).		N/A				0

		24		(If applicable) There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).		N/A				0

		25		(If applicable) There is a written back-up procedure for when data entry or data processing is computerized.		N/A				0

		26		...If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).		N/A				0

		27		Relevant personal data are maintained according to national or international confidentiality guidelines.		N/A				0

		28		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).		N/A				0

		29		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.		N/A				0

		30		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with sub-reporting levels on data quality issues.		N/A				0

		31		If data discrepancies have been uncovered in reports from sub-reporting levels, the M&E Unit (e.g., districts or regions) has documented how these inconsistencies have been resolved.		N/A				0

		32		The M&E Unit can demonstrate that regular supervisory site visits have taken place and that data quality has been reviewed.		N/A				0

		V- Links with National Reporting System				N/A

		33		When applicable, the data are reported through a single channel of the national reporting system.		N/A				0

		34		When available, the relevant national forms/tools are used for data-collection and reporting.		N/A				0

		35		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).		N/A				0

		36		The service sites are identified using ID numbers that follow a national system.		N/A				0																																				System Assessment

		37		The system records information about where the service is delivered (i.e. region, district, ward, etc.)		N/A				0

		38		….if yes, place names are recorded using standarized naming conventions.		N/A				0

						N/A

		Part 3:   Follow up Recommendations and Action Plan - M&E Unit

				Summarize key issues that the Program should follow up at various levels of the system (e.g. issues   found at site level and/or at intermediate aggregation site level).

				Identified Weaknesses				Description of Action Point				Responsible(s)		Time Line

		1

		2

		3

		4

		Part 4:  DASHBOARD:  National Level - M&E Unit
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		2.5

		2.25

		2.29

		1.55

		1.5



Data Management Assessment - M&E Unit

Data Management Assessment - 
M&E Unit



		0.9166666667

		0.375

		0.75

		0.9352112676



Data and Reporting Verifications - M&E Unit

Data and Reporting Verifications - 
M&E Unit



		SUMMARY TABLE

Assessment of Data Management
and Reporting Systems								I		II		III		IV		V		Average
(per site)				Color Code Key

										M&E Structure, Functions and Capabilities		Indicator Definitions and Reporting Guidelines		Data-collection and Reporting Forms / Tools		Data Management Processes		Links with National Reporting System						green		2.5 - 3.0		Yes, completely

		M&E Unit																						yellow		1.5 - 2.5		Partly

		-		-						N/A		N/A		N/A		N/A		N/A		N/A				red		< 1.5		No - not at all

		Regional Level

		1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2		-						N/A		N/A		N/A		N/A		N/A		N/A

		3		-						N/A		N/A		N/A		N/A		N/A		N/A

		4		-						N/A		N/A		N/A		N/A		N/A		N/A

		Intermediate Aggregation Level Sites

		1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2		-						N/A		N/A		N/A		N/A		N/A		N/A

		3		-						N/A		N/A		N/A		N/A		N/A		N/A

		4		-						N/A		N/A		N/A		N/A		N/A		N/A

		5		-						N/A		N/A		N/A		N/A		N/A		N/A

		6		-						N/A		N/A		N/A		N/A		N/A		N/A

		7		-						N/A		N/A		N/A		N/A		N/A		N/A

		8		-						N/A		N/A		N/A		N/A		N/A		N/A

		Service Delivery Points/Organizations

		1		-						N/A		N/A		N/A		N/A		N/A		N/A

		2		-						N/A		N/A		N/A		N/A		N/A		N/A

		3		-						N/A		N/A		N/A		N/A		N/A		N/A

		4		-						N/A		N/A		N/A		N/A		N/A		N/A

		5		-						N/A		N/A		N/A		N/A		N/A		N/A

		6		-						N/A		N/A		N/A		N/A		N/A		N/A

		7		-						N/A		N/A		N/A		N/A		N/A		N/A

		8		-						N/A		N/A		N/A		N/A		N/A		N/A

		9		-						N/A		N/A		N/A		N/A		N/A		N/A

		10		-						N/A		N/A		N/A		N/A		N/A		N/A

		11		-						N/A		N/A		N/A		N/A		N/A		N/A

		12		-						N/A		N/A		N/A		N/A		N/A		N/A

		13		-						N/A		N/A		N/A		N/A		N/A		N/A

		14		-						N/A		N/A		N/A		N/A		N/A		N/A

		15		-						N/A		N/A		N/A		N/A		N/A		N/A

		16		-						N/A		N/A		N/A		N/A		N/A		N/A

		17		-						N/A		N/A		N/A		N/A		N/A		N/A

		18		-						N/A		N/A		N/A		N/A		N/A		N/A

		19		-						N/A		N/A		N/A		N/A		N/A		N/A

		20		-						N/A		N/A		N/A		N/A		N/A		N/A

		21		-						N/A		N/A		N/A		N/A		N/A		N/A

		22		-						N/A		N/A		N/A		N/A		N/A		N/A

		23		-						N/A		N/A		N/A		N/A		N/A		N/A

		24		-						N/A		N/A		N/A		N/A		N/A		N/A

		Average (per functional area)								N/A		N/A		N/A		N/A		N/A		N/A
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		Global Dashboard - Summary Statistics, All Levels
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Systems Assessment

Data Management Assessment - Global Aggregate Score

0

0

0

0

0



		% Available

		% On Time

		% Complete

		Verification Factor



Data Verifications

Data and Reporting Verifications - Global Aggregate Score

0

0

0

0



		RDQA Final Action Plan

		Country:

		Program/project

		Date of RDQA:

		Date of Proposed Follow-up

		Description of Weakness						System Strengthening Measures		Responsable(s)		Timeline		Comments

		Add rows as needed

		Summary of Site Specific Action Plans

		Site				Identified Weaknesses		System Strengthening Measures		Responsible(s)		Time line		Comments

		National Level - M&E Unit		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Regional Site 1		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Regional Site 2		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Regional Site 3		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Regional Site 4		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		District Site 1		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		District Site 2		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		District Site 3		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		District Site 4		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		District Site 5		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		District Site 6		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		District Site 7		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		District Site 8		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 1		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 2		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 3		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 4		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 5		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 6		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 7		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 8		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 9		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 10		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 11		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 12		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 13		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 14		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 15		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 16		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 17		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 18		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 19		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 20		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 21		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 22		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 23		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-

		Service Point 24		1		-		-		-		-

		-		2		-		-		-		-

				3		-		-		-		-

				4		-		-		-		-



&A&RPage &P



		Systems Assessment Components Contributing to  Data Quality Dimensions

		Functional Area						Level						Dimension of Data Quality

								M&E Unit		Aggregation Levels		Service Points		Accuracy		Reliability		Timeliness		Completeness		Precision		Confidentiality		Integrity

		I - M&E Structure, Functions and Capabilities

		There is a documented organizational structure/chart that clearly identifies positions that have data management responsibilities at the M&E Unit. (to specify which Unit: e.g. MoH, NAP, GF, World Bank)				0		P						�		�		�

		All staff positions dedicated to M&E and data management systems are filled.				0		P						�		�		�

		A senior staff member (e.g., the Program Manager) is responsible for reviewing the aggregated numbers prior to the submission/release of reports from the M&E Unit.				0		P						�		�				�		�

		There are designated staff responsible for reviewing the quality of data (i.e., accuracy, completeness,  timeliness and confidentiality ) received from sub-reporting levels (e.g., regions, districts, service points).						P		P				�		�		�		�		�		�

		There are designated staff responsible for reviewing aggregated numbers prior to submission to the next level (e.g., to the central M&E Unit).								P		P		�		�

		The responsibility for recording the delivery of services on source documents is clearly assigned to the relevant staff.										P		�		�

		There is a training plan which includes staff involved in data-collection and reporting at all levels in the reporting process.						P						�		�		�		�				�

		All relevant staff have received training on the data management processes and tools.				0		P		P		P		�		�		�		�		�		�

		II- Indicator Definitions and Reporting Guidelines

		The M&E Unit has documented and shared the definition of the indicator(s) with all relevant levels of the reporting system (e.g., regions, districts, service points).				0		P						�		�

		There is a description of the services that are related to each indicator measured by the Program/project.				0		P						�		�

		The M&E Unit has provided written guidelines to all reporting entities (e.g., regions, districts, service points) on reporting requirements and deadlines.				0		P		P		P		�		�		�		�

		There is a written policy that states for how long source documents and reporting forms need to be retained.				0		P						�		�		�		�		�				�

		III- Data-collection and Reporting Forms / Tools

		If multiple organizations are implementing activities under the Program/project, they all use the same reporting forms and report according to the same reporting timelines.				0		P						�		�

		The M&E Unit has identified a standard source document (e.g., medical record, client intake form, register, etc.) to be used by all service delivery points to record service delivery.				0		P						�		�

		The M&E Unit has identified standard reporting forms/tools to be used by all reporting levels						P		P		P		�		�

		….The standard forms/tools are consistently used by all levels.				0		P		P		P		�		�

		Clear instructions have been provided by the M&E Unit on how to complete the data collection and reporting forms/tools.				0		P		P		P		�		�

		The data collected by the M&E system has sufficient precision to measure the indicator(s) (i.e., relevant data are collected by sex, age, etc. if the indicator specifies disaggregation by these characteristics).				0		P				P										�

		All source documents and reporting forms relevant for measuring the indicator(s) are available for auditing purposes (including dated print-outs in case of computerized system).				0		P		P		P		�		�		�		�		�				�

		IV- Data Management Processes

		The M&E Unit has clearly documented data aggregation, analysis and/or manipulation steps performed at each level of the reporting system.				0		P						�		�		�		�		�

		Feedback is systematically provided to all sub-reporting levels on the quality of their reporting (i.e., accuracy, completeness and timeliness).				0		P		P				�		�		�		�		�

		[If applicable] There are quality controls in place for when data from paper-based forms are entered into a computer (e.g., double entry, post-data entry verification, etc).				0		P		P		P		�		�		�		�		�				�

		[If applicable] There is a written back-up procedure for when data entry or data processing is computerized.				0		P		P		P		�		�		�		�		�				�

		If yes, the latest date of back-up is appropriate given the frequency of update of the computerized system (e.g., back-ups are weekly or monthly).				0		P		P		P		�		�		�		�		�				�

		Relevant personal data are maintained according to national or international confidentiality guidelines.				0		P		P		P												�

		The recording and reporting system avoids double counting people within and across Service Delivery Points (e.g., a person receiving the same service twice in a reporting period, a person registered as receiving the same service in two different locations, etc).				0		P		P		P		�		�

		The reporting system enables the identification and recording of a "drop out", a person "lost to follow-up" and a person who died.				0		P		P		P		�		�

		There is a written procedure to address late, incomplete, inaccurate and missing reports; including following-up with sub-reporting levels on data quality issues.				0		P		P				�		�		�		�		�				�

		If data discrepancies have been uncovered in reports from sub-reporting levels, the M&E Unit (e.g., districts or regions) has documented how these inconsistencies have been resolved.				0		P		P				�		�		�		�		�				�

		The M&E Unit can demonstrate that regular supervisory site visits have taken place and that data quality has been reviewed.				0		P						�		�		�		�		�		�		�

		V- Links with National Reporting System

		When available, the relevant national forms/tools are used for data-collection and reporting.				0		P		P		P		�		�						�				�

		When applicable, the data are reported through a single channel of the national reporting system.				0		P		P		P		�		�						�				�

		Reporting deadlines are harmonized with the relevant timelines of the National Program (e.g., cut-off dates for monthly reporting).						P		P				�		�						�				�

		The service sites are identified using ID numbers that follow a national system.						P		P				�		�						�				�

		The system records information about where the service is delivered (i.e. region, district, ward, etc.)				0		P		P		P		�		�						�				�

		….if yes, place names are recorded using standarized naming conventions.				0		P		P		P		�		�						�				�
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		Facility		Level		fac_code		district		dis_code		region		reg_code		date		qual1		qual2		qual3		qual4		qual5		qual_avg		vf		recount1		report1		avail		time		compl

		Overall		1														-		-		-		-		-				-						-		-		-

		-		2		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		-		-

		-		3		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		-		-

		-		3		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		-		-

		-		3		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		-		-

		-		3		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		-		-

		-		4		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A				-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-

		-		5		0		0		0		0		0		0		N/A		N/A		N/A		N/A		N/A		-		-		0.00		0.00		-		-		-





		

		Systems Assessment and Data Verifications

						SDP		DAL		RAL		M&E Unit		aggregate																Documentation Review

		Systems Assessment		M&E Structure, 
Functions and 
Capabilities		-		-		-		-		-																Indicator 1

				Indicator
Definitions 
and Reporting 
Guidelines		-		-		-		-		-																Documents Available		Documents Complete		In Reporting Period

				Data-collection
and Reporting
Forms / Tools		-		-		-		-		-																-		-		-

				Data 
Management 
Processes		-		-		-		-		-																-		-		-

				Links with 
National Reporting 
System		-		-		-		-		-																-		-		-

																														-		-		-

																														-		-		-

						SDP		DAL		RAL		M&E Unit		aggregate																-		-		-

		Data Verifications		% Available		-		-		-		-		-																-		-		-

				% On Time		-		-		-		-		-																-		-		-

				% Complete		-		-		-		-		-																-		-		-

				Verification Factor		-		-		-		-		-																-		-		-

																														-		-		-

																														-		-		-

																														-		-		-

		Service Site Statistics		M&E Structure, Functions and Capabilities		Indicator Definitions and Reporting Guidelines		Data-collection and Reporting Forms / Tools		Data Management Processes		Links with National Reporting System		Site Average		Accuracy of Reporting				Color Code Key										-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130		green		2.5 - 3.0		Yes, completely						-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130		yellow		1.5 - 2.5		Partly						-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130		red		< 1.5		No - not at all						-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130												-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130												-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130												-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130												-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130		Accuracy Recoded						Accuracy Recode				-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130		<=70		0								-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130		71-80		0								-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130		81-90		0								0		0		0

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130		91-100		0								0		0		0

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130		101-110		0								0		0		0

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130		111-120		0								-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130		121-130		0

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130		>130		0

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130		total sites		0

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130

		-		N/A		N/A		N/A		N/A		N/A		-		-		>130

		Average		-		-		-		-		-		-		-

		Aggregation Level Summary Statistics		M&E Structure, Functions and Capabilities		Indicator Definitions and Reporting Guidelines		Data-collection and Reporting Forms / Tools		Data Management Processes		Links with National Reporting System		Accuracy of Reporting		Availability		Timeliness		Completeness

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-

		District Average		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-

		Regional Average		-		-		-		-		-		-		-		-		-

		-		N/A		N/A		N/A		N/A		N/A		-		-		-		-

		Overall Average		-		-		-		-		-		-		-		-		-






